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Key Points:

Action Required

To remind Trust Board that all discussions should link directly to
safe, high quality patient care.
• This story provides an insight into the day to day challenges
of working with service users in a recovery setting, and
highlights an example of positive risk taking in order to
pursue individual goals.
• Occupational therapists support people to do the things they
want to do. These could be daily activities, to more complex
activities such as caring for children, succeeding in studies or
work, or maintaining a healthy social life.
• The refreshed Multi Professional Action plans include
relevant actions for the CQC action plan and cover a range of
areas including Improving the Trust approach to CPA,
recovery focussed care planning, ward activities and
observations and initiatives to change approaches to risk in
order to improve recovery and patient safety
• To note the details described within the patient story

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

Description

Link to Trust Corporate and
Directorate Annual Objective(s)

All corporate and strategic
objectives for the Trust.

Link to Corporate Risk Register

All identified corporate risks.

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

Yes

Comment

Detail in report

√
√
√
√
√
√
√

Yes
To include in Quality Account?

Any Action Required?
Yes
N/A

No

√
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Manchester Mental Health and Social Care Trust
‘Take a chance’ – staff story.
1.

Purpose of Report:

1.1

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

2.

Introduction and background

2.1

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

2.2

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

2.3

This story provides an insight into the day to day challenges of working with service
users in a recovery setting, and highlights an example of positive risk taking in order to
pursue individual goals.

2.4

Antonia begins her story by reflecting on the challenges, demands and job satisfaction
that are associated with being an Occupational Therapist. She talks about the often
bittersweet fulfilment experienced where a service user gets to the point where they have
moved on and that occupational therapy input is no longer required.

2.5

Antonia highlights an occasion where she was working with a service user who had a
goal to pursue a gardening and landscaping course. She remembered how some of her
colleagues at the time had urged caution feeling that it wasn’t the right time, that it might
cause too much stress and that it was too risky. Antonia was able to reflect on this
during supervision and recalls that she faced two choices. The first was to postpone the
plan for another year which would be less risky but would really upset the service user
and possibly set him back, and the second, to just go ahead, manage the risks and take
a chance that everything would be ok. This is ultimately what she decided to do.

2.6

She talks about the fear and apprehension that was experienced during this time but
also felt that the outcome was really worth the risk. Antonia then goes on to highlight the
positive impact and enjoyment that the experience provided to the service user who now
for the first time in many years had a clear goal to focus on and a real sense of purpose.

2.7

The service user was able to learn new things, meet and relate to new people, develop
new skills, and importantly, build his self confidence and self esteem. This has all played
a hugely important role in his recovery at the time, supporting him to move on from
services. Antonia ends her story by highlighting the massive transformation that took
place during the time she spent with this service user, as a result of her positive risk
taking. Importantly, he has now moved on – and no longer needs her input.

3.

Discussion

3.1

Occupational Therapy enables people who use Trust services to achieve as much as
they can for themselves and get the most out of life. Occupational therapists support
people of all ages who have physical, psychological or social problems as a result of
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accident, illness or ageing to do the things they want to do. These could be daily
activities that many others take for granted, from grocery shopping or brushing their
teeth, to more complex activities such as caring for children, succeeding in studies as is
the case in this instance, or maintaining a healthy social life.
3.2

Occupational therapists also have a central role in discharge planning for people
admitted to inpatient mental health services, helping service users to re-engage in
valued activities/routines, arranging equipment to aid independence and addressing the
support needs of carers. This support helps to reduce the length of hospital stay and the
risk of further deterioration due to loss of skills and social isolation.

3.3

Following the publication of the national strategy towards care delivery called
Compassion in Practice by the Chief Nursing Officer and Director of Public Health
Nursing in England in December 2012 the Trust’s Heads of Profession developed a 2
year Vision and Action plans for professions. The aims were to identify and align a
collective vision for all Professions within the Trust, promote the delivery of services
aligned to Trust and National strategies and promote service improvements whilst
maintaining the six core values. The Heads of Professions reviewed the action plans in
July 2015.

3.4

As part of this process completed actions were closed down and incomplete actions
were identified to be pulled forward into the new plan. The Heads of Professions then
developed an updated vision and action plans as a result of a number of changes in the
Trust and new drivers including the development of the Clinical Strategy, the findings of
Trust peer reviews and nursing revalidation.

3.5

The refreshed Multi Professional Action plans include relevant actions to support the now
completed CQC action plan and cover a range of areas including Improving the Trust
approach to CPA, recovery focussed care plans, a clear focus on safe staffing and its
relationship with ward activities and observations and initiatives to change approaches to
risk in order to improve recovery and patient safety.

4.

Conclusions

4.1

Antonia’s story highlights that risk management works best when a service user’s
strengths are recognised alongside the possible problems that they might encounter and
with which they might present.

4.2

The Trust organised a successful event on 12th May to celebrate international nurses’
day. As part of the celebrations, nursing staff reflected on how we are able to keep
bringing care back to the patients, and support our service users through techniques
such as motivational interviewing to take control of their health and wellbeing and
importantly, their recovery.

Patrick Cahoon
Head of Patient Experience

Philip King
Chief Operating officer/Chief Nurse

Thursday, May 26, 2016
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Minutes of Manchester Mental Health and Social Care Trust Board Meeting
Held on Thursday 28th April 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
Mr. Tim Gilpin, Non Executive Director
Mr. Philip King, Chief Operating Officer (COO)/Chief Nurse

In attendance:

Ms. Debbie Hodkinson, Director of Workforce & Organisational Development.
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

083/16

Patient Stories
The paper presented a patient story ‘The madness in my head’ 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 provided an insight into the impact of drug addiction on mental health and well
being and how it can have a significant impact upon mental health and well being and can
result in family breakdown. The story charted the journey of a service user through
various parts of the health and social care system, and different experiences of care and
services.
It was noted that in addition to 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.
In response to the storytellers comment regarding the difference in day and night staff, the
COO/Chief Nurse undertook to look into whether this was a general comment or taken
forward for action and will update the Board under matters arising at the next meeting.
The report was noted.

084/16

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

085/16

Declarations of Interests
No interests were declared.
Specifically, the Chief Operating Officer/Chief Nurse, Mr Philip King, stated that as a new
member of the Board he did not have any interests to declare.
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086/16

Apologies for Absence
Apologies were received from Mr. John Harrop, Director of Strategy/Deputy Chief
Executive.

087/16

Minutes of the Trust Board Meeting held on Thursday 31st March 2016
The minutes of the meeting held on Thursday 31st March 2016 were accepted as a correct
record.
The minutes will be signed by the Chair and entered into the record.

088/16

Action Log & Matters Arising
The Chair highlighted progress against actions requiring an update at the April 2016 Board
from the action log. An update was provided at;
055/15 Public Consultation regarding proposed service cuts
An update will be provided to the May Board regarding progress made by the service
retraction implementation panel. It was noted staff consultation commences on 28th April.
Progress on actions requiring an update to the April Board were noted.

089/16

Chairs Report
Executive Director Appointment
The Chair welcomed Mr Philip King, Chief Operating Officer/Chief Nurse to the Board.
Health and Wellbeing Board
The Chair summarised discussions at the meeting held on 27th April. It was noted the
Board is being re-constituted so that membership is made up of elected representatives
from the Council and Chairs from statutory bodies. The meeting approved the Locality
Plan and the Chair fed back on discussion of the report received on the proposal to create
one hospital provider in Manchester.

090/16

Chief Executive (CEO) Report
The CEO presented the report which provided an overview of the month across the Trust,
across the city and nationally.
In addition the CEO provided an update on:
• Discussions regarding the future of the Trust which are progressing and the plans for
the TDA to engage with staff and service users in the process were noted. The Board
emphasised the importance of ensuring the staff group is seen as representative of the
workforce.
• It was noted that Ian Williamson has returned to his role as Chief Officer at Central
Clinical Commissioning Group (CCG) and Ed Dyson to Deputy Chief Officer
• In relation to an enquiry related to another Trust, the CEO provided assurance that she
had followed up the case involving an ex-service user and it was not connected to this
Trust.
• Junior doctors strike; plans were commended and all staff were thanked for supporting
delivery
Prof Whetton, Non Executive Director, noting Prof. Lovell’s award in the report highlighted
the Emeritus Senior Investigator award presented to Prof. Shon Lewis, an honorary Trust
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Consultant. Board extended their congratulations to Prof. Lewis and Prof. Lovell.
The report was noted.

091/16

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.

092/16

Estates Strategy 2016-2017
The Director of Finance presented the paper that set out the priorities for the Trust estate
over the next twelve months and set out the strategy for the management and utilisation of
the estate in the period up to and including the date of completion of the transfer of
services.
At this stage of the acquisition process the purpose of the Estate Strategy is to provide an
establishment of the status of the estate and undertake a programme of information
collection to confirm utilisation and subsequent consolidation of the estate.
The Director of Finance outlined the key elements of the strategy to Board including:
• Current position of the estate
• Estate priorities for 2016/17
• Estate compliance and backlog maintenance
• Clinical approach; the strategy supports and underpins the clinical model
• Effective utilisation of the estate and optimising the estate; it was noted work is
currently underway to implement a programme of maximising the use of secured
tenancy buildings at Laureate House, Chorlton House and the Brian Hore Unit.
• The way forward and wider engagement with the Greater Manchester agenda and
commissioners was also noted.
The report was noted.
Board supported the principles in the strategy.

093/16

Integrated Quality Report
The COO/Chief Nurse presented the report to Board which provided a summary of
discussions held at the March Quality Board. He reported that a discussion had been held
with Ms Baxter, Non Executive Director Chair of Quality Board and further consideration is
to be given to the functions of Quality Board and the flow and timeline of information. It
was noted a governance meeting had been arranged to discuss this further. Ms Baxter
added that it was important to ensure the right issues and papers are reported to Quality
Board.
The report provided a summary of issues discussed including:
•
•
•
•

CQC Peer Review Process; going forward these will become peer reviews rather
than with a specific CQC focus.
Revalidation; a lot of work had been undertaken in preparation for delivery of this
and this will now be reported by exception to Quality Board.
International Nurses Day on 12th May is being celebrated at a Trust Effectiveness
Day and will be focusing on revalidation. In order to allow Board members to
attend the venue for Scrutiny Committee will be rearranged if possible.
Lessons Learned; these will be a focus for Quality Board going forward
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•

•

•

Flu/Diarrhoea & Vomiting outbreak at Park House; it was noted this was well
managed and closures were short and localised. The flu vaccination rate of staff,
although on par nationally, was low in some service areas and will be taken
forward by the infection control team.
CQC visit to HMP 20th April; in response to the Chair the COO/Chief Nurse stated
that no formal report had been received but that he was not aware of any issues
raised. The Chief Pharmacist was commended for her work in relation to
controlled drugs and licences in the prisons.
2011-2013 data from the National Confidential Inquiry into Suicide and Homicide
by People with Mental Illness (NCISH); in response to Mr Gilpin, Non Executive
Director, it was noted this was historic data but that the key lines of enquiry would
be taken through to Quality Board – it was suggested that Prof Louis Appleby and
Prof Nav Kapur be asked to contribute to this.

The report was noted.

094/16

Annual Report of the Mortality Review meeting
The Medical Director presented the report to update the Board on the work undertaken to
date within the Trust’s Mortality Review Meetings that have met weekly during 2015/16
and has reviewed 255 Trust deaths.
It was noted the rate of unexpected deaths, suicides and deaths in custody account for
approximately 0.14% of the Trust’s caseload and that all unexpected deaths are subject to
a Serious Incident Review.
An overview of the incidents reported and themes identified were included within the
report. In response to Ms Evelyn Asante-Mensah it was noted that an update on the five
deaths in custody would be reported to Quality Board. Mr Foster, Non Executive Director
stated it was a good report summarising serious incidents, themes and issues being
identified and taken forward.
The report was noted.

095/16

Safer Staffing
The COO/Chief Nurse presented the report to provide Board with details in relation to the
Safer Staffing position in March 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 there were no items for escalation and management actions are in place to
address any issues identified.
It was noted that although the paper may appear to suggest wards were overestablishment that they were not and the staffing provision was due to the level of need
and acuity. There was discussion as to establishments, agency use and overspending
and the CEO confirmed establishments were being reviewed by the Executive Team.
At the request of the Chair, it was agreed the data would be separated by establishment
and other additional staff usage in future reports.
The report was noted.
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096/16

Care Quality Commission (CQC) Action Plan
The COO/Chief Nurse presented the report which provided an update on delivery of the
CQC action plan in response to the CQC’s Inspection of the Trust in March 2015. Monthly
updates have been provided to Board since the action plan was approved and the final
action plan was presented for sign off today.
The COO/Chief Nurse highlighted the need now to ensure improvements were embedded
into practice and reported that he had discussed with Ms Baxter, Quality Board Chair, how
to use Quality Board to ensure continuous improvement in the areas highlighted by the
CQC.
The requirement of external support was identified in the action plan in relation to access
to psychological therapies and the update provided in the report by commissioners in
relation to these actions were noted. The Director of Finance added that commissioners
had agreed additional investment but the amount had not yet been agreed. In response to
Prof. Whetton, Non Executive Director regarding new monies from commissioners, the
Chair requested a section be included in the performance monitoring report so Board can
track this going forward.
Assurance had been provided from Lead Directors that all actions have been delivered to
address the 13 Requirement Notices received from the CQC encompassing the ‘Must Dos’
and ‘Should Dos’. However, Board drew attention to ‘Should Do’ 23 in relation to lone
working given previous Board discussions regarding use of the Argyll system and ‘Should
Do’ 10 in relation developing an audit system to monitor patients in the home treatment
team. It was therefore agreed that the Executive Team would review the plan and confirm
the status of the actions before presenting to the May Board for sign off prior to moving
this work into business as usual and monitoring and reporting through the assurance
framework and audit process.
The report was noted.

097/16

Register of Trust Seal 2015/16
The report summarised for Board the one document executed under seal in the year
2014/15.
The report was noted.

098/16

Workforce and Equality Monitoring Quarterly Performance Report
The Director of Workforce & OD presented the report detailing a range of workforce
performance data for the quarter January to March 2016. The report highlighted trends in
employee resourcing and relations activities and the associated actions and future plans.
The Director highlighted a number of areas:
•
•
•
•

Turnover; increased in month and overall in previous 12 month period. In response to
Ms Asante-Mensah it was confirmed exit interviews are undertaken. Mr Gilpin, Non
Executive Director, requested future reporting on turnover showed reasons for leaving .
Sickness; remains above the Trust target but is an improved position to March 2016
Personal Review (PADR); performance at 77% which was noted to be the best
performance to date.
Bank & Agency; an increase in usage and spend – medical recruitment difficulties were
noted.

____________________________________________________________________________________________
Trust Board Paper
6 of 8
Date: 28th April 2016
Agenda Item: 5

•

Mandatory training; 84% was noted to be a very good position

In relation to recruitment data Ms Asante-Mensah, Non Executive Director requested some
further information in relation to those applicants declaring a disability and how many were
successful. In addition similar data in relation to gender and ethnicity.
The Chair noted the comprehensive report provided. However, in order to ensure Board
were sighted on key workforce issues requested the Director of Workforce and OD review
and identify the key elements the Board needed to see, and at what frequency in order to
streamline future reports to Board.
Attention was drawn to the Trust’s participation in the Talent for Care initiative which
involved talking about mental health to groups of school children. The Director of
Workforce & OD commended the Learning and Development Team for this and at the
request of the Chair will share the information with the communications team in order for
potential press opportunities to be pursued.
The CEO noted the good performance against workforce metrics, particularly given
external pressures and in comparison to other local providers.
The report was noted.

099/15

Financial Performance Month 12, 2015/16
The Director of Finance presented the report to update Board on the Revenue and Capital
financial position for the year ended 31st March 2016. It was noted:•

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.

•

The Trust has remained within its Capital Resource Limit (CRL) and External Finance
Limit (EFL) limits and the final cash balance at 31st March 2016 was £2.888m.

The Director of Finance drew attention to the Trust’s asset base that had been re-valued
leading to an impairment which is a technical accounting approach and whilst it results in a
higher deficit, it is not taken into account when measuring the Trust’s financial
performance for the year.
The Director of Finance drew attention to the timetable for accounts and it was noted the
year end accounts will be discussed in full by the Board at Scrutiny Committee on 12th May
prior to formal presentation at the May Board. At the request of the Chair the scrutiny
meeting will also consider the 2016/17 financial position.
The CEO confirmed all contracts had been signed for the year ahead and thanked all
those involved.
The report was noted.
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100/16

Integrated Performance Report March 2016
The Director of Workforce & OD presented the report and drew attention to a number of
items:
•
•
•
•
•

•
•

Delayed Transfers of Care (DTOC); the number of delays had decreased in month
Length of Stay (LoS); the median decreased in month.
Gate-keeping; excellent 100% performance had been maintained in March
Payment by Results (PbR)/Clustering; performance decreased and actions are being
taken to address the position.
Communication to GP of A&E attendance; as discussed at the March Board
performance had decreased and a remedial action plan presented to Quality Board – it
was noted the start time for measuring this indicator is being discussed with
commissioners
Argyll; the full month data for April will be presented to the May Board and an improved
position was anticipated
A&E 4 Hour Waits; Mr Foster, Non Executive Director noted the almost 50% increase
in 4 hour waits in March. In response the CEO stated March was a particularly busy
time annually on this and other indicators, for example admissions, and demand for
support was high.

The report was noted.

101/16

Quality Board 16th March 2016
Ms Baxter, Non Executive Chair of Quality Board stated issues had been covered in Board
discussions today. No issues were raised.
The minutes of 16th March 2016 were noted.

102/16

Date and Time of Next Meeting
The next Trust Board meeting will be held on 26th May 2016, the Boardroom, Chorlton
House, 70 Manchester Road, Chorlton, Manchester, M21 9UN.

103/16

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

28/04/2016

083/16

Agenda Item

Patient Story

Action
To provide an update under matters arising re
comments made by the storyteller

Lead

PK

May-16

28/04/2016

088/16

28/04/2016

096/16

Action Log & Matters Arising
055/15 Public Consultation
regarding proposed service cuts To provide an udpate to the May Board
The Executive Team to review the plan and confirm
Care Quality Commission (CQC) status of actions prior to presenting in May for Board
sign off
Action Plan

28/04/2016

098/16

Workforce and Equality
Monitoring Quarterly
Performance Report

Review the contents of the report to identify key
elements and frequency of reporting to Board

31/03/2016

066/16

Board Assurance Framework

To review the inherent risk column via Audit Committee SS/JF

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

25/06/2015

165/15

25/02/2016

041/16

28/04/2016

094/16

28/04/2016

094/16

Description and Analysis of a
Clinical Review of the SAFIRE
Model
Mazars Inquiry Report into the
Failings at Southern Healthcare
NHS Foundation Trust
Annual Report of the Mortality
Review meeting
Annual Report of the Mortality
Review meeting

28/04/2016

095/16

Safer Staffing

Trust Board Paper
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To update Board in May of the outcome of the Mersey
Internal Audit assessment
An update on deaths in custody to be provided to
Quality Board
An update on deaths in custody to be provided to
Quality Board
To separate data by establishment/other additional
staff

Timescale

Update Report

PK

May-16 Included on May Trust Board agenda

PK

DH

JSB

May-16 Included on May Trust Board agenda
Workforce metrics to be included in the monthly
Combined Performance report wef May Board. An
full annual HR report will be presented to Board in
May-16 April 2017.
Update included in Corporate Risk Register report
May-16 to May'16 Board
April'16 updated provided to April Part II, agenda
item 065/16
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)

JSB/PK

Update included in the Integrated Quality Report to
May-16 May Trust Board

JSB

Jun-16

JSB

Jun-16

PK

Jun-16

Manchester Mental Health Social Care Trust
Trust Board Action Log

28/04/2016

096/16

To include an update in the Combined Performance
Care Quality Commission (CQC) Report regarding access to psychological therapies
Action Plan
and new monies from commissioners.

PK

Jun-16

JSB

Jun-16

GG

Jun-16

JSB

Jul-16

Outstanding Actions arising from previous Board meetings for feedback at a later meeting
31/03/2016

073/16

31/03/2016

073/16

31/03/2016

069/16

Policies for Ratification: copying
letters to patients policy

A 3 month audit of compliance to be presented to the
June Board
To develop the statement regarding equality duty on
the document control sheet.
Policies for Ratification
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.

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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Manchester Mental Health & Social Care Trust
Chief Executive’s Report
1.

TRUSTWIDE

Staff Appreciation Week
Staff appreciation week took place during the month. Cakes, pamper days and health and
nutrition were just some of the activities that took place. Feedback from the week was
really positive and more events will be planned.
Consultants
During the month I have been meeting individually with all the Trust consultants to discuss
services, issues and engagement. These discussions will feed into a workshop scheduled
for June with Professor Stephen Singleton.
Award
Our Pharmacy service won the Improvement Scientists Award with the Prison Medicines
Safety project. Well done to the whole team. The Pharmacy Service also worked with
Lifeline services to ensure that Lifeline received both their CD licences from the Home
Office. Some feedback is expected but generally no issues for the Trust.
Junior Doctors Industrial Action
During the industrial action, all progressed as to plan. Myself and the Medical Director
visited A&E service on one of the strike days and noted that the cover arrangements were
working well.
Site visits
I have visited lots of services this month; CMHTs, Home Treatment Team and Inpatient
Services - some with ED Dyson, Deputy Chief Operating Officer, Central CCG. Great work
taking place in challenging environments.
MPs
I met the local MPs in London to discuss service retractions and the future of the Trust.
The meeting was well received and was an opportunity to provide an updated position
regarding the Trust.
International Nurses Day
12th May marked International Nurses Day (Florence Nightingale’s birthday). Events
across the Trust were held and the day was a great success. Thanks to our Chief Nurse,
Deputy Chief Nurse and Lead Nurse for arranging the events.

___________________________________________________________________________________________
Trust Board
Page 2 of 8
Date: 26th May 2016
Agenda Item 8

2.

ACROSS THE CITY

Local Care Organisation (LCO)
John Ashcroft has been appointed as the Programme Director for the Manchester Local
Care Organisation.
The Locality Plan is being developed and the specific details of context and timelines have
been requested by the Health and Wellbeing Executive, along with a clear implementation
plan with sequencing. The group is discussing where, within these plans, does the single
hospital system sit? In respect to the single hospital review, this is moving into Phase II looking at different organisational relationships.
A single commissioning system and single LCO paper will be presented to the June Health
and Wellbeing Board meeting.
MAHSC
MAHSC – Biomedical Research Unit (BRU) - all 7 themes have progressed though the
initial process - an experimental medicine focused bid. MAHSC is looking across GM for a
single research unit alongside, bringing together all Mental Health Trusts into the centre’s
work.
3.

REGIONALLY

Devolution
Year 1 priorities of the Health and Social Care Partnership (new name for GM Devolution)
Theme 1
•

Jointly commission Early Years New Delivery Model

•

Work for health programme embedded within Locality Care Organisations (LCO) model

•

Develop bespoke GM health checks programme

Theme 2
•

At least 3 LCOs established

•

Start to implement GM Primary Care standards (full by Dec. 2017)

•

Mobilisation of a number of early adopter sites delivering primary care at scale across
neighbourhoods of 40-50k people

•

GM Discharge Framework agreed and tested. Roll out plan agreed.

Theme 3
•

4 single site service model in place and implementation progressing
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•

Foundation for transformation of hospital services is agreed and ready to implement

•

Service level framework in place

Theme 4
•

Plan agreed for sharing of non-clinical support services across public services

•

Development and agreement of implementation plan to deliver the Carter review
recommendations in GM

Theme 5
•

IM&T

•

GM Information Sharing Agreement developed and agreed

•

Approach to deliver secure messaging between patients and clinicians agreed and
tested for wider GM roll out

•

Shared GP records in place in all localities

•

Single wireless network in place across GM Workforce

•

Baseline current workforce and identify challenges, opportunities and options

•

Future workforce modelled and agreed in context of GM and 10 locality plans

•

GM strategic workforce plan developed and agreed Estates

•

Finalise estate governance across GM

•

Develop a 5 year pipeline of GM Capital projects

•

Finalise GM Estates strategy

•

Finalise MoU between GM and Intra GM MoU Payment reform

•

2016/17 contract quick wins (GM CQUIN, risk share, ambulatory care tariff and MH)
delivered.

•

GM approach to 2 year planning round agreed within GM and with national
stakeholders.

•

Roadmap and business case developed and agreed with clear implementation plan for
years 2 and 3.

•

Testing of new models to commission from LCOs with an emerging evidence base for
wider roll out. Health Innovation Manchester

•

GM Research Hub established

•

GM Datawell deployment commenced to 29 sites
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•

GM Healthcare/Life sciences business development strategy agreed.

•

FARSITE system fully deployed across GM Cancer

•

Establish a Cancer intelligence Unit

•

Achieve Improving Outcomes Guidance (IOG) compliance in all specialised cancer
surgery

•

Establish 1 stop diagnostic services.

•

Mental health

•

Deliver year 1 strategy objectives.

Other news
•

Public Health England (PHE) Workplace Charter will be signed by all public sector
agencies in GM

•

GM Children and Young People outcomes and standards developed and agreed

•

Agreed approach for place-based MH commissioning and provision at locality level with
increased collaboration between providers for specialist services. Locality plans

Common features:
•

Single approach to commissioning

•

Development of LCOs Operational delivery

•

GM led assurance process to national bodies established and agreed

•

GM system improvement methodology developed and applied to Urgent Care

•

GM responses to the national Must Dos including the new 7 day service requirements
developed and understood by provider and locality.

•

Financial deficits managed.

•

The allocated funding for 2016/17 is £60m. This includes funding to localities, enablers
and any funding GM may wish to give to any pre-existing programmes such as
Vanguards, Tameside or Primary Care improvement schemes. Given the potential
delivery risk to existing schemes it will be important to reach early agreement on the
extent of 16/17 funding to these programmes.

•

To ensure that this funding is not lost and that monies invested deliver benefits for
patients and taxpayers a robust proposal process for pre-existing schemes and a few
critical enablers must be developed.
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•

It is recommended that that Vanguards and other pre-existing schemes are invited into
a “wave 0” TFFP to ensure that funding awards can be made by the end of Q1 2016/17.
This process will ensure that:
o
o
o
o

4.

Schemes align to locality plans and GM strategy
Asks are reasonable and address the underlying opportunity
There are opportunities to reduce costs through synergies; and
Robust plans are in place for implementation.

NATIONALLY

Supporting the development of mental health services for 2020 and beyond
Support to NHS providers to achieve parity of esteem between mental and physical health.
Mental health organisations have led the way in delivering patient centred transformative
change, however there is a long way to go as mental illness remains one of the biggest
causes of ill health, maternal death and premature death.
As a nation we need to change our mindset towards mental health by:
•
•
•

building resilience in our children
preventing people becoming mentally unwell
providing fair and quick access to those experiencing mental illness and supporting
their recovery

The shared vision is to achieve genuine parity of esteem between physical and mental
health by 2020 and to support this there are a range of projects looking at improvements
internally as well as supporting other providers to improve.
NHSE priorities in mental health
Some of our priorities include:
•
•
•

•
•
•
•
•
•

establishing a new access target which implements the recommendations
from Nigel Crisp's Independent Commission and Mental Health Taskforce
supporting your local work to use data and analysis to drive care improvement (from
board to ward)
building a support offer to help you embed improvement science, quality
improvement and methodology, and to try and help tackle long standing issues (for
example 100%+ occupancy)
supporting you to develop more transparent and evidence-based local payment
approaches
aligning with national partners (for example NHS England) to ensure that our
improvement offer aligns with the work that they lead on
sharing learning across physical and mental health, for example how you can learn
from other providers
facilitating peer learning by putting providers with a particular challenge in touch with
others we know have strengths in that area
exploring practical issues concerning implementation of your chosen mental health
payment approach
measuring performance against relevant mental health standards
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Parity of Esteem
Results of a survey published in May 2016 found that the Government’s commitment to
parity of esteem between mental and physical health services is being undermined by a
failure to ensure funding increases reach the frontline. NHS Providers and the
Healthcare Financial Management Association (HFMA) surveyed finance directors in
mental health trusts and chief finance officers in clinical commissioning groups
(CCGs). Only half (52%) of providers reported that they had received a real terms
increase in funding of their services in 2015/16. There is limited confidence that funding
increases will be delivered this year, with only a quarter (25%) of providers saying they
were confident that their commissioners were going to increase the value of their
contracts for 2016/17.
Integrated Care Pioneers
A Department of Health commissioned independent evaluation report, published in May
2016, has found limited evidence of change arising from the pioneer integrated care
sites. The first 14 were launched in November 2013 and another 11 in early
2015. Reasons cited include competing pressures on providers and the failure to tackle
national barriers to integration.
5.

COMMUNICATIONS, ENGAGEMENT & PARTNERSHIPS

A summary of the key internal and external communications is provided for information
below:
In month, there were two enquiries:
•

A reporter from the Health Service Journal contacted the Communications Team on
25th April enquiring if the Trust had signed its main contracts with the CCGs at that
point and if ‘no’ would there be an arbitration process. The Press and Media Officer
confirmed to the reporter that the Trust had signed all its contracts, following
confirmation from the CEO.

•

A researcher from ITV asked to speak to an addiction/substance misuse expert on 4th
May for a potential ITV drama. After seeking advice from the Dual Diagnosis
Service, the Communications Team provided the researcher with the email of a
local expert instead.

Between 18th April and 12th May the ratio of positive to negative or neutral coverage
achieved in target media was 1:1
Coverage appeared in the Manchester Evening News on 2nd May where the Trust’s
Benchmark service closure was mentioned in an article highlighting the benefits of a local
‘men in sheds’ group. Coverage also appeared in BBC Two’s Horizon programme on 11th
May where Trust consultant psychiatrist Dr Ira Leroi’s research study ‘GREAT’ was featured
in the dementia-themed programme.
Eight positive news articles were uploaded to the Trust website and social media. These
included; an article on NHS research programmes, of which the Trust is involved with the
‘Join Dementia Research’; a Chief Executive blog; a piece offering information on the junior
doctors’ industrial action; an article promoting the Medicines Management Team winning a
local award; a Chief Executive video update ‘vodcast’; promotion of the Spring edition of
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Trust magazine TrustLife; an article on the Trust’s involvement in the Talent for Care
initiative and a brief piece promoting Dr Ira Leroi’s research on BBC Horizon.

Michele Moran
Chief Executive
16th May 2016
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Manchester Mental Health & Social Care Trust
Publications and Policy Highlights

Chief Executive of largest integrated community and mental health trust appointed as
new NHS England National Mental Health Director
The Chief Executive of Central and North West London NHS Foundation Trust, Claire
Murdoch, has been appointed by Simon Stevens as the new NHS National Mental Health
Director for NHS England.
Claire Murdoch, a registered mental health nurse for 34 years, will play a key role in leading
the implementation of the Mental Health Taskforce report. Ms Murdoch, chief executive and
nurse in one of the largest integrated community and mental health trusts in the country, has
been a Health Service Journal top 15 chief executive for the last two years and has a passion
for driving improvements in care and support, and better prevention and self-care.

NHS England launches consultation on a proposed method to support investment
decisions in specialised commissioning
NHS England has launched a 30-day consultation on a proposed method to support decisionmaking on relative prioritisation 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. NHS England is now consulting
on the method to be used to support this decision-making. The consultation closes on 11 May
2016.
Lead:

Sam Simpson, Director of Finance

Three million patients benefit from new innovations in pioneering NHS programme
The NHS Innovation Accelerator (NIA) is a fellowship programme which is being delivered
collaboratively by NHS England, UCLPartners, The Health Foundation and with the academic
health science networks (AHSNs). It was launched last year to help introduce new innovations
into the NHS and its success after just nine months was highlighted this month at the UK eHealth Week conference. Three million patients have begun to access new digital apps, safety
devices, online networks, and a host of other new technologies and services during the first
nine months of this pioneering NHS programme.
68 NHS organisations are using one or more of 17 new innovations which aim to improve care
by, for example, reducing clinical incidents, helping people self-care and linking up patients
with others or with research schemes.
Lead:

John Harrop, Director of Strategy / Deputy Chief Executive
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NHS England publishes plan to transform general practice
The General Practice Forward View sets out a plan to support the transformation of general
practice over the next five years and improve services for patients. By 2020/21 there will be an
extra £2.4 billion a year going into general practice. In addition, there will be a one-off, five
year £500 million investment to support GP practices. The General Practice Forward View
includes plans to grow the workforce, increase use of technology, develop better premises and
improve the way services are provided so patients have better access to the right service at
the right time.
Lead:

Dr J S Bamrah, Medical Director

NHS England issues update on industrial action for 26 and 27 April 2016
NHS England asked all trust boards across the country to provide assurance that they have
adequate plans in place to manage the impact of the strike, focusing on essential services –
emergency care, maternity, resuscitation teams, mental health crisis intervention teams and
major incident plans. All trusts have reported that they have put plans in place to provide these
essential services during the period of the action, although services may be staffed differently
and there may be delays or other changes. However, NHS England stresses that this is an
unprecedented situation during a time of heightened risk.
Lead:

Debbie Hodkinson, Director of Workforce & OD

King’s Fund report on physical and mental health published
The King’s Fund has published a new report Bringing together physical and mental health.
This report makes a compelling case for integrating physical and mental health care. It gives
service users’ perspectives on what integrated care would look like and highlights 10 areas
that offer some of the biggest opportunities for improving quality and controlling costs.
Lead:

Philip King, Chief Nurse / Chief Operating Officer

Making Every Contact Count consensus statement launched
NHS England, Public Health England, Health Education England and other organisations have
launched a consensus statement on Making Every Contact Count (MECC). The statement
recognises there are increasing opportunities to incorporate MECC principles into the training
and development of the wider public health, health care and social care workforces by
encouraging their staff to make healthy conversations part of their everyday interactions. The
launch of the consensus statement is supported by a range of materials to help local
conversations and implementation of MECC
Lead:

Philip King, Chief Nurse / Chief Operating Officer

NHS England to recommission flu vaccinations in community pharmacies for 2016/17
NHS England has announced it will recommission the Community Pharmacy Seasonal
Influenza Vaccination programme in 2016/17, after nearly a quarter of a million more people
benefited from vaccinations in a community pharmacy setting during the previous year.
Lead:

Philip King, Chief Nurse / Chief Operating Officer
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Nominations for the Kate Granger Compassionate Care Awards are open
Nominations are now open for the Kate Granger Compassionate Care Awards, which are
being led by NHS England for the first time this year. The awards are named after Dr. Kate
Granger, who has worked tirelessly to raise awareness around compassion in the NHS
through her #hellomynameis social media campaign. The awards will again take centre stage
at this year’s Health and Care Innovation Expo. The judges are looking for individuals, teams
and organisations who have made a difference and demonstrated outstanding care for their
patients. Anyone can nominate, using the online nomination form on the NHS England
website. Nominations close on 30 June 2016.
Lead:

Philip King, Chief Nurse / Chief Operating Officer

How can we improve support for carers?
The Department of Health wants to learn more about the lives of those who give their time and
energy to support friends or family members needing care. We want to hear from carers, those
who have someone care for them, business, social workers, NHS staff and other professionals
that support carers. We are developing a new strategy to set out what carers need; one which
reflects their lives and the health and financial concerns they have about themselves, their
families and those they care for. The Department of Health’s call for evidence closes on 30
June 2016.
Lead:

Philip King, Chief Nurse / Chief Operating Officer

NHS Confederation’s Annual Conference and Exhibition: 15-17 June 2016, Manchester
Central
This year’s conference is structured around five conference themes with a mix of plenary
sessions, panel discussions, debates, seminars and workshops. It will focus on the huge effort
that is underway in the NHS and wider health and care system, to transform care for patients.
It will also build on the momentum for change – helping to strengthen emerging solutions, new
ways of working and shared plans for achieving more integrated, effective and sustainable
care. The event will showcase the transformation already taking place as well as celebrate and
show our pride in the amazing work that goes on every day in our NHS. In his keynote speech
on 15 June 2016, Chief Executive of NHS England, Simon Stevens, will summarise how NHS
England will support the transformation of health and care. Come and talk to NHS England on
stand 30 which will be Five Year Forward View themed.

Michele Moran
Chief Executive
16th May 2016
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Executive summary – key findings
Audit results and other key matters
The National Audit Office’s Code of Audit Practice (the Code) requires us to report to those charged with governance – the
Audit Committee – on the work we have undertaken to discharge our statutory audit responsibilities together with any
governance issues identified.
This report summarises the findings from our 2015/16 audit which is substantially complete. It includes the messages
arising from our audit of your financial statements and the results of the work we have undertaken to assess your
arrangements to secure value for money in your use of resources.
Financial statements
►

As of 25 May 2016, we expect to:
►

Issue an unqualified opinion on the financial statements; and

►

Confirm that the figures reported in the final audited statutory financial statements agree to the figures reported in
the summarisation schedules, with a number of exceptions to note, primarily relating to treatment of the Local
Government Pension Scheme. See pages 11 and 13 for further detail.

Value for money
►

As of 25 May 2016, we expect to:
►

Issue a qualified value for money conclusion on your arrangements to secure economy, efficiency and
effectiveness in its use of resources for the year ended 31 March 2016. See page 15 for further detail.

Other matters which we report on by exception
►

We made a referral to the Secretary of State for Health regarding the Trust’s reported and forecasted 2016/17 deficit
position.
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Executive summary – key findings (continued)
Whole of government accounts
►

We expect to report inconsistencies between the financial statements and the summarisation schedules to the
National Audit Office (NAO) regarding the NHS Trust summarisation schedule submission. See pages 11 and 12 for
further detail.

Audit certificate
►

The audit certificate is issued to demonstrate that the full requirements of the National Audit Office’s 2015 Code of
Audit Practice have been discharged for the relevant audit year. We expect to issue the audit certificate at the same
time as the audit opinion.
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Extent and purpose of our work

The Trust’s responsibilities

Purpose of our work
►

►

►

The Trust is responsible for preparing and
publishing its Statement of Accounts,
accompanied by the Annual Governance
Statement (AGS). In the AGS, the Trust
reports publicly on the extent to which it
complies with its own code of governance,
including how it has monitored and evaluated
the effectiveness of its governance
arrangements in the year, and on any planned
changes in the coming period.
The Trust is also responsible for putting in
place proper arrangements to secure
economy, efficiency and effectiveness in its
use of resources.

►
►

►

Our audit was designed to
►
Express an opinion on the 2015/16 financial statements;
►
the part of the remuneration and staff report to be audited; and
►
the consistency of information given in the Trust’s annual report with the financial
statements
Report by exception where the AGS does not comply with relevant guidance
Consider and report any matters that prevent us being satisfied that the Trust had put
in place proper arrangements for securing economy, efficiency and effectiveness in
the use of resources (the Value for Money conclusion)
Discharge the powers and duties set out in the Local Audit and Accountability Act
2014 and the Code of Audit Practice.

In addition, this report contains our findings related to the areas of audit emphasis, our
views on the Trust’s accounting policies and judgments and significant deficiencies in
internal control.
We also report, to the Trust on differences between the NHS Trust summarisation
schedules and the audited financial statements. We also report to the NAO under its group
instructions.
This report is intended solely for the information and use of the Trust. It is not intended to
be and should not be used by anyone other than this specified party.
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Addressing audit risks – significant audit risks

We identified the following significant audit risks during the planning phase of our audit, and reported
these to you in our Audit Plan. Here, we set out how we have gained audit assurance over those issues.
Audit procedures performed

Audit risk identified within our
Audit Plan

Assurance gained and issues arising

Significant audit risks (including fraud risks)
Risk of fraud in revenue recognition.
1. Under ISA240 there is a presumed
risk that revenue may be misstated
due to improper recognition of
revenue. In the public sector, this
requirement is modified by Practice
Note 10, issued by the Financial
Reporting Council, which states that
auditors should also consider the
risk that material misstatements may
occur by the manipulation of
expenditure recognition.
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►

►

►

►

►

Reviewed and tested revenue and
expenditure recognition policies;
Reviewed and discussed with
management any accounting estimates on
revenue or expenditure recognition for
evidence of bias;
Developed a testing strategy to test
material revenue and expenditure
streams;
Reviewed and tested revenue cut-off at
the period end date; and
Reviewed Department of Health
agreement of balances data and
investigate significant differences (outside
of DH tolerances).

►

►

►

►

Manchester Mental Health and Social Care NHS Trust

We did not identify any issues from your
review of accounting polices or any
evidence of bias in accounting for
estimates.
We did not identify any issues from our
cut off testing or the agreement of
balances.
We agreed recorded income to block
contracts and other invoiced activity
We have no issues or findings to report in
relation to the procedures carried out.

Addressing audit risks – significant audit risks
(continued)
Audit risk identified within our Audit Audit procedures performed
Plan

Assurance gained and issues arising

Significant audit risks (including fraud risks)
Risk of management override
4. As identified in ISA (UK and Ireland)
240, management is in a unique
position to perpetrate fraud because of
its ability to manipulate accounting
records directly or indirectly and prepare
fraudulent financial statements by
overriding controls that otherwise
appear to be operating effectively. We
identify and respond to this fraud risk on
every audit engagement.
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►

►

►

Tested the appropriateness of
journal entries recorded in the
general ledger and other
adjustments made in the preparation
of the financial statements;
Reviewed accounting estimates for
evidence of management bias,
including asset valuations,
depreciation, accruals, provisions
and local government pensions; and
Evaluated the business rationale for
any significant unusual transactions

►

►

►

Manchester Mental Health and Social Care NHS Trust

We tested a sample of manual journals
using our data interrogation tools to focus
on specific areas of risk. We did not identify
any matters to report to you.
Our review of significant estimates has not
identified any findings to report
We noted that the Trust received an
additional £1.4m of non-recurrent funding
from the Manchester CCGs during the year.
Review of this income and the underlying
documentation confirmed that it relates to
delivery of healthcare services and the
additional costs incurred during the year.

Addressing audit risks – other audit risks
We identified the following other audit risks during the planning phase of our audit, and reported these to
you in our Audit Plan. Here, we set out how we have gained audit assurance over those issues.
Audit risk identified
within our Audit Plan

Audit procedures
performed

Assurance gained and issues arising

Other audit risks
Financial performance
targets
The Trust is operating in a
challenging financial
environment and is
forecasting a deficit of £5.8m
for the current financial year

►

Going concern
The Trust is forecasting a
deficit of £5.8m for the current
financial year. This, coupled
with the cumulative deficit and
the Trust’s involvement in the
TDA’s Gateway process,
raises concerns about the
Trust’s future viability and
whether it is appropriate to
continue to regard the Trust
as a going concern.

►
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►

►

Reviewed the
underlying calculations
and disclosures
supporting the financial
performance target
notes to the financial
statements

►

Reviewed working
capital agreements in
place
Reviewed future
recovery plans
Consideration of the
plans for future
provision of mental
health services currently
provided by the Trust

►

►

►
►

►

►

Financial performance notes are correctly calculated and disclosed.
The reported in year deficit of £4.2m, is in excess of the 0.5%
tolerance set by DH and results in a cumulative deficit position of
£0.8m.

The Trust has reported a £4.2m deficit for the year
The 2016/17 budget set by the Trust forecasts a £2.5m deficit
There are no detailed financial plans post 2016/17 due to the
expectation that a transaction transferring the functions of the Trust will
be concluded during 2016/17.
NHS Improvement have provided a letter of support to confirm the
Trust is a going concern
The Scrutiny Committee has formally considered the appropriateness
of accounting for the Trust as a going concern, this includes
acknowledgement that as a result of the proposed transaction there
will be a continuation of service provision and assets will transfer at
their carrying value

Manchester Mental Health and Social Care NHS Trust

Addressing audit risks – other audit risks (continued)
Audit risk identified within our
Audit Plan

Audit procedures
performed

Assurance gained and issues arising

Other audit risks
Laureate House accounting treatment
The Trust provides services from Laureate
House. This property is occupied under a
lease with University Hospitals of South
Manchester (UHSM) and is part of that
Trust’s PFI scheme. Manchester Mental
Health treats this arrangement as an
operating lease and given the cash
payment profile account for part of the
payments to UHSM as a prepayment. As at
the 31 March 2015 the accumulated
prepayment was over £7m. To account for
the transaction as a prepayment there
should be a proper consideration made as
to whether sums paid are actually
recoverable in the event of the lease early
termination of the lease.
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►

►

Reviewed the Trust rationale
for accounting for the
arrangement as an operating
lease with reference to the
lease agreement and other
available documentation
Considered the treatment of
the prepaid element, in
particular the ability of the
Trust to recover this should
the lease be terminated
early.

►

►

►

►

Based on the evidence reviewed we are satisfied
the Trust has appropriately accounted for the lease
of Laureate House as an operating lease.
There is a disagreement of £8.5m between
University Hospitals of South Manchester (UHSM)
and the Trust. Due to the phasing profile of the lease
the Trust accounts for an element of payments to
UHSM as a prepayment. However, UHSM treat the
full amount as income and do not report a
corresponding liability for the £8.5m prepayment.
Whilst we are satisfied that the Trust is accounting
for the transaction in accordance with relevant
standards, however given the disagreement we
draw to your attention that if the lease were to be
terminated there would be a risk concerning the
recoverability of the prepayment.
We have included a specific representation on this
matter in the letter of management representation.

Manchester Mental Health and Social Care NHS Trust

Addressing audit risks – other audit risks (continued)

Audit risk identified within our Audit
Plan

Audit procedures
performed

Assurance gained and issues arising

Other audit risks
Asset valuation
Following review of predecessor audit files
we identified that there was evidence that at
the 31 March 2015 the Trust asset base was
potentially understated by £2.4m due to
average property rises since the full valuation
in 2012/13.
As per the Manual for Accounts Property,
Plant and Equipment (PPE) assets should be
measured at their current value in existing
use and this is achieved through methods
including;
• a quinquennial valuation
supplemented by annual
indexation and no interim
professional valuation
• annual valuations, or
• a rolling programme of valuations
of properties (whether specialised
or non-specialised).
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►

►

►

►

Evaluating the Trust’s
approach to satisfying
the requirements of the
Manual for Accounts
Considered the
revaluation cycle,
including instructions
and completeness of
information provided to
the valuer
Reviewed the
classification of assets
and ensure the correct
valuation methodology
has been applied
Considered the
approach and findings
of the valuer.

►

►

►

The Trust engaged the District Valuer to perform a valuation of
land and building assets during the year. This resulted in
upward revaluation of £2.8m along with an impairment of
£0.8m relating to Park House.
We have reviewed the instructions provided by the valuer,
confirmed the valuation bases used and tested the application
of the revised valuations in the financial statements. We
identified that:
►
The Trust did not correctly disclose the impact of the
revaluation in the PPE note as cumulative depreciation
was not zeroed. The Trust has amended the disclosure
note, this had no overall impact on the SoFP or SoCI.
►
The asset register does not support the capture of
impairment information and as such, reversal of
previous impairments were not identified and reported
in the draft financial statements. The Trust has
amended the accounts for these issues.
We recommend that the Trust consider updating the asset
register to accurately capture this information and support
compliance with accounting standards.

Manchester Mental Health and Social Care NHS Trust

Financial statements audit – issues and misstatements
arising from the audit
Uncorrected misstatements

Progress of our audit
►

The following areas of our work programme remain to be

►

completed. We will provide an update of progress at the
Audit Committee meeting:

►

►

Receipt of a Letter of Representation

►

Whole of Government Accounts

►

Confirmation of asset ownership for Brian Hore Unit

Subject to the satisfactory resolution of the above items, we
propose to issue an unqualified audit report on the financial
statements.
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We have identified no misstatements within the draft
financial statements, which management has chosen not to
adjust.

Corrected misstatements
►

Our audit identified a number of misstatements which our
team have highlighted to management for amendment.
These have been corrected during the course of our work
and further details are provided at Appendix A.

Manchester Mental Health and Social Care NHS Trust

Financial statements audit – issues and misstatements
arising from the audit (continued)
Other matters
►

►

International Standards on Auditing requires us to
communicate to you significant findings from the audit and
other matters that are significant to your oversight of the
Trust’s financial reporting process including the following:
►

Qualitative aspects of your accounting practices;
estimates and disclosures;

►

Matters specifically required by other auditing standards
to be communicated to those charged with governance.
For example, issues about fraud, compliance with laws
and regulations, external confirmations and related
party transactions;

►

Any significant difficulties encountered during the audit;
and

►

Other audit matters of governance interest

We wish to report the following matters:

earnings reserve as a result:
► There has been a £0.98m reclassification between
reserves.
► The associated accounting policy has been
updated to reflect the correct treatment.
► We will be reporting to the National Audit Office an
inconsistency between the accounts and the
summarisation schedules as the schedules do not
support this accounting treatment.
Asset ownership
• As part of our audit procedures we have selected a
sample assets to agree to supporting ownership records.
• At the time of writing this report, the Trust has not been
able to provide sufficient supporting documentation to
confirm ownership of:
• Brian Hore Unit

Local Government Pension Scheme
• The Trust accounts for actuarial movements in the local
government pension scheme through an ‘other’ reserve.
However, in line with the Manual for Accounts such
movements should be accounted for within the retained
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Financial statements audit – issues and misstatements
arising from the audit (continued)
NHS agreement of balances exercise
►

Our review of the NHS agreement of balances exercise
identified three significant differences as noted below:

1.

There is an £8.5m difference between the Trust and
University Hospitals of South Manchester NHS FT
within debtors. This difference relates to the accounting
treatment applied by the Trust in relation to the
Laureate House lease as noted on page 8. We are
satisfied that the Trust has correctly accounted for the
lease arrangement and do not propose any further
action.

2.

There is a £0.27m difference between the Trust and
Northumbria Healthcare NHS FT within debtors. This
difference relates to payments made by the Trust in
respect of lease cars that include prepaid amounts.
The Trust has correctly reported the prepaid amounts
whereas the counterparty appears to have recognised
the full amount as in year income. We are satisfied that
the Trust has correctly accounted for this transaction
and do not propose any further action.
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3.

There is a £0.91m difference between the Trust and
Central Manchester University Hospitals NHS FT
(CMFT) within creditors. This difference relates to
disputed amounts where the Trust is not recognising
costs relating to Edale House due to the absence of a
contractual agreement. This is consistent with the
treatment in previous years.
As this a significant management accounting decision
we have sought a specific representation in the
management letter of representation regarding this
matter.

Manchester Mental Health and Social Care NHS Trust

Financial statements audit – internal control, written
representations and whole of government accounts
Internal control
►

Request for written representations

It is the responsibility of the Trust to develop and implement
systems of internal financial control and to put in place proper
arrangements to monitor their adequacy and effectiveness in
practice. Our responsibility as your auditor is to consider whether
the Trust has put adequate arrangements in place to satisfy itself
that the systems of internal financial control are both adequate and
effective in practice.

►

We have adopted a fully substantive approach and have therefore
not tested the operation of controls

►

We have not identified any significant deficiencies in the design or
operation of an internal control that might result in a material
misstatement in your financial statements of which you are not
aware but have identified the following matters and
recommendations for improvement:
►

►

►

Contracts of employment and support for staff
salaries: Contract of employments or other information
supporting staff pay grades are not always maintained
on personal files. We recommend that signed contracts
of employment and support for current pay grades are
retained on personal files.
Asset register: The asset register does not sufficiently
maintain revaluation adjustments that support financial
reporting requirements. We recommend that the asset
register is improved to capture all required information
to facilitate for financial reporting purposes.

We reviewed the Annual Governance Statement and can
confirm it is consistent with other information that we are
aware of from our audit of the financial statements.
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►

We have requested a management representation letter to gain
management’s confirmation in relation to a number of matters. In
addition to the standard representations, we have requested the
following specific representations:

►

Laureate House
►

►

Edale House
►

►

As the accounting treatment for Laureate House represents a
significant accounting decision, we have requested that
management confirm their assessment of this being an
operating lease.
Confirmation that there is no contractual obligation relating to
the charges from CMFT relating to Edale House.

Asset ownership
►

Confirmation that the Trust has legal title to all of its PPE
assets including Brian Hore Unit and Park House.

Whole of government accounts
►

Alongside our work on the financial statements, we also report to
the Trust on differences between the NHS Trust summarisation
schedules/ and the audited financial statements. We also report to
the NAO under its group instructions.

►

We are currently concluding our work in this area and will report
any matters that arise to the Audit Committee.

►

At the time of writing, we anticipate reporting differences between
the summarisation schedules and the financial statements relating
to the treatment of the Local Government Pension Scheme and a
difference between NHS and Non-NHS payables.

Manchester Mental Health and Social Care NHS Trust

Financial statements audit – matters which we report on
by exception
►

We have a duty to report the following matters by exception, if:
►

in our opinion the governance statement does not comply with NHS TDA Guidance;

►

we make referral to the Secretary of State under section 30 of the of the Local Audit & Accountability 2014; or

►

we issue a report in the public interest under section 8 of the Local Audit & Accountability Act 2014.

►

On the 18 May 2016 we issued a section 30 referral to the Secretary of State and as such we have a matter to report
by exception. We issued this referral because the Trust is budgeting make a deficit in 2016/17 and does not have in
place an agreed recovery plan.

►

Other than the above we have no matters to report by exception.

Page 14

Manchester Mental Health and Social Care NHS Trust

Arrangements to secure economy, efficiency and
effectiveness
The Code of Audit Practice (2015) sets out our responsibility to satisfy ourselves that Manchester Mental Health
and Social Care NHS Trust has put in place proper arrangements to secure economy, efficiency and
effectiveness in its use of resources. Proper arrangements are defined by statutory guidance issued by the
National Audit Office.
►
We considered your arrangements to:
►
Take informed decisions;
►
Deploy resources in a sustainable manner; and
►
Work with partners and other third parties.
Risk identified in our Audit Plan

Issues arising

At the end of month 11 the Trust was
forecasting a deficit of £4.2m and £2.5m
in 2016/17.

►

►

►

Whilst the £4.5m reported deficit represents an improvement from the original budgeted
deficit of £6.1m it was achieved through additional non-recurrent funding of £1.4m; a
£0.3m capital to revenue transfer; and delivering a £3.9m CIP against a target of £6.9m.
In 2016/17 the Trust is budgeting for a £2.5m deficit in 2016/17 which will result in the
cumulative deficit increasing to £3.3m.
As the Trust is currently subject to a transaction it does not have any plans in place to
recover the deficit in order to deliver a sustainable position.

The above are evidence of weaknesses in proper arrangements for planning finances
effectively to support the sustainable delivery of strategic priorities and maintain statutory
functions.
►
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On the basis of our work, we expect to issue a qualified except for conclusion. We will report that except for the
weakness identified we above, we are satisfied that, in all significant respects, Manchester Mental Health and
Social Care NHS Trust put in place proper arrangements to secure economy, efficiency and effectiveness in its
use of resources for the year ended 31 March 2016.
Manchester Mental Health and Social Care NHS Trust

Independence and audit fees

Audit fees

Independence
►

►

►

►

We confirm there are no changes in our assessment of
independence since our confirmation in our Audit Plan dated 27
April 2016. We complied with the Auditing Practices Board’s
Ethical Standards for Auditors and the requirements of the Public
Sector Audit Appointments Ltd (PSAA)’s Terms of Appointment. In
our professional judgement the firm is independent and the
objectivity of the audit engagement partner and audit staff has not
been compromised within the meaning of regulatory and
professional requirements.
We confirm that we are not aware of any relationships that may
affect the independence and objectivity of the firm that we are
required by auditing and ethical standards to report to you.
We consider that our independence in this context is a matter that
should be reviewed by both you and ourselves. It is therefore
important that you consider the facts of which you are aware and
come to a view. If you wish to discuss any matters concerning our
independence, we will be pleased to do so at the forthcoming
meeting of the Audit Committee on 25 May 2016.
We confirm that we have met the reporting requirements to the
Audit Committee, as ‘those charged with governance’ under
International Standards on Auditing (UK and Ireland) 260 –
Communication with those charged with governance. Our
communication plan to meet these requirements were set out in
our Audit Plan of 27 April 2016.
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►

The table below sets out the scale fee and our final proposed audit
fees.

Proposed final
fee 2015/16

Scale fee
2015/16

£

£

Variation
comments

Total Audit Fee
– Code work

53,141

51,941 Additional
£1,200 relates
to s30 reporting

Non-Audit work

10,000

- Quality
Accounts

►

Our actual fee is in line with the agreed fee at this point in time,
subject to the satisfactory clearance of the outstanding audit work.

►

An additional charge of £1,200 relates to our reporting
responsibilities under Section 30 of the Local Audit and
Accountability Act 2014.

►

We confirm that we have undertaken work outside of the PSAA’s
requirements. This work relates to the limited assurance
procedures carried out in respect of the Trust’s Quality Account.

Manchester Mental Health and Social Care NHS Trust

Appendix A – corrected audit misstatements

►

The following corrected misstatements have been identified during the course of our audit and warrant communicating
to you.

►

These items have been corrected by management within the revised financial statements.

Statement of Financial Position and Statement of Comprehensive Income
Item of account
1. Revaluation reserve
2. Operating expenses
3. Gain on revaluation

Nature

Type

Statement of
Financial Position

Description

F, P, J

Debit/(Credit)

Being adjustment to
reflect reversal of
impairments following
revaluation

F

828k

4. Retained earnings
5. Retained earnings
6. Other reserves

Being adjustment to
reclassify LGPS pension
reserves in line with MfA

Cumulative effect of
uncorrected misstatement

Statement of comprehensive
income and expenditure
Debit/(Credit)

F

(828)k

F

828k

F

(828)k

F

982k

F

(982)k
nil

nil

Key
►

F – Factual misstatement

►

P – Projected misstatement based on audit sample error and population extrapolation

►

J – Judgemental misstatement
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Appendix A – corrected audit misstatements (cont’d)
►

We identified a number of misstatements and within disclosure notes during the course of our audit.

►

In our professional judgement, the following misstatements warrant communicating to you.

►

These items have been corrected by management within the revised financial statements.

Disclosure

Description of misstatement

1. Note 11.1 – Property, plant and equipment

Following revaluation of PPE, cumulative depreciation was
not zeroed and impairment reversals not reflected in the
disclosure note. Entries to correct this were:
• Dr – Cost or valuation – Impairment - £767k
• Dr – Depreciation – Upward revaluation - £1,160k
• Dr – Depreciation – Impairment reversals - £61k
• Cr – Cost of valuation – Upward revaluation - £1,988k

2. Note 17 – Trade and other payables

£910k NHS creditor reclassified from non-NHS to NHS
payables.

3. Note 22.3 – Financial Instruments - Financial liabilities

Other borrowings amended to reflect both the current and
long term element of debt liabilities. Increase from £324k to
£8,859k
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Comment

MANCHESTER MENTAL HEALTH AND SOCIAL CARE TRUST
AUDITED ACCOUNTS AND ANNUAL REPORT 2015/16

1.

Purpose

1.1. The purpose of this paper is to present the Audited Accounts and Annual Report to the
Trust Board for approval. These are attached at Appendix A and Appendix B
respectively.
2.

Going Concern

2.1. The 2015/16 accounts have been prepared on a going concern basis.
2.2

Going concern is a fundamental accounting concept underpinning the preparation of
accounts whereby organisations are viewed as having sufficient resources to continue
in operational existence for the foreseeable future. Assets and liabilities are
consequently recorded on the basis that the organisation will be able to realise its
assets and discharge its liabilities in the normal course of business.

2.3. In concluding that a going concern basis is appropriate the following has been
considered :
•

Continuity of services
For entities in the public sector, the anticipated continuation of the provision of
services is deemed to be the fundamental criteria in the assessment of going
concern. Whilst it is known that the Trust will at some point during 2016/17
cease to continue in its current organisational form, the services provided by
the Trust will continue under the acquiring organisation.

•

2015/16 financial performance
Financial performance against plans was reported to the Trust board on a
monthly basis throughout the year with key financial risk areas being
highlighted and included on the corporate risk register. The reported 2015/16
deficit of £4,155k excluding impairment represents a significant improvement
against the original planned deficit of £6.1m.

•

Cash financing
During 2015/16 the Trust established and utilised a Revolving Working Capital
Facility (RWCF) to the value of £4,113k to support its cash position. This was
fully repaid and replaced by a Revenue Support Loan of £5,438k received in
March 2016. The Trust has been directed by NHS Improvement (NHSI) to
include further cash financing within its financial plans for 2016/17 equivalent to
the value of its mandated control total of £2,500k deficit.

•

NHS Improvement letter of comfort
NHSI has issued a letter of comfort (as attached at Appendix C) to the Trust
confirming that they support the Board’s assessment that a going concern
basis is appropriate.

2

2.4

As a consequence of the Trust reporting a cumulative deficit as at 31 March 2016 and
having submitted a planned deficit for 2016/17, the external auditors have made a
referral to the Secretary of State under s30 of the Local Audit and Accountability Act
2014. This is on the basis that whilst the Trust has not breached the statutory
breakeven duty (2015/16 is year 1 of the 3 year period), and there is a plan for the
Trust to be acquired, there is no plan for the Trust as a standalone entity to recover the
breakeven position. A copy of the referral letter is attached at Appendix D.

2.5

Additionally, the ongoing deficit position of the Trust impacts on the external audit
opinion issued on the Trust’s value for money arrangements. It is anticipated that a
qualified “except for“ conclusion will be issued as the Trust cannot demonstrate
ongoing financial sustainability although the external auditors are satisfied that, in all
significant respects, the Trust has put in place proper arrangements to secure value for
money in its use of resources in 2015/16.

3.

Submission

3.1. The draft accounts were submitted to the Department of Health on 22 April 2016.
3.2. The audited accounts were reviewed by the Audit Committee on 25 May 2016 and are
due for submission to the Department of Health on 2 June 2016.
3.3. They will be submitted on behalf of the Trust by the external auditors, Ernst & Young
LLP.
4.

Scrutiny Committee

4.1. The unaudited accounts were presented to the Scrutiny Committee for review on 12
May 2016.
4.2. The presentational and disclosure amendments made subsequently to that meeting
are detailed below at section 5.3.
5.

External Audit

5.1. Ernst & Young started the statutory audit on 25 April 2016.
5.2. The audit did not identify any adjustments to the accounts which change the reported
position.
5.3. The following presentational and disclosure amendments were agreed and have been
incorporated within the accounts included at Appendix A:
• Asset Revaluation – Impairment reversal
It was identified during the audit that an element of the increase in the value of the
Trust’s property assets related to land and buildings which had been previously been
impaired at the last formal revaluation. A reclassification of £828k from the revaluation
reserve to impairment reversal has consequently been reflected within the audited
accounts. The amendment does not affect the reported financial performance (£4,155k
deficit) but does change the presentation of impairments and the revaluation reserve
on primary statements. These are detailed in the table below but the key point to note
is the retained deficit for the year changes from £4,922k to £4,094k.
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Statement / Note

Item

Draft
Accounts
£000
(33,440)

Audited
Accounts
£000
(32,615)

Statement of Comprehensive Income
(page 1)

Other operating costs

(4,922)

(4,094)

Net gain on revaluation

2,797

1,969

Total other comprehensive
income

4,197

3,369

(4,922)

(4,094)

767

(61)

(4,931)

(5,085)

4,125

3,297

(4,922)

(4,094)

2,797

1,969

767

(61)

Retained deficit for the year
Other Comprehensive Income

Financial Performance for the year

Retained deficit for the year
Impairments

Statement of Financial position (page 2)

Accumulated losses / retained
earnings
Revaluation reserve

Statement of Changes in Taxpayers’
Equity (page 3)

Retained surplus / deficit for
the year
Net gain on revaluation

Statement of Cash Flows (page 4)

Impairments and reversals

This change is also reflected in the following notes:
 Note 5
– Operating Expenses (page 13)
 Note 11.1 – Property, Plant and Equipment (page 21).
 Note 13 – Analysis of impairments and reversals recognised in 2015/16 (page 25).
• Asset Revaluation – Accumulated Depreciation
Note 11.1 - Property, Plant and Equipment (page 21) has been re-presented to reflect
that, on revaluation, accumulated depreciation is restated to zero and the cost
becomes equivalent to the revalued amount.
• Other Reserves – GMPF
The cumulative actuarial gains/losses related to the GMPF have been reclassified from
other reserves to retained earnings. This amendment is reflected in primary
statements as follows:
Statement / Note

Item

Statement of Financial position (page 2)

Accumulated losses / retained
earnings
Other reserves

Statement of Changes in Taxpayers’
Equity (page 3)

Transfers between reserves

Draft
Accounts
£000
(4,931)

Audited
Accounts
£000
(5,085)

(982)

0

0

2,382

Whilst this reclassification brings the Trust’s accounts in line with the current
Department of Health Manual for Accounts guidance, it arises as a result of an
inconsistency between the guidance and the proforma accounts issued. This has been
highlighted by the Trust to the Department of Health.
4

• Segmental Reporting
The Trust has reviewed its operating segments and has concluded that the Trust
Board, as the organisation’s chief operating decision maker, monitors performance on
a Trust-wide basis and therefore the Trust operates as a single segment, being the
provision of healthcare services. Consequently, the breakdown of pay and non-pay
expenditure by division previously shown at Note 2 (page 13) has been removed.
• Other
 Note 7.3 (page 15) – inclusion of the staff sickness absence data following receipt
of the information from the Department of Health.
 Note 22.3 (page 30) – inclusion of the long-term loan commitments within the
financial instruments liabilities disclosure.
 Note 24 (page 31) – inclusion of additional narrative regarding the secondment of
the Director of Finance from CMFT.
5.4

Ernst & Young LLP identified a number of items both at the planning stage and during
the course of the audit on which they have asked the Trust to make representations,
namely:
 Ownership of the Brian Hore Unit – the Trust is continuing to work with Hempsons
to finalise the lease under which this building transferred to the Trust on the
dissolution of Manchester PCT, as intended by the Secretary of State within the
approved property transfer scheme.
 Laureate House – the Trust is asked to confirm its classification of the lease of
Laureate house as an operating lease.
 Edale House - the Trust is asked to confirm its view that there is no contractual
obligation to pay further charges related to Edale House.

6.

Annual Report

6.1. NHS bodies are required to publish an Annual Report in line with the Companies Act
2006 as interpreted for the NHS by the HM Treasury Financial Reporting Manual
(FReM). The 2015/16 Annual Report is attached at Appendix B.
6.2. The Annual Report structure is set out within the NHS Manual for Accounts issued by
the Department of Health.
6.3

The Trust must also include within its Annual Report any additional information
necessary to reflect its position within the community and to meet the requirements of
public accountability.

6.4. Additionally, the Annual Report also includes a statement of the Accountable Officer’s
responsibilities, the Annual Governance Statement, summary financial statements and
the audit opinion.
6.5. The Annual Report is signed off by the external auditors in conjunction with the Annual
Accounts and Annual Governance Statement. In effect these are viewed as a single
document.
5

6.6. As part of their review and sign off, the auditors consider whether the contents of the
Annual Report are consistent with their knowledge of the Trust and the information
contained within the Annual Accounts.
7.

Recommendation

7.1. The Board are asked to approve the audited accounts and annual report for 2015/16.

Adele McKie
Head of Financial Services
20 May 2015
APPENDICES
Appendix A – Audited Annual Accounts
Appendix B – Annual Report
Appendix C – Going Concern - NHSI Letter of Support
Appendix D – Section 30 Referral Letter
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Manchester Mental Health and Social Care Trust
Annual Accounts for the period
1 April 2015 to 31 March 2016

Manchester Mental Health and Social Care Trust - Annual Accounts 2015/16

Statement of Comprehensive Income for year ended
31 March 2016
NOTE
Gross employee benefits
Other operating costs
Revenue from patient care activities
Other operating revenue
Operating surplus/(deficit)
Investment revenue
Other gains and (losses)
Finance costs
Deficit for the financial year
Public dividend capital dividends payable
Transfers by absorption - gains
Transfers by absorption - (losses)
Net Gain/(loss) on transfers by absorption
Retained deficit for the year

Other Comprehensive Income
Impairments and reversals taken to the revaluation reserve
Net gain/(loss) on revaluation of property, plant & equipment
Net gain/(loss) on revaluation of intangibles
Net gain/(loss) on revaluation of financial assets
Other gain /(loss)
Net gain/(loss) on revaluation of available for sale financial assets
Net actuarial gain/(loss) on pension schemes
Other pension remeasurements
Reclassification adjustments
On disposal of available for sale financial assets
Total Other Comprehensive Income
Total comprehensive income for the year

2015/16
£000s

2014/15
£000s

7.1
5
3
4

(78,725)
(32,615)
95,443
12,221
(3,676)

(76,722)
(29,136)
93,830
12,143
115

9

19
0
(271)
(3,928)
(166)
0
0
0
(4,094)

15
0
(156)
(26)
(284)
0
0
0
(310)

10

2015/16
£000s

2014/15
£000s

0
1,969
0
0
0
0
1,400
0

0
0
0
0
0
0
(1,862)
0

0
3,369
(725)

0
(1,862)
(2,172)

(4,094)
0
0
(61)
0
0
(4,155)

(310)
0
0
0
0
0
(310)

Financial performance for the year
Retained surplus/(deficit) for the year
Prior period adjustment to correct errors and other performance adjustments
IFRIC 12 adjustment (including IFRIC 12 impairments)
Impairments (excluding IFRIC 12 impairments)
Adjustments in respect of donated gov't grant asset reserve elimination
Adjustment re absorption accounting
Adjusted retained surplus/(deficit)

The notes on pages 5 to 33 form part of this account.
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Statement of Financial Position as at
31 March 2016
NOTE
Non-current assets:
Property, plant and equipment
Intangible assets
Investment property
Other financial assets
Trade and other receivables
Total non-current assets
Current assets:
Inventories
Trade and other receivables
Other financial assets
Other current assets
Cash and cash equivalents
Sub-total current assets
Non-current assets held for sale
Total current assets
Total assets
Current liabilities
Trade and other payables
Other liabilities
Provisions
Borrowings
Other financial liabilities
DH revenue support loan
DH capital loan
Total current liabilities
Net current assets/(liabilities)
Total assets less current liablilities
Non-current liabilities
Trade and other payables
Other liabilities
Provisions
Borrowings
Other financial liabilities
DH revenue support loan
DH capital loan
Total non-current liabilities
Total assets employed:

11
12

15.1

15.1

16

17
20
18
18
18

17
20
18
18
18

31 March 2016

31 March 2015

£000s

£000s
19,871
197
0
0
8,587
28,655

17,609
180
0
0
7,413
25,202

0
3,870
0
0
2,888
6,758
0
6,758
35,413

0
4,896
0
0
2,394
7,290
0
7,290
32,492

(10,114)
0
(1,309)
0
0
0
(324)
(11,747)
(4,989)
23,666

(10,812)
0
(546)
0
0
0
(425)
(11,783)
(4,493)
20,709

(2,638)
0
(279)
0
0
(5,438)
(3,097)
(11,452)
12,214

(3,764)
0
(285)
0
0
0
(3,421)
(7,470)
13,239

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

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

FINANCED BY:
Public Dividend Capital
(Accumulated losses) / retained earnings **
Revaluation reserve
Other reserves
Total Taxpayers' Equity:

** Included within retained earnings is £2,638k relating to the Greater Manchester Pension Fund

The notes on pages 5 to 33 form part of this account.
The financial statements on pages 1 to 33 were approved by the Board on 25 May 2016 and
signed on its behalf by
Chief Executive:

Date:
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Statement of Changes in Taxpayers' Equity
For the year ending 31 March 2016
Public
Dividend
capital
£000s
Balance at 1 April 2015
Changes in taxpayers’ equity for 2015/16
Retained surplus/(deficit) for the year
Net gain / (loss) on revaluation of property, plant, equipment
Net gain / (loss) on revaluation of intangible assets
Net gain / (loss) on revaluation of financial assets
Net gain / (loss) on revaluation of available for sale financial assets
Impairments and reversals
Other gains/(loss) (provide details below)
Transfers between reserves **
Reclassification Adjustments
Transfers between Reserves in respect of assets transferred under absorption
On disposal of available for sale financial assets
Reserves eliminated on dissolution
Originating capital for Trust established in year
Permanent PDC received - cash
Permanent PDC repaid in year
PDC written off
Transfer due to change of status from Trust to Foundation Trust
Other movements
Net actuarial gain/(loss) on pension
Other pensions remeasurement
Net recognised revenue/(expense) for the year
Balance at 31 March 2016

Retained
earnings

Revaluation
reserve

Other
reserves

Total
reserves

£000s

£000s

£000s

£000s

14,302

(9)

1,328

(2,382)

13,239

0
0
0
0
0
0
0
0

(4,094)
0
0
0
0
0
0
(2,382)

0
1,969
0
0
0
0
0
0

0
0
0
0
0
0
2,382

(4,094)
1,969
0
0
0
0
0
0

0
0
0
0
(300)
0
0
0
0

0
0
0
0
0
0
0
0
0
1,400

0
0
0
0
0
0
0
0
0
0

(300)
14,002

(5,076)
(5,085)

1,969
3,297

0
0
0
0
0
0
0
0
0
0
0
2,382
0

0
0
0
0
0
(300)
0
0
0
1,400
0
(1,025)
12,214

** amounts relating to the Greater Manchester Pension Fund previously included within other reserves have been reclassified to retained earnings in line with the DH manual
for accounts. This has not overall impact on the Statement of Comprehensive Income or Statement of Financial Position.

Balance at 1 April 2014
Changes in taxpayers’ equity for the year ended 31 March 2015
Retained surplus/(deficit) for the year
Net gain / (loss) on revaluation of property, plant, equipment
Net gain / (loss) on revaluation of intangible assets
Net gain / (loss) on revaluation of financial assets
Net gain / (loss) on revaluation of assets held for sale
Impairments and reversals
Other gains / (loss)
Transfers between reserves
Reclassification Adjustments
Transfers to/(from) Other Bodies within the Resource Account Boundary
Transfers between revaluation reserve & retained earnings reserve in respect of assets
transferred under absorption
On disposal of available for sale financial assets
Originating capital for Trust established in year
New temporary and permanent PDC received - cash
New temporary and permanent PDC repaid in year
Other movements
Net actuarial gain/(loss) on pension
Other pension remeasurement
Net recognised revenue/(expense) for the year
Balance at 31 March 2015

14,012

301

1,328

(520)

15,121

0
0
0
0
0
0
0
0

(310)
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0

(310)
0
0
0
0
0
0
0

0
0

0
0

0
0

0
0

0
0

0
0
290
0
0
0
0
290
14,302

0
0
0
0
0
0
0
(310)
(9)

0
0
0
0
0
0
0
0
1,328

0
0
0
0
0
(1,862)
0
(1,862)
(2,382)

0
0
290
0
0
(1,862)
0
(1,882)
13,239
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Statement of Cash Flows for the Year ended 31 March 2016
NOTE
Cash Flows from Operating Activities
Operating surplus/(deficit)
Depreciation and amortisation
Impairments and reversals
Other gains/(losses) on foreign exchange
Donated Assets received credited to revenue but non-cash
Government Granted Assets received credited to revenue but non-cash
Interest paid
PDC Dividend paid
Release of PFI/deferred credit
(Increase)/Decrease in Inventories
(Increase)/Decrease in Trade and Other Receivables
(Increase)/Decrease in Other Current Assets
Increase/(Decrease) in Trade and Other Payables
(Increase)/Decrease in Other Current Liabilities
Provisions utilised
Increase/(Decrease) in movement in non cash provisions
Net Cash Inflow/(Outflow) from Operating Activities

2014/15
£000s

2015/16
£000s
(3,676)
1,511
(61)
0
0
0
(148)
(166)
0
0
(148)
0
(1,824)
1,277
(307)
1,064
(2,478)

115
1,348
0
0
0
0
(79)
(261)
0
0
(2,068)
(100)
2,994
(1,862)
(477)
538
148

Cash Flows from Investing Activities
Interest Received
(Payments) for Property, Plant and Equipment
(Payments) for Intangible Assets
(Payments) for Investments with DH
(Payments) for Other Financial Assets
(Payments) for Financial Assets (LIFT)
Proceeds of disposal of assets held for sale (PPE)
Proceeds of disposal of assets held for sale (Intangible)
Proceeds from Disposal of Investment with DH
Proceeds from Disposal of Other Financial Assets
Proceeds from the disposal of Financial Assets (LIFT)
Loans Made in Respect of LIFT
Loans Repaid in Respect of LIFT
Rental Revenue
Net Cash Outflow from Investing Activities

19
(1,685)
(75)
0
0
0
0
0
0
0
0
0
0
0
(1,741)

15
(1,609)
(112)
0
0
0
0
0
0
0
0
0
0
0
(1,706)

Net Cash outflow before Financing

(4,219)

(1,558)

0
(300)
0
9,551
0
(425)
(4,113)
0
0
0

290
0
0
0
0
(522)
0
0
0
0

0

0

5
13
4

Cash Flows from Financing Activities
Permanent PDC Received
Permanent PDC Repaid
Loans received from DH - New Capital Investment Loans
Loans received from DH - New Working Capital Loans/ Revenue Support Loans
Other Loans Received
Loans repaid to DH - Capital Investment Loans Repayment of Principal
Loans repaid to DH - Working Capital Loans/Revenue Support Loans
Other Loans Repaid
Cash transferred to NHS Foundation Trusts or on dissolution
Capital Element of Payments in Respect of Finance Leases and On-SoFP PFI
and LIFT
Capital grants and other capital receipts (excluding donated / government
granted cash receipts)
Net Cash Inflow/(Outflow) from Financing Activities
NET INCREASE/(DECREASE) IN CASH AND CASH EQUIVALENTS
Cash and Cash Equivalents at 31 March 2015
Effect of exchange rate changes in the balance of cash held in foreign currencies
Cash and Cash Equivalents at 31 March 2016

16

4,713

(232)

494

(1,790)

2,394
0

4,184
0

2,888

2,394
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NOTES TO THE ACCOUNTS
1.

Accounting Policies
The Secretary of State for Health has directed that the financial statements of NHS trusts shall meet the accounting requirements of the
Department of Health Group Manual for Accounts, which shall be agreed with HM Treasury. Consequently, the following financial
statements have been prepared in accordance with the DH Group Manual for Accounts 2015/16 issued by the Department of Health.
The accounting policies contained in that manual follow International Financial Reporting Standards to the extent that they are
meaningful and appropriate to the NHS, as determined by HM Treasury, which is advised by the Financial Reporting Advisory Board.
Where the Manual for Accounts permits a choice of accounting policy, the accounting policy which is judged to be most appropriate to
the particular circumstances of the Trust for the purpose of giving a true and fair view has been selected. The particular policies adopted
by the trust are described below. They have been applied consistently in dealing with items considered material in relation to the
accounts.

1.1

Accounting convention
These accounts have been prepared under the historical cost convention modified to account for the revaluation of property, plant and
equipment, intangible assets, inventories and certain financial assets and financial liabilities.

1.2

Acquisitions and discontinued operations
Activities are considered to be ‘acquired’ only if they are taken on from outside the public sector. Activities are considered to be
‘discontinued’ only if they cease entirely. They are not considered to be ‘discontinued’ if they transfer from one public sector body to
another.

1.3

Movement of assets within the DH Group
Transfers as part of reorganisation fall to be accounted for by use of absorption accounting in line with the Treasury FReM. The FReM
does not require retrospective adoption, so prior year transactions (which have been accounted for under merger accounting) have not
been restated. Absorption accounting requires that entities account for their transactions in the period in which they took place, with no
restatement of performance required when functions transfer within the public sector. Where assets and liabilities transfer, the gain or
loss resulting is recognised in the SOCI, and is disclosed separately from operating costs.
Other transfers of assets and liabilities within the Group are accounted for in line with IAS 20 and similarly give rise to income and
expenditure entries.

1.4

Charitable Funds
Under the provisions of IAS 27 Consolidated and Separate Financial Statements, those Charitable Funds that fall under common control
with NHS bodies are consolidated within the entity's financial statements. In accordance with IAS 1 Presentation of Financial
Statements, restated prior period accounts are presented where the adoption of the new policy has a material impact.
The Trust do not hold any charitable funds.

1.5

Care Trust Designation
Manchester Mental Health and Social Care Trust is an NHS Trust that is designated by the Secretary of State unde s77(1) of the NHS
Act 2006 as a Care Trust because of its joint activities with Manchester City Council.

1.6

Critical accounting judgements and key sources of estimation uncertainty
In the application of the Trust’s accounting policies, management is required to make judgements, estimates and assumptions about the
carrying amounts of assets and liabilities that are not readily apparent from other sources. The estimates and associated assumptions
are based on historical experience and other factors that are considered to be relevant. Actual results may differ from those estimates
and the estimates and underlying assumptions are continually reviewed. Revisions to accounting estimates are recognised in the period
in which the estimate is revised if the revision affects only that period or in the period of the revision and future periods if the revision
affects both current and future periods.

1.6.1 Critical judgements in applying accounting policies
The following are the critical judgements, apart from those involving estimations (detailed at 1.6.2 below) that management has made in
the process of applying the Trust’s accounting policies and that have the most significant effect on the amounts recognised in the
financial statements.
The Trust as lessee, has classified a lease between the Trust and University Hospital of South Manchester NHS Foundation Trust
relating to Laureate House as an operating lease.
This lease has been classified as an operating lease following an assessment of the lease agreement against the International Financial
Reporting Standards (IFRS) criteria which identified that the asset does not transfer to the Trust at the end of the lease nor does the
Trust have any option to purchase the asset. The lease is not for the major part of the economic life of the asset and the asset is not
specialised in nature. Although the present value of the minimum lease payments at inception is substantially all of the fair value of
Laureate House, the Trust has judged that this in itself is not sufficient to classify the lease as a finance lease and in substance
therefore, the lease is an operating lease.
1.6.2 Key sources of estimation uncertainty
The following are the key assumptions concerning the future, and other key sources of estimation uncertainty at the end of the reporting
period, which have a significant risk of causing a material adjustment to the carrying amounts of assets and liabilities within the next
financial year:-
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NOTES TO THE ACCOUNTS
Notes to the Accounts - 1. Accounting Policies (Continued)
Modern Equivalent Asset Valuation
Independent valuers have provided valuations of the Trust's land and building assets (estimated financial value and estimated remaining
useful life), applying a Modern Equivalent Asset method of valuation. For 2015/16 the Trust has engaged the District Valuer to
undertake a revaluation and and has revalued its land and building assets accordingly. Future revaluations of the Trust's property may
result in further material change to the carrying value of land and buildings assets.
Financial Value of Provisions for Liabilities and Charges
The Trust make financial provisions for obligations of uncertain timing or amount at the date of the Statement of Financial Position.
These are based on estimates, using as much relevant information as is available at the time the accounts are prepared. They are
reviewed to confirm that the values included in the financial statements best reflect the current relevant information, and where
necessary the values of the provisions are amended.
Greater Manchester Pension Fund (GMPF)
To facilitate the TUPE transfer of social care staff to the Trust from Manchester City Council on 1 September 2010, the Care Trust
became an admitted body to the GMPF. Full actuarial valuations of the fund are undertaken every 3 years, the latest being March
2013. In between full actuarial valuations, the assets and liabilities are updated at each year end using principal actuarial assumptions
as at that date.
An actuarial report is produced detailing the opening and closing assets and liabilities of the Trust share of the GMPF.
The principal actuarial assumptions used at 31 March 2016 and 31 March 2015 in measuring the present value of the defined benefit
scheme liabilities are:

Financial Assumptions
Pension Increase Rate (CPI)
Salary Increase Rate
Discount Rate

31 March
2016
% pa
2.2%
3.5%
3.5%

31 March
2015
% pa
2.4%
3.6%
3.2%

The expected return on assets is based on the long term future expected investment return for each asset class.

Demographic Assumptions (life expectancies)
Current Pensioners - Male
Current Pensioners - Female
Future Pensioners - Male
Future Pensioners - Female

31 March
2016
Years
21.4
24.0
24.0
26.6

31 March
2015
Years
21.4
24.0
24.0
26.6

Sensitivity Analysis
The sensitivities regarding the principal assumptions used to measure the scheme liabilities are as follows :

0.5% decrease in real discount rate
1 year increase in member life expectancy
0.5% increase in salary increase rate
0.5% increase in pension increase rate
1.7

31 March
2016
%
£000
13%
2,035
3%
483
5%
833
7%
1,155

31 March
2015
%
£000
13%
2,167
3%
516
6%
959
7%
1,143

Revenue
Revenue in respect of services provided is recognised when, and to the extent that, performance occurs, and is measured at the fair
value of the consideration receivable. The main source of revenue for the Trust is from Commissioners for healthcare services.
Where income is received for a specific activity that is to be delivered in the following year, that income is deferred.
The Trust receives income for training, education and research and non patient care which is classified as other operating revenue. This
is recognised in the same way as revenue from patient care activities.
Income from goods sold by the Trust is recognised in the period the sale is made.

1.8

Employee Benefits
Short-term employee benefits
Salaries, wages and employment-related payments are recognised in the period in which the service is received from employees.

The cost of leave earned but not taken by employees at the end of the period is recognised in the financial statements to the extent that
employees are permitted to carry forward leave into the following period.
Notes to the Accounts - 1. Accounting Policies (Continued)
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NOTES TO THE ACCOUNTS
Retirement benefit costs
Past and present employees are covered by the provisions of the NHS Pensions Scheme. The scheme is an unfunded, defined benefit
scheme that covers NHS employers, General Practices and other bodies, allowed under the direction of the Secretary of State, in
England and Wales. The scheme is not designed to be run in a way that would enable NHS bodies to identify their share of the
underlying scheme assets and liabilities. Therefore, the scheme is accounted for as if it were a defined contribution scheme: the cost to
the NHS body of participating in the scheme is taken as equal to the contributions payable to the scheme for the accounting period.
For early retirements other than those due to ill health the additional pension liabilities are not funded by the scheme. The full amount of
the liability for the additional costs is charged to expenditure at the time the Trust commits itself to the retirement, regardless of the
method of payment.
Local Government Pension Scheme
Staff who transferred from Manchester City Council on 1 September 2010 can remain members of the GMPF, which in turn is a member
of the Local Government Pension Scheme (LGPS). Details of this scheme can be obtained from the GMPF, Council Offices, Wellington
Road, Ashton under Lyne, OL6 6DL.
Details of the Trust assets and liabilities as a member of the scheme have been calculated by an independent actuary, Hyman
Robertson LLP. A full actuarial report for the full GMPF was produced in March 2013. This report set out member contribution rates up
to and including 2016/17.
The Trust has a number of employees who are members of the above fund. The funds within the LGPS are multi-employer schemes and
each employer's share of the underlying assets and liabilities can be identified. Hence a defined benefit accounting approach is followed.
The scheme has full actuarial valuation at intervals not exceeding three years. In between the full actuarial valuations, the assets and
liabilities are updated at the year end , using the principal actuarial assumptions at that date. The full disclosure requirements of IAS19
Employee Benefits are given in note 7.7 on pages 18 & 19.
The pension scheme assets are measured using market value. Pension scheme liabilities are measured using the projected unit
actuarial method and are discounted at the current rate of return on a high quality corporate bond of equivalent terms and currency to the
liability. The increase in the present value of the liabilities of the defined benefit pension scheme expected to arise from employee
service in the period is charged to operating expenses.
The expected return on the scheme assets and the increase during the year in the present value of the schemes' liabilities arising from
the passage of time are included in other finance costs.
Actuarial gains and losses are recognised within retained earnings in the Statement of Changes in Taxpayers' Equity and in Other
Comprehensive Income.
1.9

Other expenses
Other operating expenses are recognised when, and to the extent that, the goods or services have been received. They are measured
at the fair value of the consideration payable.

1.10 Property, plant and equipment
Recognition
Property, plant and equipment is capitalised if:
● it is held for use in delivering services or for administrative purposes;
● it is probable that future economic benefits will flow to, or service potential will be supplied to the Trust;
● it is expected to be used for more than one financial year;
● the cost of the item can be measured reliably; and
● the item has cost of at least £5,000; or
● Collectively, a number of items have a cost of at least £5,000 and individually have a cost of more than £250, where the assets are
functionally interdependent, they had broadly simultaneous purchase dates, are anticipated to have simultaneous disposal dates and are
under single managerial control; or
● Items form part of the initial equipping and setting-up cost of a new building, ward or unit, irrespective of their individual or collective
cost.
Where a large asset, for example a building, includes a number of components with significantly different asset lives, the components
are treated as separate assets and depreciated over their own useful economic lives.
The useful economic lives of assets held by the Trust are :
Buildings
5 to 86 years
Information technology
3 to 8 years
Plant and machinery
5 years
Valuation
All property, plant and equipment are measured initially at cost, representing the cost directly attributable to acquiring or constructing the
asset and bringing it to the location and condition necessary for it to be capable of operating in the manner intended by management. All
assets are measured subsequently at fair value.
Land and buildings used for the Trust’s services or for administrative purposes are stated in the Statement of Financial Position at their
revalued amounts, being the fair value at the date of revaluation less any impairment.
Notes to the Accounts - 1. Accounting Policies (Continued)
Revaluations are performed with sufficient regularity to ensure that carrying amounts are not materially different from those that would be
determined at the end of the reporting period. Fair values are determined as follows:
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NOTES TO THE ACCOUNTS
● Land and non-specialised buildings – market value for existing use
● Specialised buildings – depreciated replacement cost
HM Treasury has adopted a standard approach to depreciated replacement cost valuations based on modern equivalent assets and,
where it would meet the location requirements of the service being provided, an alternative site can be valued.
Properties in the course of construction for service or administration purposes are carried at cost, less any impairment loss. Cost
includes professional fees but not borrowing costs, which are recognised as expenses immediately, as allowed by IAS 23 for assets held
at fair value. Assets are revalued and depreciation commences when they are brought into use.
Fixtures and equipment are carried at depreciated historic cost as this is not considered to be materially different from fair value.
An increase arising on revaluation is taken to the revaluation reserve except when it reverses an impairment for the same asset
previously recognised in expenditure, in which case it is credited to expenditure to the extent of the decrease previously charged there.
A revaluation decrease that does not result from a loss of economic value or service potential is recognised as an impairment charged to
the revaluation reserve to the extent that there is a balance on the reserve for the asset and, thereafter, to expenditure. Impairment
losses that arise from a clear consumption of economic benefit should be taken to expenditure. Gains and losses recognised in the
revaluation reserve are reported as other comprehensive income in the Statement of Comprehensive Income.
Subsequent expenditure
Where subsequent expenditure enhances an asset beyond its original specification, the directly attributable cost is capitalised. Where
subsequent expenditure restores the asset to its original specification, the expenditure is capitalised and any existing carrying value of
the item replaced is written-out and charged to operating expenses.
1.11 Intangible assets
Recognition
Intangible assets are non-monetary assets without physical substance, which are capable of sale separately from the rest of the Trust’s
business or which arise from contractual or other legal rights. They are recognised only when it is probable that future economic benefits
will flow to, or service potential be provided to, the Trust; where the cost of the asset can be measured reliably, and where the cost is at
least £5000.
Intangible assets acquired separately are initially recognised at fair value. Software that is integral to the operating of hardware, for
example an operating system, is capitalised as part of the relevant item of property, plant and equipment. Software that is not integral to
the operation of hardware, for example application software, is capitalised as an intangible asset. Expenditure on research is not
capitalised: it is recognised as an operating expense in the period in which it is incurred. Internally-generated assets are recognised if,
and only if, all of the following have been demonstrated:
● the technical feasibility of completing the intangible asset so that it will be available for use
● the intention to complete the intangible asset and use it
● the ability to sell or use the intangible asset
● how the intangible asset will generate probable future economic benefits or service potential
● the availability of adequate technical, financial and other resources to complete the intangible asset and sell or use it
● the ability to measure reliably the expenditure attributable to the intangible asset during its development
Measurement
The amount initially recognised for internally-generated intangible assets is the sum of the expenditure incurred from the date when the
criteria above are initially met. Where no internally-generated intangible asset can be recognised, the expenditure is recognised in the
period in which it is incurred.
Following initial recognition, intangible assets are carried at fair value by reference to an active market, or, where no active market
exists, at amortised replacement cost (modern equivalent assets basis), indexed for relevant price increases, as a proxy for fair value.
Internally-developed software is held at historic cost to reflect the opposing effects of increases in development costs and technological
advances.
1.12 Depreciation, amortisation and impairments
Freehold land, properties under construction, and assets held for sale are not depreciated.
Otherwise, depreciation and amortisation are charged to write off the costs or valuation of property, plant and equipment and intangible
non-current assets, less any residual value, over their estimated useful lives, in a manner that reflects the consumption of economic
benefits or service potential of the assets. The estimated useful life of an asset is the period over which the Trust expects to obtain
economic benefits or service potential from the asset. This is specific to the Trust and may be shorter than the physical life of the asset
itself. Estimated useful lives and residual values are reviewed each year end, with the effect of any changes recognised on a prospective
basis. Assets held under finance leases are depreciated over their estimated useful lives.
At each reporting period end, the Trust checks whether there is any indication that any of its tangible or intangible non-current assets
have suffered an impairment loss. If there is indication of an impairment loss, the recoverable amount of the asset is estimated to
determine whether there has been a loss and, if so, its amount. Intangible assets not yet available for use are tested for impairment
annually.
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Notes to the Accounts - 1. Accounting Policies (Continued)
A revaluation decrease that does not result from a loss of economic value or service potential is recognised as an impairment charged to
the revaluation reserve to the extent that there is a balance on the reserve for the asset and, thereafter, to expenditure. Impairment
losses that arise from a clear consumption of economic benefit should be taken to expenditure. Where an impairment loss subsequently
reverses, the carrying amount of the asset is increased to the revised estimate of the recoverable amount but capped at the amount that
would have been determined had there been no initial impairment loss. The reversal of the impairment loss is credited to expenditure to
the extent of the decrease previously charged there and thereafter to the revaluation reserve.

1.13 Donated assets
Donated non-current assets are capitalised at their fair value on receipt, with a matching credit to income. They are valued, depreciated
and impaired as described above for purchased assets. Gains and losses on revaluations, impairments and sales are as described
above for purchased assets. Deferred income is recognised only where conditions attached to the donation preclude immediate
recognition of the gain.
The Trust does not have any donated assets.
1.14 Government grants
Government grant funded assets are capitalised at their fair value on receipt, with a matching credit to income. Deferred income is
recognised only where conditions attached to the grant preclude immediate recognition of the gain.
The Trust does not have any government grants.
1.15 Non-current assets held for sale
Non-current assets are classified as held for sale if their carrying amount will be recovered principally through a sale transaction rather
than through continuing use. This condition is regarded as met when the sale is highly probable, the asset is available for immediate
sale in its present condition and management is committed to the sale, which is expected to qualify for recognition as a completed sale
within one year from the date of classification. Non-current assets held for sale are measured at the lower of their previous carrying
amount and fair value less costs to sell. Fair value is open market value including alternative uses.
The profit or loss arising on disposal of an asset is the difference between the sale proceeds and the carrying amount and is recognised
in the Statement of Comprehensive Income. On disposal, the balance for the asset on the revaluation reserve is transferred to retained
earnings.
Property, plant and equipment that is to be scrapped or demolished does not qualify for recognition as held for sale. Instead, it is
retained as an operational asset and its economic life is adjusted. The asset is de-recognised when it is scrapped or demolished.
1.16 Leases
Leases are classified as finance leases when substantially all the risks and rewards of ownership are transferred to the lessee. All other
leases are classified as operating leases.
The trust as lessee
Property, plant and equipment held under finance leases are initially recognised, at the inception of the lease, at fair value or, if lower, at
the present value of the minimum lease payments, with a matching liability for the lease obligation to the lessor. Lease payments are
apportioned between finance charges and reduction of the lease obligation so as to achieve a constant rate on interest on the remaining
balance of the liability. Finance charges are recognised in calculating the trust’s surplus/deficit.
Operating lease payments are recognised as an expense on a straight-line basis over the lease term. Lease incentives are recognised
initially as a liability and subsequently as a reduction of rentals on a straight-line basis over the lease term.
Contingent rentals are recognised as an expense in the period in which they are incurred.
Where a lease is for land and buildings, the land and building components are separated and individually assessed as to whether they
are operating or finance leases.
The NHS trust as lessor
Amounts due from lessees under finance leases are recorded as receivables at the amount of the Trust’s net investment in the leases.
Finance lease income is allocated to accounting periods so as to reflect a constant periodic rate of return on the Trust’s net investment
outstanding in respect of the leases.
Rental income from operating leases is recognised on a straight-line basis over the term of the lease. Initial direct costs incurred in
negotiating and arranging an operating lease are added to the carrying amount of the leased asset and recognised on a straight-line
basis over the lease term.
The Trust is not a lessor.

1.17 Inventories
Inventories are valued at the lower of cost and net realisable value using the first-in first-out cost formula. This is considered to be a
reasonable approximation to fair value due to the high turnover of stocks.
The Trust does not hold inventories.
Notes to the Accounts - 1. Accounting Policies (Continued)
1.18 Cash and cash equivalents
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Cash is cash in hand and deposits with any financial institution repayable without penalty on notice of not more than 24 hours. Cash
equivalents are investments that mature in 3 months or less from the date of acquisition and that are readily convertible to known
amounts of cash with insignificant risk of change in value.
In the Statement of Cash Flows, cash and cash equivalents are shown net of bank overdrafts that are repayable on demand and that
form an integral part of the Trust’s cash management.
1.19 Provisions
Provisions are recognised when the Trust has a present legal or constructive obligation as a result of a past event, it is probable that the
Trust will be required to settle the obligation, and a reliable estimate can be made of the amount of the obligation. The amount
recognised as a provision is the best estimate of the expenditure required to settle the obligation at the end of the reporting period,
taking into account the risks and uncertainties. Where a provision is measured using the cash flows estimated to settle the obligation, its
carrying amount is the present value of those cash flows using HM Treasury’s discount rate of 2.2% in real terms (1.37% for employee
early departure obligations).
When some or all of the economic benefits required to settle a provision are expected to be recovered from a third party, the receivable
is recognised as an asset if it is virtually certain that reimbursements will be received and the amount of the receivable can be measured
reliably.
A restructuring provision is recognised when the Trust has developed a detailed formal plan for the restructuring and has raised a valid
expectation in those affected that it will carry out the restructuring by starting to implement the plan or announcing its main features to
those affected by it. The measurement of a restructuring provision includes only the direct expenditures arising from the restructuring,
which are those amounts that are both necessarily entailed by the restructuring and not associated with ongoing activities of the entity.

1.20 Clinical negligence costs
The NHS Litigation Authority (NHSLA) operates a risk pooling scheme under which the Trust pays an annual contribution to the NHSLA
which in return settles all clinical negligence claims. The contribution is charged to expenditure. Although the NHSLA is administratively
responsible for all clinical negligence cases the legal liability remains with the Trust. The total value of clinical negligence provisions
carried by the NHSLA on behalf of the Trust is disclosed at Note 27.
1.21 Non-clinical risk pooling
The Trust participates in the Property Expenses Scheme and the Liabilities to Third Parties Scheme. Both are risk pooling schemes
under which the NHS Trust pays an annual contribution to the NHS Litigation Authority and, in return, receives assistance with the costs
of claims arising. The annual membership contributions, and any excesses payable in respect of particular claims are charged to
operating expenses as and when they become due.
Carbon Reduction Commitment Scheme (CRC)
CRC and similar allowances are accounted for as government grant funded intangible assets if they are not expected to be realised
within twelve months, and otherwise as other current assets. They are valued at open market value. As the Trust makes emissions, a
provision is recognised with an offsetting transfer from deferred income. The provision is settled on surrender of the allowances. The
asset, provision and deferred income amounts are valued at fair value at the end of the reporting period.
1.22 Contingencies
A contingent liability is a possible obligation that arises from past events and whose existence will be confirmed only by the occurrence
or non-occurrence of one or more uncertain future events not wholly within the control of the Trust, or a present obligation that is not
recognised because it is not probable that a payment will be required to settle the obligation or the amount of the obligation cannot be
measured sufficiently reliably. A contingent liability is disclosed unless the possibility of a payment is remote.

A contingent asset is a possible asset that arises from past events and whose existence will be confirmed by the occurrence or nonoccurrence of one or more uncertain future events not wholly within the control of the NHS trust. A contingent asset is disclosed where
an inflow of economic benefits is probable.
Where the time value of money is material, contingencies are disclosed at their present value.
1.23 Financial assets
Financial assets are recognised when the Trust becomes party to the financial instrument contract or, in the case of trade receivables,
when the goods or services have been delivered. Financial assets are derecognised when the contractual rights have expired or the
asset has been transferred.
Financial assets are classified into the following categories: financial assets at fair value through profit and loss; held to maturity
investments; available for sale financial assets, and loans and receivables. The classification depends on the nature and purpose of the
financial assets and is determined at the time of initial recognition.
Financial assets at fair value through profit and loss
Embedded derivatives that have different risks and characteristics to their host contracts, and contracts with embedded derivatives
whose separate value cannot be ascertained, are treated as financial assets at fair value through profit and loss. They are held at fair
value, with any resultant gain or loss recognised in calculating the Trust’s surplus or deficit for the year. The net gain or loss
incorporates any interest earned on the financial asset.
Notes to the Accounts - 1. Accounting Policies (Continued)
Held to maturity investments
Held to maturity investments are non-derivative financial assets with fixed or determinable payments and fixed maturity, and there is a
positive intention and ability to hold to maturity. After initial recognition, they are held at amortised cost using the effective interest
method, less any impairment. Interest is recognised using the effective interest method.
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Available for sale financial assets
Available for sale financial assets are non-derivative financial assets that are designated as available for sale or that do not fall within
any of the other three financial asset classifications. They are measured at fair value with changes in value taken to the revaluation
reserve, with the exception of impairment losses. Accumulated gains or losses are recycled to surplus/deficit on de-recognition.
Loans and receivables
Loans and receivables are non-derivative financial assets with fixed or determinable payments which are not quoted in an active market.
After initial recognition, they are measured at amortised cost using the effective interest method, less any impairment. Interest is
recognised using the effective interest method.
The effective interest rate is the rate that exactly discounts estimated future cash receipts through the expected life of the financial asset,
to the initial fair value of the financial asset.
At the end of the reporting period, the Trust assesses whether any financial assets, other than those held at ‘fair value through profit and
loss’ are impaired. Financial assets are impaired and impairment losses recognised if there is objective evidence of impairment as a
result of one or more events which occurred after the initial recognition of the asset and which has an impact on the estimated future
cash flows of the asset.
For financial assets carried at amortised cost, the amount of the impairment loss is measured as the difference between the asset’s
carrying amount and the present value of the revised future cash flows discounted at the asset’s original effective interest rate. The loss
is recognised in expenditure and the carrying amount of the asset is reduced through a provision for impairment of receivables.
If, in a subsequent period, the amount of the impairment loss decreases and the decrease can be related objectively to an event
occurring after the impairment was recognised, the previously recognised impairment loss is reversed through expenditure to the extent
that the carrying amount of the receivable at the date of the impairment is reversed does not exceed what the amortised cost would have
been had the impairment not been recognised.
1.24 Financial liabilities
Financial liabilities are recognised on the statement of financial position when the Trust becomes party to the contractual provisions of
the financial instrument or, in the case of trade payables, when the goods or services have been received. Financial liabilities are derecognised when the liability has been discharged, that is, the liability has been paid or has expired.
Loans from the Department of Health are recognised at historical cost. Otherwise, financial liabilities are initially recognised at fair value.

Financial guarantee contract liabilities
Financial guarantee contract liabilities are subsequently measured at the higher of:
● The amount of the obligation under the contract, as determined in accordance with IAS 37 Provisions, Contingent Liabilities and
Contingent Assets; and
● The premium received (or imputed) for entering into the guarantee less cumulative amortisation.
Financial liabilities at fair value through profit and loss
Embedded derivatives that have different risks and characteristics to their host contracts, and contracts with embedded derivatives
whose separate value cannot be ascertained, are treated as financial liabilities at fair value through profit and loss. They are held at fair
value, with any resultant gain or loss recognised in the Trust’s surplus/deficit. The net gain or loss incorporates any interest payable on
the financial liability.
Other financial liabilities
After initial recognition, all other financial liabilities are measured at amortised cost using the effective interest method, except for loans
from Department of Health, which are carried at historic cost. The effective interest rate is the rate that exactly discounts estimated
future cash payments through the life of the asset, to the net carrying amount of the financial liability. Interest is recognised using the
effective interest method.
1.25 Value Added Tax
Most of the activities of the trust are outside the scope of VAT and, in general, output tax does not apply and input tax on purchases is
not recoverable. Irrecoverable VAT is charged to the relevant expenditure category or included in the capitalised purchase cost of fixed
assets. Where output tax is charged or input VAT is recoverable, the amounts are stated net of VAT.
1.26 Foreign currencies
The Trust's functional currency and presentational currency is sterling. Transactions denominated in a foreign currency are translated
into sterling at the exchange rate ruling on the dates of the transactions. At the end of the reporting period, monetary items denominated
in foreign currencies are retranslated at the spot exchange rate on 31 March. Resulting exchange gains and losses for either of these
are recognised in the trust’s surplus/deficit in the period in which they arise.
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Notes to the Accounts - 1. Accounting Policies (Continued)
1.27 Third party assets
Assets belonging to third parties (such as money held on behalf of patients) are not recognised in the accounts since the Trust has no
beneficial interest in them. Details of third party assets are given in Note 27 to the accounts.
1.28 Public Dividend Capital (PDC) and PDC dividend
Public dividend capital represents taxpayers’ equity in the Trust. At any time the Secretary of State can issue new PDC to, and require
repayments of PDC from, the Trust. PDC is recorded at the value received. As PDC is issued under legislation rather than under
contract, it is not treated as an equity financial instrument.
An annual charge, reflecting the cost of capital utilised by the Trust, is payable to the Department of Health as PDC dividend. The
charge is calculated at the real rate set by HM Treasury (currently 3.5%) on the average carrying amount of all assets less liabilities
(except for donated assets and cash balances with the Government Banking Service). The average carrying amount of assets is
calculated as a simple average of opening and closing relevant net assets.
In accordance with the requirements laid down by the Department of Health (as the issuer of PDC), the dividend for the year is
calculated on the actual average relevant net assets as set out in the “pre-audit” version of the annual accounts. The dividend thus
calculated is not revised should any adjustment to net assets occur as a result the audit of the annual accounts.
1.29 Losses and Special Payments
Losses and special payments are items that Parliament would not have contemplated when it agreed funds for the health service or
passed legislation. By their nature they are items that ideally should not arise. They are therefore subject to special control procedures
compared with the generality of payments. They are divided into different categories, which govern the way that individual cases are
handled.
Losses and special payments are charged to the relevant functional headings in expenditure on an accruals basis, including losses
which would have been made good through insurance cover had NHS Trusts not been bearing their own risks (with insurance premiums
then being included as normal revenue expenditure).
1.30 Research and Development
Research and development expenditure is charged against income in the year in which it is incurred, except insofar as development
expenditure relates to a clearly defined project and the benefits of it can reasonably be regarded as assured. Expenditure so deferred is
limited to the value of future benefits expected and is amortised through the Statement Of Comprehensive Income on a systematic basis
over the period expected to benefit from the project. It should be revalued on the basis of current cost. The amortisation is calculated on
the same basis as depreciation, on a quarterly basis.
1.31 Accounting Standards that have been issued but have not yet been adopted
The HM Treasury FReM does not require the following Standards and Interpretations to be applied in 2015/16. These standards are still
subject to HM Treasury FReM interpretation, with IFRS 9 and IFRS 15 being for implementation in 2018/19, and the government
implementation date for IFRS 16 still subject to HM Treasury consideration.
● IFRS 9 Financial Instruments – Application required for accounting periods beginning on or after 1 January 2018, but not yet adopted
by the FReM: early adoption is not therefore permitted
● IFRS 15 Revenue for Contracts with Customers - Application required for accounting periods beginning on or after 1 January 2017,
but not yet adopted by the FReM: early adoption is not therefore permitted
● IFRS 16 Leases – Application required for accounting periods beginning on or after 1 January 2019, but not yet adopted by the FReM:
early adoption is not therefore permitted.
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2.

Operating segments

The purpose of segmental reporting is to reflect the information that is provided to the organisation's Chief Operating Decision Maker
(CODM). The Trust has identified the Board of Directors as being the CODM as resources are prioritised and allocated, and performance
is monitored at this level.
Significant central management and support services underpin all Trust activities, and the majority of activities are similar in nature. The
Trust therefore considers itself to operate with one segment, being the provision of healthcare services. This view is further supported by
the fact that routine Finance Reports are presented to the Board on a Trust-wide basis.

3.

Revenue from patient care activities

NHS Trusts
NHS England
Clinical Commissioning Groups
Foundation Trusts
NHS Other (including Public Health England and Prop Co)
Additional income for delivery of healthcare services
Non-NHS:
Local Authorities
Private patients
Other
Total Revenue from patient care activities

4.

Other operating revenue

Education, training and research
Non-patient care services to other bodies
Other revenue
Total Other Operating Revenue
Total operating revenue

5.

Operating expenses

2015/16
£000s

2014/15
£000s

263
10,513
72,169
397
0
300

246
7,018
73,209
460
2
0

11,798
3
0
95,443

12,891
0
4
93,830

2015/16
£000s

2014/15
£000s

7,830
4,333
58
12,221

8,022
4,059
62
12,143

107,664

105,973

2015/16
£000s

2014/15
£000s

Services from other NHS Trusts
Services from CCGs/NHS England
Services from other NHS bodies
Services from NHS Foundation Trusts
Total Services from NHS bodies
Purchase of healthcare from non-NHS bodies
Trust Chair and Non-executive Directors
Supplies and services - clinical
Supplies and services - general
Consultancy services
Establishment
Transport
Premises
Impairments and Reversals of Receivables
Depreciation
Amortisation
Impairments and reversals of property, plant and equipment
Internal Audit Fees
Audit fees
Other auditor's remuneration
Clinical negligence
Research and development (excluding staff costs)
Education and Training
Other **
Total Operating expenses (excluding employee benefits)

3,479
2,464
861
5,836
12,640
3,598
48
1,901
420
199
2,072
935
5,368
176
1,453
58
(61)
100
75
0
158
1,274
344
1,857
32,615

3,572
2,586
881
6,267
13,306
2,874
52
2,311
490
261
2,155
813
2,490
3
1,314
34
0
106
75
2
101
1,276
369
1,104
29,136

Employee Benefits
Employee benefits excluding Board members
Board members
Total Employee Benefits

77,869
856
78,725

75,628
1,094
76,722

111,340

105,858

Total Operating Expenses

** Other operating expenses includes expenditure of £597k related to the Assertive Outreach team contract
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6.

Operating Leases

The Trust holds leases relating to buildings as follows :
Expires
Building
12.08.33
Laureate House
31.03.22
No 50 Manchester Road
Chorlton House
23.04.36
Hexagon Towers
10.02.22
In classifying its leases as operating leases, The Trust has assessed all leases against the IFRS criteria, and assessed that for all leases
other than that for Laureate House:
i) ownership of the asset does not transfer to the lessee at the end of the lease.
ii) the Trust as lessee does not have the option to buy the asset at a price below the fair value of the asset.
iii) the lease is not for the major part of the economic life of the asset.
iv) at inception, the present value of the minimum lease payments is not at least substantially all of the fair value of the asset .
v) the assets are not specialised in nature.
In the case of the Laureate House lease, although the present value of the minimum lease payments at inception is substantially all of the
fair value of Laureate House, the Trust has judged that this in itself is not sufficient to classify the lease as a finance lease and in
substance, the lease is an operating lease as all the other indicators set out above are not met.

6.1. Manchester Mental Health and Social Care Trust as lessee
£000s
Payments recognised as an expense
Minimum lease payments
Total
Payable:
No later than one year
Between one and five years
After five years
Total

Buildings
£000s

£000s

0
0
0
0

Total future sublease payments expected to be received:

0
0
0
0

4,070
15,576
38,344
57,990

2015/16
Total
£000s

2014/15
£000s

195
195

216
216

4,070
15,576
38,344
57,990

4,294
15,487
42,801
62,582

0

0

6.2. Manchester Mental Health and Social Care Trust as lessor
The Trust is not a lessor
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7.

Employee benefits and staff numbers

7.1.

Employee benefits
Permanently
employed
£000s

Total
£000s
Employee Benefits - Gross Expenditure 2015/16
Salaries and wages
Social security costs
Employer Contributions to NHS BSA - Pensions Division
Other pension costs
Termination benefits
Total employee benefits

65,799
3,910
6,413
468
2,135
78,725

55,201
3,910
6,413
468
2,135
68,127

10,598
0
0
0
0
10,598

0

0

0

78,725

68,127

10,598

Employee costs capitalised
Gross Employee Benefits excluding capitalised costs

Permanently
employed
£000s

Total
£000s
Employee Benefits - Gross Expenditure 2014/15
Salaries and wages
Social security costs
Employer Contributions to NHS BSA - Pensions Division
Other pension costs
Termination benefits
Total employee benefits

7.2.

Other
£000s

65,816
3,929
6,240
478
259
76,722

51,618
3,929
6,240
478
259
62,524

14,198
0
0
0
0
14,198

0

0

0

76,722

62,524

14,198

Employee costs capitalised
Gross Employee Benefits excluding capitalised costs

Other
£000s

Staff Numbers
2015/16
Total
Number

Average Staff Numbers
Medical and dental
Administration and estates
Healthcare assistants and other support staff
Nursing, midwifery and health visiting staff
Scientific, therapeutic and technical staff
Social Care Staff
TOTAL
Of the above - staff engaged on capital projects

7.3.

2014/15
Permanently
employed
Number

Other
Number

Total
Number

123
409
371
533
254
92
1,782

41
385
257
470
251
75
1,479

82
24
114
63
3
17
303

118
439
367
514
254
98
1,790

0

0

0

0

2015/16
Number
18,662
1,547
12.06

2014/15
Number
21,076
1,582
13.32

2015/16
Number

2014/15
Number

Staff Sickness absence and ill health retirements

Total Days Lost
Total Staff Years
Average working Days Lost

Number of persons retired early on ill health grounds
Total additional pensions liabilities accrued in the year

3

2

£000s
71

£000s
101
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7.4.

Exit Packages agreed in 2015/16

Exit package cost
band (including any
special payment
element)

2015/16
Number of
compulsory
redundancies

Number
Less than £10,000
£10,000-£25,000
£25,001-£50,000
£50,001-£100,000
£100,001 - £150,000
£150,001 - £200,000
>£200,000
Total

Exit package cost
band (including any
special payment
element)

0
3
0
1
0
0
0
4

2014/15
Number of
compulsory
redundancies

Number
Less than £10,000
£10,000-£25,000
£25,001-£50,000
£50,001-£100,000
£100,001 - £150,000
£150,001 - £200,000
>£200,000
Total

4
2
0
0
0
0
1
7

Cost of
compulsory
redundancies

Number of other
departures
agreed

Cost of other
departures
agreed.

Total number of
exit packages

Total cost of exit
packages

Number of
Departures
where special
payments have
been made

Cost of special
payment element
included in exit
packages

£s

Number

£s

Number

£s

Number

£

0
51,694
0
66,417
0
0
0
118,111

9
28
20
11
0
0
0
68

69,876
439,819
735,838
771,322
0
0
0
2,016,855

9
31
20
12
0
0
0
72

69,876
491,513
735,838
837,739
0
0
0
2,134,966

0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0

Cost of
compulsory
redundancies

Number of other
departures
agreed

Cost of other
departures
agreed.

Total number of
exit packages

Total cost of exit
packages

Number of
Departures
where special
payments have
been made

Cost of special
payment element
included in exit
packages

£s

Number

£s

Number

£s

Number

£

13,877
42,028
0
0
0
0
203,000
258,905

5
0
1
0
0
0
0
6

15,372
0
49,146
0
0
0
0
64,518

9
2
1
0
0
0
1
13

29,249
42,028
49,146
0
0
0
203,000
323,423

0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0

Redundancy and other departure costs have been paid in accordance with the provisions of the NHS Scheme. Exit costs in this note are accounted for in full in the year of departure.
Where the Trust has agreed early retirements, the additional costs are met by the Trust and not by the NHS pensions scheme. Ill-health retirement costs are met by the NHS pensions
scheme and are not included in the table.
This disclosure reports the number and value of exit packages agreed in the year. Note: The expense associated with these departures may have been recognised in part or in full in a
previous period.
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7.5.

Exit packages - Other Departures analysis
2015/16
Agreements

Number

Total value of
agreements

£000s

2014/15
Agreements

Number

Total value of
agreements

£000s

Voluntary redundancies including early retirement contractual
costs
Mutually agreed resignations (MARS) contractual costs
Early retirements in the efficiency of the service contractual costs

47

1,553

0

0

21
0

464
0

0
0

0
0

Contractual payments in lieu of notice
Exit payments following Employment Tribunals or court orders
Non-contractual payments requiring HMT approval*
Total

0
0
0
68

0
0
0
2,017

6
0
0
6

65
0
0
65

This disclosure reports the number and value of exit packages agreed in the year. Note: the expense associated with these departures may
have been recognised in part or in full in a previous period
As a single exit package can be made up of several components each of which will be counted separately in this Note, the total number above
will not necessarily match the total numbers in Note 8.4 which will be the number of individuals.
The Remuneration Report includes disclosure of exit payments payable to individuals named in that Report.

7.6.

Pension costs
Past and present employees are covered by the provisions of the two NHS Pension Schemes. Details of the benefits payable and
rules of the Schemes can be found on the NHS Pensions website at www.nhsbsa.nhs.uk/pensions. Both are unfunded defined benefit
schemes that cover NHS employers, GP practices and other bodies, allowed under the direction of the Secretary of State in England
and Wales. They are not designed to be run in a way that would enable NHS bodies to identify their share of the underlying scheme
assets and liabilities. Therefore, each scheme is accounted for as if it were a defined contribution scheme: the cost to the NHS body
of participating in each scheme is taken as equal to the contributions payable to that scheme for the accounting period.
In order that the defined benefit obligations recognised in the financial statements do not differ materially from those that would be
determined at the reporting date by a formal actuarial valuation, the FReM requires that “the period between formal valuations shall be
four years, with approximate assessments in intervening years”. An outline of these follows:
a) Accounting valuation
A valuation of scheme liability is carried out annually by the scheme actuary (currently the Government Actuary’s Department) as at
the end of the reporting period. This utilises an actuarial assessment for the previous accounting period in conjunction with updated
membership and financial data for the current reporting period, and are accepted as providing suitably robust figures for financial
reporting purposes. The valuation of scheme liability as at 31 March 2016, is based on valuation data as 31 March 2015, updated to
31 March 2016 with summary global member and accounting data. In undertaking this actuarial assessment, the methodology
prescribed in IAS 19, relevant FReM interpretations, and the discount rate prescribed by HM Treasury have also been used.
The latest assessment of the liabilities of the scheme is contained in the scheme actuary report, which forms part of the annual NHS
Pension Scheme (England and Wales) Pension Accounts. These accounts can be viewed on the NHS Pensions website and are
published annually. Copies can also be obtained from The Stationery Office.
b) Full actuarial (funding) valuation
The purpose of this valuation is to assess the level of liability in respect of the benefits due under the schemes (taking into account
their recent demographic experience), and to recommend contribution rates payable by employees and employers.
The last published actuarial valuation undertaken for the NHS Pension Scheme was completed for the year ending 31 March 2012.
The Scheme Regulations allow for the level of contribution rates to be changed by the Secretary of State for Health, with the consent
of HM Treasury, and consideration of the advice of the Scheme Actuary and appropriate employee and employer representatives as
deemed appropriate.
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7.7.

Greater Manchester Pension Fund

Details of the Trust's accounting policy regarding the Greater Manchester pension fund can be found in notes 1.6.2 and 1.8.
Changes to the present value of the defined benefit obligations are:

Opening present value of defined benefit obligation
Current service cost
Interest cost
Contributions by members
Benefits paid
Actuarial losses / (gains)
Other experience
Closing present value of defined benefit obligation

£000s
31 March 2016
17,185
468
554
116
(310)
(1,865)
(45)
16,103

£000s
31 March 2015
13,442
478
587
147
(198)
2,729
0
17,185

£000s
31 March 2014
12,399
561
572
167
(67)
(190)
0
13,442

£000s
31 March 2016
13,421
431
116
317
(310)
(510)
13,465

£000s
31 March 2015
11,718
510
147
377
(198)
867
13,421

£000s
31 March 2014
10,488
483
167
427
(67)
220
11,718

Changes to the fair value of assets were:

Opening fair value of assets
Expected return on assets
Contributions by members
Contributions by the employer
Benefits paid
Actuarial gains/(losses) on assets
Closing fair value of assets

The net pension expense recognised in the Statement of Comprehensive Income in respect of the scheme is:

Current service cost
Interest cost
Expected return on assets
Losses on curtailment
Expense recognised

31 March 2016
£000s
468
123
0
0
591

31 March 2015
£000s
478
77
0
0
555

31 March 2014
£000s
561
89
0
0
650

31 March 2015
£000s
(1,724)
(555)
377
(1,862)
(3,764)

31 March 2014
£000s
(1,911)
(650)
427
410
(1,724)

The reconciliation of the opening and closing position is as follows:

Opening value at 1 April
Expense recognised
Employer contributions paid
Actuarial (loss) / gain - current year
Closing value as at 31 March

31 March 2016
£000s
(3,764)
(591)
317
1,400
(2,638)

The employer contributions for 2016/17 are estimated to be approximately £325,000 (2015/16 £368,000)
History of experience gains and losses

2016

2015

2014

Difference between expected and actual return on assets

(510)

867

220

Experience (losses) / gain on scheme liabilities

1,910

(2,729)

190
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7.7. Greater Manchester Pension Fund
The fair value of the scheme's assets and liabilities recognised on the statement of financial position were as follows:

Quoted
prices in
active
markets
£000

Period ended 31 March 2016
Quoted
Percentage
prices
of total
Total
not in
assets
active
markets
£000
£000

Quoted
prices in
active
markets
£000

Period ended 31 March 2015
Quoted
Percentage
prices
of total
Total
not in
assets
active
markets
£000
£000

Quoted
prices in
active
markets
£000

Period ended 31 March 2014
Quoted
Percentage
prices not in
of total
Total
active
assets
markets
£000

£000

Equity Securities:
Consumer
Manufacturing
Energy and Utilities
Financial Institutions
Health and Care
Information Technology
Other

1,186
976
723
1,306
563
302
177

1,186
976
723
1,306
563
302
177

9%
7%
5%
10%
4%
2%
1%

1,349
1,256
1,123
1,590
634
270
169

1,349
1,256
1,123
1,590
634
270
169

10%
9%
8%
12%
5%
2%
1%

1,235
1,133
1,035
1,431
501
228
178

1,235
1,133
1,035
1,431
501
228
178

11%
10%
9%
12%
4%
2%
2%

671

671

5%

791

791

697

697

107
420

107
420

1%
3%

125
664

125
664

6%
0%
1%
5%

195
406

195
406

6%
0%
2%
3%

336

336

2%

373

373

3%

289

289

2%

424

424

3%

372

372

3%
0%

345

345

3%
0%

3,752
1,046

28%
8%

2,478
744

2,478
744

2,247
620

181
920

1%
7%

174

147
837

18%
6%
0%
0%
1%
6%

83
472

19%
5%
0%
0%
1%
4%

150

0%
0%
0%
1%

160

0%
0%
0%
1%

Debt Securities:
Corporate Bonds (investment grade)
Corporate Bonds (non-investment grade)
UK Government
Other

Private Equity:
All

Real Estate:
UK Property
Overseas Property

Investment Funds and Unit Trusts:
Equities
Bonds
Hedge Funds
Commodities
Infrastructure
Other

3,752
1,046

265

181
655

147
663

2,247
620

83
472

Derivatives:
Inflation
Interest Rate
Foreign Exchange
Other

35

35

1%

150

160

Cash and Cash Equivalents:
All

Totals
Present value of defined benefit obligation
Net benefit deficit

340

11,869

340

1,596

13,465

3%

100%

350

11,867

350

1,555

13,422

3%

100%

463

10,529

463

1,189

11,718

(16,103)

(17,185)

(13,442)

(2,638)

(3,764)

(1,724)

4%

100%
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8.

Better Payment Practice Code

8.1.

Measure of compliance
2015/16
Number

2015/16
£000s

2014/15
Number

2014/15
£000s

Non-NHS Payables
Total Non-NHS Trade invoices Paid in the Year
Total Non-NHS Trade invoices Paid within Target
Percentage of NHS Trade invoices Paid within Target

25,224
20,159
79.92%

27,066
22,127
81.75%

25,958
23,541
90.69%

25,588
23,832
93.14%

NHS Payables
Total NHS Trade invoices Paid in the Year
Total NHS Trade invoices Paid within Target
Percentage of NHS Trade invoices Paid within Target

912
798
87.50%

19,845
16,052
80.89%

864
779
90.16%

17,095
14,012
81.97%

The Better Payment Practice Code requires the NHS body to aim to pay all valid invoices by the due date or within 30 days of receipt of a valid
invoice, whichever is later.

9.

Investment Revenue
2015/16
£000s

Interest revenue
Bank interest
Total investment revenue

10.

2014/15
£000s
19
19

15
15

Finance Costs
2015/16
£000s

Interest
Interest on loans and overdrafts
Other finance costs
Other finance costs
Total

2014/15
£000s

148

79

123
271

77
156
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11.1.

Property, plant and equipment
Land

Buildings
excluding
dwellings

£000's

£000's

2015/16

Assets
under
construction
& payments
on account
£000's

Plant &
machinery

Information
technology

Total

£000's

£000's

£000's

Cost or valuation:
At 1 April 2015
Additions of Assets Under Construction
Additions Purchased
Additions - Non Cash Donations (i.e. physical assets)
Additions - Purchases from Cash Donations & Government Grants
Additions Leased (including PFI/LIFT)
Reclassifications
Reclassifications as Held for Sale and reversals
Disposals other than for sale
Upward revaluation/positive indexation
Impairment/reversals charged to operating expenses
Impairments/reversals charged to reserves
Transfers to NHS Foundation Trust on authorisation as FT
Transfers (to)/from Other Public Sector Bodies under Absorption Accounting
At 31 March 2016

2,290
0
0
0
0
0
0
0
0
615
0
0
0
0
2,905

14,530
0
1,116
0
0
0
0
0
0
194
0
0
0
0
15,840

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

301
0
38
0
0
0
0
0
0
0
0
0
0
0
339

4,565
0
531
0
0
0
0
0
0
0
0
0
0
0
5,096

21,686
0
1,685
0
0
0
0
0
0
809
0
0
0
0
24,180

Depreciation
At 1 April 2015
Reclassifications
Reclassifications as Held for Sale and reversals
Disposals other than for sale
Upward revaluation/positive indexation
Impairment/reversals charged to reserves
Impairments/reversals charged to operating expenses
Charged During the Year
Transfers to NHS Foundation Trust on authorisation as FT
Transfers (to)/from Other Public Sector Bodies under Absorption Accounting
At 31 March 2016
Net Book Value at 31 March 2016

0
0
0
0
0
0
0
0
0
0
0
2,905

1,707
0
0
0
(1,160)
0
(61)
821
0
0
1,307
14,533

0
0
0
0
0
0
0
0
0
0
0
0

155
0
0
0
0
0
0
34
0
0
189
150

2,215
0
0
0
0
0
0
598
0
0
2,813
2,283

4,077
0
0
0
(1,160)
0
(61)
1,453
0
0
4,309
19,871

Asset financing:
Owned - Purchased
Owned - Donated
Owned - Government Granted
Held on finance lease
On-SOFP PFI contracts
PFI residual: interests
Total at 31 March 2016

2,905
0
0
0
0
0
2,905

14,533
0
0
0
0
0
14,533

0
0
0
0
0
0
0

150
0
0
0
0
0
150

2,283
0
0
0
0
0
2,283

19,871
0
0
0
0
0
19,871

Revaluation Reserve Balance for Property, Plant & Equipment
Land

£000's
At 1 April 2015
Movements (specify)
At 31 March 2016

Buildings

Assets
Plant &
Information
under
machinery
technology
construction
& payments
on account
£000's
£000's
£000's
£000's
0
1,297
0
31
0
615
194
0
0
0
615
1,491
0
31
0

Total

£000's
1,328
809
2,137
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11.2.

Property, plant and equipment prior-year
Land

Buildings
excluding
dwellings

£000's

£000's

2014/15

Assets
under
construction
& payments
on account
£000's

Plant &
machinery

Information
technology

Total

£000's

£000's

£000's

Cost or valuation:
At 1 April 2014
Additions of Assets Under Construction
Additions Purchased
Reclassifications
Reclassifications as Held for Sale and Reversals
Disposals other than for sale
Revaluation
Impairments/negative indexation charged to reserves
Reversal of Impairments charged to reserves
Transfers (to)/from Other Public Sector Bodies under Absorption Accounting
At 31 March 2015

2,290
0
0
0
0
0
0
0
0
0
2,290

13,926
0
557
47
0
0
0
0
0
0
14,530

47
0
0
(47)
0
0
0
0
0
0
0

301
0
0
0
0
0
0
0
0
0
301

3,513
0
1,052
0
0
0
0
0
0
0
4,565

20,077
0
1,609
0
0
0
0
0
0
0
21,686

Depreciation
At 1 April 2014
Reclassifications
Reclassifications as Held for Sale and Reversals
Disposals other than for sale
Revaluation
Impairments/negative indexation charged to operating expenses
Reversal of Impairments charged to operating expenses
Charged During the Year
Transfers (to)/from Other Public Sector Bodies under Absorption Accounting
At 31 March 2015
Net Book Value at 31 March 2015

0
0
0
0
0
0
0
0
0
0
2,290

930
0
0
0
0
0
0
777
0
1,707
12,823

0
0
0
0
0
0
0
0
0
0
0

123
0
0
0
0
0
0
32
0
155
146

1,710
0
0
0
0
0
0
505
0
2,215
2,350

2,763
0
0
0
0
0
0
1,314
0
4,077
17,609

Asset financing:
Owned - Purchased
Owned - Donated
Owned - Government Granted
Held on finance lease
Total at 31 March 2015

2,290
0
0
0
2,290

12,823
0
0
0
12,823

0
0
0
0
0

146
0
0
0
146

2,350
0
0
0
2,350

17,609
0
0
0
17,609
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11.3.

(cont). Property, plant and equipment

Land and buildings were revalued by the District Valuer MRICS as at 31 March 2016 in accordance with the requirements of IFRS, HM Treasury,
International valuation standards and RICS Professional standards. The basis of asset valuation can be found within the Trust's accounting policy.

12.

Intangible non-current assets

12.1.

Intangible non-current assets
Computer
Licenses

Total

2015/16
£000's

£000's

£000's

£000's

£000's

At 1 April 2015
Additions Purchased
Additions Internally Generated
Additions - Non Cash Donations (i.e. physical assets)
Additions - Purchases from Cash Donations and Government
Grants
Additions Leased (including PFI/LIFT)
Reclassifications
Reclassified as Held for Sale and Reversals
Disposals other than by sale
Upward revaluation/positive indexation
Impairments/reversals charged to operating expenses
Impairments/reversals charged to reserves
Transfers to NHS Foundation Trust on authorisation as FT
Transfer (to)/from Other Public Sector bodies under Absorption
Accounting
At 31 March 2016
Amortisation
At 1 April 2015
Reclassifications
Reclassified as Held for Sale and Reversals
Disposals other than by sale
Upward revaluation/positive indexation
Impairment/reversals charged to reserves
Impairments/reversals charged to operating expenses
Charged During the Year
Transfers to NHS Foundation Trust on authorisation as FT
Transfer (to)/from Other Public Sector bodies under Absorption
Accounting
At 31 March 2016
Net Book Value at 31 March 2016
Asset Financing: Net book value at 31 March 2016 comprises:
Purchased
Donated
Government Granted
Finance Leased
On-balance Sheet PFIs
Total at 31 March 2016

0

197

0

0

563
75
0
0
0

£000's
563
75
0
0
0

0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0
0

638

638

383
0
0
0
0
0
0
58
0
0

383
0
0
0
0
0
0
58
0
0

441
0

441
197

197
0
0
0
0
197

197
0
0
0
0
197

Revaluation reserve balance for intangible non-current assets
£000's
At 1 April 2015
Movements (specify)
At 31 March 2016

0
0
0

0
0
0
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12.2.

Intangible non-current assets prior year

2014/15

£000's

£000's

£000's

£000's

Cost or valuation:
At 1 April 2014
Additions - purchased
Additions - internally generated
Additions - donated
Additions - government granted
Additions Leased (including PFI/LIFT)
Reclassifications
Reclassified as held for sale
Disposals other than by sale
Upward revaluation/positive indexation
Impairments
Reversal of impairments
Transfer (to)/from Other Public Sector bodies under Absorption
Accounting
At 31 March 2015

Net book value at 31 March 2015 comprises:
Purchased
Donated
Government Granted
Finance Leased
On-balance Sheet PFIs
Total at 31 March 2015

12.3.

#VALUE!

0

#VALUE!

0

#VALUE!

0

Total

£000's

£000's
451
112
0
0
0
0
0
0
0
0
0
0
0

451
112
0
0
0
0
0
0
0
0
0
0
0

563

563

349
0
0
0
0
0
0
34
0

349
0
0
0
0
0
0
34
0

383

383

#VALUE!

180

180

0

180
0
0
0
0
180

180
0
0
0
0
180

Amortisation
At 1 April 2014
Reclassifications
Reclassified as held for sale
Disposals other than by sale
Upward revaluation/positive indexation
Impairments charged to operating expenses
Reversal of impairments charged to operating expenses
Charged during the year
Transfer (to)/from Other Public Sector bodies under Absorption
Accounting
At 31 March 2015
Net book value at 31 March 2015

Computer
Licenses

Intangible non-current assets

The Trust capitalises purchased software as intangible assets. They are amortised over the shorter of the term of the licence and their useful
economic life which is 3 or 5 years.
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13.

Analysis of impairments and reversals recognised in 2015/16
2015/16
Total
£000s

Property, Plant and Equipment impairments and reversals taken to SoCI
Loss or damage resulting from normal operations
Over-specification of assets
Abandonment of assets in the course of construction
Total charged to Departmental Expenditure Limit

0
0
0
0

Unforeseen obsolescence
Loss as a result of catastrophe
Other
Changes in market price
Total charged to Annually Managed Expenditure

0
0
0
(61)
(61)

Total Impairments of Property, Plant and Equipment changed to SoCI

(61)

Total Impairments charged to SoCI - DEL
Total Impairments charged to SoCI - AME
Overall Total Impairments

0
(61)
(61)

Impairments and reversals taken to SoCI
Loss or damage resulting from normal operations
Over-specification of assets
Abandonment of assets in the course of construction
Total charged to Departmental Expenditure Limit

Property Plant
and
Equipment

Total

£000s

£000s
0
0
0
0

0
0
0
0

Unforeseen obsolescence
Loss as a result of catastrophe
Other
Changes in market price
Total charged to Annually Managed Expenditure

0
0
0
(61)
(61)

0
0
0
(61)
(61)

Total Impairments of Property, Plant and Equipment changed to SoCI

(61)

(61)

The impairment realtes to the Trust's buildings and arises as a result of the in year revaluation.

14.

Commitments

The Trust has no capital or other financial committments as at 31 March 2016. (£Nil at 31 March 2015)
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15.1.

Trade and other receivables
Current

NHS receivables - revenue
NHS receivables - capital
NHS prepayments and accrued income
Non-NHS receivables - revenue
Non-NHS receivables - capital
Non-NHS prepayments and accrued income
PDC Dividend prepaid to DH
Provision for the impairment of receivables
VAT
Interest receivables
Finance lease receivables
Operating lease receivables
Other receivables
Total
Total current and non current
Included in NHS receivables are prepaid pension contributions:

Non-current

31 March
2016
£000s

31 March
2015
£000s

31 March
2016
£000s

31 March
2015
£000s

2,503
0
266
601
0
232
7
(366)
592
0
0
0
35
3,870

2,704
0
270
1,128
0
611
7
(225)
372
0
0
0
29
4,896

0
0
8,587
0
0
0
0
0
0
0
0
0
0
8,587

0
0
7,413
0
0
0
0
0
0
0
0
0
0
7,413

12,457

12,309

0

The great majority of trade is with Clinical commissioning Groups (CCGs). As CCGs are funded by Government to buy NHS patient care
services, no credit scoring of them is considered necessary.

15.2.

Receivables past their due date but not impaired

By up to three months
By three to six months
By more than six months
Total

15.3.

Provision for impairment of receivables

Balance at 1 April 2015
Amount written off during the year
Amount recovered during the year
Increase in receivables impaired
Transfers to NHS Foundation Trust on authorisation as FT
Transfers (to)/from Other Public Sector Bodies under Absorption Accounting
Balance at 31 March 2016

31 March
2016
£000s

31 March
2015
£000s

56
0
40
96

41
427
339
807

2015/16
£000s

2014/15
£000s

(225)
35
10
(186)
0
0
(366)

(225)
3
95
(98)
0
0
(225)

Provision is made for all debts more than 90 days overdue which are owed to the Trust by non NHS organisations and other debts on a risk
basis.
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16.

Cash and Cash Equivalents

Opening balance
Net change in year
Closing balance
Made up of
Cash with Government Banking Service
Commercial banks
Cash in hand
Liquid deposits with NLF
Current investments
Cash and cash equivalents as in statement of financial position
Bank overdraft - Government Banking Service
Bank overdraft - Commercial banks
Cash and cash equivalents as in statement of cash flows
Third Party Assets - Bank balance (not included above)
Third Party Assets - Monies on deposit

31 March
2016
£000s
2,394
494
2,888

31 March
2015
£000s
4,184
(1,790)
2,394

2,871
0
17
0
0
2,888
0
0
2,888

2,377
0
17
0
0
2,394
0
0
2,394

48
0

83
0
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17.

Trade and other payables
Current
31 March 2016 31 March 2015
£000s
£000s

NHS payables - revenue
NHS payables - capital
NHS accruals and deferred income
Non-NHS payables - revenue
Non-NHS payables - capital
Non-NHS accruals and deferred income
Social security costs
PDC Dividend payable to DH
Accrued Interest on DH Loans
VAT
Tax
Payments received on account
Other
Total

2,589
0
0
3,929
0
2,562
0
0
6
0
78
0
950
10,114

2,522
0
199
3,420
0
2,479
608
0
0
0
596
0
988
10,812

Total payables (current and non-current)

12,752

14,576

0
0
894

0
0
893

Included above:
To Buy Out the Liability for Early Retirements Over 5 Years
Number of Cases Involved
Outstanding Pension Contributions at 31 March 2016

18.

Non-current
31 March 2016 31 March 2015
£000s
£000s
0
0
0
0
0
0
0
0
0
0
0
0
2,638
2,638

0
0
0
0
0
0
0
0
0
0
0
0
3,764
3,764

Borrowings
Current
31 March 2016 31 March 2015
£000s
£000s

Bank overdraft - Government Banking Service
Bank overdraft - commercial banks
Loans from Department of Health
Loans from other entities
Finance lease liabilities
Other (describe)
Total
Total other liabilities (current and non-current)

0
0
324
0
0
0
324

0
0
425
0
0
0
425

8,859

3,846

Non-current
31 March 2016 31 March 2015
£000s
£000s
0
0
8,535
0
0
0
8,535

0
0
3,421
0
0
0
3,421

Borrowings / Loans - repayment of principal falling due in:
DH
£000s
0-1 Years
1 - 2 Years
2 - 5 Years
Over 5 Years
TOTAL

19.

324
324
6,410
1,801
8,859

31 March 2016
Other
£000s
0
0
0
0
0

Total
£000s
324
324
6,410
1,801
8,859

Deferred income

Opening balance at 1 April 2015
Deferred revenue addition
Transfer of deferred revenue
Current deferred Income at 31 March 2016
Total deferred income (current and non-current)

Current
31 March 2016 31 March 2015
£000s
£000s
415
151
229
415
(415)
(151)
229
415
229

Non-current
31 March 2016 31 March 2015
£000s
£000s
0
0
0
0
0
0
0
0

415
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20.

Provisions
Comprising:
Early
Departure
Costs

Total

£000s

£000s

Legal Claims

Restructuring

Other

Redundancy

£000s

£000s

£000s

£000s

£000s

Balance at 1 April 2015
Arising during the year
Utilised during the year
Reversed unused
Unwinding of discount
Change in discount rate
Transfers to NHS Foundation Trusts on being authorised as FT
Transfers (to)/from other public sector bodies under absorption accounting
Balance at 31 March 2016

831
1,188
(307)
(124)
0
0
0
0
1,588

301
10
(16)
0
0
0
0
0
295

255
94
(184)
(20)
0
0
0
0
145

36
36
(37)
(35)
0
0
0
0
0

239
168
(70)
(69)
0
0
0
0
268

0
880
0
0
0
0
0
0
880

Expected Timing of Cash Flows:
No Later than One Year
Later than One Year and not later than Five Years
Later than Five Years

1,309
64
215

16
64
215

145
0
0

0
0
0

268
0
0

880
0
0

£000s

Amount Included in the Provisions of the NHS Litigation Authority in Respect of Clinical Negligence Liabilities:
As at 31 March 2016
310
As at 31 March 2015
218
Provisions relate to :
Early Departure costs - the pension rights of two former employees who retired as a result of industrial injury.
Legal Claims - the amounts due from the Trust in respect of non-clinical claims lodged with the NHSLA's Liability for Third Party claims Scheme (LTPS) and employment claims lodged against the Trust.
The LTPS is a risk pooling scheme under which the Trust pays an annual contribution to the NHS Litigation Authority and, in return, receives assistance with the costs of claims arising.
Redundancy - the potential redundancy costs associated with service retractions.
Other - inquest costs associated with coroners' cases.

21.

Contingencies
31 March
2016
£000s

Contingent liabilities
NHS Litigation Authority legal claims (LTPS)
Employment Tribunal and other employee related litigation
Redundancy
Other
Net value of contingent liabilities
Contingent assets
Contingent assets
Net value of contingent assets

31 March
2015
£000s

(46)
0
0
0
(46)

(50)
0
0
0
(50)

0
0

0
0
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22.

Financial Instruments

22.1. Financial risk management
Financial reporting standard IFRS 7 requires disclosure of the role that financial instruments have had during the period in creating or changing the risks a body faces
in undertaking its activities. Because of the continuing service provider relationship that the Trust has with commissioners and the way those commissioners are
financed, the Trust is not exposed to the degree of financial risk faced by business entities. Also financial instruments play a much more limited role in creating or
changing risk than would be typical of listed companies, to which the financial reporting standards mainly apply. The Trust has limited powers to borrow or invest
surplus funds and financial assets and liabilities are generated by day-to-day operational activities rather than being held to change the risks facing the Trust in
undertaking its activities.

The Trust’s treasury management operations are carried out by the finance department, within parameters defined formally within the Trust’s standing financial
instructions and policies agreed by the board of directors. The Trust's treasury activity is subject to review by the Trust’s internal auditors.
Currency risk
The Trust is principally a domestic organisation with the great majority of transactions, assets and liabilities being in the UK and sterling based. The Trust has no
overseas operations. TheTrust therefore has low exposure to currency rate fluctuations.
Interest rate risk
The Trust borrows from government for capital expenditure, subject to affordability as confirmed by the Trust Develepment Agency (TDA). The borrowings are for 1 –
25 years, in line with the life of the associated assets, and interest is charged at the National Loans Fund rate, fixed for the life of the loan. The Trust therefore has low
exposure to interest rate fluctuations.
Credit risk
Because the majority of the Trust’s revenue comes from contracts with other public sector bodies, the Trust has low exposure to credit risk. The maximum exposures
as at 31 March 2016 are in receivables from customers, as disclosed in the trade and other receivables note.
Liquidity risk
The Trust’s operating costs are incurred under contracts with Clinical Commissioning Groups, which are financed from resources voted annually by Parliament . The
Trust funds its capital expenditure from funds obtained within its prudential borrowing limit. The Trust is not, therefore, exposed to significant liquidity risks.

22.2. Financial Assets
At ‘fair value
through profit
and loss’

Loans and
receivables

Available for sale

Total

£000s

£000s

£000s

£000s

Embedded derivatives
Receivables - NHS
Receivables - non-NHS
Cash at bank and in hand
Other financial assets
Total at 31 March 2016

0
0
0
0
0
0

0
2,503
636
2,888
0
6,027

0
0
0
0
0
0

0
2,503
636
2,888
0
6,027

Embedded derivatives
Receivables - NHS
Receivables - non-NHS
Cash at bank and in hand
Other financial assets
Total at 31 March 2015

0
0
0
0
0
0

0
2,704
956
2,394
0
6,054

0
0
0
0
0
0

0
2,704
956
2,394
0
6,054

22.3. Financial Liabilities
Other

Total

£000s
Embedded derivatives
NHS payables
Non-NHS payables
Other borrowings
PFI & finance lease obligations
Other financial liabilities
Total at 31 March 2016

0
1,679
8,351
8,859
0
0
18,889

0
1,679
8,351
8,859
0
0
18,889

Embedded derivatives
NHS payables
Non-NHS payables
Other borrowings
PFI & finance lease obligations
Other financial liabilities
Total at 31 March 2015

0
2,522
7,875
425
0
0
10,822

0
2,522
7,875
425
0
0
10,822

23.

Events after the end of the reporting period

There are no events after the end of the reporting period which impact on the financial statements.
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24.

Related party transactions

Manchester Mental Health and Social Care Trust is a body corporate established by order of the Secretary of State for Health.
During the year none of the Board Members or members of the key management staff or parties related to them has undertaken any material transactions with the
Trust.
The Trust's current Director of Finance is seconded from Central Manchester University Hospitals Foundation Trust (CMFT). She does not have any role in
operational decision making at CMFT during the period of secondment.
The Department of Health is regarded as a related party. During the year Manchester Mental Health and Social Care Trust has had a significant number of material
transactions with the Department, and with other entities for which the Department is regarded as the parent Department. These transactions / balances relate to
block contracts with commissioners for the provision of patient care services and service level agreements with hospital Trusts are listed below:

Department of Health
NHS England
Health Education England
Central Manchester CCG
North Manchester CCG
South Manchester CCG
Trafford CCG
Pennine Acute Hospitals Trust
Central Manchester University Hospitals FT
University Hospitals of South Manchester FT
Manchester City Council

Department of Health
NHS England
Health Education England
Central Manchester CCG
North Manchester CCG
South Manchester CCG
Trafford CCG
Pennine Acute Hospitals Trust
Central Manchester University Hospitals FT
University Hospitals of South Manchester FT
Manchester City Council

25.

Revenue
2015/16
£000s

Expenditure
2015/16
£000s

Receivables
as at 31 March 2016
£000s

Payables
as at 31 March 2016
£000s

1,074
10,516
8,005
27,401
22,350
19,353
980
258
705
7,558
11,798

0
0
0
1,201
792
683
0
7,601
1,855
509
0

0
205
260
893
1
0
16
218
226
8,675
68

0
20
0
427
0
0
0
19
297
38
22

Revenue
2014/15
£000s

Expenditure
2014/15
£000s

Receivables
as at 31 March 2015
£000s

Payables
as at 31 March 2015
£000s

59
7,337
8,126
26,001
26,724
17,569
992
241
832
487
12,891

0
0
0
1,029
1,050
680
0
4,510
1,824
6,979
0

278
266
0
1,567
0
36
16
36
195
7,479
748

0
0
23
700
14
0
0
97
344
788
24

Losses and special payments

The total number of losses cases in 2015/16 and their total value was as follows:
Total Value
of Cases
£s
Losses
Special payments
Total losses and special payments

Total Number
of Cases
0
5,033
5,033

0
13
13

The total number of losses cases in 2014/15 and their total value was as follows:
Total Value
of Cases
£s
Losses
Special payments
Total losses and special payments

Total Number
of Cases
1,000
3838
4,838

3
13
16
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26.
Financial performance targets
The figures given for periods prior to 2009/10 are on a UK GAAP basis as that is the basis on which the targets were set for those years.

26.1.

Breakeven performance
2006/07
£000s

Turnover
Retained surplus/(deficit) for the year
Adjustment for:
Timing/non-cash impacting distortions:
Pre FDL(97)24 agreements
2007/08 PPA (relating to 1997/98 to 2006/07)
2008/09 PPA (relating to 1997/98 to 2007/08)
Adjustments for impairments
Adjustments for impact of policy change re donated/government
grants assets
Consolidated Budgetary Guidance - adjustment for dual accounting
under IFRIC12
Absorption accounting adjustment
Other agreed adjustments
Break-even in-year position
Break-even cumulative position

2007/08
£000s

2008/09
£000s

2009/10
£000s

2010/11
£000s

2011/12
£000s

2012/13
£000s

2013/14
£000s

2014/15
£000s

2015/16
£000s

85,309
85

89,448
455

94,212
521

97,067
532

90,382
(482)

103,633
1,516

106,305
(2,321)

104,676
29

105,973
(310)

107,664
(4,094)

0
0
0
0
0
0

0
0
0
(152)
0
0

0
0
0
0
0
0

0
0
0
0
0
0

0
0
0
0
0
0

0
0
0
0
0
0

0
0
0
0
3,373
0

0
0
0
0
0
0

0
0
0
0
0
0

0
0
0
0
(61)
0

0

0

0

0

0

0

0

0

0

0

0
0
85
202

0
0
303
505

0
0
521
1,026

0
0
532
1,558

0
0
(482)
1,076

0
0
1,516
2,592

0
0
1,052
3,644

0
0
29
3,673

0
0
(310)
3,363

0
0
(4,155)
(792)

Due to the introduction of International Financial Reporting Standards (IFRS) accounting in 2009/10, NHS Trust’s financial performance measurement needs to be aligned with the guidance issued by HM Treasury
measuring Departmental expenditure. Therefore, the incremental revenue expenditure resulting from the application of IFRS to IFRIC 12 schemes (which includes PFI schemes), which has no cash impact and is not
chargeable for overall budgeting purposes, is excluded when measuring breakeven performance. Other adjustments are made in respect of accounting policy changes (impairments and the removal of the donated
asset and government grant reserves) to maintain comparability year to year.

2006-07
%
Materiality test (I.e. is it equal to or less than 0.5%):
Break-even in-year position as a percentage of turnover
Break-even cumulative position as a percentage of turnover

0.10
0.24

2007-08
%
0.34
0.56

2008-09
%
0.55
1.09

2009-10
%
0.55
1.61

2010-11
%
(0.53)
1.19

2011-12
%
1.46
2.50

2012-13
%

2013-14
%

2014-15
%

2015-16
%

0.99
3.43

0.03
3.51

0.00
0.00

(3.86)
(0.74)

Page 32

Manchester Mental Health and Social Care Trust - Annual Accounts 2015/16
26.2. Capital cost absorption rate
The dividend payable on public dividend capital is based on the actual (rather than forecast)
average relevant net assets based on the pre audited accounts and therefore the actual capital
cost absorption rate is automatically 3.5%.
26.3. External financing
The Trust is given an external financing limit which it is permitted to undershoot.

External financing limit (EFL)
Cash flow financing
Finance leases taken out in the year
Other capital receipts
External financing requirement
Under spend against EFL

2015/16
£000s
6,107
4,219
0
0
4,219
1,888

2014/15
£000s
1,978
1,558
0
0
1,558
420

26.4. Capital resource limit
The Trust is given a capital resource limit which it is not permitted to exceed.

Gross capital expenditure
Less: book value of assets disposed of
Less: capital grants
Less: donations towards the acquisition of non-current assets
Charge against the capital resource limit
Capital resource limit
Underspend against the capital resource limit

27.

2015/16
£000s
1,760
0
0
0
1,760
1,764
4

2014/15
£000s
1,721
0
0
0
1,721
1,970
249

Third party assets
The Trust held cash and cash equivalents which relate to monies held by the Trust on behalf of
patients. This has been excluded from the cash and cash equivalents figure reported in the
accounts.
31 March
31 March
2015
2016
£000s
£000s
83
Third party assets held by the Trust
48
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Chair and Chief Executive’s foreword
As with other parts of the NHS, 2015/16 has been a challenging yet positive year for the Trust and it is
reassuring to see that service quality and performance can be maintained whilst demand and expectations
grow.
We know that the effective treatment of mental ill health has a positive impact on the physical health of
many of our most vulnerable service users and we recognise that patients want to receive treatment and
care either in or close to their own homes. We understand that a population that is living longer is likely to
have more complex physical and mental health needs and we believe in preventative treatments that
promote wellbeing and the development of self-care models. Based on the Recovery model our services
aim to support and enable service users to build meaningful and satisfying lives defined and directed by the
person themselves despite any recurring or persistent symptoms or problems.
The concept of integrated care is not new to us. We have been delivering health and wellbeing and
specialist mental health and social care services to the people of Manchester for over a decade.
What is new, however, is the commitment of every organisation involved in our local health economy to
pursue this at pace. This is clear from the Devolution Agreement recently signed with Central Government.
This agreement will see greater devolved powers for Greater Manchester, including the freedom to
develop an integrated system of health and social care which is designed specifically for our local
population. The city-wide Living Longer, Living Better and the Greater Manchester wide Healthier Together
strategies are fully aligned with this direction of travel. We are moving towards a ‘one–team’ approach,
with the individual placed at the heart of appropriate care that is ‘wrapped around’ them and meets their
specific needs.
This will, of course, require all parties to flex and adapt. In order to become part of something bigger and
better, we really do need to commit to a solution where the whole is bigger than the sum of the parts.
To support this, it must be recognised that at an organisational level, a great deal of time has been spent
preparing, with the Trust Development Authority (TDA), for the ‘transaction’ of the Trust. This will result in
all our services transferred to another NHS Trust provider in Greater Manchester.
The challenges facing this vision of the future should not be under-estimated. Manchester still has many
areas of social and economic deprivation and the incidence of some mental illnesses is still above the
1

national average. We remain one of the most culturally and ethnically diverse cities in the country and that
raises issues around social traditions and long-standing stigma in terms of severe and enduring mental
health conditions. We continue to work with our own researchers, academics and consultants with those
at the University of Manchester on issues that affect our service users and their families. We have seen an
incredible increase in both demand for health and social care services and acuity of mental illness over the
past 12 months, suggesting that social determinants such as those mentioned above will continue to drive
demand for the foreseeable future.
In addition, our local Clinical Commissioning Groups and Manchester City Council are facing pressures to
their budgets from Central Government. This makes it difficult for commissioners to continue to invest in
the preventative treatments and services. Finally, the historic fragmentation of services across the city
means that the accessibility, quality and consistency of services remain variable, despite our commitment
to a single gold standard for all. Significant challenges lie ahead. Nevertheless, by putting the needs of the
patient at the centre of this new system of health and social care services, we believe that we can keep our
common goal clearly in our sights.
Since April 2013, Manchester Mental Health and Social Care Trust has continued to play an active part in
the transition to new models of care. As in last year’s Annual Report, we have tried to group together our
key achievements over the last 12 months under the strategic objectives we set ourselves in our Annual
Business Plan: putting patients first, empowering staff, supporting research, ensuring quality and safety,
working in partnership. These objectives reflect our corporate values of Truthfulness, Respect,
Understanding, Standards and Togetherness, and remain our key areas of focus at all times.
The quality and safety of the care we deliver was assessed by the Care Quality Commission (CQC) in March
2015 and in October 2015 the Trust was rated overall as ‘Requires Improvement’ despite being rated ‘good’
for care. The report praised the Trust’s staff for providing “a caring service for people across all core
locations” and pointed out that feedback received from service users was generally positive about their
experiences of the care and treatment provided by the Trust.
Once again this year, the passion and dedication of our staff has been outstanding. They continue to rise to
the challenge of an ever-changing landscape, demonstrating their commitment, care, competence, courage
and compassion every single day. The success of the organisation, the quality of our services and the
satisfaction of our service users is entirely down our staff and their personal and professional commitment.
Overall the Trust has performed admirably given the rising demands and pressures both clinically and
organisationally. However, the consequences of the clinical demands have given rise to the financial picture
that can be seen for the Trust for this year. The growing demands despite being met as best they can within
2

the resources available, has recorded a deficit. What can be said is that the quality and safety of services
was maintained and the service users were kept at the centre of what we do even where this resulted in
some being admitted to facilities beyond the Manchester boundary.
A very different health and social care landscape is taking shape across the country and nowhere more so
than here in Manchester. We stand on the brink of an exciting new future for health and social care
services and our staff have a valuable contribution to make in transforming that vision into a reality.

Overview
Statement of Purpose and Activity
Manchester Mental Health and Social Care Trust delivers a wide range of specialist mental and physical
health and wellbeing services to one of the most ethnically and culturally diverse cities in the country. We
offer a broad spectrum of mental and physical health, social care and wellbeing services and are led by
teams of professionals working in conjunction with service users and carers to continually improve the
quality of care provided.
Despite its growth and profile as one of the UK’s most vibrant and successful cities, Manchester is also
home to areas of significant social and economic deprivation. In these areas, residents not only have higher
rates of physical ill health than the national average, but also have a higher prevalence of some mental
conditions and illnesses.
Our 1,600 staff continue to meet the mental health needs of around 14,000 residents – our service users –
annually as well as serving the wider population of this city with a range of general health, wellbeing, social
care support and other services to help them live longer, more fulfilled and - wherever possible - more
independent lives.
Our inpatient and community teams provide services to adults of working age and older people with
complex mental illnesses; our public health teams offer information and a range of physical and mental
wellbeing services to the wider public; and our specialist teams – including those at Her Majesty’s Prisons in
both Manchester and at Buckley Hall, Rochdale – offer a range of wider, physical and primary healthcare
services. We are also the provider of psychological services covering the range from counselling to highly
specialised interventions, some beyond the boundaries of the City.
Our Operational Divisions and Services
Health & Wellbeing Services
3

The Health & Wellbeing Division comprises teams working on public health and health promotion service
areas. These teams aim to contribute to an increase in healthy life expectancy and reduction of health
inequalities in Manchester by using asset based approaches to unlock the power and potential of
communities and individuals to tackle the underlying causes of ill health.
In November 2014 the Trust received notification from Manchester City Council that they were changing
the services provided by the Trust, alongside wider changes in the City funded through Local Authority. The
changes required were for implementation from March 2015 onwards and are referred to later.
Physical Activity Referral Service (PARS)
Whilst the original intention by the Commissioners was to put physical activity services out to procurement,
agreement was later reached on the development of a revised and ‘scaled down’ service which to remain
integrated with the Health & Wellbeing Service.
The PARS Service provides a bespoke and targeted exercise and fitness based service for individuals who
have a chronic disease and/or long term condition or a condition / injury whereby a structured exercise and
fitness based programme is essentially part of their rehabilitation and long term care improvement plan,
amongst numerous other services.
Oral Health Improvement Service
Oral health is poor in the Manchester population and one of the main dental diseases, tooth decay
continues to be a problem. There is an association between an increase in social deprivation and child
tooth decay, however tooth decay is preventable. The number of adults diagnosed with oral cancer is also
rising and it is vital people are aware that early detection saves lives.
The Service aims to improve oral health, reduce health inequalities and meet local needs by engaging with
individuals, health, education and social care partners and communities to enable and empower them to
improve self care habits and make a difference. We do this by delivering evidenced based programmes
which focus on education and training, fluoride interventions and access to dental services to reduce both
the prevalence of oral disease and inequalities of oral health among a variety of groups.
Health Information and Resources Library
The Service provides information and health promotion resources to support the work of Public Health in
Manchester. We have a collection of multi-disciplinary books, reports, training packs, models and multi4

media resources and provide access to electronic resources such as journals and e-books. Our information
professionals provide answers to enquiries, information skills training and a comprehensive literature
search service to enable access to the evidence base. We are increasingly supporting staff within the Trust
by providing literature and evidence based information to improve practice. We supply health promotion
leaflets and posters, many produced in-house by the Health and Wellbeing Service, including a bespoke
service to GP practices enrolled in our Primary Care Resources Project, with a regular delivery of new
leaflets as well as visits to ensure that patient information displays are kept up to date in the participating
practices.
Good Health Manchester Training Programme
A postcard styled flyer was used to advertise the training programme and our website has continued its
success in attracting attendees with an easy online booking system. Whilst we continued to offer targeted
and bespoke sessions, we also delivered over 100 Courses to over 2,000 attendees, as part of our
advertised scheduled ‘open-access programmes’ and the training development group is creating

a

programme of targeted ‘change behaviour’ training going forward to next year.
South Manchester Healthy Living Network
The service works with a range of partners from across local NHS, council and community and voluntary
sectors to develop and deliver health improvement projects, activities and events in community-based
settings. This service became known as the ‘buzz’ service in April 2016 remaining as part of the wellbeing
services.
The Health and Well Being services delivered across a range topic based areas in year.
A summary of the work areas are below:
Mental health and wellbeing:
Public Mental Health and Wellbeing courses continue and we were successful in a bid to be lead provider
(with Stockport & Bolton) to support Connect 5 training across Greater Manchester, from the Police &
Crime Commissioner Office until June 2017. Connect 5 is a programme of free, skills-based training to build
the confidence and competency of individuals to have meaningful conversations with the people they work
with about mental wellbeing. This is based on more than 10 years experience of training delivery in the city.
Ancoats Needle Exchange:
The service had over 1,800 individuals registered in the year, in relation to the following:
•

Pump (Steroid & Image Enhancing Drugs Service) Clinic contacts
5

•

Needle Exchange contacts

•

New clients

Food and physical activity:
The service provides cooking clubs and Getting Active Through Exercise (GATE) classes for older people.
Health Trainers:
In order to prepare for the introduction of the new wellbeing advice service from 1st April 2016 we
continued to see clients but agreed a cut-off date for acceptance of new referrals as 31st January 2016 (as
the period of intervention is usually between 6-8 weeks). Our involvement with the National Data
Collection Reporting System (DCRS) monitoring system also ceased at the end of December 2015. This data
collection reporting system is used by Health Trainers to report outcomes for one to one assessments. We
are agreeing the monitoring requirements with Commissioners and the Trust in order to set up new referral
pathways and an appropriate database going forward with the new Health & Wellbeing Advisor role.
Tobacco control:
The majority of the Specialist Stop Smoking Staff left the Trust by the end of November 2015 as part of the
budget reductions from our Public Health Commissioners who were clear that they did not want a
dedicated stop smoking service in the new redesign. Remaining staff have been trained in basic awareness
and clients have been put on notice, with no new referrals having been accepted since September 2015.
Major Killers:
The Major Killers team aims to encourage a healthier lifestyle, prevent illness and promote early detection
of diseases. We do this through a number of different service strands, listed below. The Service delivered a
range of programmes however due to decommissioning by Manchester City Council, the following
programmes ceased on 31st September 2015:


The Community Food Coordinator (CFC) Project
This project worked with groups across the city to help address the increase in obesity and chronic
associated diseases, supporting people to make changes in their diet to improve their health.



Green Corridor
In partnership with Manchester City Council, Red Rose Forest and the Ramblers Organisation we
completed the development of a green walking circuit around the city called the Green Corridor.



National Awareness and Early Detection - Cancer Initiative
We promoted cancer awareness to increase uptake of population-based screening programmes and
roll out the National Awareness and Early Detection Initiative (NAEDI) programme in Manchester,
promoting screening services for breast, bowel & cervical cancer screening.
6



Getting Manchester Moving
This online service was designed to raise awareness of the importance of physical activity, healthy
eating and weight management. The website is a one-stop shop for a huge range of information on
opportunities, facilities, events and health-related programmes across the city.

The Service delivered a range of programmes however due to decommissioning by Manchester City
Council, the following programmes ceased on 30th September 2015:
Sexual Health and Harm Reduction Team
Work areas included: strategy and policy development; training of frontline staff; provision of harm
reduction services (including needle exchange and steroid user services); promoting responsible alcohol
retailing and undertaking general sexual health, drugs and alcohol prevention projects with targeted
populations across Manchester. This includes work with the police, local authority and licensed retailers,
the provision of needle exchange and steroid user services and the production of resources to encourage
testing for all sexually transmitted infections, including HIV. Our Healthy Prison Coordinators offer health
promotion awareness sessions to prisoners to encourage healthier behaviours.
Stop Smoking Service
The team worked alongside partner organisations to promote a smoke-free norm within the city. We
employed specialist stop smoking advisors who worked in each of Manchester’s NHS hospitals and other
venues across the city, offering one-to-one support.
In addition, due to decommissioning by Manchester City Council, the following programme ceased on
31st December 2015:
The Community Health Trainer (HT) programme
This was a national initiative designed to help tackle health inequalities and encourage and support people
to adopt healthier lifestyles.
The following areas will continue into the new delivery model by staff with a broader knowledge:
The Getting Active through Exercise (GATE) project
We promote the benefit of exercise in those aged over 65 years to improve health and prevent falls. Last
year we supported the running of 18 classes across the city of Manchester.
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Public Mental Health
This service helps local organisations to support the mental health of their workforce. This is done mainly
through specially developed training programmes, course materials, reference sources, information and
collaborative working. We also provide programmes which promote good physical health to those
experiencing severe and long-term mental ill-health and to those experiencing specific illnesses, such as
dementia.
Adult Inpatient and Urgent Care Services
This Division includes all adult inpatient and urgent care services based in the North, Central and South
areas of the city.
Adult Inpatient Wards
The Trust’s six adult inpatient wards are based at North Manchester General Hospital (Park House) and
Wythenshawe Hospital (Laureate House). These include a total of 158 beds. We also have an intensive
rehabilitation unit at Park House, North Manchester and a specialist mother and baby unit at Laureate
House, Wythenshawe. All are staffed by an experienced team of doctors, nurses, occupational therapists
and support workers.
•

The service opened a new all female 20 bed acute inpatient ward at Park House called Poplar ward
in October 2015. The ward environment was created through close working with service users and
the clinicians within inpatient services to create a safe, positive, therapeutic space to receive and
deliver care. This enabled us to increase the number of beds available for patients in Manchester
and reduce the numbers of patients who were receiving care in out of area placements.

Psychiatric Intensive Care Unit
Our two Psychiatric Intensive Care Units (PICUs) provide short-stay care for patients with severe illnesses
who have been detained under the Mental Health Act. Located at Park House, North Manchester General
Hospital and Laureate House, Wythenshawe Hospital, they provide intensive levels of specialist care and
support prior to admission to an inpatient ward.
Rapid Assessment Suite
Our Swift Assessment For the Immediate Resolution of Emergencies (SAFIRE) Unit at North Manchester
General Hospital is an inpatient assessment facility where a patient may stay for a period of up to 72 hours
to determine the ongoing and appropriate pathway of care to meet the patient’s specific needs and
support their recovery.
Mental Health Liaison Services
Our Mental Health Liaison Services (MHLS) are based in the Accident and Emergency Departments of
Manchester Royal Infirmary, North Manchester General Hospital and Wythenshawe Hospital. They provide
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mental health and risk assessments for emergency patients, developing a care plan tailored to the needs of
the individual and referral to the appropriate teams.
Discharge Planning Service
Our Discharge Planning Service is there to support service users by helping to identify any accommodation
issues a service user may have before or during his/her admission to one of our inpatient wards.
Urgent Care Assessment Teams
The Urgent Care Assessment Team provides a single point of access into the Acute Care Pathway. It
receives all referrals for home treatment as well as requests for inpatient admissions. The team matches
demand and capacity across the city for urgent assessment, facilitating hospital admissions as required or
working with service users in home or community settings. The service provides triage, assessment and
signposting to appropriate services, supported by access to consultant psychiatry advice.
Home Treatment Teams
Our Mental Health Home Treatment Teams are an integral part of our whole-system approach. They
provide specialist services for people with severe and enduring mental health needs who would otherwise
require inpatient care. We have three Mental Health Home Treatment Teams based across the city, coterminus with the geographical patches of CCGs. Between the hours of 9pm and 7am, they operate a
citywide service, coordinating referrals and direct hospitals admissions as appropriate.
Adult Community & Social Inclusion Services
Our adult community and social inclusion services are for those adults aged between 18 and 65 years who
have a mental illness and can best be supported at home.
Community Mental Health Area Teams
Our six multi-disciplinary Community Mental Health Area Teams are evenly spread across the city. They
provide services to Adults of Working Age whose complex mental health needs require input beyond the
level of expertise that can be provided by primary care services. These teams provide an interface with
primary care services, enabling service users to ‘step-up’ to the Area Team for specialist care, and to ‘stepdown’ to primary care as their condition and circumstances improve.
Rehabilitation Services
The Community Rehabilitation Scheme in Station Road offered residential rehabilitation for people with
mental health problems and accepted referrals from both inpatient and community services. This service
was run in partnership with third sector organisation Creative Support and is part of a six-property network
in North Manchester and was staffed on a 24-hour basis. Commissioners gave notice on this service in
year.
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Our facility at Anson Road provides 24-hour community rehabilitation for adult males with mental health
needs. The recovery-focused support available gives service users the opportunity to become involved in
both group and individual activities. Referrals to the service are made by our care co-ordinators and
inpatient staff.
We also have an all-male 20-bedded rehabilitation unit, Acacia Ward, at Park House. This provides more
intensive care and support to enable this group of service users to successfully move back into the
community and re-connect with their social networks.
Recovery Services
As one of the first national demonstrator sites for recovery in the UK, the Trust is totally committed to
providing a range of meaningful activities in the community which will help people recover from their
illness, meet other people and build up their skills and confidence.
• Our Day Services are based at three centres across Manchester – at Harpurhey in the north of the
city, Victoria Park in the central area, and at Hall Lane Resource Centre in the south. These centres
provide individualised support as well as a wide variety of therapeutic activities, including drama
sessions, Hearing Voices self-help groups, relaxation sessions and recovery courses.
Our Mental Health Linkworker scheme is our in-house Interpretation service, the first point of contact for
interpretation or translation services, helping to alleviate communication difficulties between Trust staff
and service users who may speak little or no English.
• Start is an evidence-led, arts-based mental health service that enables our service users to acquire
skills and outlooks that can help to shape their future. The creative programmes at Start based at
Cornbrook Enterprise Centre in Hulme are goal-focused, designed to help people not only express
themselves and articulate their recovery goals, but to reach their full potential.
• Studio One, a socially inclusive visual art service based in Wythenshawe, Manchester. In 2015-16,
the service worked with people to improve and maintain mental wellbeing through creative art
practice, such as painting and drawing, digital photography, animation, textiles and sewing skills as
part of their approach to recovery.
• In year 2015-16, Benchmark Furniture Design and Build manufactured bespoke furniture and
offered training and work-related opportunities to service users in both a workshop and on-site
setting.
• In year 2015-16, the Trust's therapeutic horticulture service, Green Wellbeing, which was designed
to help people develop transferable skills and improve coping strategies. The service worked with
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local Bloom projects, Heaton Park, the local resource centre at Harpurhey and local allotments, as
well as the voluntary and statutory sector, the City Council and local residents’ committees.
• Individual Placement and Support (IPS). In year 2015-16, this service aimed to help our service users
find, and remain in, employment. We have a senior employment specialist and three employment
specialists based with our Community Mental Health Teams across the city. These employment
specialists not only help to prepare the service user for the world of work, but also engage with both
the employer and employee to provide ongoing support.
Community Support Teams
Our Community Support Teams help service users to develop skills they need to live independently, such
as dealing with issues around money and housing. The service also includes 12 minimum support homes
which are accessible to service users who are subject to the Care Programme Approach (CPA) or are
entitled to a service under Fair Access to Care Services (FACS).
• Our Homeless Team helps homeless individuals suffering from mental health and physical health
problems. The team provides access to help and support both from the Trust and from other
statutory or non-statutory organisations, as appropriate.
• The multi-disciplinary Review Team is responsible for reviewing packages of care funded by the
social care non-hospital placement budget held by Manchester City Council and also for reviewing
placements funded as part of the Council’s Supporting People programme. The team works with
accommodation providers to support service users who wish to move on to more independent living.
• The Housing Advice Service ensures that service users with an identified accommodation need are
screened and supported. In collaboration with the care co-ordinator and the multi-disciplinary team,
accommodation options and any additional complex discharge issues are identified in order to alert
relevant staff in inpatient and community settings.
• The Gateway Service has undergone a major restructure leading to the development of a new
algorithm-driven pathway for referral management, streamlining the process and reducing the time
taken for referrals to pass on to the receiving teams significantly, and enabling the redeployment of
the practitioners to the Community Area Teams.
Two new services were created during 2015:
• Community Inclusion Service – a new service commissioned by Manchester City Council (MCC)
• Manchester Engagement Team – formed by integrating the Assertive Outreach staff and the
Homeless Mental Health Team
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During 2015 the services below were also part of the Adult Social Care & Inclusion Division but were
decommissioned by Manchester City Council following service consultation:
• Community Support Teams – Minimum Support Homes and Floating Support
• Recovery and Connect Teams
Outpatient services
Our outpatient services cover all the one-to-one services offered to adults of working age outside of the
community teams and inpatient settings. Clinics are offered in a range of hospital and community settings
right across the city and cover a wide range of services, including psychiatry, psychology, psychotherapy,
eating disorders, psychosexual matters, diabetes, rheumatology, dual diagnosis issues and our specialist
schizo-affective disorder service. Some of these clinics are aimed at providing specialist assessment, advice
and support to GPs, whilst others provide direct one-to-one interventions for people with particular
specialist needs.
Later Life Services
The Later Life Division in 2015 embarked on a redesign of its services. The redesign was to provide more
equitable services across the city and through the reconfiguration offer a broader range of services to older
people with mental health needs and younger people with dementia. The redesign took account of a wide
range of views and was developed through engagement with all of our key stakeholders including service
users and their carers. A number of new posts were created through the redesign which will support both
the delivery and the quality and governance of the service.
The redesigned services will provide;
• more effective care through the integration and alignment of a number of existing services into the
Community Mental Health Team;
• a “stepped” memory assessment so that more people receive a diagnosis in a timely manner; access
to a wider range of therapeutic interventions;
• more intensive support for people who are becoming acutely unwell; and enhancement of the skill
mix of in-patient services to effect better care and a timely discharge form hospital.

Inpatient Services
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Acute care was provided from two wards from March 2015: Cavendish ward at Laureate House in South
Manchester and Maple ward at Park House in North Manchester. Together, they provided 40 beds for the
admission of service users with a mental illness of any type occurring in later life.

During the year, the

Division also provided access to these beds for adults of working age who are older and who have complex
physical health problems, accounting for 25% of all admissions to our wards.
Community Services
We have six Community Mental Health Teams in place across the city that support service users who are
aged 65 and above. They support around 500 service users across Manchester, and our memory services
caseload is approximately 1200. The community support we offer includes a Day Treatment service, a
Young Onset Dementia service and an Outpatient service. Community services work closely with referrers
from primary care and provide treatment and support to older people or people with a young onset
dementia in a number of settings, including intermediate care, residential and nursing homes. The Division
also has three Admiral Nurses who work in collaboration with community services across the city, providing
support and interventions to carers of people with dementia.
Rehabilitation and Recovery Services
Since July 2003 the service offered assessment and treatment for people over the age of 65 who have
severe and enduring mental health needs. Each service user had a personalised plan of care and an
allocated care co-ordinator/associate nurse to work with them. The service encourages the rehabilitation of
social skills and also provides support for carers.
Dementia and memory services (all ages)
Although these are delivered by our Later Life Division, our dementia services cater for all ages (i.e. from 18
years and over) and range from assessment and diagnosis to therapeutic treatments and counselling:
• Our Memory Clinics, based at Laureate House (Wythenshawe Hospital) and Park House (North
Manchester General Hospital) assess and diagnose the nature of a person's memory difficulties.
Referrals are taken mainly from GPs and an initial assessment is carried out by a specialist nurse to
discover the individual's needs and advise on appropriate treatment.
• Our Young Onset Dementia Service is available to Manchester residents who have been diagnosed
with dementia before reaching the age of 65. It offers post-diagnostic counselling and support for the
person with the illness, as well as to carers. Individual or group work is available depending on the
need and preference of the service user.
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• Our teams include a number of Admiral Nurses. These are mental health nurses who specialise in
supporting carers of people with dementia. They work with family carers and people with dementia
in the community and other settings. Admiral Nurses provide a range of therapeutic approaches and
work closely with families to provide practical advice and develop key skills for treating family
members with dementia.

Home Treatment Services
The Later Life Division does not have a high intensity community service capable of providing intensive
home treatment but it receives support from the Trust Home Treatment Team when appropriate.
Liaison with Acute Hospital Trusts
The Division provides a very limited general hospital liaison service across the three Manchester acute
hospitals. The Proactive Elderly Care Team - was developed with Central Manchester University Hospitals
Foundation Trust. This provides a service to a targeted group of general hospital service users.
Psychological Services
Working across our Community Mental Health Teams, Primary Care Mental Health teams, Psychotherapy
Services, Later Life Services and Physical Health Services, our Psychological Services Division offers a broad
spectrum of psychological assessment and specialist, evidence-based psychological therapies to clients
experiencing a range of complex emotional adjustment disorders, psychosis and personality difficulties.
The team has close links with the University with respect to clinical research projects and has a number of
academic joint appointments within the staff group. The Division is also host to the Manchester University
Clinical Psychology Doctorate Training Programme and is strongly committed to the maintenance and
further development of these contributions, as well as to increasing the scope and range of services it
provides.
The Psychological Services Division provides a wide range of services at sites across the city:
• Working with primary care colleagues across the city, our Primary Care Mental Health Team provides a
range of interventions for individuals suffering from common mental health problems and acts as a
single point of access and triage. It also provides a range of brief interventions, including guided selfhelp, Cognitive Behavioural Therapy and a counselling, bereavement and mindfulness service. The team
also links in with a range of other community projects providing support to individuals.
• Our Complex Primary Care Psychology Team provides specialist, evidence-based psychological
therapies to clients with chronic, complex emotional adjustment disorders. Clients are referred either
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directly by their GPs and other healthcare providers, such as consultant psychiatrists, or are 'stepped-up'
from briefer, less intensive interventions provided by local primary care mental health teams.
• Our Psychotherapy Services provide specialist, evidence-based psychological therapies to clients with
personality and complex chronic emotional adjustment disorders.
• We offer a citywide Personality Disorder Service at Macartney House in Harpurhey and at Gaskell
House in central Manchester. The purpose of this service is to help people develop more stable
relationships, explore difficult feelings and develop skills which will help them to integrate back into
their wider community, with less dependence on emergency services and mental health agencies. The
team also provides different psychotherapy modalities, including group and individual work in an
outpatient setting.
• Secondary Care Psychology. The work of our psychologists includes direct work with clients, indirect
clinical work with team colleagues and relevant services (statutory and third sector where required),
training and supervision, and research and evaluation. Direct work with clients involves the provision of
a range of specialist, evidence-based psychological assessments and interventions. Clients seen by
psychologists typically have complex and/or long-standing mental health difficulties, including psychosis
and mood disorders. This service also supports our Community Mental Health Area Teams (CMHATs),
Crisis Resolution and Home Treatment Teams (CRHTs) and the specialist Mother and Baby Unit at
Laureate House, Wythenshawe.
• Our Psychological Services in Physical Health offer specialist psychological assessment and therapeutic
work for a range of medical conditions, and also offer specialist consultation, advice and training on the
application of psychological principles in improving patient care, as well as to inform research and audit
projects.
• Our Eating Disorder Service (EDS) is a citywide service which offers a range of psychological
interventions to patients with a range of eating disorders. Specialist assessment and psychological
therapies are available to clients with eating disorders, including anorexia nervosa, bulimia nervosa,
binge-eating disorder and other disorders of this nature.
• Our Psychosexual Service - a specialist service which offers a wide range of medical and psychological
interventions to patients with a range of sexual difficulties.
• The Chronic Fatigue Programme - a community service for adults living with chronic/long-term health
conditions or where chronic fatigue and/or chronic pain are the primary problems.
Specialist Services
The Trust also provides a number of specialist services, including:
• Drug and alcohol services
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During 2015/16 we provided a number of services to support those struggling with issues of alcohol or
substance misuse.


The Trust’s Brian Hore Unit offers abstinence-based treatment for people with alcohol problems,
including those with dual diagnosis (i.e. people with both substance abuse and mental health
issues), who live in Manchester. Services available at the Unit include a drop-in centre, daily
support groups, individual counselling, daily detoxification and psychiatric treatment.*



The Dual Diagnosis team manages the treatment of service users who have a history of substance
misuse and concurrent mental health problems. Services are available at each inpatient ward
within the Trust, as well as in the community.



The Community Alcohol Team provides citywide support for individuals aiming to reduce, stabilise
or become abstinent from alcohol. Appointments take place on a one-to-one basis and advice is
also given to family members or unpaid carers who may have a right to a carer's assessment. This is
a completely confidential service which accepts self referrals as well as referrals from GPs or health
professionals.*

*These services were part of Manchester City Council’s Formal Consultation of 6th March 2015.
From April 2016, the service provided by the Community Alcohol Team transferred to a new provider of
specialist integrated drug and alcohol services in the city, called Change Grow Live (CGL). The Trust will
retain responsibility for the delivery of the Dual Diagnosis Service, moving to a new service model
determined by commissioners at Manchester City Council.
• Psychiatric Referral, Assessment and Management of Mothers and Babies Service (PRAMMBS)
PRAMMBS consists of our dedicated Mother and Baby Unit on Andersen Ward at Laureate House in
Wythenshawe, a Peri-natal Outpatients Clinic at Laureate House and a citywide Peri-natal Liaison
Service. Andersen Ward provides high quality specialist mental health care to both women who are
pregnant and mothers following childbirth. The Peri-natal Liaison Service provides support to mothers
experiencing mental health problems after the birth of a child.
• Our specialist Service for Affective Disorders (SAD) provided specialist tertiary assessment, specialist
psychological interventions and help and advice for patients, relatives and referring clinicians on
Affective Disorders. This is a regional service covering the whole of the North West which in some
instances also acts nationally.
• Prison healthcare services. The Trust is the lead provider of healthcare services to HMP Manchester, a
Category A high secure prison supporting 1248 prisoners and HMP Buckley Hall in Rochdale, a Category
C prison supporting 250 long term prisoners.
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The vision of prison healthcare is to get prisoners ‘healthy inside’ and for them to take the opportunity
of the journey of imprisonment to improve their health care.
A number of key opportunities present themselves to improve well-being within the offender pathway
which include initial screening on admission, secondary screening, opportunities to reduce harm from
drug and alcohol misuse, opportunities to access brief interventions for mental well being, updating of
immunisations and other forms of preventative health care, as well as the opportunity to deal with
undiagnosed physical health issues. Throughout the journey, prisoners are involved in making their own
choices about their treatment as far as is practicable within the custodial setting.
All of our specialist mental and physical health and wellbeing services are underpinned and supported by a
range of corporate services including governance professionals, human resources partners, information
technology and informatics and development experts, learning and development staff and colleagues from
research and innovation.
In 2015/16 a number of services detailed below were subject to a joint public consultation with our
commissioners:
•
•
•
•
•
•
•

Psychosexual Service
Chronic Fatigue Programme
Specialist affective disorder service
Studio One
Benchmark Furniture Design and Build
Green Wellbeing
Individual Placement and Support (IPS)

The retraction of these services was agreed, with commissioner support, at our March 2016 Trust Board
and will be implemented in 2016/17. As part of these changes a reinvestment of £200k was secured to
enable a different service offering to be provided. This was also part of the public consultation and the
agreed reinvestment into services will also be introduced in 2016/17.

Key Risks and Risk Management
To ensure the delivery of the Trust’s principal objectives and to provide a safe environment for our patients
and staff, it is essential that the Trust manages its risks effectively. The Trust`s Risk Management Strategy
sets out keys lines of responsibility for all staff in the management of risk to ensure that key risks that could
impact on the achievement of the Trust’s principal objectives have been identified .
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Proactive risk management processes ensure early detection of potential risks and the ability to mitigate
these through prompt action. The Trust acknowledges that occasionally things will go wrong, but to ensure
that the Trust responds effectively when things happen, a range of risk management processes are in place
to promote a strong safety culture that learns from incidents, complaints and claims to reduce the
frequency of recurrence.
Managing risk is an integral part of everyday life at the Trust. All of the Trust’s Divisions and Departments
have their own risk registers to ensure that local risks are identified and managed effectively. The Trust
works within an agreed framework for the escalation of risks and in the event that risks cannot be managed
locally these are included on the Trust’s Corporate Risk Register which is monitored monthly at the Trust’s
Quality Board and quarterly at Trust Board.
During 2015/2016 the Trust has continued to monitor and update its Corporate Risk register as part of its
core business. The most significant key risks the Trust identified and managed using the Corporate Risk
Register in 2015/16 are identified in full within the Annual Governance Statement at table x on page x.

Going Concern
The 2015/16 accounts have been prepared on a going concern basis. Going concern is a fundamental
accounting concept underpinning the preparation of accounts whereby organisations are viewed as having
sufficient resources to continue in operational existence for the foreseeable future. Assets and liabilities
are consequently recorded on the basis that the organisation will be able to realise its assets and discharge
its liabilities in the normal course of business.
In concluding that a going concern basis is appropriate the following has been considered :
•

Continuity of services
For entities in the public sector, the anticipated continuation of the provision of services is deemed
to be the fundamental criteria in the assessment of going concern. Whilst it is known that the Trust
will at some point during 2016/17 cease to continue in its current organisational form, the services
provided by the Trust will continue under the acquiring organisation.

•

2015/16 financial performance
Financial performance against plans was reported to the Trust board on a monthly basis throughout
the year with key financial risk areas being highlighted and included on the corporate risk register.
The reported 2015/16 deficit of £4,155k excluding impairment represents a significant
improvement against the original planned deficit of £6.1m.

• Cash financing
During 2015/16 the Trust established and utilised a Revolving Working Capital Facility (RWCF) to
the value of £4,113k to support its cash position. This was fully repaid and replaced by a Revenue
Support Loan of £5,438k received in March 2016. The Trust has been directed by the NHS TDA to
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include further cash financing within its financial plans for 2016/17 equivalent to the value of its
mandated control total of £2,500k deficit.
• NHS Improvement letter of comfort
NHS Improvement has confirmed that they will issue a letter of comfort to the Trust confirming that
they support the Board’s assessment that a going concern basis is appropriate.
As a consequence of the Trust reporting a cumulative deficit as at 31 March 2016 and having submitted a
planned deficit for 2016/17, the external auditors have made a referral to the Secretary of State under s30
of the Local Audit and Accountability Act 2014.
What we have done this year
Underpinning all that we do are our Trust Values:Truthfulness Respect Understanding Standards Togetherness
These values - T.R.U.S.T. - describe what we do and how we operate and the following pages detail our
progress and achievements against the pillars below. They also underpin the objectives that we set
ourselves at the start of the year as part of our Annual Business Plan.
The five pillars of our 2015/16 plan were:
•

Ensuring quality and safety

•

Empowering staff

•

Working in partnership

•

Supporting research

•

Putting patients first
Ensuring quality and safety
We pledged to ensure quality and safety by providing safe services of the highest quality and which respond
to actual need.
In the last 12 months, we have:
• Developed and delivered actions from the CQC action plan following the Trust’s inspection and report.
• Worked to increase the operational capacity for Improving Access to Psychological Therapies (IAPT) and
increase the number of people entering therapy.
• Introduced Quality Improvement Groups to provide a thematic approach to learning from Serious Incidents
Requiring Investigation (SIRIs) and incidents.
• Continued to implement our Safer Staffing goals and worked to ensure the right skills are in the right place
at the right time.
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• Delivered CQUIN requirements throughout the year. Continued the Peer Review inspections that were
implemented in the run up to the CQC inspection. The programme received significant assurance from
Mersey Internal Audit.
• Achieved ‘substantial assurance’ from Manchester City Council’s audit of our safeguarding practice.
Empowering staff
We pledged to value and develop our staff so that the Trust can be an employer of choice for caring,
compassionate and committed professionals.
Our workforce is our most valuable resource. As at 31 March 2015, we employed 1,679 staff (1541.08 fulltime equivalent). This does not include bank staff or junior doctors. Our workforce supports some 14,000
people at any one time. To empower staff this year, we:
• Continued our Listening into Action programme and held a number of ‘little conversations’ around the
organisation. We also saw an increase of over 5% in the pulse checks undertaken in the year.
• One of our agreed Listening into Action schemes was selected for a national ‘100 Powerful Stories’
initiative.
• Held courses for staff and managers to help manage the impact of changes through the organisation
including Managing Change, Resilience, Coaching and CV/ Interview skills courses.
• Introduced Communications Boards around the organisation to increase the visibility of key messages and
act as a feedback mechanism.
• Improved our mandatory training uptake from 74% at the start of the year to 84% at Quarter 4.
• Improved our Personal Review uptake from 61% at the start of the year to 77% at the end of Quarter 4
Working in partnership
We pledged to work in partnership, helping to develop seamless care pathways and integrated services.
In the last 12 months, we have:
• Taken an active role in the NHS Trust Development Authority Transaction Process to move towards
achieving sustainability for Trust services.
• Fully engaged in the Greater Manchester Devolution (GM Devo) programme and Strategic Partnership
Board.
• Contributed to the development of the GM Mental Health and Wellbeing Strategy and the Locality Plan for
Manchester.
• Continued to take an active role across all domains for the development and delivery of Manchester’s
citywide Living Longer, Living Better strategy.
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• Attended regular Executive to Executive meetings with our commissioners (Manchester City Council and
the three Manchester Clinical Commissioning Groups).
• Continued to lead the mental health domain of the Manchester Academic Health Science Centre (MAHSC).
• Hosted and attended monthly Service User and Carer Forum meetings.
Supporting research
We pledged to support research, maintaining our market-leading position in teaching and research.
In the last 12 months, we have:
•

Hosted nine major grants from the National Institute for Health Research (NIHR): two programme
grants, five research for patient benefit grants, one Health Technology Assessment grant and one
health services delivery grant within our portfolio of 116 active research studies.

•

Recruited 1034 of our service users into 42 studies adopted by the NIHR Clinical research Network
portfolio, exceeding our target of 734. Plus 100% of studies have recruited the first patient within the
NIHR 70 day target within last 12 months.

•

Sponsored two clinical drug trials and awarded two new commercial studies supported by the new inhouse Research Pharmacy Unit that also provides support to other Trusts within Greater Manchester.

•

Pharmacy staff completed a MAHSC-funded HAELO 2 quality improvement project (MIIND Prescribing
Excellence programme). Our pharmacy is the only mental health trust undertaking such a range of
mental health medicines safety work.

•

Prof. Kathryn Abel is the new national clinical lead for dementias and neuro-degeneration (DeNDRoN),
mental health and neurological disorders.

•

PARADES psycho-education intervention has been rolled out in Manchester and the East Midlands.

•

PROSPER study showed that CBT for suicide prevention in prison is feasible.

•

CHOICE PPI member and Manchester ‘diabetes champion’ John Howe received an MBE for services to
health to his local community.

•

Assisted in the development of a mobile-health system to monitor symptoms in schizophrenia – which
is being trialled in our community services.

•

Four professors contributed to national (e.g. NICE) and international guidelines.

•

Three innovation projects with three small businesses have been introduced.

•

Research staff have published 170 articles, the majority in the UK’s top academic journals.

•

To improve governance processes the quality management system has been expanded to include an
improved Q Pulse document management system, the new R-PEAK project management system and a
suite of additional Standard Operating Procedures (SOPs) have been introduced.

•

Agreed that all inpatient packs would contain the Research and Innovation leaflet designed with service
users.
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Putting patients first
We pledged to develop effective, efficient and sustainable services.
In the last 12 months, we have:
•

Developed and implemented Standard Operating Procedures (SOPs) for a number of our services including
inpatients, urgent care, community area teams, and outpatients.

•

Introduced a new Gateway Model.

•

Assessed over 70% of patients in A&E within 1 hour of referral to the Trust.

•

Established the Manchester Engagement Team.

•

Supported service users at home wherever possible by reducing the number of inpatient admissions and
identifying less restrictive alternatives through our gatekeeping.

•

Established a service user reference group which meets on a monthly basis.

•

Piloted Health and Social Care Clinics in part of the city followed by a roll out to all Community Area Teams.

•

Redesigned the delivery of Later Life services to promote integrated care and partnership working,
evidence based interventions and reviews of good practice.
Performance
Trust Performance Summary
A monthly Integrated Performance Report is provided to the Trust Board and is available as a public
document on the Trust website. It contains information on a large number of key performance indicators
for services across the Trust and which relate to the quality of care provided. The Board scrutinise these
figures and where required, changes have been made throughout the year to give a clearer picture of the
Trust’s performance.

The performance on key areas is explained in a narrative summary and the

associated tables, charts or graphs give the numerical information and show the trend throughout the year
allowing for longer term trend analysis. Where necessary, targeted reporting is included on an exception
basis which enables the Board to track progress, identify any areas of concern and assure themselves that
the Trust is taking appropriate action should any be required.
A variety of measures are reported on a routine basis to demonstrate performance and compliance with
key performance measures including contractual requirements, patient experience metrics and quality
improvement measures along with workforce and safer staffing metrics.
The above measures are used, along with others to monitor our performance but more importantly they
have direct impact on individual user’s experience, service quality and the health and social care system’s
effectiveness.
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Performance analysis
The information and charts below demonstrate the performance of a small number of these key
performance measures for both local and national indicators. Throughout the year the actual performance
can vary from month to month but as can be seen from the charts, there is a high level of achievement,
usually above the required target, although here have been months when it has fallen below expectation.
Whenever a target is not achieved, each month, there is analysis of the reasons and remedial action.
Care programme approach (CPA) 7 day follow-up is a measure to ensure that all patients discharged from
psychiatric inpatient care are followed up either by face-to-face contact or by phone within seven days of
discharge to reduce the risk of suicide and social exclusion. The national target is to follow up no less than
95% of patients within seven days.

CPA 12 month review is to ensure that for those people on the CPA, their care is formally reviewed at least
every 12 months. Target 95% or above.
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Delayed transfers of care result in service users being cared for in a setting not appropriate to their current
needs and prevents the admission of users who do need a given facility. The measure seeks to ensure that
inappropriate placement is minimised and where it occurs, is for the shortest time possible. Target 7.5% or
below.

CRHT Gatekeeping is undertaken prior to a decision to admit someone to an inpatient bed to ensure that
alternatives to admission are considered. Crisis Resolution and Home Treatment (CRHT) teams should act
as ‘gatekeepers’ to mental health services and ensure that services are provided in the least restrictive
environment. During the year, as a result of service improvement, the Trust now has a dedicated
‘gatekeeping’ team that performs this function. The national threshold is that CRHT teams should gatekeep
95% of admissions to acute wards.
There are occasions where an assessment is undertaken and alternatives to admission are considered but
this is not recorded in the way necessary to be included in the gatekeeping figures. Such occurrences result
in the target being missed as can be seen this has happened on 3 occasions during the past year. Remedial
action is being taken to revise the procedure so that this does not happen in the future.
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The number of Trust-attributable A&E 4 Hour Waits is monitored as a key performance measure and
monitors the cases where patients were not admitted or discharged from A&E within the 4 hour waiting
time target and where responsibility for the breach of the target sits with the Trust rather than the acute
trust.

Managing to use of private Out Of Area Bed Placements is a key performance measure for the Trust. The
chart below shows the average bed usage, by month, in the private sector.

Bank and Agency usage and associated expenditure is monitored at the Establishment Control Panel (ECP)
on a fortnightly basis and reported to the Trust Board. Monitor and the TDA have introduced both a ceiling
of usage and a cap on the rates Trust’s can pay for a worker which came into effect initially in late 2015
with further reductions enforced from early 2016. These restrictions are being monitored by the TDA and
Monitor with the Trusts being required to report performance against the ceiling quarterly and any
breaches to the cap on a weekly basis. The ceiling for 2015/16 was achieved.
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Sustainable Development
The Trust is committed to utilising sustainable elements within estates developments and refurbishments.
In 2015/16 there were two schemes at Park House, North Manchester General Hospital which included
sustainable elements. The first was within the creation of Poplar Ward which included the installation of
LED low energy lighting to reduce electricity consumption, and also the installation of water efficient
toilets. The second scheme at Park House was a window replacement scheme to fit double glazed
bedroom windows instead of the original single glazed units to increase thermal insulation to the building
and reduce energy consumption. Another scheme that was undertaken was the replacement of the
original central heating boilers with condensing boilers at Macartney House, which is more energy efficient
and will consume less natural gas.

2015/16 Financial Performance
Financial Duties
The Trust met all its financial duties in 2015/16:
Category
Managing
income &
expenditure

Measure
To Break
even

Managing
cash

Not to
exceed the
External
Financing
Limit (EFL)
Not to
exceed the
Capital
Resource
Limit (CRL)
To achieve a
Capital Cost
Absorption
rate of 3.5%

Managing
Capital
Expenditure
Rate of
return on
assets

Performance Details
The Trust has ended the year with a deficit of £4.155m
excluding impairment and a cumulative deficit of
£0.792m. Statutory break even is not breached unless
the Trust fails to return to a cumulative break even
position within 3 years of first reporting a cumulative
deficit (i.e. by March 2018).
The Trust’s EFL for 2015/16 was £6.107m. Against this
the Trust reported a permitted undershoot of
£1.888m.





The Trust’s CRL for 2015/16 was £1.764m and total
capital expenditure of £1.760m was recorded against
this. This resulted in a permitted undershoot of £4k.



The Trust’s rate of capital cost absorption in 2015/16
was 3.5%.
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Income & Expenditure
The Trust recorded an income and expenditure deficit for the year of £4.155m before impairment against
an opening planned deficit of £6.1m.
The plan for 2015/16 incorporated non-recurrent restructuring costs of £3.0m to deliver changes, arose
from Manchester City Council’s budget reductions for 2015/16 and 2016/17. In income terms the reduction
totalled £1.1m during the year and a further £4.2m for 2016/17 incorporating the transfer of Alcohol and
Harm Reduction services to a new provider from April 2016.
During the year the Trust consulted on proposals to retract some of its services in order to meet recurrent
financial savings and reduce the overall level of deficit. These proposals have been agreed by the Board and
supported by commissioners; the impact of financial savings will be in the 2016/17 financial year.
The performance against the Cost Improvement Target for 2015/16 is summarised below:
Category

Original 2015/16 Plan
In year

2015/16 Delivery

Corporate efficiencies

0.7

Full Year
Effect
£m
0.7

0.7

0.7

Operational efficiencies

2.7

2.9

2.7

2.9

Medical staffing efficiencies

0.1

0.0

0.0

0.0

Estate rationalisation / SLA review

0.6

0.7

0.4

0.4

Station Road – service change

0.1

0.5

0.1

0.5

Service retraction proposals (supported by
commissioners)
Other service retraction proposals

0.2

1.0

0.0

1.0

0.2

0.7

0.0

0.0

Total

4.7

6.5

3.9

5.5

Original Target Set

6.9

6.9

6.9

6.9

(2.3)

(0.4)

(3.0)

(1.4)

£m

Gap

In year

Full Year Effect
£m

£m

Against the original income & expenditure plan of £6.1m deficit, the Trust was allocated a stretch target of
£4.113m for 2015/16 by the Trust Development Authority (TDA) and overall performance for the year was
in line with this target after non-recurrent measures including a capital to revenue transfer and a year-end
settlement from the Manchester CCGs.
As these contributions were non-recurrent in nature the underlying position is unaffected and the Trust
enters 2016/17 with a planned deficit assessed at £2.5m.

Cash
To enable the Trust to meet its ongoing obligations in terms of payments to staff and suppliers, additional
cash was required during the year. Initially this took the form of a revolving working capital facility (RWCF)
of which the Trust accessed £4.113m in line with its income and expenditure stretch target.
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This facility was replaced in March 2016 with an interim revenue support loan (IRSL) of £5.438m. The RWCF
was repaid; the IRSL is repayable in 2019. Both of these financing products were facilitated by the
Department of Health.

Capital
The capital resource limit (CRL) for 2015/16 was £1.764m which was after a reduction of £0.3m agreed with
the TDA to support the revenue position for the year. Against the CRL, the Trust recorded capital
expenditure of £1.760m; £0.605m relating to IT schemes, £1.117m relating to estates maintenance and
developments and £0.038m for medical equipment.
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Directors’ report
Trust Board
Non Executive Directors
•
•
•
•
•
•
•
•
•

Mr John Scampion, Chair (wef 1/8/15)
Mr Mark Tattersall (to 30/9/16) Acting
Chair 1/2/15-31/7/15)
Ms Vicki Baxter
Professor Tony Whetton
Mr Tim Gilpin (wef 13/10/15)
Ms Evelyn Asante-Mensah (wef
1/10/15)
Mr John Foster (wef 25/2/16)
Ms Jackie Whalley (to 31/7/15)
Ms Pamela Williams, (to 30/9/15)

Executive Directors
•
•
•
•
•
•

Ms Michele Moran Chief Executive
Ms Anita Rolfe, Chief Nurse & Director
of Quality Assurance
Dr J S Bamrah Medical Director
Mrs Samantha Simpson, Director of
Finance (wef 7/9/15)
Mrs Tracy Ellery Deputy Chief
Executive/Director of Finance (to
2/8/15)
Mr Paul Allison, Acting Director of
Finance (3/8/15-6/9/15)

Directors
•
•
•

Mr John Harrop, Deputy Chief
Executive*/Director of Strategy (*wef
01/09/15)
Ms Debbie Hodkinson Director of
Workforce and Organisational
Development
Mrs Carol Harris, Acting Director of
Operations (to 18/3/16)
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Disclosure statement
So far as the directors are aware, there is no relevant audit information of which the Trust’s external
auditors Ernst & Young LLP are unaware. The directors have taken all steps required to make themselves
aware of any relevant audit information and to establish that the external auditors are aware of that
information.
Directors’ Interests
Name
Executive Directors
Ms Michele Moran
Chief Executive

Ms Anita Rolfe
Chief Nurse & Director of Quality
Assurance
Dr J S Bamrah
Medical Director

Mr John Harrop
Director of Strategy /Deputy CEO
Ms Debbie Hodkinson
Director of Workforce and
Organisational Development
Carol Harris,
Acting Director of Operations
Samantha Simpson,
Director of Finance (wef 7/9/15)
Paul Allison, Acting Director of Finance
(3/8/15-6/9/15)
Mrs Tracy Ellery, Deputy Chief
Executive/Director of Finance
(to2/8/15)
Non-executive Directors
Mr John Scampion, Chair (wef 1/8/15)
Ms Vicki Baxter*
Professor Tony Whetton*
Ms Jackie Whalley* (to 31/7/15)

Declaration of Interest
Governor, Manchester Academic Health Science Centre
(MAHSC)
Non Executive Director, The National Skills Academy for
Health
Mental Health Representative, Academic Health Science
Centre
No interests to declare
Board Member, Longsight and Moss Side Care Programme
Carelink
Board Member, African & Caribbean Mental Health Services
Trustee, BMA’s Benevolent Fund
National Chairman, British Association of Physicians of Indian
Origin
Visiting Consultant, The Priory Hospital, Altrincham
Member, Appointments Committee for Clinical Excellence
Awards (ACCEA)
No interest to declare
No interest to declare
No interests to declare
Governor, Manchester Health Academy
No Interests to declare
No interest to declare

No interests to declare
Member of Development Committee, The Lowry Arts Centre
No interests to declare
No interests to declare
29

Ms Pamela Williams* (to 30/9/15)
Mr Mark Tattersall* (to 30/9/16)
Mr Tim Gilpin* (wef 13/10/15)

Non Executive Director, Merseycare NHS Trust (wef 15/6/15)
Deputy Chair, Your Housing Group
Managing Director, TGHR Limited
Consultant, Skills for Health
Associate, D.A.C. Beachcroft Solicitors
Ms Evelyn Asante-Mensah* (wef
Board Member, Equality and Human Rights Commission
1/10/15)
Chair, Arawak Walton Housing Association
Trustee, Llankelly Chase Foundation
Board Trustee Member, Partners of Prisoners
Board Trustee Member, Coaching Inside and Out (CIAO)
John Foster* (wef 25/2/16)
No interests to declare
*denotes Non Executive Director Members of Audit Committee

The number of Trust Board and sub Committee meetings attended by Non Executive Directors in 2015/16
are summarised below:
Board

Audit
Committee

Remuner
ation
Committee

Quality
Board

Transformation
Programme
Board

Finance &
Investment
Committee
(to Sept’15)

Scrutiny
Committee
(wef
Feb’16)

John Scampion (Chair)
(wef 1/8/15)

7/7

/

3/3

/

/

1/1

Mark Tattersall
(to 30/9/15 acting chair to
31/7/15
Vicki Baxter

7/7

1/1

5/5

2/2
(wef
Feb’16)
/

/

/

/

10/12

1/3

6/7

8/10

/

/

1/1

Tony Whetton

10/12

4/5

5/7

/

8/12

/

1/1

4/5

1/2

1/2

/

/

/

1/1

4/5

1/2

2/2

/

/

1/1

1/1

1/1

1/1

1/2
(wef
Feb’16)
/

/

/

/

2/5

2/2

1/3

/

/

/

/

6/7

3/3

4/5

/

/

3/3

/

Non Executive Directors

Tim Gilpin
(wef 13/10.15)
Evelyn Asante-Mensah
(wef 1/10/15)
John Foster
(wef 25/2/15)
Jackie Whalley
(to 31/7/15)
Pamela Williams
(to 30/9/15)

Information Governance (IG) – reporting of incidents involving data
The Information Governance (IG) SIRI category is determined by the context, scale and sensitivity. Every
incident can be categorised as level:
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1. Confirmed IG SIRI but no need to report to Information Commissioner’s Office (ICO), Department of
Health (DH) and other central bodies.
2. Confirmed IG SIRI that must be reported to ICO, DH and other central bodies.
A further category of IG SIRI is also possible and should be used in incident closure where it is determined
that it was a near miss or the incident is found to have been mistakenly reported:
0. Near miss/non-event – where an IG SIRI has found not to have occurred or severity is reduced due to
fortunate events which were not part of pre-planned controls this should be recorded as a ‘near
miss’ to enable lessons learned activities to take place and appropriate recording of the event.
Within the Trust, any incident involving the loss of data or a potential breach of confidentiality is reported
via the Trust’s Datix incident reporting system in line with Trust risk management processes and incident
reporting procedures.
Since June 2013 organisations processing health and adult social care personal data use the Health and
Social Care Information Centre’s (HSCIC) Information Governance Incident Reporting Tool to report level 2
IG SIRIs to the Department of Health, Information Commissioner and other regulators. All incidents
recorded as Level 2 on this reporting tool are published quarterly by the HSCIC.
All incidents reported during 2015/16 on Datix have now been assessed in line with Health and Social Care
Information Centre’s (HSCIC) Information Governance Incident Reporting Guidance the following tables
provide a summary of these incidents.
There were 99 data incidents reported in total during 2015/16. This includes 3 Cyber incidents that
resulted in a denial of service in the Trust and 9 incidents reported by the Trust but where the breach had
been by other organisations.
Table 1 provides an aggregated summary of severity level 1 related incidents during 2015/16 of which
there were 72.
Table 2 outlines the details of incidents which should be reported to the Information Commissioner and the
Department of Health (i.e. which have a severity rating of 2) of which there were none. As a comparison in
2014/15 there was one such reported incidents.
Table 1: Summary of other personal data incidents 2015/16
Category

Nature of incident

A
B

Corruption or inability to recover data
Disclosed in error

Total 2015/16
0
28
31

C
D
E
F
G
H
I
J
K
L

Lost in Transit
Lost or stolen hardware
Lost or stolen paperwork
Non-secure disposal - hardware
Non-secure disposal - paperwork
Uploaded to web site in error
Technical security failing (inc hacking)
Unauthorised Disclosure
Other
Breach by other organisations

0
2
7
0
5
0
2
14
6
1

Table 2: Summary of Serious Untoward Incidents involving personal data as reported to the Information
Commissioner 2015/16
Date of incident
(month)
None reported

Nature of Incident

Further action on information risk

Nature of data
involved

Number of people
potentially affected

Notification
steps

n/a

STATEMENT OF THE CHIEF EXECUTIVE'S RESPONSIBILITIES AS THE ACCOUNTABLE OFFICER OF
THE TRUST

The Chief Executive of the NHS Trust Development Authority has designated that the Chief Executive
should be the Accountable Officer to the trust. The relevant responsibilities of Accountable Officers are set
out in the Accountable Officers Memorandum issued by the Chief Executive of the NHS Trust Development
Authority. These include ensuring that:
- there are effective management systems in place to safeguard public funds and assets and assist in the
implementation of corporate governance;
- value for money is achieved from the resources available to the trust;
- the expenditure and income of the trust has been applied to the purposes intended by Parliament and
conform to the authorities which govern them;
- effective and sound financial management systems are in place; and
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- annual statutory accounts are prepared in a format directed by the Secretary of State with the approval of
the Treasury to give a true and fair view of the state of affairs as at the end of the financial year and the
income and expenditure, recognised gains and losses and cash flows for the year.
To the best of my knowledge and belief, I have properly discharged the responsibilities set out in my letter
of appointment as an Accountable Officer.
I confirm that, as far as I am aware, there is no relevant audit information of which the trust’s auditors are
unaware, and I have taken all the steps that I ought to have taken to make myself aware of any relevant
audit information and to establish that the trust’s auditors are aware of that information.
I confirm that the annual report and accounts as a whole is fair, balanced and understandable and that I
take personal responsibility for the annual report and accounts and the judgments required for determining
that it is fair, balanced and understandable.

Signed.........................................................................Chief Executive

Date..........................
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STATEMENT OF DIRECTORS' RESPONSIBILITIES IN RESPECT OF THE ACCOUNTS
The directors are required under the National Health Service Act 2006 to prepare accounts for each
financial year. The Secretary of State, with the approval of the Treasury, directs that these accounts give a
true and fair view of the state of affairs of the trust and of the income and expenditure, recognised gains
and losses and cash flows for the year. In preparing those accounts, directors are required to:
- apply on a consistent basis accounting policies laid down by the Secretary of State with the approval of
the Treasury;
- make judgements and estimates which are reasonable and prudent;
- state whether applicable accounting standards have been followed, subject to any material departures
disclosed and explained in the accounts.
The directors are responsible for keeping proper accounting records which disclose with reasonable
accuracy at any time the financial position of the trust and to enable them to ensure that the accounts
comply with requirements outlined in the above mentioned direction of the Secretary of State. They are
also responsible for safeguarding the assets of the trust and hence for taking reasonable steps for the
prevention and detection of fraud and other irregularities.
The directors confirm to the best of their knowledge and belief they have complied with the above
requirements in preparing the accounts.
By order of the Board

..............................Date.............................................................Chief Executive
..............................Date............................................................Finance Director
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Annual Governance Statement
Scope of Responsibility
The Trust Board is accountable for internal control. As Accountable Officer, and Chief Executive of this
Board, I have responsibility for maintaining a sound system of internal control that supports the
achievement of the organisation’s policies, aims and objectives. I also have responsibility for safeguarding
the public funds and the organisation’s assets for which I am personally responsible as set out in the
Accountable Officer Memorandum.
System of Internal Control
The system of internal control within Manchester Mental Health and Social Care Trust has been designed to
manage our risks to a reasonable level. Internal control cannot eliminate all risks of failure but provides us
with a reasonable level of assurance of effectiveness in our achievement of policies, aims and objectives.
The system of internal control has been based on our ongoing process to identify and prioritise
management activity against our most significant risks and to offer an evaluation of the likelihood of those
risks being realised and how to manage them efficiently, effectively and economically. The system has been
in place throughout the year ending 31 March 2016 and up to the date of approval for our annual report
and accounts.
The Trust provides a range of health and social care services. During 2015/16, the following arrangements
have been in place, which allow the Trust and our NHS and Local Authority partners to gain assurance
regarding our performance. These include:
•

A clear and approved accountability framework for assurance at the Trust which complies with Department
of Health guidance.

•

The Audit Committee has established arrangements for external and internal audit services. Regular reports
from both audit service providers are received by the Audit Committee who in turn report to the Trust
Board.

•

Audit, Finance and Investment, Remuneration, Quality Board and Transformation Programme Board
provide an embedded Assurance Framework Committee Structure that reports to the Trust Board. There
has been a change in year in that in February 2016 the Trust established a Scrutiny Committee which
replaced the Finance and Investment committee. This Committee will also contribute to the quality
agenda.

•

The Integrated Risk and Clinical Governance Committee and Patient Experience Committee report to
Quality Board.

•

The Quality Board actively considers risks and takes a proactive role in ensuring that significant issues are
escalated to the Trust Board.
35

•

The Chief Nurse and Director of Quality Assurance has delegated responsibility for risk management and
governance. This role is supported by the Deputy Chief Nurse, Head of Patient Safety and Risk
Management, Head of Mental Health Act and Coroners and Head of Patient Experience.

•

The Director of Finance has delegated responsibility for financial management and internal control as part
of the Assurance Framework, and is supported by the Deputy Director of Finance, Head of Financial
Services and the Head of Financial Planning.
In conjunction with this the Trust works closely with its partners to ensure robust governance
arrangements which include:

•

Regular strategic citywide meetings with Manchester’s NHS organisations, Clinical Commissioning Groups
(CCGs) and the Trust’s NHS and Local Authority partners. This includes the review and maintenance of the
Section 75 Partnership between the Trust and Manchester City Council.

•

A Mental Health contract was in place during 2015/16 between the Trust and the Clinical Commissioning
Groups commissioning services from the Trust with the three Manchester Clinical Commissioning Groups
with North Manchester CCG as the lead. Separate contracting and monitoring arrangements have been in
place with Manchester City Council for Public Health and Social Care services and with NHS England
specialist commissioners for Mother and Baby and NHS England Offender Health for Prison Health services.
Regular contract monitoring meetings are in place with the Manchester CCGs, Manchester City Council and
NHS England specialist commissioning and offender health to review progress against each contract’s
commissioned activity, quality and other performance targets.

•

Monthly performance management reports are presented to the Trust Board and include the Trust’s
performance against local priorities and those within the NHS Operating Framework 2015/16.

•

The Trust has a Performance Management Framework (PMF) in place to manage the delivery of operational
performance standards, including contractual, local and national targets and standards. The PMF also helps
enable the Trust to articulate its strategy, align the business to the strategy, identify key performance
indicators and track progress in order to ensure delivery of our operational performance standards

•

A monthly Integrated Performance Report is provided to the Trust Board and is available as a public
document on the Trust website. It contains information on a large number of key performance indicators
to demonstrate performance and compliance with key performance measures including contractual
requirements, patient experience metrics and quality improvement measures along with workforce and
safer staffing metrics

•

The Board scrutinise these figures and where required, changes have been made throughout the year to
give a clearer picture of the Trust’s performance. The performance on key areas is explained in a narrative
summary and the associated tables, charts or graphs give the numerical information and show the trend
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throughout the year allowing for longer term trend analysis. Where necessary, targeted reporting is
included on an exception basis which enables the Board to track progress, identify any areas of concern and
assure themselves that the Trust is taking appropriate action should any be required
•

The Trust has maintained high performance in the majority of the required performance targets and
standards, and where it has been below expectation, remedial actions have been taken

•

Liaison meetings between the Trust and The University of Manchester in respect of our strong focus on
education and Research and Development have continued throughout 2015/16.

•

As CEO I am a member of, and attend, the Manchester Academic Health Science Centre Board meetings, an
organisation established to underpin the development of Greater Manchester as a world leader in health
research. I chair the Mental Health domain.

•

Attendance at the Manchester CCG’s Quality and Performance Board sub group by the Chief Nurse and
Director of Quality Assurance.

•

The Trust is a member of the Manchester Health and Wellbeing Board which is a city wide meeting set up
to manage the Health and Well-being agenda for Manchester and has been engaged in the Living Longer,
Living Better city-wide partnership work throughout the year. This is supported by a Health and Wellbeing
Executive meeting which I also attend.

•

Regular, monitoring meetings with NHS Trust Development Authority regarding performance, the
assurance framework, the quality of services and the proposed Transaction Process were also held.

•

As part of the Greater Manchester (GM) Devolution process, a number of groups and fora have been
developed and the Trust has attended each relevant group related to the wider health and social care
integration and the GM Provider Federation which is comprised of all the NHS provider organisation in GM.

The Governance Framework of the Organisation
As Accountable Officer I am required to ensure the existence of a governance framework that is designed
to manage risk to the expected standards and seek to eliminate risk, in so far as practicable, through
policies, clear aims and values, strategies and leadership. The Governance Framework includes Audit,
Finance, Remuneration, Quality Board and Transformation Programme Board that provide an embedded
Assurance Framework Committee Structure and reports to Trust Board. However there has been a change
in year in that in February 2016 the Trust replaced with Finance and Investment Committee to establish a
Scrutiny Committee. The Integrated Risk and Clinical Governance Committee and Patient Experience
Committee report into Quality Board. The assurance framework is designed to ensure that arrangements in
place for the discharge of statutory duties are checked for irregularities and are legally compliant.
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Committee Structure
Table 1 – Trust Committee Structure

The Trust Board meets on a monthly basis and receives assurance on the governance framework. This is
done through the work completed by the Trust sub-committees and the policies and strategies in place.
These documents set out how the Trust;
•

Safeguards high standards

•

Ensures that risks are identified and managed in accordance with our Risk Management Strategy.

•

Identifies and shows the progress on improvements in care including the CQUIN targets established with
our commissioners to promote innovation in delivery

•

Encourages and promotes excellence in practice
The Trust Assurance Framework is considered to be a live document that is reviewed throughout the year
and seeks to implement strong and robust governance practices and meet the requirements of the NHS
Trust Development Authority and Monitor. The Risk Management Strategy is integral to the Governance
Framework and this document sets out roles and responsibilities within the organisation.
The Trust received the Care Quality Commission’s report in October 2015 following their inspection in
March 2015. The CQC assessed elements of well led domain.
An initial draft review was undertaken using the well-led framework following its publication in 2015;
however, following the inspection by the CQC in March 2015 and subsequent report, actions identified
against the well-led domain are being addressed via the CQC action plan.
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Sub-Committees of the Trust Board
Audit Committee - Is responsible for Corporate Governance oversight ensuring effective separation and
challenge between executive and non-executive elements of the Board. It provides assurance to the Trust
Board in relation to;
•

the establishment and maintenance of an effective system of risk management and governance

•

Internal control

This is undertaken for all aspects of the Trust activities that support the achievement of the Trust
objectives.
Scrutiny Committee – Provides a forum for scrutiny by the Board of Finance, and other key risks, with
sufficient time for in depth review of quality plans and risks.
Remuneration Committee – Agrees remuneration and terms of service for the Trust senior employees, its
Chief Executive and other Executive Directors.
Transformation Programme Board – The Transformation Programme Board brings together the clinical and
senior leadership of the Trust through the Chief Executive and is accountable to the Trust Board for
maintaining overall effectiveness of the Trust by understanding our strategic context, the implications of
policy change and developments in the practice of the clinical services.
Quality Board – provides assurance to Trust Board in relation to quality, safety, and risk issues in line with
the Quality Improvement Strategy capturing four key pillars of Regulation, Patient Safety, Patient
Experience and Clinical Effectiveness.
Finance & Investment Committee – This provided support to the Trust Board to support them in their
responsibilities for financial management. This Committee was replaced in year with Scrutiny Committee in
February 2016.
The specific roles of the committees reporting to Quality Board are;
•

Integrated Risk and Clinical Governance Committee – provides an assurance to Quality Board that risk
registers and risks of all types are identified, monitored and effectiveness issues are considered on behalf of
the Trust. Also considers serious and untoward incidents and ensures they are properly investigated and
lessons learned. The committee also provides assurance to Quality Board in relation to clinical effectiveness
including research and development, clinical audit, never events, and Serious Incidents requiring
Investigation NICE guidance and lessons learned.

•

Patient Experience Committee - provides assurance to Quality Board in relation to Service User and Carer
Engagement and Service User Experience.
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Attendance at the sub-committees has been good throughout the year and is recorded in our Annual
Report.
The Trust Board sub-committees have reported on a regular basis to the Trust Board and highlights of those
reports include:
•

The Audit Committee has reported that the external auditor identified no issues relating to the financial
position or financial reporting for the Trust for 2015/16.

•

The Scrutiny committee has reported on financial issues and transaction issues.

•

The Quality Board reported on the Back to the Floor walks and the CQC Peer Review process that make the
connection between the Trust Board and clinical services and enhanced the level of challenge and debate
at the Trust Board. It also reported on the significant developments in service user engagement and the
reporting of their experience enabling the Trust to make changes in its services to better meet patient
needs.

•

The Trust Board received its CQC Report in October 2015 and has monitored progress of its CQC Action Plan
via a CQC Task and Finish Group, monthly CQC Assurance reports have been reviewed at the Trust’s Quality
Board, reporting up to Trust Board

•

The Trust Board has received monthly updates via the Quality Board regarding the Trust’s compliance with
Safer Staffing requirements

•

The Trust Board received an annual Infection Prevention and Control Report and regular updates are
provided through the Integrated Risk and Clinical Governance Committee.

•

The Trust Board received an annual Mental Health Managers’ Report

•

The Trust Board also received reports that have summarised a number of key areas that contribute to the
quality of care provided as part of the Integrated Quality Report from the Chief Nurse and the Medical
Director. This report has identified progress on the different work streams that are being completed in
relation to the provision of high quality, safe care. These have been monitored and reviewed throughout
the year. This report routinely includes information on safeguarding practice and learning lessons from
serious incidents.

•

The Trust Board opens with a patient story to develop awareness around the impact of Trust services as
experienced by the Trust’s service users. This ‘digital stories’ programme is in partnership with Patient
Voices, a social enterprise and Manchester Metropolitan University. These stories are developed as part of
an ongoing educational programme aimed at staff within the Trust. The stories are poignant, and moving,
and set challenges for the organisation in relation to improving services.
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Effectiveness Review
In 2015/16 the Board undertook at two day time out in order to review the effectiveness of the Board and
focus on how the Board would plan for the safe transition and handover of staff and services to a new
Provider, whilst retaining high quality services and a secure financial base. In addition, an initial draft
review was undertaken using the well-led framework following its publication in 2015; however, following
receipt of the CQC inspection report, the actions identified against the well-led domain were addressed via
the CQC action plan.
Risk Assessment
As Accountable Officer I retain overall responsibility for the risk management in the Trust and seek to
promote the importance of ensuring this is a priority for our Trust Board. There are Executive Directors who
have explicit responsibilities for the risk management approach and the Chief Nurse and Director of Quality
Assurance takes a principal management lead for the Trust.
The Board approved Risk Management Strategy, sets out the leadership, responsibility and accountability
arrangements for Risk Assessment and this embeds risk via risk registers, business planning and
performance management processes that enables us to ensure risk management is embedded throughout
the organisation.
We recognise that we have a clear responsibility for delivering high quality patient care to the local
community and providing a safe working environment for our staff. Our Risk Management Strategy has
been developed to ensure all risks that could impact upon, or compromise the ability of the Trust to carry
out its normal activities and achieve its objectives are effectively managed.
Our structured and systematic approach supports better informed management decision-making by
providing a greater understanding of risks and their impact. Effective management of risk has given us the
potential for reducing the frequency and severity of adverse incidents, complaints and claims.
It is important that the NHS learns lessons when things go wrong. It is therefore essential that all our
departments review their working practices following every significant accident, incident, complaint or
claim; and that lessons for improving working practice are systematically embedded, aiming to provide and
maintain high standards and continuity of service delivery. It is also important that, through the
management of risk, lessons learned are shared with other relevant areas of practice and are reported to
relevant external authorities and this is what we have continued to do throughout 2015/16.
Our Strategy identifies the overarching policies in place for the Trust to manage risk. The strategy adopts
the following standards relating to its management of risk:
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•

NHS Litigation Authority (NHSLA) Risk Management Standards for NHS Trusts Providing Acute, Community,
or Mental Health and Learning Disability Services

•

National Patient Safety Agency (NPSA) Building a Memory: preventing harm, reducing risks and improving
patient safety and the guidance compliance requirements in relation to the Health and Social Care Act 2008
(Regulated Activities) Regulations 2009

•

Care Quality Commission (registration) Regulations 2009
The Strategy clearly states the commitment of the Trust to work within these standards and guidelines.
The Trust aims to learn from good practice through a range of mechanisms available to us including the
benchmarking opportunities, clinical supervision, reflective practice, reviews and investigations,
performance management, clinical audits and the application of evidence based practice. There are formal
processes in place through the Trust Committees to ensure that external best practice including guidelines
and quality standards issued by the National Institute for Health and Clinical Excellence are shared widely
and adopted into local procedures.
All Trust staff receive risk management training as part of the Trust Induction training schedule. The Risk
Management Strategy also ensures managers at all levels of the organisation receive training and
supervision to have a clear view of the Trust aims and objectives, their responsibilities for managing risk
and making the best use of their resources. There are regular discussions through the Committee structure
to promote training and offer advice to our managers in exercising their responsibilities effectively. This
supports the supervision and appraisal process for all staff that seeks to ensure accountability for their
responsibilities and the effective management of risk in their areas.
High level risks are expressed in Table 2 below.
Table 2- Highest Level Risks during 2015/16
The Trust continues to improve its systems to ensure that learning from adverse events occurs and that
safety, high quality care and improved patient experience are promoted.
The Trust has reported a number of Information Governance (IG) incidents which are recorded in the
Annual Report. The IG framework is in place in the Trust with the Senior Information Risk Owner being the
Director of Strategy/Deputy CEO. The Trust has self assessed compliance with the IG Assurance Statement.
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Objective

Risk
assessment
number

Risk

Be effective,
efficient and
sustainable

CR11

Failure to deliver full efficiency requirement
would mean that financial plans are not met
resulting in significant financial pressure and
our ability to remain a sustainable and viable
Trust.

20

MCC1

The scale and pace of de-investment from
existing services commissioned by MCC and the
associated costs of workforce reduction puts at
risk the delivery of the Trust's business plan

20

MM11

Lack of resource dedicated to National Institute
for Care Excellence (NICE) leads to guidelines.
HTAs and quality standards not being
implemented thus affecting the quality of care
provided.

20

CR19

Historic waiting lists and shortfall in
commissioned capacity result in Trust being
unable to meet IAPT national and local key
performance indicators

20

CR8

Pharmacists focussed on in-patient settings
increases the risk of medicines incidents in
community settings due to lack of specialist
advice:

16

CR24

IF the Trust fails to appropriately manage the
Physical Health needs of its patients THEN
patients may come to harm which could lead to
increased SIRIs, complaints and claims and may
lead to regulatory action.

16

MM08

role of Accountable Officer for CDs, ability of
the new provider (Lifeline) to deliver
appropriate governance and CD accountability
not considered as part of the new prison
contracts leading to clinical, legal, time and
financial risks

15

Provide services
which are always
of the highest
quality, evidence
based and
responsive to
local need

Risk
Score
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Value and
develop our staff
so that the Trust
is an employer of
choice for caring,
compassionate
and committed
professionals

CR25

If the Trust fails to recruit/retain sufficient
numbers of consultant psychiatrists then the
Trust will be required to fill shifts using locum
consultants leading to potential adverse
impacts on financial objectives and may
jeopardise the Trust's ability to maintain the
highest quality of patient care.

15

Be proactive and
influential with
our partners and
in the
development of
sustainable
services

CR7

Failure to manage the cost of out of area beds
within the funding available from Manchester
CCGs

16

The Trust has not identified any new high level risks in 2015/16.
Risk Management System and Processes
As Accountable Officer I seek assurance that the Trust is identifying, evaluating and controlling risks
through the following;
•

Trust Assurance Framework

•

Standing Orders, Standing Financial Instructions and Scheme of Delegation

•

Sub-Committee Terms of Reference and Minutes

•

Compliance Systems established to maintain our registration with the Care Quality Commission.
Evidence that is held and monitored through the CQC Peer Review Process. This was subject to an
internal audit in 2015/16 by Mersey Internal Audit Agency and a received a significant assurance
opinion rating.

•

Corporate Risk Register and Service Risk Registers

•

Performance Management systems in place

•

Policies and Procedures

The Trust has continued its review and improvement of Governance processes throughout 2015/16.
Regular reviews evidence our continued commitment to creating robust and sustainable governance
arrangements.
The Corporate objectives have continued to form the key elements of risks with the management, internal
control arrangements and assurances of the identified risk being influenced by the impact on the corporate
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objectives. The Trust’s corporate objectives include the NHS Operating Frameworks 2015/16 priorities and
our successful performance against these has been demonstrated in the Quality Account
Actions identified and progress against these objectives are recorded in the risk registers monitored by the
Integrated Risk and Clinical Governance Committee and Quality Board.
The Corporate Risk Register is monitored quarterly by the Trust Board. As part of my duties as Accountable
Officer I am also aware of the necessity of flexibility and evolution of the risk assessment process and the
need to keep the Risk Management Strategy and this document a ‘live’ process in changing and challenging
times for the NHS and at a local level.
The Risk and Control Framework
The risk and control framework comprises the following key elements:
•

Board level responsibility has been allocated to the Chief Nurse and Director of Quality
Assurance.

•

A Risk Management Strategy has been approved by the Trust Board

•

The Risk Management Reporting Structure which includes the regular and timely reporting of
principal risks to Risk Committee and Quality Board and Trust Board

•

The Board Assurance and Escalation Framework that has been approved by the Trust Board and
embedded within practice at all levels of the organisation

•

A set of corporate objectives, have been reviewed and agreed by the Board

•

A high level Assurance Framework document shows corporate objectives and principal risks,
and in which key controls and assurances on those controls are identified and monitored

•

A Risk Register in which directorates, individual departments, wards and teams have identified
their key risks in their areas of operation

•

An Assurance Framework which allows significant risks to be escalated to Board via a number
of routes including sub and supporting Committees to the Trust Board.

•

A consistent scoring / grading matrix for risk is in place across the Trust, to ensure that risk is
managed at the relevant level and escalated where appropriate

•

Data security policies and procedures are in place and incidents are reported through the
Assurance Framework Committee Structure in place. The number of incidents is reported in the
Annual Report. Information Governance training is mandatory for all Trust staff.

•

Public stakeholders are involved in the Trust in the following ways:
- Trust Board meetings are conducted in public
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- Non Executive Directors chair the main committees of the Trust i.e. Audit, Quality, Finance
and Remuneration and Scrutiny
- Involvement and engagement of users and carers in the design and development of our
services
- Service user and carer involvement in corporate induction, staff recruitment and selection
and Trust communications, and the CQC peer review process
- Service user and carer involvement in the developing recovery agenda and in the privacy
and dignity agenda
- Involvement of service users, carers and public stakeholders in the development of the
Trust’s Service User Strategy
- Trust directors attend Carers and Service Users meetings
- The Trust has carried out a number of surveys to gain service user feedback
- The Head of Patient Experience works with service users and carers to foster good
engagement in this area
- The Trust User Forum continues to ensure close involvement of local community and
voluntary sector groups
- A Local Authority representative is invited and attends Trust Board meetings.
The 2015/16 Trust’s corporate objectives identified in the Annual Business Plan form the basis of the key
elements for the identification of risks, internal control arrangements and assurances about those controls.
Risks are also identified by operational staff and reported through their line management arrangements.
Actions taken are recorded in risk registers which are monitored by the Integrated Risk and Clinical
Governance Committee and Quality Board. The Corporate Risk Register is reported regularly to Trust Board.
Risk registers operate from a team and ward level with escalations made to the Corporate Risk Register
where necessary.
Aspects of the Trust’s risks are highlighted and described in the Annual Report.
The Trust did not identify any significant gaps in control or assurance measures.
Control measures are in place to ensure that the Trust complies with all obligations under equality,
diversity and human rights legislation.
During 2015/16 we adopted the Listening into Action (LiA) framework as our approach to improve and
increase staff engagement. Listening into Action is an evidence-based approach which supports culture
change.
As an employer with staff entitled to membership of the NHS Pension scheme, control measures are in
place to ensure all employer obligations contained within the Scheme regulations are complied with. This
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includes ensuring that deductions from salary, employer’s contributions and payments in to the Scheme
are in accordance with the Scheme rules, and that member Pension Scheme records are accurately updated
in accordance with the timescales detailed in the Regulations. Similar control measures are in place for
employees who are entitled to membership of the Greater Manchester Pension Fund.
The Trust has undertaken assessments and a Sustainable Development Management Plan and Carbon
Reduction Delivery Plans are in place to ensure that we comply with our obligations under the Climate
Change Act.
The Trust has business continuity plans in place in accordance with emergency preparedness and civil
contingency requirements and which would satisfy Adaptation Reporting requirements.

Safeguarding
The Trust works with a significant number of vulnerable people and during the year has completed the Self
Assessment Adult Framework and reported on this to NHS North West. Regular training programmes are
provided by the Trust for staff working with vulnerable adults. Internal audits and clinical audits have been
undertaken in relation to children and adult safeguarding in 2015/16. There has been significant action to
improve safeguarding systems and processes during the year and this has involved close joint working with
Manchester City Council. Adult safeguarding processes were the subject of a joint internal audit with
Manchester City Council in the year and this returned a significant assurance opinion for the second year
running.
Management of Incidents
During 2015/16 the management of incidents has been regularly monitored through the Integrated Risk
and Clinical Governance Committee and the Quality Board. The Quality Board have received reports that
consider themes and trends identified through patient experience, complaints, PALs and incident reports in
order to ensure we learn lessons. The High Level Incident Panels process has continued the review of the
investigations we complete that includes Executive Directors, Non-Executive Directors and senior
managers. The process has been developed and some improvements have been made. There are further
improvements to this process that will continue during 2016/17.

Chief Inspector of Hospital CQC Visit to the Trust
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The Trust was visited by the CQC during March 2015 to complete the new inspection process. The Trust
received a “Requires Improvement” outcome. The main areas highlighted for the Trust to improve were:
•

Person centred and recovery focused care plans

•

Activities to meet patient need

•

Access to psychological Intervention

•

Compliance with the Mental Capacity Act

•

Recording and storage of medication in the community

•

Mandatory training and appraisals

•

Incident investigation

The care at the Trust was rated as Good throughout all services.
In response to the CQC assessment verdict the Trust formulated a CQC-agreed Action Plan which has been
implemented through to completion by March 2016.
Review of the Effectiveness of Risk Management and Internal Control
The review of the effectiveness of the system of risk management and internal control is an ongoing and
live process for the Trust Board. In reviewing the effectiveness, as Accountable Officer, the Chief Executive
seeks information from a number of sources to inform her decision.
The Director of Internal Audit from Mersey Internal Audit Agency provides me with an opinion and
assessment of the arrangements for gaining assurance through the Assurance Framework and in 2015/16
this assessment was one of significant assurance. Within the Director of Internal Audit Opinion Annual
Report, a number of strategic challenges where highlighted which the Trust has faced in 2015/16, including
the TDA transaction process, Greater Manchester Devolution and Living Longer Living Better. The Trust
Board has considered, acted and has considered regular updates on these issues
The Executive Managers within the organisation and the Committees that oversee the maintenance and
development of the system of internal control also provide me with assurance and evidence that the
controls are successful in managing the risks to the organisation and achieving our principal objectives.
The Assurance Framework itself provides me with evidence that the effectiveness of the controls that
manage the risks to the organisation achieving its principal objectives have been reviewed.
The Trust produces a Quality Account which is monitored and progressed throughout the year by the
Quality Board. The Quality Board receives reports, updates from the Committees and has regular
attendance of key members of staff who are able to ensure the operation of the systems in place across the
Trust. The submission of quality metrics within the reports allows the Quality Board to review and
challenge the assurance systems which support the Quality Account. Internal audits and reviews of the
48

systems take place throughout the year to assist the governance of the Quality Account including the
adequacy and effectiveness of internal controls.
My review is also informed by key sources of assurance;
•

Reports produced by external and internal auditors which are presented to and considered by
the Audit Committee

•

External auditors Annual Audit Letter 2015/16

•

High scoring Mental Health Trust in the Community Mental Health National Patient Satisfaction
Survey

•

Consistently high patient satisfaction results through the use of exit questionnaires

•

Safety Thermometer results

•

Quality Account 2015/16

•

Annual Clinical Audit Programme

•

Feedback from the Trust Development Authority Integrated Delivery meetings

•

Counter Fraud Annual Report 2015/16

•

Internal Audit Plan 2015/16

•

Director of Internal Audit Opinion Statement 2015/16

•

Registration and visits conducted by the Care Quality Commission

•

Combined Performance Board Reports submitted to the Trust Board

•

Financial core systems Internal Audits during 2015/16 which provided high assurance and
identified that all the key controls were operating effectively.

•

Staff Survey

•

Care Quality Commission (CQC) Report

•

Regular Integrated Delivery Meetings with Trust Development Authority

•

Annual Planning Returns to Trust Development Authority

Remuneration & Staff Report
Remuneration Policy statement
The salaries of the Executive/Directorate Team are determined by the Remuneration Committee of the
Trust which comprises of entirely Non Executive Directors. Decisions relating to remuneration on
appointment and any subsequent pay uplifts including cost of living have regard of Department of Heath
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recommendations in relation to the need to exercise pay restraint, benchmarking information for trusts of
similar and different composition and any recommendations from the Pay Review Bodies for all other
disciplines.

REMUNERATION REPORT 2015/16
The Remuneration Committee comprising entirely of Non Executive Directors is responsible for advising the
Trust Board about appropriate remuneration and terms of service for the Chief Executive and Directors.
SALARY AND PENSION ENTITLEMENTS FOR SENIOR MANAGERS
REMUNERATION – audited

Name, Title

2015 - 2016

Salary

Taxable
Expenses

(bands of
£5,000)

£000’s

£’s

2014 - 2015

All
Pension
Related
Benefits

Total

Salary

All
Pension
Related
Benefits

Total

(bands of
£2,500)

(bands of
£5,000)

(bands of
£5,000)

(bands of
£2,500)

(bands
of
£5,000)

£000’s

£00’s

£000’s

£000’s

£00’s

EXECUTIVE DIRECTORS
Michele Moran – Chief Executive

135-140

0

2.5-5

140-145

135 – 140

0

135-140

Anita Rolfe - Chief Nurse +
Director of Quality Assurance – to
31.03.16

85-90

5,000

25-27.5

115-120

90 – 95

32.5 - 35

125 130

Tracy Ellery – Deputy Chief
Executive / Director of Finance –
to 02.08.16

30-35

1,475

5-7.5

40-45

100 – 105

0

100 –
105
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Stuart Hatton – Chief Operating
Officer – to 21.09.14

n/a

n/a

n/a

n/a

85 – 90

0

85 - 90

Jaswinder Bamrah –Medical
Director

90-95

0

0

90-95

90 – 95

0

90 - 95

Samantha Simpson – Director of
Finance – from 07.09.16

55-60

0

15-17.5

70-75

n/a

n/a

n/a

Debbie Hodkinson – Director of
Workforce and Organisational
Development

90-95

5,187

5-7.5

100-105

95 – 100

0

95 - 100

Carol Harris – Acting Director of
Operations - to 18.03.16

80-85

0

80-85

165-170

35 – 40

0

35 - 40

John Harrop – Director of
Strategy and Business
Development

90-95

0

0-2.5

95-100

90 – 95

0

90 - 95

Debbie Garritty – Director of
Communications – to 29.03.15

n/a

n/a

n/a

n/a

75 – 80

12.5 – 15

90 - 95

Nette Carder – Interim Director of
Operations – to 24.10.14

n/a

n/a

n/a

n/a

60 – 65

242.5–
245

305 310

Wyn Dignan – Chair – to 31.01.15

n/a

n/a

n/a

n/a

15 – 20

n/a

15 - 20

Mark Tattersall – Acting Chair –
from 01.02.15 to 31.07.15

5-10

0

0

5-10

5 – 10

n/a

5 – 10

John Scampion – Chair – from
01.08.15

10-15

0

0

10-15

n/a

n/a

n/a

Evelyn Asante-Mensah – from
01.10.15

0-5

0

0

0-5

n/a

n/a

n/a

Vicky Baxter

5-10

0

0

5-10

5 – 10

n/a

5 – 10

Timothy Gilpin – from 13.10.15

0-5

0

0

0-5

n/a

n/a

n/a

Karina Lovell – to 31.07.14

n/a

n/a

n/a

n/a

0–5

n/a

0–5

OTHER DIRECTORS

NON EXECUTIVE DIRECTORS
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Clare McBeath – to 31.05.14

n/a

n/a

n/a

n/a

0–5

n/a

0–5

Jackie Whalley – to 31.07.15

0-5

0

0

0-5

5 – 10

n/a

5 - 10

Tony Whetton

5-10

0

0

5-10

0–5

n/a

0–5

Pamela Williams - to 30.09.15

0-5

0

0

0-5

0–5

n/a

0–5

The aggregate directors cost for 2015-2016 is £903,492. (2013-2014 £1,146,633)

The remuneration table above has been prepared in accordance with the 2015/16 Department of Health
Manual for Accounts which requires a new basis for calculating pension related benefits. As a result, prior
year comparatives have been restated in line with this guidance.

The basis of calculation is in line with the Department of Health Manual for Accounts and follows the
‘HMRC method’ which is derived from the Finance Act 2004 and modified by Statutory Instrument
2013/1981. The calculation required is:

Pension Benefit Increase = ( (20xPE) + LSE ) – ( (20xPB) + LSB ) – EC

Where:
PE is the annual rate of pension that would be payable to the director if they became entitled to it at the
end of the financial year;
PB is the annual rate of pension, adjusted for inflation, that would be payable to the director if they
became entitled to it at the beginning of the financial year;
LSE is the amount of lump sum that would be payable to the director if they became entitled to it at the
end of the financial year;
LSB is the amount of lump sum, adjusted for inflation, that would be payable to the director if they became
entitled to it at the beginning of the financial year; and,
EC is the employee’s contribution paid during the year.

In summary, the new basis of calculation shows the pension accrued in year multiplied by a factor of 20
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PENSION BENEFITS – audited

As non executive directors do not receive pensionable remuneration from the Trust, they are excluded from the table below.

Real
increase in
pension at
age 60

Real
increase in
pension
lump sum at
age 60

Total
accrued
pension at
age 60 at
31 March
2016

Lump sum at
age 60 related
to accrued
pension at 31
March 2016

CETV at 31
March 2016

CETV at 31
March 2015

Real Increase in
CETV

Employer’s
contribution to
stakeholder
pension

(bands of
£2,500)

(bands of
£2,500)

(bands of
£5,000)

(bands of
£5,000)

£000’s

£000’s

£000’s

£000’s

£000’s

£000’s

£000’s

£000’s

Michele Moran –
Chief Executive

0-2.5

2.5-5

55-60

165-170

1,019

976

30

0

Anita Rolfe - Chief
Nurse + Director
of Quality

0-2.5

0-2.5

30-35

90-95

535

504

26

0

EXECUTIVE
DIRECTORS
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Assurance - to
31.03.16
Tracy Ellery –
Deputy Chief
Executive /
Director of
Finance to
02.08.16

0-2.5

0-2.5

40-45

125-130

899

856

11

0

0

0

0

0

0

0

0

0

0-2.5

0-2.5

25-30

75-80

433

400

16

0

Debbie Hodkinson
– Director of
Workforce and
Organisational
Development

0-2.5

0-2.5

40-45

120-125

894

860

24

0

Carol Harris –
Acting Director of

2.5-5

10-12.5

30-35

90-95

536

453

78

0

Jaswinder Bamrah
– Medical
Director
Samantha
Simpson –
Director of
Finance – from
07.09.16
OTHER
DIRECTORS
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Operations - to
18.03.16

John Harrop –
Director of
Strategy and
Business
Development

0-2.5

0-2.5

40-45

125-130

924

891

22

0
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A Cash Equivalent Transfer Value (CETV) is the actuarially assessed capital value of the pension scheme benefits
accrued by a member at a particular point in time. The benefits valued are the member's accrued benefits and
any contingent spouse's pension payable from the scheme. A CETV is a payment made by a pension scheme, or
arrangement to secure pension benefits in another pension scheme or arrangement when the member leaves
a scheme and chooses to transfer the benefits accrued in their former scheme. The pension figures shown
relate to the benefits that the individual has accrued as a consequence of their total membership of the
pension scheme, not just their service in a senior capacity to which the disclosure applies.
The CETV figures, and from 2004-05 the other pension details, include the value of any pension benefits in
another scheme or arrangement which the individual has transferred to the NHS pension scheme. They also
include any additional pension benefit accrued to the member as a result of their purchasing additional years of
pension service in the scheme at their own cost. CETVs are calculated within the guidelines and framework
prescribed by the Institute and Faculty of Actuaries.
Real Increase in CETV - This reflects the increase in CETV effectively funded by the employer. It takes account
of the increase in accrued pension due to inflation, contributions paid by the employee (including the value of
any benefits transferred from another pension scheme or arrangement).
As far as each director is aware there is no relevant audit information of which the Trust’s auditors are unaware
and each director has taken all steps that she/ he ought to have taken as a director in order to make
themselves aware of relevant audit information and to establish that the Trust’s auditors are aware of that
information.

MEDIAN PAY MULTIPLE – audited

Band of highest paid director total remuneration (£000)
Median total remuneration (£)
Ratio

2015/2016

2014/2015

135 - 140

135 - 140

27,090

26,822

5.08

5.13

Reporting bodies are required to disclose the relationship between the remuneration of the highest paid
director in their organisation and the median remuneration of the organisation’s workforce.
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The banded remuneration of the highest paid director in Manchester Mental Health and Social Care Trust in
the financial year 2015/2016 was £135k - £140k (2014/2015 £135k - £140k). This was 5.08 times (2014/2015
5.13) the median remuneration of the workforce, which was £27,090 (2014/2015 £26,822).
The slight reduction in the median pay multiplereflects the impact of the national Agenda for Change 2015/16
pay award which resulted in lower paid staff receiving a proportionately greater salary increase than higher
paid staff.
Total remuneration includes salary, performance related pay, benefits in kind as well as severance payments. It
does not include employer pension contributions and the cash equivalent transfer value of pensions.

Michele Moran

Date

Chief Executive

Staff Report
Senior Staff by Pay Band
Pay Band
8B
8C
8D
9
LA Principal Officer
Executive Staff
Clinical Director

FTE
37.67
16.5
5.9
3.8
1.00
4.81
0.80

Headcount
44
18
7
4
1
5
1

• At director level there are 2 males and 4 females
• At Senior Manager level (staff on Agenda for Change bands 8B, 8C, 8D and 9) there are 23 males and 51
females
• For the whole workforce there are 451 male employees and 1,215 females.
Staff numbers and Staff composition
Average number of person employed and composition
Total

Permanently

Other

2014-2015

Employed

Medical and dental

Number

Number

Number

Number

123

41

82

118
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Administration and estates

409

385

24

439

Healthcare assistants and other
support staff

371

257

114

367

Nursing, midwifery and health visiting
staff

533

470

63

514

Scientific, therapeutic and technical
staff

254

251

3

254

92

75

17

98

1,782

1,479

303

1,790

Social care staff
Total

Sickness absence data
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%. Over the past year we have continued to work hard to reduce staff absence
through sickness (see Figure X). We have done this by reviewing the underlying causes of sickness absence and
providing stress management and mindfulness sessions for staff. In addition bespoke training was delivered to
managers in the application of the Sickness Absence policy to ensure its consistent application. The Trust has
also engaged 2 HR Advisors to work closely with managers to further manage and audit sickness absence.
(fig. X)
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Staff Policies
The Trust have in place a range of employment policies aimed at supporting recruitment, retention and
development. All are based on best practice and the requirements of the Equality legislation. Details of the
application of key policies such as recruitment, disciplinary, capability, grievance and Training and Development
are monitored on a quarterly basis and reported to Board as part of the composite Workforce performance
report.
Expenditure on External Consultancy
2015 -2016
£000’S
Financial risk review and options appraisal

155

Support to investigations

8

Executive coaching

3

E-rostering system implementation

20

Workshop facilitation

13

Total

199

OFF PAYROLL ENGAGEMENTS
As at 31st Match 2016 there were no individuals engaged by the trust who met the “off payroll” criteria.
All off payroll engagements as of 31 March 2016, for more than £220 per day and that last longer than six
months

Number
Number of existing engagements as at 31 March 2016

0

of which, the number that have existed:
for less than one year at the time of reporting

0

for between one and two years at the time of reporting

0
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for between two and three years at the time of reporting

0

All new off payroll engagements between 1 April 2015 and 31 March 2016, for more than £220 per day and
that last longer than six months
Number
Number of new engagements, or those that reached six months in duration, between 1
April 2015 and 31 March 2016

0

Number of new engagements which include contractual clauses giving Manchester
Mental Health and Social Care Trust the right to request assurance in relation to income
tax and National Insurance obligations

0

Number for whom assurance has been requested

0

of which :
assurance has been received

0

assurance has not been received

0

engagements terminated as a result of assurance not being received

0

Exit Packages
Exit
Package
cost
band

Number of
compulsory
redundanci
es

Cost of
compulsory
redundanci
es

Number
of other
departur
es
agreed

Number

£’s

Number

<
£10,000

0

0

£10,000£25,000

3

51,694

Cost of
other
departur
es
agreed.

Total
number
of exit
package
s

Total
cost of
exit
package
s

Number
of
Departur
es where
special
payments
have
been
made

Cost of
special
paymen
t
element
include
d in exit
package
s

£’s

Number

£’s

Number

£’s

9

69,876

9

69,876

0

0

28

439,819

31

491,513

0

0
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£25,001£50,000

0

0

20

735,838

20

735,838

0

0

£50,001£100,000

1

66,417

11

771,322

12

837,739

0

0

£100,001
£150,000

0

0

0

0

0

0

0

0

£150,001
£200,000

0

0

0

0

0

0

0

0

>£200,00
0

0

0

0

0

0

0

0

0

Total

4

118,111

68

2,016,855

72

2,134,96
6

0

0

Redundancy and other departure costs have been paid in accordance with the provisions of the NHS Scheme. Exit costs in
this note are accounted for in full in the year of departure. Where the Trust has agreed early retirements, the additional
costs are met by the Trust and not by the NHS pensions scheme. Ill-health retirement costs are met by the NHS pensions
scheme and are not included in the table.
This disclosure reports the number and value of exit packages agreed in the year. Note: the expense associated with these
departures may have been recognised in part or in full in a previous period

Exit Packages – other departures analysis

Voluntary redundancies including early
retirement contractual costs

Agreements

Total value of agreements

Number

£000’s

47

1,553

61

Mutually agreed resignations (MARS)
contractual costs

21

464

Early retirements in the efficiency of
the service contractual costs

0

0

Contractual payments in lieu of notice

0

0

Exit payments following Employment
Tribunals or court orders

0

0

Non-contractual payments requiring
HMT approval

0

0

68

2,017

Total

As a single exit package can be made up of several components each of which will be counted separately in this Note, the
total number above will not necessarily match the total numbers in the exit packages talbe which will be the number of
individuals.
The Remuneration Report includes disclosure of exit payments payable to individuals named in that Report.

Financial statements – 15/16 figures to be provided post audit (18/05/16)

STATEMENT OF COMPREHENSIVE INCOME FOR THE YEAR ENDED
31 MARCH 2016

2015 - 2016

2014 - 2015

£000’S

£000’S

62

Gross employee benefits

(78,725)

(76,722)

Other operating costs

(32,615)

(29,136)

Revenue from patient care activities

95,443

93,830

Other operating revenue

12,221

12,143

OPERATING SURPLUS / (DEFICIT)

(3,676)

115

Investment revenue

19

15

Other gains / (losses)

0

0

(271)

(156)

(3,928)

(26)

(166)

(284)

(4,094)

(310)

Net gain on revaluation of property

1,969

0

Net actuarial gain / (loss) on pension schemes

1,400

(1,862)

Total Comprehensive income for the Year

(725)

(2,172)

2015 - 2016

2014 - 2015

£000’S

£000’S

(4,094)

(310)

(61)

0

(4,155)

(310)

Finance costs
SURPLUS / (DEFICIT) FOR THE FINANCIAL YEAR
Public dividend capital dividends payable
RETAINED SURPLUS / (DEFICIT) FOR THE YEAR
Other comprehensive income

Financial performance for the year

Retained surplus / (deficit) for the period
Impairments
Adjusted retained surplus / (deficit) for the period

All income and expenditure is derived from continuing activities.
Explanation of terms used above :
Revenue from patient care activities - income received from commissioners for patient care.
Other operating revenue - non-patient care income. This includes income for training, education and research.
63

Operating Expenses - running costs of the Trust such as staff costs, drugs and other goods and services.
Investment Revenue - interest received on monies held in Trust bank accounts.
Public dividend capital dividends payable - this is a charge reflecting the forecast cost of capital utilised by the
Trust and is calculated at the rate set by Treasury (currently 3.5%) on the forecast average carrying amount of
all assets less liabilities (excluding donated assets and cash held with the Office of the Paymaster General).

STATEMENT OF FINANCIAL POSITION AS AT 31 MARCH 2016

31 March 2016

31 March 2015
£000’s

£000’s
Non Current Assets
19,871

17,609

197

180

Investment property

0

0

Other financial assets

0

0

8,587

7,413

28,655

25,202

0

0

3,870

4,896

Other financial assets

0

0

Other current assets

0

0

Cash and cash equivalents

2,888

2,394

Total Current Assets

6,758

7,290

0

0

6,758

7,290

Property, plant and equipment
Intangible assets

Trade and other receivables
Total Non Current Assets
Current Assets
Inventories
Trade and other receivables

Non current assets held for sale
Total Current Assets
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Total Assets

35,413

32,492

(10,114)

(10,812)

Other liabilities

0

0

DH Capital Loan

(324)

(425)

0

0

(1,309)

(546)

(11,747)

(11,783)

Net Current Assets / (Liabilities)

(4,989)

(4,493)

Total Assets less Current Liabilities

23,666

20,709

DH Revenue Support Loan

(5,438)

0

DH Capital Loan

(3,097)

(3,421)

Pension liability

(2,638)

(3,764)

0

0

(279)

(285)

0

0

12,214

13,239

31 March 2016

31 March 2015

£000’s

£000’s

Public dividend capital

14,002

14,302

Retained Earnings

(5,085)

(9)

3,297

1,328

0

(2,382)

Current Liabilities
Trade and other payables

Other financial liabilities
Provisions
Total Current Liabilities

Non Current Liabilities

Other financial liabilities
Provisions
Other liabilities
TOTAL ASSETS EMPLOYED

Financed by Taxpayers’ Equity :

Revaluation reserve
Pension reserves

65

TOTAL TAXPAYERS’ EQUITY

12,214

13,239

Explanation of terms used above :

Property, plant and equipment - this includes land, buildings, plant and machinery, equipment, furniture and
fittings, etc. In the NHS assets are not usually capitalised unless they have a cost of at least £5,000.
Intangible assets – as asset that is without substance eg computer software.
Trade and other receivables - reflects the amount owed to the Trust from individuals /organisations at year
end.
Cash and cash equivalents - the value of cash held in bank accounts and petty cash floats at year end.
Trade and other payables - reflects the amount owed by the Trust to individuals /organisations (NHS bodies,
trade suppliers, etc.) at year end.
Provisions - this reflects the value of legal or constructive obligations that are of uncertain timing or amount at
the balance sheet date.
Public dividend capital - represents the outstanding public debt of the Trust at year end.
Retained Earnings - equates to the aggregate of surpluses that the Trust has made since its formation.
Revaluation reserve – Property, plant and equipment are revalued annually using national indices and every
five years by the District Valuer. All adjustments arising from indexation and five-yearly revaluations are taken
to the Revaluation Reserve.

STATEMENT OF CASH FLOWS FOR THE YEAR ENDED
31 MARCH 2016

2015 – 2016

2014 - 2015

£000’S

£000’S

(3,676)

115

Cash Flows From Operating Activities
Operating surplus / (deficit)

66

1,511

1,348

Impairments

(61)

0

Interest paid

(148)

(79)

Dividends (paid) / received

(166)

(261)

(Increase) / Decrease in trade and other receivables

(148)

(2,068)

0

(100)

(1,824)

2,994

1,277

(1,862)

757

61

(2,478)

148

19

15

(1,685)

(1,609)

(75)

(112)

Proceeds from disposal of property, plant and equipment

0

0

(Payments) for intangible assets

0

0

Proceeds from disposal of intangible assets

0

0

Net Cash Outflow From Investing Activities

(1,741)

(1,706)

Net Cash Inflow Before Financing

(4,219)

(1,558)

0

290

Public dividend capital repaid

(300)

0

Loans received from the DH

9,551

0

(4,538)

(522)

Depreciation and amortisation

(Increase) / Decrease in other current assets
Increase / (Decrease) in trade and other payables
Increase / (Decrease) in other liabilities
Increase / (Decrease) in provisions
Net Cash Inflow From Operating Activities

Cash Flows From Investing Activities
Interest received
(Payments) for property, plant and equipment
(Payments) for intangible assets

Cash Flows From Financing Activities
Public dividend capital received

Loans repaid

67

Net Cash Inflow / (Outflow) From Financing

4,713

(232)

494

(1,790)

Cash and Cash Equivalents At The Beginning Of The Financial Year

2,394

4,184

CASH AND CASH EQUIVALENTS AT THE END OF THE FINANCIAL
YEAR

2,888

2,394

Net Increase In Cash and Cash Equivalents

Explanation of terms used above :
Net Cash Inflow From Operating Activities - this is the operating surplus of the Trust adjusted for depreciation
(see below) and movements in stock, debtors, creditors and provisions.
Depreciation and amortisation - this is a measure of the wearing out/ use of property, plant and equipment
and intangible assets over their useful economic lives and is charged as an expense within operating costs.
Since this is a non-cash item it needs to be added back to the operating surplus to derive the net cash inflow
from operating activities.
Interest received - equates to the interest received, in cash terms, on balances held in bank accounts during
the financial year.
Payments for property, plant and equipment - cash payments made to purchase property, plant and
equipment during the financial year.

STATEMENT OF CHANGES IN TAXPAYER’S EQUITY

Balance at 31.03.14

Public Dividend
Capital (PDC)

Retained
Earnings

Revaluation
Reserve

Pension
Reserve

Total

14,012

301

1,328

(520)

15,121

Retained surplus

(310)

(310)

Actuarial Gain /(loss)
New PDC received
Balance at 31.03.15

(1,862)
290
14,302

(1,862)
290

(9)

1,328

(2,382)

13,329
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Reserves transfer

(2,382)

Retained Surplus

(4,094)

Revaluation gain

Balance at 31.03.16

1,969
1,400

1,400

(300)

(300)
14,002

0
(4,094)

1,969

Actuarial Gain
PDC repaid

2,382

(5,085)

3,297

0

12,214

Accounts Audit Report To be provided post sign-off (26/05/16)

Quality Account – disc to be inserted following sign off in june
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23 May 2016

Southside
105 Victoria Street
London
SW1E 6QT

Samantha Simpson
Director of Finance
Manchester Mental Health and Social Care Trust
Chorlton House
70 Manchester Road
Chorlton
Manchester
M21 9UN

Dear Samantha
Manchester Mental Health and Social Care NHS Trust – Going Concern
Thank you for your recent correspondence. I can confirm that it is reasonable for the
directors of Manchester Mental Health and Social Care NHS Trust to assume that the
Department of Health will make sufficient cash financing available to the organisation,
either through an Interim Revolving Working Capital Support Facility or an Interim
Revenue Support Loan, over the next 12 month period such that the organisation is
able to fund all essential operational liabilities.
On this basis I fully support your view that the NHS organisation’s accounts are
prepared on a going concern basis.
Please note that this is the last year that these letters will be issued, they have been
issued this year to ensure consistency with previous years for the trust sector and to
avoid a late change in the annual accounts process. Going forward trusts should
continue to refer to the FReM and the DH Group Manual for Accounts 2015-16
paragraphs 3.28 - 3.32. In summary this sets out that the anticipated continuation of
the provision of a service in the future is normally sufficient evidence of going concern.

Yours sincerely

Sue Lorimer
Business Director North

Copy to:
Elizabeth O’Mahony, Director of Finance

Tel: 023LLP
8038 2000
Ernst & Young
Tel: 0161 333 3000
100 Barbirolli Square
ey.com
Manchester
M2 3EY

Private & Confidential
Secretary of State
Department of Health
Richmond House
79 Whitehall
London
SW1A 2NL

18 May 2016
Ref: Manchester Mental Health and
Social Care NHS Trust S_30_1516
Email: HRohimun@uk.ey.com

Dear Sir

Report to the Secretary of State under Section 30 of the Local Audit and
Accountability Act 2014
Manchester Mental Health and Social Care NHS Trust
I am writing on behalf of Ernst & Young LLP in its capacity as appointed auditor to Manchester Mental
Health and Social Care NHS Trust (the Trust) for the year ended 31 March 2016.
Section 30 of the Local Audit and Accountability Act 2014 (2014 Act) states that:
(1) A local auditor of the accounts of a health service body must take the steps set out in subsection (2) if
the auditor believes that the body or an officer of the body:
(a) is about to make, or has made, a decision which involves or would involve the body incurring
unlawful expenditure, or
(b) is about to take or has begun to take a course of action which, if followed to its conclusion,
would be unlawful and likely to cause a loss or deficiency.
(2) The local auditor must, as soon as reasonably practicable:
(a) refer the matter to the Secretary of State, and
(b) if the health service body is a clinical commissioning group, notify the National Health Service
Commissioning Board of the matter.
Paragraph 2(1) of Schedule 5 to the National Health Service Act 2006 states that:
"Each NHS trust must ensure that its revenue is not less than sufficient, taking one financial year with
another, to meet outgoings properly chargeable to revenue account."
The Department of Health interpreted this in its detailed Guidance on Breakeven Duty and Provisions as
cumulatively breaking even on the Statement of Comprehensive Income (SOCI) over a three-year period
(or a five-year period with the agreement of the NHS Trust Development Authority). DH also considers

The UK firm Ernst & Young LLP is a limited liability partnership registered in England and Wales with registered number OC300001 and is a member firm of Ernst & Young Global Limited.
A list of members’ names is available for inspection at 1 More London Place, London SE1 2AF, the firm’s principal place of business and registered office. Ernst & Young LLP is a multidisciplinary practice and is authorised and regulated by the Institute of Chartered Accountants in England and Wales, the Solicitors Regulation Authority and other regulators. Further details
can be found at http://www.ey.com/UK/en/Home/Legal
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the breakeven duty to have been achieved if the cumulative deficit of a trust is less than 0.5% of the
turnover of the reporting year.
The Trust reported a £0.3 million deficit in 2014/15 and a planned £4.2 million deficit in 2015/16. The
Trust is also currently budgeting for a £2.5 million deficit in 2016/17 which will result in the 2015/16
cumulative deficit of £0.8 million increasing to £3.3 million. The trust does not have a recovery plan in
place as it expects to agree the transfer of services as result of a transaction during 2016/17.
Referral to the Secretary of State
As the Trust is budgeting to make a deficit in 2016/17 and does not have in place an agreed recovery
plan, Ernst & Young has a duty to make a referral under section 30 (2)(a) of the 2014 Act. This letter
constitutes that referral.
Yours faithfully

Hassan Rohimun
Executive Director

For and on behalf of Ernst & Young LLP
Manchester
cc
Michele Moran
John Scampion
John Foster

Chief Executive Manchester Mental Health and Social Care NHS Trust
Chairman Manchester Mental Health and Social Care NHS Trust
Audit Committee Chairman
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Quality Account
1. As Board members will be aware, an Annual Quality Account is required along with
the Annual Accounts and reports. It is worth noting that for Non Foundation Trusts
the rubric is the same as Foundation trusts (in the form of Monitor guidance) but the
time scales vary. As such the date for submission of the Quality Account is later than
the financial accounts. However, the Trust endeavours to run the two sets of
accounts in parallel as far as possible. The Quality Account is attached at appendix
1.
2. The 15/16 Quality Account was reviewed by the April Quality Board and as a
designated Board committee it agreed that final draft version should be sent to
stakeholders (namely the City Council, CCGs and HealthWatch). These actions have
taken place.
3. Comments have been received from Manchester City Council (see appendix 2), and
further comments are awaited from the CCGs and HealthWatch.
4. Philip King and Patrick Cahoon will attend the Health and wellbeing Scrutiny
Committee on 26th May 2016. No further submissions are required and the
Committee will consider the Quality Accounts form all NHS providers at that meeting.
Patrick and Philip will be there to answer questions should any arise.
Action Required
5. The Board is asked:
a. Note the Quality Account and make any relevant comments;
b. To grant delegated authority to the Chief Executive and Chairman to sign off the
final copy of the Quality Account on behalf of the Board.
c. The report is only subject to the inclusion of further written comments. If any
issues were to occur in relation to any further comments then these will be
brought to the Board’s attention by the Chief Executive directly.

Philip King
Chief Nurse/Chief Operating Officer
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Introduction to the Quality Account
What is a Quality Account?
The Quality Account demonstrates our strong commitment to monitoring and improving the quality
of our services across Manchester. It offers an opportunity to reflect on our work in 2015/16 and
describes our plans and priorities for the coming twelve months. The Quality Account allows our
stakeholders to hold us to account whilst working with us in delivering the best quality of care that
we can across the Manchester system. The information we present within this document allows you
to see how we use the data about the organisation to inform our learning and develop our quality
and approaches to risk in the future.
What is Quality
The Department of Health defines quality as providing safe services, being effective in how we
provide those services and ensuring the experience of our service users is to the standard they
expect. We agree with this definition and our aim is make sure quality is at the heart of everything
we do as an organisation. We believe all our services should need to be quality focussed and that
staff should be open and honest in communicating any difficulties and challenges they encounter in
delivering the best possible service. We are working closely with all our stakeholders to further
develop a culture that seeks to exceed expectations of quality. Like all NHS organisations, there are
occasions when things go wrong and we are committed to our duty of candour, to openness and
transparency and to learning from incidents to improve how we care for people in the future.
Quality Improvement Strategy
We have been working with four pillars of Quality since 2010: Regulation, Safety, Experience and
Effectiveness. We have worked to align our governance and assurance processes with these pillars
and it has allowed us to maximise improvements, reporting, partnerships and opportunities for
developing our approaches to quality. In line with the national quality agenda, we continue to drive
improvement through the pillars. We will work closely with NHS England, the Department of Health,
the Trust Development Authority, the Care Quality Commission, our local commissioners and
stakeholders to build upon our approaches and refine our quality systems further.
During 2015/16, the Trust has continued to work in close partnership with the three Manchester
Clinical Commissioning Groups (CCGs) and Manchester City Council to improve and further develop
the quality of care provided to our service users and their families. We have also worked with NHS
England to deliver mother and baby and prison healthcare services at Her Majesty’s Prison
Manchester and Her Majesty’s Prison Buckley Hall.
Our Quality Improvement Strategy for 2015 – 2018 is available on our website. Please click here for
the Trust Quality Improvement Strategy

This document, which was approved by the Trust’s Quality Board in 2015, identifies three priorities
for the Trust with specific projects listed against each one. These long-term quality priorities will be
monitored and embedded within our annual quality account. They are:

Trust Assurance Framework
The Trust Board Assurance and Escalation Framework underpin our approach to quality governance
and improvement. We will continue to review our Framework to ensure we have got things right and
keep improving our awareness of risk, improvements and supporting the operational teams to
deliver the highest quality of care to our service users.
Throughout this Quality Account, we have tried to state which Committee is responsible for each of
our Quality Improvement initiatives to allow you to gain an understanding of our governance
processes relating to quality and safety. The Quality Board oversees our approach to quality
monitoring through direct reports from these Committees, as well as reporting to the Trust Board.
The Quality Board is chaired by a Non-Executive Director who takes a lead on quality. Our
operational teams also dedicate time to address quality and governance issues within local
reporting, and representation at the Integrated Risk Management and Clinical Governance
Committee and the Operational Management and Performance Team meeting as well as other
committees.
The Trust Reporting Framework is shown overleaf. A key change made to this framework during
2015/16 has been the introduction of a Scrutiny Committee which has replaced the Finance and
Investment Committee as a sub-committee of the Trust Board. The QIPP Programme Board has also
been disestablished and QIPP schemes are reviewed through the Executive Team Meeting and
quality impact assessed by the Quality Board.
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Trust Assurance Framework1

1

Please refer to the jargon buster on Page 136 of this quality account for explanations of acronyms used
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Trust Values
Information contained within this Quality Account aims to comply with our Trust values.

We continue to work with services to look at how we can use the Trust values in different practical
ways. Examples include the use of values-based questions in recruitment and selection; the ongoing
development of our staff charter; action plan guidance which is tested against values; and the
delivery of values-based training to teams.
Quality Improvement Framework with our Commissioners
Throughout the year, we worked closely with our Commissioners to agree, monitor and evaluate
quality improvements across our services. This allows our Commissioners to identify their key focus
areas for quality and offers us an opportunity to review our internal approaches. In terms of quality
monitoring, our Commissioners completed site visits and have dedicated quality meetings with the
Executive Team, clinicians, service and quality improvement leads. The Trust currently has three
quality improvement schemes underway with Commissioners that are reported on quarterly, with
additional reports throughout the year as required. These include:

9

Quality Requirements
The 2015/16 contracts included over 50 Operational Standards and Quality Requirements which
must be met. Failure to meet the required thresholds could result in the need to produce remedial
action plans to address any gaps, or in some cases, in some form of financial penalty. The following
table sets out the national and locally agreed quality requirements that were included within the
2015/16 contracts.
For the 2015/16
contracts
National Operational
Standards
National Quality
Requirements
Locally determined
Quality Requirements

Mental Health

Mother & Baby

Prison Health Care Services

2

2

5

4

32

9

The Trust reports the
Health and Justice
Indicators of Performance,
149 indicators that are
specific to Offender Health
services
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Part 1

Statement on Quality from the Chief Executive
Welcome to Manchester Mental Health and Social Care Trust’s Quality Account. The Quality Account
provides us with an opportunity to report on our delivery of high quality, safe and effective services
throughout the last twelve months. It also allows us to set out our quality improvement plans for the
coming year.
We are fully committed to the continuous improvement of our service user experience and the
quality of care we deliver. We believe there is nothing more vital for any care provider than to meet
the needs of service users and to do that well.
Manchester Mental Health and Social Care Trust is required to register with the Care Quality
Commission (CQC) and its current registration status is registered without conditions. In March 2015
the Chief Inspector of Hospitals visited the Trust. The CQC published their report in September 2015
following a quality summit to discuss the CQC’s findings. The full report was published on the Trust’s
website, as well as patients and the public being notified of the CQC rating by the displaying of
posters at every Trust location. Please click here for the Trust inspection summary.
The CQC rated the Trust as ‘Requires Improvement’, and the CQC also rated that care was ’Good’
throughout the organisation. The Trust’s CQC action plan was compiled with key stakeholders to
respond to the CQC report, and this action plan was submitted to the CQC in October in line with the
CQC timeframe for response. A Task and Finish Group has overseen the implementation of the
action plan, and has reported through to the Executive Team and Quality Board. Trust Board have
also received monthly progress reports.
The Care Quality Commission has not taken any enforcement action and has not required the Trust
to participate in any special reviews or investigations during 2015/16. The CQC action plan has been
a major component of this year’s quality improvement activity.
Manchester’s three CCGs strategic review of mental health services for the city in April 2013
supported by Manchester City Council aligned new commissioning intentions and the long-term
plans for a best-in-class mental health system for Manchester, capable of meeting existing and
future need. This work has developed during 2015/16 with the Trust discussing the future
organisational form with the CCGs and the NHS Trust Development Authority (TDA). We are
committed to maintaining effective relationships with all our partners, including our commissioners,
and to working alongside our Local Authority to provide high quality health and social care services
which meet the needs of our local communities. In January 2015, it was agreed at the Trust
Development Authority Board that the Trust would continue through the ‘Gateway Process’ to
secure a more sustainable future for the services we provide to the people of Manchester. The
transaction process will be a key area of the Trust’s business in 2016/17.
This has resulted in a Trust Board decision in January 2016 to move to the point of appraising
options for future organisational form with the TDA, Manchester City Council and the three CCGs. A
Transaction Board has been established to oversee this process. The Trust continues to engage and
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influence the future care provision for patients across Manchester as part of this transaction
process. Our common purpose is to explore how best to develop mental health services across
Greater Manchester and deliver the vision outlined in the commissioning intentions developed to
date. This is an exciting opportunity as the ‘GM Devolution’ agenda gathers pace and becomes a
reality.
We have worked in an open and transparent way with our commissioners throughout the year
across a number of forums, including monthly Quality and Performance meetings and a Quality
Surveillance Group (QSG) and risk summit process with NHS England that undertook a 360° review of
the quality of care we provide. The risk summit is a forum which consists of representatives from
NHS England, the Care Quality Commission (CQC), the TDA, Commissioners and Health Education
England, as well as the Deanery, the CCGs and Manchester City Council. Due to the significant
improvements that the Trust has demonstrated during 2015/16, NHS England chose to stand down
the Risk Summit process. The issues that we have addressed as areas for immediate improvement as
part of the risk summit process focussed upon a small number of areas that included:
•
•
•
•

Safeguarding
Urgent care systems management
A shared data dashboard
Improving organisational learning

This has resulted in a return to a business as usual arrangement with our commissioners. The urgent
care system overview identified that a multi-organisational approach is needed and the shared data
dashboard is now being used routinely.
Additionally, we have established a regular quality assurance programme that considers both the
safeguarding investigation processes and the quality of these through a clinical case review audit.
We were pleased to receive a significant assurance opinion for the joint Safeguarding Audit in
February 2016. We have also implemented a more robust root cause analysis process to further
improve and embed organisational learning.
In the last twelve months, the Trust has focussed upon the people that contribute to and use our
services to inform our pursuit of quality. The Trust Board recognises that people are our most
precious resource and will continue to look at new ways of involving service users, staff and carers in
helping us to shape services. Our patient feedback and patient digital stories are of great importance
to the Trust Board and decision makers. The stories impact directly upon our approaches to care and
have been included in this quality account to demonstrate this commitment. As a Trust we have
continued to work with service users and carers and volunteers to ensure that we have reflected the
recommendations of the Lampard Report.
A number of our quality achievements through the year are highlighted within this report and we
hope all our stakeholders take as much pride as we do in our successes. This year we continued to
receive high scores in a number of areas within the national patient survey of Community Mental
Health Services. In addition, we have dramatically improved the number of staff who have
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undertaken their mandatory training. We have also improved in the rating provided by the CQC in
their intelligent monitoring report
Our 2015/16 NHS staff survey identifies challenges and highlights the need for continuous
improvement. The Trust acknowledges that improvement is required. We are in the lowest 20% of
Trusts nationally and this is under close scrutiny by the Board. The results have been presented to
each division to identify their key areas to address. Listening into Action framework (LiA). LiA is an
evidence-based approach that is expected to continue to support improvements in staff morale. It is
disappointing that the staff survey results have not improved as we would have hope, however we
acknowledge that it has been a challenging year when we look at the context of the Manchester City
Council budgetary cuts that impacted on health and well being services, and the discussions we have
had with the 3 Manchester CCGs regarding the agreement of the service retractions, as well as the
uncertainty of the Trust’s future that was finally agreed in January 2016.
During 2015/16, we continued to align our clinical work with the recommendations in the Francis
Report. Throughout the year, we have continued our work to embed Compassion in Practice and
ensure that the ‘Six C’s’ are role modelled at all levels. Heads of Professions have worked with teams
across the Trust to develop a multi-professional vision about how we, as a Trust, embed compassion
in every element of practice. Our engagement work to date has led to the identification of key
statements and intentions as well as individual professional pledges aligned to the Six C’s. The CQC
commented on being able to see good care provision across all services as well as noting specific
examples of staff maintaining patient’s dignity and providing compassionate care.
There have been other challenges for the Trust this year, too. Serious incidents requiring
investigation are a priority for the Trust, and we have self assessed ourselves against the Mazars
report. This self assessment identified that we are meeting the requirements of the
recommendations of the report but that we have areas for development in a small number of areas.
Pages 60-61 of this Quality Account set out our reporting and governance arrangements for
processing and learning from serious incidents. This is also a specified quality improvement priority
for 2015/16, as set out on page 21 of this Quality Account.
As many of you will be aware, I joined the Trust in December 2012 and have been very impressed
with the dedication and commitment of staff to patient care and making our services better for
everyone in Manchester. I have visited services across the Trust which has helped me to gain an
understanding of what is important to our stakeholders and also helped me to consider our priorities
during 2015/16. I have worked with other members of the Trust Board to develop our plans for the
future and ensure we focus upon what is important for our patients.
My personal objective is to make sure that everyone employed by the organisation feels confident
and capable in making change and improving services. During 2016/17, our focus will be on how we
work as a team across the organisation as the Transaction process develops. Leadership will be
required at all levels to meet the challenges and changes we face together.
Feedback and patient experience data will be vital in shaping our services and we will be looking at
improving our communications with patients, families and staff to make sure everyone has a voice in
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the Trust. Your comments, suggestions and complaints will be our key tool for learning and
measuring our success. There are also several projects planned to increase the ways we will report
to you throughout the year on our Quality Account and the priorities within it.
We were delighted that our patient experience and feedback systems were again shortlisted for a
number of regional and national awards in 2015/16. This included the Patient Experience Network
National Awards, the HAELO film festival and the national Service User Awards. Our service users
and carers continue to work with us so that the Trust can learn from their experiences and
continually improve the quality of care and treatment that we provide. The majority of our service
users continue to provide positive feedback on the experience of their care. This is set out in detail
on pages 77-78 of this Quality Account.
We are pleased to report that the improved patient flow within the Trust has enabled the continued
management of our ‘out of area placements’. This has resulted in an improved patient experience
by providing local care to more people. However we have seen rising demand for our services and
this has resulted in more patients than we would have liked to have been treated out of area.
Our 2015/16 quality priorities were selected to demonstrate our confidence in continuing
improvement and our ability to be ambitious in delivering the highest quality of services. We sought
out areas that were falling short of the standards we set ourselves, and worked together to take
action to improve. We also looked at additional ways to benchmark ourselves against other
providers and challenge assumptions. This year’s Quality Account includes several examples of this,
including the section on our mandated indicators. We believe this offers additional opportunities for
our stakeholders to review our performance against a national platform and hold us to account.
As a Board, we applaud the staff for caring for patients in the way that they do. We are committed
to working with staff to improve their experience at work. We are neither complacent nor
unrealistic about the challenges staff face every day in delivering safe, sustainable and high quality
services in all areas of the Trust’s work. We know there are areas that we need to work on and we
believe any successful organisation has to constantly evolve and adapt as part of a process of
continuous improvement. This is something that we need to do together. I will also be looking to
our key partners to enable a truly systemic partnership approach in supporting staff to do – and to
be – the very best they can.
I am pleased to offer assurance that, to the best of my knowledge, the information in this document
is accurate and up to date. On behalf of the Trust Board, I hope that this document provides clear
evidence of our continued pursuit of improving quality, accountability and safety for all our
stakeholders, but most importantly, those who need and use our services.

Michele Moran
Chief Executive
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Patient Stories
Patient stories were first introduced at the beginning of 2012. They are shown at the beginning of
each Trust Board meeting, and used in a range of different ways to raise awareness around the
impact of Trust services as experienced by our service users and their families. The programme was
developed to improve compassion, dignity and respect across all of our services. The stories ensure
that Board members are directly informed of specific patient and carer experiences, including what
has worked well and what has not gone so well and, importantly, ensures that Board members are
able to appreciate the impact that these experiences have had at the time on the individual story
teller. The stories are delivered as three to four minute digital vignettes, with a voice-over from the
service user written in their own words. These stories provide a reminder that all Trust Board
discussions link directly to patient care and treatment. Two examples are listed below.
Garry’s Story – ‘Tears of joy’
Garry’s story was shown at our Trust Board in June 2015. This story describes the tragic impact that
drug abuse and severe mental health breakdown can have on both individuals and families. It also
highlights the importance of compassion and humanity and highlights that hope and eventually
recovery are still obtainable to those who with severe and enduring mental health difficulties.
Garry has a diagnosis of schizophrenia. He experienced a severe psychotic episode in the context of
heavy drug use in 1995. At this time he killed his mother and seriously injured his father.
Garry begins his story by reflecting on his childhood, which in the main was happy and full of
optimism. He then describes how he entered into adulthood and talks about a series of events that
completely changed his life. Garry’s father was involved in a serious accident around this time. He
survived this and eventually recovered. Garry describes though how his father had to learn to read,
write and walk again and highlights that this was awful for him to watch. Garry was finding it
increasingly difficult to cope with this and began experimenting with drugs as a way of dealing with
the issues.
Garry goes on to describe becoming acutely unwell. He reflects on experiencing severe delusions
about the end of the world where he believed that he was the only person who could prevent this.
He describes feeling tortured and confused to the point where his illness spiralled out of control.
This escalated over a period of around 18 months.
Garry refers in his story to his ‘most tragic moment’. He was involved in an incident with his parents
where his father was left seriously injured and his mother sadly died. Garry was incarcerated and
then spent a significant part of his life within the criminal justice system followed by a spell of
around 8 years in a high secure psychiatric hospital (Ashworth). Garry describes feeling shattered at
this point and feeling that he would never smile again.
Garry continues his story by reflecting on the start of his recovery. He talks about the different
professionals who have helped to piece his life back together again. He describes the compassion
and help he received from doctors, nurses, therapists, friends and family, all of whom have played a
vital role in helping him to gain his self esteem and self respect back, giving him a renewed hope. He
goes on to describe his life currently as his recovery continues, where his care is overseen by the
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Central West CMHT and receives valuable support from one of the Trust social workers. Garry was
transferred into trust services on 21st May 2012.
The Trust provides a range of services that provide support to people affected by drug and alcohol
addiction. 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.
The Trust matrons play a key role in monitoring the routine delivery of 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. A Multi-professional action
planning effectiveness day held in 2014 enabled 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. Revalidation workshops in 2015/16 have built on this work as nurses prepare for April
2016. There has been improved take up of clinical supervision and subsequent reflection of care that
is provided.
The Trust provides information to staff on different agencies that can offer help and support to
service users who have experienced traumatic events. This includes the ‘Mental health in
Manchester’ website which is updated regularly by the Health and Wellbeing services at Victoria
Mill, and contains lots of links to a wide spectrum of mental health and support provision in
Manchester. The My Manchester Services is the Council's web directory of services. They include a
vast array of statutory and voluntary services, and are searchable by location and issue, and also
enables staff to provide additional signposting to service users who may be trying to cope with
traumatic life events.
Trust staff continue to support Garry in a number of ways including meeting his psychological health
and alcohol and drug needs, Garry is also currently engaging in the Trust’s recovery and Connect
services. Garry is keen to become involved in volunteering activities and would eventually like to
move toward employment. Garry is also being supported to ensure that he takes care of his physical
health, and is working with Trust staff to increase his access into structured activities.
Garry is currently linking into the Trust’s service user and carer involvement activities. He now
regularly attends the Service User and Carer Forum, and has supported dignity walks, PLACE
assessments and CQC mock inspections. Garry is currently also involved in a Trust peer support
programme linked to the current CQUIN scheme.
Please click here to view Garry’s story
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Caitlin’s Story – ‘Maybe I can too’
Caitlin’s story was shown at our September 2015 Trust Board meeting. This story highlights issues
relating to childhood abuse, the onset of mental illness and the service user experience in relation to
the Trust’s urgent care and crisis services.
Caitlin has a long history of using mental health services, and in particular, urgent care and crisis
services. This has led to regular visits to A&E departments across Manchester, and also involved a
brief stay on Safire.
Caitlin begins her story by reminiscing about what was a very difficult childhood, where she was
subject to abuse. She reflects on how at a very young age she started to hear voices, describing how
frightening this was, and that she first attempted to end her life aged just 11 years old. In her story,
Caitlin describes some of her personal challenges and difficulties that are sadly part of her everyday
life. These include disassociation, substance misuse, depression, anxiety and self harm.
Caitlin goes on to describe some of her experiences of using the mental health system in
Manchester, reflecting on some of the different medications and therapies that she has tried
including Cognitive Behavioural Therapy, Cognitive Analytical Therapy and counselling. She also
emphasises how she had been repeatedly refused support from a community mental health team as
she did not meet their eligibility criteria. Caitlin also describes a waiting time in excess of two years
to enable her to access the eating disorders service.
Caitlin describes the support that she receives from her GP, who she feels always listens and
responds to her, and similarly, her psychiatrist who she sees at outpatients. She also talks about her
over reliance on voluntary agencies and help lines, but shares her view that these should not replace
the role of statutory services.
Caitlin reflects on her regular visits to accident and emergency departments at North and Central
Manchester, describing her differing experiences of these services. She also describes the help she
receives from some of the Trust’s crisis staff commenting that they treat her with empathy, dignity
and respect, but also describes how some staff can be dismissive when she contacts them. Caitlin
also describes the stigma associated with having a mental illness and feels that people should
receive the same levels of care and support that people with a physical illness can expect to receive.
Caitlin ends her story by reflecting on some of her achievements including her graduation from
university, which she feels she would not have achieved without support from mental health
services, and describes a proposed future approach to her care that she feels would be helpful.
The Trust provides a range of services and support for people who find themselves experiencing a
mental health crisis. For existing Trust service users there are a number of ways to get immediate
support both in and out of office hours. The first point of contact for most services would usually be
their Care Co-ordinator whose contact details are contained within the Care Plan. Care Plans also
contains details regarding any Crisis Plan that has been discussed and agreed, detailing what to do if
service users are feeling unwell and how to get the help they need.
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The Trust also provides a crisis line for service users who are experiencing a crisis outside of office
hours which can be reached on both weekdays and weekends including bank holidays. Crisis line
staff will make an assessment and ensure that service users receive the help they need.
The Trust's Mental Health Home Treatment Teams (MHHTTs) provide an alternative to inpatient
care by offering intensive community support. They work with service users and carers to find
solutions and prevent relapses and all individuals are treated with respect, dignity and honesty. The
aim of the service is to assertively engage with service users in crisis while minimizing the degree of
disruption to their lives and offering clear information to promote patient choice.
The Trust’s MHHTTs are available 24 hours a day for 365 days a year, providing a rapid response and
acting as a gatekeeper to Adult Mental Health inpatient services. They are a designated point of
access for emergency and urgent referrals. The teams facilitate admission to hospital when assessed
and as required and all care is delivered in accordance with Care Programme Approach (CPA)
guidelines. There are three CRHT teams providing services in Manchester. The teams are locality
based covering geographical locations in the North, Central and South parts of the city. Each team
serves a dedicated number of GP Practices.
The Swift Assessment for the Immediate Resolution of Emergencies (SAFIRE) Unit provides support
to individuals who are suffering from mental health crisis. The aim of the eight bed unit is to provide
an environment where further assessment can be carried out in order to find an alternative
inpatient admission. SAFIRE uses a predominantly nurse led approach to rapid and intensive
assessment of a service user's mental health crisis and their identified support needs, liaising closely
with mental health services, care coordinators and multi-disciplinary teams to develop and provide a
high quality service. Following assessment service users are directed to the most appropriate service
to meet their needs. This could mean admission to an inpatient ward, referral to MHHTTs or
Community Mental Health Teams. The primary aim of the SAFIRE Unit is to provide an alternative to
inpatient care.
The Trust’s complex cases service provides specialist, evidence-based, NICE compliant psychological
therapies to people with chronic, complex emotional adjustment disorders who are referred either
direct from GP's or other healthcare providers. Therapists work collaboratively with service users to
help decide on an appropriate therapy for their particular needs.
The range of evidence-based psychological therapies provided by the service include Cognitive
Analytic Therapy, Cognitive Behaviour Therapy, Eye Movement Desensitisation Reprocessing
(EMDR), Metacognitive therapy, Psychodynamic Psychotherapy, Psychodynamic Interpersonal
Therapy, Schema therapy and individual, longitudinal, case-formulation driven therapy plans. The
service also offers specialist consultation, advice and training on a range of clinical issues to local
commissioners, statutory and other providers.
The Trust’s Eating Disorders Service (EDS) is a psychological therapist led service providing city-wide
specialist adult assessment and psychological therapies to service users with eating disorders.
Services provided include:
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•
•
•
•
•
•

Assessment and diagnosis of clients referred to the service
Direct clinical work using evidence-based psychological therapies and treatment consistent
with NICE guidance
Clinical supervision/consultancy to other health professionals including in-patient work and
consultancy where appropriate
Teaching and workshops for local mental health practitioners, trainee nurses and trained
psychologists
Support for local self help groups
Liaison with other eating disorder service providers including consultancy, service
development and peer supervision

The EDS is largely based at Gaskell House, where the majority of out-patient appointments are
provided. The service is open Monday to Friday but in order to improve access to the service for
patients who cannot attend during working hours appointments are also offered in the early
morning and evening.
Caitlin still receives support from the Trust, and has now been provided with a care coordinator
following a recent re-assessment of her needs.
Please click here to view Caitlin’s story
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A Brief Look-Back and Forward
During 2015/16, the Trust has continued to deliver an extensive range of mental health, Health and
Wellbeing and prison healthcare services to approximately 13,000 people, plus the wider
constituency of public health functions for the residents of the City of Manchester.
The Trust’s service users have once again demonstrated their recognition of the quality and
responsiveness of Trust services and the professionalism, dedication and determination of staff
which is evident in our service improvements, research, and the provision of high quality services
and nominations for national awards.
The Trust has maintained high performance in the majority of the required performance targets and
standards, and where it has fallen below expectations, has implemented remedial actions to deliver
improvements.
As part of the wider system of health and social care, the Trust has continued to contribute to the
development of the citywide initiatives and in particular the strategic “Living Longer, Living Better”
integration programme for Manchester, as well as the GM Devolution agenda.
The Trust has demonstrated its effectiveness in a number of areas during the past year and is
ensuring that for the next two years, it has effective and measurable plans that will address its key
challenges for the future.
We are committed to maintaining effective relationships with all our partners, including our
commissioners, and to working alongside our Local Authority to provide high quality health and
social care services which meet the needs of our local communities. In November 2015, it was
agreed at the Trust Development Authority Board that the Trust would continue through the
‘Transaction Process’ to secure a more sustainable future for the services we provide to the people
of Manchester. The transaction process will be a key area of the Trust’s business in 2016/17.
The CCGs’ and City Council’s future commissioning intentions, as well as those of our specialist
commissioners dominated Trust corporate activity during 2015/16 and will continue into 2016/17 in
terms of new service models. Significant clinical time will also be required in order to respond fully
to these commissioning intentions for a new system of mental health services across the city.
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Part 2
Priorities for Improving Quality [1]
Performance against our 2015/16 Priorities – Summary

Progress Symbols:
Priority and Quality
Pillar
Priority 1: Improving
patient experience
through improved
staff satisfaction,
staff morale and
engagement

√ - Achieved

♦ - Partially Achieved

+ - Not Achieved

Progress

Project

Status

Committee

Seek ways to improve staff morale and
engagement, to improve the staff survey
scores achieved in 2015

Partially Achieved

Workforce and Organisational
Development Committee

♦

Implement a range of specific measures to
improve staff engagement & support

Achieved

Workforce and Organisational
Development Committee

√

Priority 2:
Organisational
improvements in
patient safety
through learning
lessons from Root
Cause Analysis

Making services safer

Achieved

Integrated Risk Management and
Clinical Governance Committee

√

Identifying thematic learning to make services
safer

Achieved

Integrated Risk Management and
Clinical Governance Committee

√

Patient Safety

Embedding learning to drive forward
improvements

Partially Achieved

Integrated Risk Management and
Clinical Governance Committee

♦

Clinical Effectiveness
and Patient
Experience

[1]

Further information providing specific details on progress against the priorities we set out in our 2015-2016 Quality Account is available on pages 57-62
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Priority 3: Ensuring
that we have the
right skills, in the
right place at the
right time

Right staff, in the right place at the right time

Achieved

Professional Nurse Forum, Quality
Board and Trust Board

√

Competent care provision

Achieved

Professional Nurse Forum, Quality
Board and Trust Board

√

Introducing a robust nurse revalidation system

Achieved

Professional Nurse Forum, Quality
Board and Trust Board

√

Clinical Effectiveness

The Quality Improvement Priorities for this year are new initiatives; therefore performance data for previous years is not available. Quality improvement is
a continuous process within the Trust and each of the above listed initiatives will continue to be delivered during 2016/17.
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Priorities for 2016/17
In developing the Trust priorities for 2016/17, we have looked at the local feedback, engagement,
reports and learning from 2015/16, as well as the national quality agenda. We have also considered
aggregation of information presented at Quality Board, feedback from Commissioners and
considerations from other stakeholders including service users and carers. The clinical strategy
action plan incorporates the multi professional vision and action plans. These plans were developed
by engaging staff and analysing major health and social care drivers. They are structured around the
6Cs. The aim of the plans is to provide a multi-disciplinary approach to align and coordinate efforts
to improve our service for our service users, carers and staff. The plans are updated
contemporaneously, monitored monthly by the Head of Professions Forum and reported quarterly
to the Integrated Risk and Governance Committee.
In determining local priorities and projects, we have undertaken a review of the governance data
and also performed consultation exercises which have included the views of the patient and the
public, stakeholders in the community and voluntary sector and staff. Throughout the year we have
spoken directly with service users and carers who have provided us with suggestions in terms of
quality areas of focus for 2016/17. These discussions have taken place during meetings of the Trust’s
Service User and Carer Forum.
You will notice that some of our ongoing quality projects were also referred to in our 2014/15
Quality Account. We believe these projects remain relevant but will also benefit from ongoing
monitoring and improvements as a result of learning in the previous year. This should encourage
staff to continuously improve and also to use learning to sustain improvements.
Our priorities are set out against the top three priorities within our Quality Improvement Strategy,
We have selected priorities that cover all of our mental health, community health and prison
services. The projects are then linked to the quality pillars to improve understanding of our aims
and identify who will be responsible for delivering improvement and reporting progress.
We have also agreed that in 2016/17 progress against at least one of our priorities and associated
indicators will be reported to our Service User and Carer Forum, which meets monthly. We believe
that this is an important demonstration of our commitment to being open and accountable,
providing a key external stakeholder group with the opportunity to monitor and challenge our
quality approaches. Details of the work relating to this will be included in our 2016/17 Quality
Account.
When selecting our projects and priorities we look at national, regional and local factors to inform
our choices. The detail of this will be more evident in documents such as our Clinical Audit
Programme for the coming year or in the work of specifically established work groups looking at
performance following any change in service.
In 2015/16 the Trust developed the Clinical Audit and Improvement section of the Trust website to
reflect commitments we made during last year’s Quality Priorities. In 2016/17, we will develop the
Quality Improvement page on our internet site to provide additional information on some of the
projects we are currently undertaking.
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2016/17 - Priority 1 – The appointment of a substantive Physical Health Lead to lead on and oversee the implementation of parity of esteem across
inpatient and community services
Quality Pillar: Clinical Effectiveness and patient experience
This priority will be led by our Chief Operating Officer/Chief Nurse
Integrating physical and mental health is described in the NHS Five year forward view and the importance of this has been further emphasised in the report
of the independent Mental health taskforce to the NHS in England. A further report by the Kings Fund – Bringing together physical and mental health – a
new frontier for integrated care supports the discussion that people require services that connect their physical and mental health.
The case for integration has evolved from the evidence that people with a severe and enduring mental illness will have a life expectance 15 – 20 years
below that of the general population largely as a result of cardiovascular disease and other physical health conditions.
The Trust recognise the importance of parity of esteem and acknowledge a number of factors have made it difficult to respond to physical health due to
institutional and cultural barriers. The Trust will appoint a Lead role to oversee the agenda within the organisation, and also contribute to Devolution
Manchester and the integration agenda.
The quality priority provides an opportunity to review all elements of physical health care we provide, this includes the policy documents, the training we
provide to our staff and our relationships with the acute Trusts and primary care.
Quality
Improvement
Project
Improve
knowledge, skills
and confidence
around physical
observations
including
neurological

Rationale for selection and expected
outcome
The care patients receive depends on staff
being competent and confident to deliver
evidence based interventions.

Target

How we will measure our success
Monitoring

The e-learning package and the
competency assessment will be
reviewed.
Inpatient nursing staff in
rehabilitation will complete an e
learning training session and have a
face to face competency

This work will be monitored by –
•
•
•

Matron team
Ward Managers
Deputy Chief Nurse

Reporting
Monthly reporting to the
Physical Health Quality
assurance group.
Quarterly reporting to
the
Integrated
Risk
Management & Clinical
Governance Committee
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observations

assessment.
An assessment will take place
regarding rolling out this training to
support workers.
The five policies which support
staff around deteriorating physical
health will all be reviewed and
amalgamated into one clear policy
and standard operating procedure.
The equipment required to
facilitate physical observations will
be standardized and available to all
clinicians.

(IRMCGC) and Quality
Board.

Improve
knowledge, skills
and confidence
around
resuscitation
with an
appreciation that
this happens
rarely in mental
health settings

Physical health emergencies are rare in
mental heaths settings therefore it is very
important that staff are trained to respond.

The training will be reviewed and
the handling of resuscitation
equipment will be added to this
training.
Scenario based training will be
developed with the acute Trusts
resuscitation team.
A resuscitation meeting will be
reestablished in the Trust.
The five policies which support
staff around deteriorating physical
health will all be reviewed and
amalgamated into one clear policy
and standard operating procedure.

This work will be monitored
initially by the Physical Health
Quality Assurance Group and
then the Resuscitation meeting.

Monthly reporting to the
Physical Health Quality
assurance group.
Quarterly reporting to
the IRMCGC and Quality
Board.

Improve
knowledge, skills

One chance to get it right – ensuring patients
who are at the end of their life are able to

Develop policy and standard
operating procedures around end

This work will be monitored by –

Monthly reporting to the
Physical Health Quality
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and confidence
around caring for
people at the end
of their life

have their needs met if they chose to die in a
mental health ward.

of life care taking into account the
five priorities described in the
Leadership Alliances document
“One chance to get it right”
Develop training for staff
emphasising compassion and
fundamental nursing care.
Develop relationship with the local
hospices.
Continue to develop and maintain
relationships with the acute Trusts
Palliative care teams.

To improve
cardio-metabolic
assessment of all
our patients
using the Lester
tool

The national CQUIN requires all patients
admitted to mental health Trust have an
assessment of their cardio-metabolic health,
this also includes patients who are in the
community but are receiving care from a
mental health Trust under the Care Planning
Approach.

Establish the Lester tool and the
information to support staff to
complete the assessment into a
policy document.
Train staff in the assessment and
the correct documentation in the
electronic patient record.
Ensure staff have the correct
equipment available.

•
•
•

Matron team
Ward Managers
Deputy Chief Nurse

This work will be monitored by –
•
•
•
•

Matron team
Community Matron
Ward Managers
Deputy Chief Nurse

assurance group.
Quarterly reporting to
the IRMCGC and Quality
Board.

Monthly reporting to the
Physical Health Quality
assurance group.
Quarterly reporting to
the IRMCGC and Quality
Board.

26

2016/17 - Priority 2 – The completion of the workforce review to ensure best use of skills and resources to support every service user in receiving care
which is safe, effective and a positive experience
Quality Pillar: Patient Safety and Regulation
This priority will be led by our Chief Operating Officer/Chief Nurse
Revalidation will help nurses to demonstrate that they practise safely and effectively. The new process replaces the current Prep requirements and nurses
will have to revalidate every three years when they renew their place on the register.
Revalidation builds on existing renewal requirements by introducing new elements which encourage nurses to reflect on the role of the Code in their
practice and demonstrate that they are ‘living’ the standards set out within it. Revalidation will help to encourage a culture of sharing, reflection and
improvement amongst nurses and will be a continuous process that nurses will have to engage throughout their career. It will allow nurses to demonstrate
that they practise safely and effectively, strengthening public confidence in the nursing profession.
The workforce plan details a number of staffing re-design initiatives, which were devised to identify and outline alternative configurations to support
services to deliver effective services within the remit of commissioning specifications, as well as create opportunities for staff development into new or
revised roles and improve staff experience, whilst also helping to deliver Trust efficiencies.
Seeking external funding to support the implementation of agreed initiatives will help to pilot possible options and/or invest in required roles and focus
areas which are currently not provided within service staffing provision.
Quality
Improvement
Project
To implement
and maintain the
processes
required to
support
successful nursing
revalidation for
all nursing staff
from April 2016

Rationale for selection and expected outcome
Target

How we will measure our success
Monitoring

Revalidation will help nurses to demonstrate that they practise
safely and effectively. The new process replaces the current
Prep requirements and from April 2016, nurses will have to
revalidate every three years when they renew their place on
the register.

The establishment of revalidation
steering group.

The Trust policy for revalidation will support nurses to
prepare in advance through existing supervision and

To increase the number of
revalidation champions.

Ensure compliance with
revalidation policy.

Revalidation
compliance will be
monitored at the
Trusts’ Quality Board.

Reporting
Reporting will take
place at meetings
of the Integrated
Risk Management
and
Clinical
Governance
Committee and the
Trust
Quality
Board.

27

appraisal processes.

Training workshops for Nurses
and Confirmers have been
planned and dates set. Nurses,
and their Confirmers due to
revalidate between April to June
2016 offered priority attendance.
Effectiveness day planned with
focus on revalidation.

To undertake
clinical workforce
review and
implement
subsequent
changes to
working practices

Developing staffing to further meet the needs of services will
improve staff experience through the creation of opportunities
including new roles as well as help to deliver Trust efficiencies.

Escalation process developed to
highlight any issues preventing
revalidation.
The Workforce Plan and the work
of a task and finish ‘alternative
models of care’ meeting has
identified a number of initiatives
to progress within the
parameters of the procurement
process. These include:
The identification of and
application for external funding
and resources, to support the
development of existing and new
roles and identify required
resources to improve delivery.
Where successful in relation to
the above, the piloting/
implementation of new roles.
The development and revision of
job descriptions for support staff
in bands 1-4.
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2016/17 - Priority 3 – To deliver a programme of quality improvement initiatives with robust local monitoring in order to ensure a safe, high quality and
effective experience for service users and their families.
Quality Pillar: Clinical Effectiveness, Safety and Patient Experience
This priority will be led by our Chief Operating Officer/Chief Nurse
Quality improvement is a key driver within both the Trust’s annual business plan, and its Quality Improvement strategy. Providing high quality care and
improving the experience of our service users and carers is increasingly becoming a more important aspect of what we do. The Trust recognises that quality
has a different meaning to all our stakeholders and the Department of Health defines quality as care that is ‘clinically effective, personal and safe’.
We believe that this definition underpins all our services. Our Quality Improvement strategy offers us an opportunity to expand on each area of quality in
the Trust the overarching message to staff will be to keep it simple, know what you have to do and do it. Often when we talk about quality it becomes a
complex issue but we believe it should be uncomplicated for staff and stakeholders to seek quality in all that we do.
We also believe quality is outcome based and can only be measured by seeking knowledge on outcomes for those accessing our services. This means as an
organisation we have to understand the full journey and look beyond systems and processes to measure our success in delivering high-quality care. By
adopting this approach to quality we begin to provide more opportunities for people to be in control of their own health and wellbeing. We want to
encourage our staff to work with people to seek their views on what really matters to them rather than a ‘top-down’ quality improvement agenda that is
directive and doesn’t evolve with our services and the population.
This Trust Quality Improvement strategy provides us with a framework for monitoring and seeking to improve quality. As the NHS moves through its reform
agenda we see several initiatives being introduced with a focus on driving the quality improvement agenda. Elements of these initiatives have been
incorporated into our quality improvement plans for the year ahead. We will continue to use the four pillars identified in our first Quality Improvement
strategy; Regulation, Patient Safety, Patient Experience and Clinical Effectiveness as the foundation for our local quality improvement agenda. The annual
Quality Account will be the main route for the Trust and stakeholders to monitor the progress of this strategy although other work such as our
Commissioning for Quality and Innovation targets, Quality Requirements of our commissioning contract and progress against the Quality, Innovation,
Productivity and Prevention (QIPP) work will also be reviewed throughout the year.
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Quality
Improvement
Project
Establishment of
local, regional
and national
quality
improvement
activities

Rationale for selection and expected outcome
Target
The Commissioning for Quality and Innovation (CQUINs)
payments framework encourages care providers to share and
continually improve how care is delivered and to achieve
transparency and overall improvement in healthcare. For
service users and their families this means better experience,
involvement and outcomes.

How we will measure our success
Monitoring

The development and delivery
of a series of local, regional
and national quality and
innovation projects, agreed in
partnership with
commissioners

CQUIN activity will be
monitored at the Trusts’
Quality Board

Reporting will take
place at meetings of
the Trust Quality
Board, and via the
Citywide
Commissioning and
Quality Performance
and Quality Board

To develop and deliver an
annual quality requirements
programme in partnership
with local commissioners.

Overall monitoring will
take place at meetings of
the Trust Quality Board

Reporting will take
place as follows:
• Operational
Performance
and
management
Committee
• Quality Board
• Citywide
Commissioning
and Quality
Performance
and Quality
Board

Successful delivery of the CQUIN scheme will ensure a safe,
positive and high quality experience and will support the
recovery of our service users
Delivery of a
range of
operational and
quality
requirements

The development of quality requirements ensure that a quality
focus is maintained in the day to day delivery of Trust services
across our contracted activity.
Quality requirements will be applied across all of the Trust’s
current contracted activity, including adult mental health, later
life mental health, in-reach prison mental health, prison health,
health and wellbeing and Perinatal mental health services

Reporting

To deliver regional quality
requirements in line with NHS
England aspirations for
Greater Manchester
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Delivery of a
robust
programme of
audit relating to
quality
improvement

Clinical audit is a quality improvement process that seeks to
improve patient care and outcomes through systematic review
of care against explicit criteria and the implementation of
change.
The clinical audit forward plan for 2016/17 is ambitious and
robust, it reflects feedback received from service users, carers
and other stakeholders including the CQC. Clinical audit activity
will support the delivery of our quality improvement strategy.

Successful delivery of the
2016/17 clinical audit forward
plan.
The plan should contain at
least one audit specifically
identified, supported and
delivered by service users and
carers

Overall monitoring will
take place at meetings of
the Trust Quality Board

Reporting will take
place as follows:
• Patient
Experience
Committee
• Service User and
Carer Forum
• Quality Board
• Citywide
Commissioning
and Quality
Performance
and Quality
Board
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Part 2 (B)
Statement of Assurance from the Trust Board
2015/16 Audit / Research / Data Quality Information

During 2015/16, Manchester Mental Health and Social Care Trust provided and/or sub-contracted
six relevant health services. Manchester Mental Health and Social Care Trust has reviewed all
available data on the quality of care in all six of these relevant health services.
The income generated by the relevant health services reviewed in 2015/16 represents 100% of the
total income generated from the provision of relevant health services by Manchester Mental Health
and Social Care Trust for 2015/16. The relevant health services provided by the Trust are in the
following six areas:
•
•
•
•
•
•

Adult Mental Health
Later Life Mental Health
In-Reach Prison Mental Health
Prison Health
Health and Wellbeing services
Perinatal Mental Health

The Trust sub-contracted two services during 2015/16; Manchester MIND for staff to our Assertive
Outreach Service and Lifeline for our Substance Misuse Service. The Trust has reviewed all the data
available to it on the quality of care in all relevant health services. This includes the three
dimensions of quality: patient safety; clinical effectiveness; and patient experience. Reports relating
to these areas are considered monthly by our Quality Board.
National Clinical Audits and National Confidential Enquiries
National Clinical Audits
During 2015/16, there were four national clinical audits and one national confidential enquiry that
covered the relevant health services that Manchester Mental Health and Social Care Trust provides.
The national clinical audits and national confidential enquiries that Manchester Mental Health and
Social Care Trust was eligible to participate in are as follows;
•
•
•
•
•

POMH Topic 13b - Prescribing for ADHD in children, adolescents and adults
POMH Topic 15a - Prescribing for Bipolar Disorder (Valproate)
POMH Topic 14b -Prescribing for Substance Misuse: Alcohol detoxification
CQUIN - N24a Cardio Metabolic Assessment and Treatment for Patients with Psychoses
NCEPOD – Young People’s Mental Health Study

During 2015/16 Manchester Mental Health and Social Care Trust participated in 100% of national
clinical audits and 0% of national confidential enquiries which it was eligible to participate in.
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Manchester Mental Health and Social Care Trust did not participate in the NCEPOD Young People’s
Mental Health Study as there is a Greater Manchester CQUIN in development for 2016/17 that will
report specifically on young people aged 16 to 18 who present at A & E departments. This CQUIN
will continue the partnership working between Mental Health Trusts, Acute and Community Trusts,
Greater Manchester Policy, North West Ambulance Service and the Fire Service to deliver improved
outcomes for patients. During 2016/17 the CQUIN sets out to engage with CAMHS Services across
Greater Manchester and capture the key issues that will be shared with the partnership
organisations.
The national clinical audits and national confidential enquiries that Manchester Mental Health and
Social Care Trust participated in, and for which data collection was completed during 2015/16, are
listed below alongside the number of cases submitted to each audit or enquiry as a percentage of
the number of registered cases required by the terms of that audit or enquiry.
Name of Audit / Inquiry
POMH Topic 13b - Prescribing
for ADHD in children,
adolescents and adults
POMH Topic 15a - Prescribing
for Bipolar Disorder
(Valproate)
POMH Topic 14b -Prescribing
for Substance Misuse: Alcohol
detoxification
CQUIN - N24a Cardio
Metabolic Assessment and
Treatment for Patients with
Psychoses

Number of
Cases
43

% of National
Cases Submitted
0.7%

Reported to

102

1.5%

Royal College of Psychiatry

Submission to
be confirmed

Report due June
2016

Royal College of Psychiatry

100

Results due April
2016

Royal College of Psychiatry

Royal College of Psychiatry

The report of one national clinical audit was reviewed by the provider in 2015/16 and Manchester
Mental Health and Social Care Trust intends to take the following actions to improve the quality of
healthcare provided:
Name of Audit/enquiry
POMH Topic 13b –
Prescribing for ADHD in
children, adolescents
and adults

Published
Date
October
2015

Improvement Actions

Monitored by

Baseline tests are higher than the
national sub-sample, with the exception
of assessing cardiovascular risk and
substance misuse.

Medicines
Management
Committee,
Integrated Risk
Management &
The clinic is reviewing the results and Clinical
their systems and recently appointed a Governance
Committee and
non-medical prescribing nurse.
Quality Board
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The report of the National CQUIN N24a Cardio Metabolic Assessment and Treatment for Patients
with Psychoses is awaiting publication. On receipt of the published report the Trust will review the
results and carry out any required actions.

During 2015/16, 17 primary audits were selected to be completed for the Clinical Audit Programme
(CAP). This required the completion of 32 individual clinical audit reports in total as some projects
were audited on a quarterly basis.
During 2015/16, 1 audit report was withdrawn. Where a report was withdrawn, a clear rationale was
provided by the audit lead with mitigating circumstances fully explained. A total of 52 audit reports
are detailed with assurance and actions in the Summary Report of Audit Projects (Appendix E).
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The reports of the 20 local clinical audits were reviewed by the provider in 2015/16 and Manchester
Mental Health and Social Care Trust intends to take the following actions to improve the quality of
healthcare provided:
•
•
•
•
•
•
•
•
•

•
•
•

•
•
•

To ensure that the Clinical Audit and Quality Coordinator within the quality and governance
team provide support and assistance to all staff involved in the clinical audit programme.
To ensure appropriate and robust administrative support is in place to facilitate the delivery
of the Clinical Audit Programme for 2016/17.
To focus on quality assurance by the introduction of internal quality assurance processes for
clinical audit.
To continue to review and improve clinical audit training, with a specific focus on Healthcare
Quality Improvement Partnership (HQIP) training sessions to ensure best practice.
To continue to attend and support HQIP events and Regional Audit meetings to encourage
best practice and where possible collaborative working.
To continue to redesign the audit training programme specifically in place for our clinicians
so that it reflects best practice and meets personal development criteria.
To deliver bespoke training audits for individual teams and services where this has been
identified as a learning and development need.
To further develop our systems to ensure learning from clinical audit is shared and
disseminated appropriately.
To establish a clinical audit presence at corporate induction so that new members of staff
are fully aware of the important role of clinical audit in improving quality and patient
experience.
To continue to provide an introduction on Trust audit processes and contacts to trainee
doctors starting a new training rotation at the Trust.
To continue to liaise with junior doctor audit leads to organise project presentations at the
end of training rotations, to initiate feedback from their peers and share good audit practice.
To continue with the ongoing development of a clinical audit training resource area on the
staff intranet site and external links (HQIP etc) regularly updated to improve access to
information.
To ensure that the ‘limited assurance’ list of the previous year’s audits is provided to Junior
Doctors as suggestions for re-audit to encourage and influence topic choice.
To work more closely with the divisions to ensure robust communication of audit results and
an increased involvement and ownership of the management of action plans.
To work to increase the levels of service user and carer involvement in the development and
delivery of our annual Clinical Audit Programme.

A detailed list of audits including the level of assurance and any improvement actions identified for
individual audits can be found in Appendix E of this document.
High assurance was received for medicines management following internal audit report.
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Clinical Research
Manchester Mental Health and Social Care Trust recruited 723 people to participate in our research.
The Research and Innovation Department currently hosts 9 major grants from the National Institute
for Health Research (NIHR), totalling £6 million: 2 programme grants, 5 research for patient benefit
grants, 1 Health Technology Assessment grant and 1 health services delivery grant. The Trust has
also had 116 active studies in 2015/16, of which 69 were NIHR portfolio studies. We have continued
our role of sponsor in two clinical trials, supported by the new in-house Research Pharmacy Unit plus
we are also providing support for other trusts in the Greater Manchester area. Clinicians and
academics associated with the Trust have published 170 academic journal articles.
Achievements in clinical impact this year have included;
• A lay member of the recently completed NIHR CHOICE study and Manchester ‘diabetes
champion’ John Howe received an MBE for services health in his local community.
• Prof Kathryn Abel is the new national clinical lead for the NIHR GM-Clinical research Network
dementias and neurodegeneration (DeNDRoN), mental health and neurological disorders.
• Our region's mental health researchers under the banner of “MHresearchMCR” were
shortlisted for the HSJ Awards 2015.
• The NIHR PARADES psycho education intervention has been rolled out in Manchester and
the East Midlands.
• The NIHR PROSPER study showed that CBT for suicide prevention in prison is feasible.
• The Trust exceeded its NIHR patient recruitment targets.
• The Trust is to host two new commercial clinical trials in dementia research.
• Joint appointment pharmacist with Manchester University to lead mental health medicines
safety programme research and quality improvement.
Trust staff who have contributed to guidelines:
• Damien Longson, Research & Innovation Director: Coeliac disease - updated NICE guidance.
• Damien Longson, Research & Innovation Director: Irritable bowel syndrome: updated NICE
guidance.
• Ian Anderson, Clinical Psychologist: Treating depressive disorders with antidepressants:
British Association for Psychopharmacology guidelines.
• Alistair Burns, Honorary Consultant Old Age Psychiatrist: Pharmacological treatment of
dementias in primary care - World Federation of Societies of Biological Psychiatry guidelines
• Alistair Burns, Honorary Consultant Old Age Psychiatrist: Antipsychotic drug use for
dementia in care homes. Bridging the gap between scientific evidence and clinical practice
• Gillian Haddock, Professor of Clinical Psychology: Psychological interventions for
schizophrenia.
• Gillian Haddock, Professor of Clinical Psychology: The Optimization of Treatment and
Management of Schizophrenia in Europe (OPTiMiSE) Trial - Switching Antipsychotics.
Commissioning for Quality and Innovation (CQUIN) payment framework
A proportion of Manchester Mental Health and Social Care Trust’s income in 2015/16 was
conditional upon achieving quality improvement and innovation goals agreed between Manchester
Mental Health and Social Care Trust and any person or body they entered into a contract, agreement
or arrangement with for the provision of relevant health services, through the Commissioning for
Quality and Innovation payment framework. Further details of the agreed goals for 2015/16 and for
the following 12 month period are available in appendix C of this Quality Account, or online: Please
click here to access CQUIN goals
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Working with the Manchester CCGs and the Specialised Commissioning Team, the Trust agrees a
target for improvement that is broken down into four quarterly milestones. Progress is then
reported back to Commissioners at our Quality Monitoring meetings. In 2015/16, 2.5% of the
Trust’s income was dependent on achieving our CQUIN targets. The remaining 97.5% of the Trusts
income is subject to our contracts with Commissioners. Further details of the agreed goals for
2015/16 and for the following 12-month period are available in Appendix C of this document and
electronically on our website.
Care Quality Commission - Registration Status
Manchester Mental Health and Social Care Trust are required to register with the Care Quality
Commission (CQC) and its current registration status is registered without conditions. In March 2015
the Chief Inspector of Hospitals visited the Trust. The CQC published their report in September 2015
following a quality summit to discuss the CQC’s findings. The full report was published on the Trust’s
website, as well as patients and the public being notified of the CQC rating by the displaying of
posters at every Trust location. Please access the CQC report by clicking here
The CQC rated the Trust as ‘Requires Improvement’, and the CQC also rated that care was ’Good’
throughout the organisation. In accordance with the NHS England guidance a copy of the
Manchester Mental Health and Social Care Trust CQC ratings grid are available in Appendix D of this
document. The Trust’s CQC action plan was compiled with key stakeholders to respond to the CQC
report, and this action plan was submitted to the CQC in October in line with the CQC timeframe for
response. A Task and Finish Group has overseen the implementation of the action plan, and has
reported through to the Executive Team and Quality Board. Trust Board have also received monthly
progress reports. The Trust has also reported progress against its CQC action plan to its Public Board
meeting and these reports are available on the Trust website.
The Care Quality Commission has not taken any enforcement action and has not required the Trust
to participate in any special reviews or investigations during 2015/16.
FOCUS ON: Care Quality Commission Compliance Visits
A full CQC inspection of all Trust services took place in March 2015. The outcome report following
this inspection process was published by the CQC in October 2015. You can visit the CQC website
area for the Trust by clicking here.
Manchester Academic Health Science Centre (MAHSC)
Greater Manchester is the only area north of Cambridge to be designated as an Academic Health
Science Centre (AHSC) by the Department of Health. AHSC status is a quality stamp that marks
Manchester Academic Health Science Centre (MAHSC) out as an internationally recognised hub of
excellence in research, innovation, education and healthcare delivery.
Designation as an Academic Health Science Centre is a mark of recognition that Manchester is a
leading international centre of excellence in education, research, healthcare, industry collaboration
and – crucially – the translation of cutting edge developments in science into the care that our
patients receive. MAHSC is a partnership between The University of Manchester and six Greater
Manchester NHS healthcare providers – including this Trust - with world-class academics and
researchers from the University of Manchester.
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We share a common goal of giving patients and clinicians rapid access to the latest research
discoveries, and improving the quality and effectiveness of patient care. MAHSC exists to help
researchers, clinicians and the healthcare industry bring the latest scientific discoveries to bear on
the treatment that we offer to our service users. This is important because Greater Manchester has
some of the poorest health outcomes in the UK.
MMHSCT is proud to be involved in the MAHSC partnership. We are one of the most research active
trusts in the country and have one of the highest levels of recruitment to clinical trials for mental
health in the country.
Examples of quality improvement projects linked to MAHSC and run by HAELO include increasing
access to ECGs and implementing a new system learning from prescribing.
Data Quality and Information Governance
The Trust recognises the importance of accurate and timely information to support the delivery of
safe and efficient patient care and the management and monitoring of its services. Demographic and
clinical data must be accurately recorded to defined standards to provide a sound basis for clinical
decision-making, to reduce risk and to be used for statistical analysis at local and national level. We
are working with our services to review our data systems and are continuously seeking to improve
data quality. As part of our work, Informatics staff regularly undertakes data-cleansing exercises and
meet with staff across the Trust to present the data we hold about our patients and services.
Manchester Mental Health and Social Care Trust submitted records during 2015/16 to the Secondary
Uses Service (SUS) for inclusion in the Hospital Episode Statistics which are included in the latest
published SUS Data Quality Dashboard data from the HSCIC. The percentage of records in the
published data (April 2015 to December 2015):



Which included the patient’s valid NHS Number was:
97.8% for Inpatient Care
100% for Outpatient Care




Which included the patient’s valid General Medical Practice Code was:
99.7% for Inpatient Care
99.8% for Outpatient Care

The Data Quality Dashboard also includes a Data Validity Summary figure which is an average validity
score for all of the data items included in the Dashboard. For the same period the Trust’s Data
Validity Summary score was 98.8% which is higher than the national average of 96.2%.
Manchester Mental Health and Social Care were not subject to the Payment by Results clinical
coding audit during the reporting period by the Audit Commission.
Manchester Mental Health and Social Care Trust monitors and improves data quality through two
groups:
•

The monthly Information and Data Quality Group ensures that appropriate mechanisms are
in place to meet all local and national information requirements, develops and supports the
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implementation of all strategies, policies and protocols relating to data quality and ensures
that appropriate reporting processes are in place to monitor and improve data quality where
problems are identified.
•

The monthly Operational Management & Performance Committee discusses specific data
quality issues with clinical and operational staff, provides feedback where required and
ensures that significant data quality issues which affect Trust performance are addressed
and resolved quickly.

Information Governance Toolkit
Manchester Mental Health & Social Care Trust’s Information Governance Assessment Report overall
score for 2015/16 was 72% and was graded green, meaning ‘satisfactory’.
Initiative

2014/15 Assessment

2015/16 Assessment

Clinical Information Assurance
Confidentiality and Data Protection Assurance
Corporate Information Assurance
Information Governance Management
Information Security Assurance
Secondary Use Assurance
Trust Overall Score

Satisfactory
Satisfactory
Satisfactory
Satisfactory
Satisfactory
Satisfactory
74%

Satisfactory
Satisfactory
Satisfactory
Satisfactory
Satisfactory
Satisfactory
72%

Toolkit Grade Key
Not Satisfactory

Not evidenced Attainment Level 2 or above on all requirements

Satisfactory with
Improvement Plan

Not evidenced Attainment Level 2 or above on all requirements
but improvement actions provided

Satisfactory

Evidenced Attainment Level 2 or above on all requirements

Mandated Quality Indicators
From 2012-13, NHS providers have been required to include performance information against a
range of quality indicators. These indicators have been selected against the NHS Outcomes
Framework and the 5 domains within that Framework. We welcome this requirement, as it
increases the opportunity for benchmarking, but also provides our stakeholders with a clearer
understanding of our quality performance in a national context. There is some cross-over with
information we routinely provide in the Quality Account, including the performance data above, but
this area offers additional information on our performance against other Trusts and improvement
actions. The mandated quality indicators for inclusion in the 2015/16 quality account include:
•
•
•
•
•
•
•

CPA 7 Day Follow Up
Gatekeeping
Readmission within 28 days
Staff Satisfaction
Patient Experience of Contact with Workers
Patient Safety Incidents - Reporting
Patient Safety Incidents – Severity
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Mental Health Trusts National Performance Data
All NHS mental health and learning disability Trusts are required to meet national performance
indicators. The table below illustrates the performance against those indicators for the year so far.
The table below sets out performance during 2015/16 calculated from the Trust’s own data systems.
Item

2012/13

2013/14

2014/15

2015/16

CPA 7 Day Follow-Up*
CPA Review Within 12 Months*
Delayed Transfers Of Care*

98.7%
95.6%
2.5%

CRHT Gate keeping*
Meeting commitment to serve new
psychosis cases by early intervention
teams
Data Completeness: Identifiers**
Data Completeness: Outcomes**
Access To Healthcare: Learning
****Disabilities
Readmission within 28 days (aged 16
or over)*
Readmission within 28 day (aged 015)***

96.9%
95.0%
3.6%

97.2%
95.9%
4.1%

97.3%
95.9%
7.5%

>= 95%
>= 95%
<= 7.5%

98.2%

97.2%

96.1%

98.7%

>= 95%

N/A

N/A

N/A

N/A

N/A

99.6%
88.1%

99.7%
73.0%

99.7%
80.6%

99.7%
82.4%

>= 97%
>= 50%

98.7%

96.2%

97.3%

N/A

N/A

N/A

10.2%

12.7%

8.3%

N/A

N/A

N/A

N/A

N/A

Threshold

N/A

* The 2015/16 figure is the position up to and including Month 10 data
** The 2015/16 figure is the position up to and including Month 9 data
***The Trust does not provide services to people aged 0-15
****The Trust has not collected data in relation to this item during 2015/16
this specifies the indicators that were subject to an additional assurance check as part of the
external assurance opinion.
Mandated Quality Indicators
For the 2015/16 Quality Account, all NHS providers are required to include performance information
against the above range of core quality account indicators derived from the NHS Outcomes
Framework. We have provided up to date performance figures for all of the relevant indicators, plus
some additional supporting narrative where appropriate. The information that follows has been
prepared in line with national guidance. Where any additional local criteria is applied this is referred
to in the individual quality indicator sections as appropriate.
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Quality Indicator 1 – CPA 7 Day Follow Up
Percentage of patients on Care Programme Approach who were followed up within 7 days after
discharge from psychiatric in-patient care
Manchester Mental Health and Social Care Trust consider that this data is as described for the
following reasons: this data is regularly monitored and reported to the Trust Board within the
monthly Integrated Performance Report.
The Trust applies the following additional, local criteria:
•
•

The indicator excludes patients transferred to a Non-NHS psychiatric inpatient ward when
discharged from inpatient care.
The indicator excludes patients who leave the country on discharge, regardless of whether
they have been removed as a result of legal proceedings.

The position for the year end 2015/16 is 97.7%, which is an increase of 0.4% compared to last year’s
figure of 97.3% and continues to be above the national target of 95%.
Manchester Mental Health and Social Care Trust has undertaken further work to continuously
improve performance in following up discharged patients in a timely manner, and so improve the
quality and safety of its to patients. Discharge CPA meetings and/or discharge ward rounds are
required to identify and record a named practitioner to undertake the follow up. All ward and
community team managers receive a daily report tabulating recent discharges requiring a follow up,
and identified responsible practitioners and their managers receive a targeted email in addition to
ensure a plan is in place to conduct the follow up. An alert system is in place to warn service
managers if follow up has not been completed by day four of seven, to enable proactive managerial
input to resolve any barriers to completing the follow up.
This quality indicator is performance managed at the monthly Operational Management and
Performance Committee meeting. This is chaired by our Director of Operations and attended by
Directors and senior managers to monitor the Trust’s achievement against national performance
measures.
In order to benchmark the Trust’s performance against other providers, the following chart
highlights the Trust score and compares it to the minimum and maximum Trust scores across
England and to the all England score.
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Quality Indicator 2 – Gatekeeping
Percentage of admissions to acute wards for which the Crisis Resolution Home Treatment Team
acted as a gatekeeper during the reporting period
Manchester Mental Health and Social Care Trust consider that this data is as described for the
following reasons: this data is regularly monitored and reported to the Trust Board within the
monthly Integrated Performance Report.
The Trust applies the following additional, local criteria:
•

Patients transferred from Non-NHS hospitals for psychiatric treatment are excluded from
the indicator.

The position for the year end 2015/16 is 98.9%, which is an increase of 2.8% compared to last year’s
figure of 96.1% and continues to be above the national target of 95%.
The main reason for any cases where gatekeeping is not being carried out prior to admission to the
Trust’s acute admission wards or Psychiatric Intensive Care Units (PICUs) is Approved Mental Health
Professional’s (AMHP) not making contact with the Gate keeping team prior to or following a Mental
Health Act Assessment. The Urgent Care Team continues to work closely with the AMHP Team to
continue to improve performance in this area.
In order to benchmark the Trust’s performance against other providers, the following chart
highlights the Trust score and compares it to the minimum and maximum Trust scores across
England and to the all England score.
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Quality Indicator 3 – Readmission within 28 Days
Percentage of patients aged— (i) 0 to 15; and (ii) 16 or over, readmitted to a hospital which forms
part of the trust within 28 days of being discharged from a hospital
Data from the June and July 2014 Mental Health Minimum Data Set (MHMDS) reports suggests that
9.5% of patients discharged in England were subsequently readmitted within 30 days as
emergencies. This is something that is closely monitored by Trust performance reports and through
the Operational Management and Performance Committee within Manchester Mental Health and
Social Care Trust.
The data below demonstrates that we have been below the national average for readmissions since
the commencement of the financial year. Cumulatively up to November 2015 for this financial year
the readmission to inpatient services is 6.6%.
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The Trust has continued to embed the processes and developments from 2014/15 to ensure robust
gate-keeping is in place for all admissions to inpatient services 24/7. The process of reviewing all
readmissions has been embedded to ensure, that where this does occur, we are able to learn from
the readmission and ensure that effective plans are in place to prevent this occurring wherever
possible and that there is appropriate access to home based treatment as an alternative to hospital
admission.
Quality Indicator 4 – Staff Satisfaction
Percentage of staff employed by, or under contract to, the Trust during the reporting period who
would recommend the Trust as a provider of care to their family or friends
Manchester Mental Health and Social Care Trust consider that this data is as described for the
following reasons: This information is obtained directly from the Staff Survey as reported by the
Care Quality Commission.
The NHS staff survey is undertaken on an annual basis and the questions contained within are set by
NHS England. The question asked is ‘I would be happy with the standard of care provided by this
organisation’. The Staff Friends and Family Test, launched in April 2014 asks the question ‘how likely
are you to recommend this organisation to friends and family if they need care or treatment’.
The 2015 Staff Survey results show that 43% of staff were happy with the standard of care provided
by the Trust. This is the same as the 2014 survey and a decrease of 1.8% in comparison with 2013.
The historical results for 2013, 2014 and 2015 are highlighted in the graph below:
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Staff Friends and Family Test – 2015 Quarter 2 Results
How likely are you to recommend Manchester Mental
Health & Social Care NHS Trust to friends and family if
they needed
care or treatment?

How likely are you to recommend Manchester
Mental Health & Social Care NHS Trust to friends
and family as
a place to work?

131 members of staff responded. Over half of the staff who responded stated that they were likely
or extremely likely to recommend the Trust for care and treatment.
Many stated that staff work hard and are committed to patient care, working above and beyond
with compassion to meet the needs of patients. Just under a quarter of staff who responded stated
that they were unlikely or extremely unlikely to recommend the Trust for care and treatment. The
remaining 28% of staff said they were neither likely or unlikely to recommend, didn’t know or didn’t
give an answer.
Views were evenly matched - 36% of staff who responded stated that they were likely or extremely
likely to recommend the Trust as a place to work. Staff felt that the Trust was a friendly place to
work, with staff working hard as a team to provide the best service they could with the resources
available. 36% of staff who responded stated that they were unlikely or extremely unlikely to
recommend the Trust as a place to work. This was mainly due to the level of uncertainity faced by
the Trust and a feeling of low morale and lack of resources. The remaining 28% of staff said they
were neither likely or unlikely to recommend, didn’t know or didn’t give an answer.
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The 2015 staff survey results show 15.6% of staff who responded had experienced harassment,
bullying or abuse from managers in the last 12 months and 20% of staff had experienced
harrassment, bullying or abuse from other staff in the last 12 months.
Over half of staff who responded, 53.4%, believed that the organisation provides equal
opportunities for career progression or promotion.
All of the staff comments provided in the free text boxes have been shared with the Division /
Directorate managers to review and identify any areas for improvement. Staff are reassured that
comments are confidential and respondents cannot be identified.
As it is a requirement to undertake the Staff Friends and Family test, the Trust will be again
contacting staff (via Picker) in early 2016. We will again be sending postcards for responses to those
areas who have difficulty accessing the emailed questionnaire.
Therefore whilst the Staff Survey response demonstrates a decrease in staff satisfaction in terms of
recommendation of the Trust as a provider of care to their families or friends, the staff friends and
family response shows a slightly improved position.
The following questions taken from the Staff Survey, feed into the Key Finding ‘Staff
recommendation of the Trust as a place to work or receive treatment’. The percentages for Q21a –
Q12d are created by combining the responses for those who “Agree” and “Strongly Agree”
compared to the total number of staff that responded to the question. This demonstrates a
maintenance of score in 2 questions and a slight reduction in comparison with last year for the
remaining 2 questions.
Ref.

Question

Q21a

"Care of patients / service users is my organisation's top
priority"
"My organisation acts on concerns raised by patients /
service users"
"I would recommend my organisation as a place to work"

Q21b
Q21c
Q21d
KF1.

"If a friend or relative needed treatment, I would be happy
with the standard of care provided by this organisation"
Staff recommendation of the trust as a place to work or
receive treatment (Q21a, 21c-d)

Trust Score
in 2014

Trust Score
In 2015

52

52

59

58

40
43

36
43

3.18

3.11

Manchester Mental Health and Social Care Trust intend to take the following actions to improve this
score:
• Active work on CQC recommendations to make improvements where these were identified.
• Alternative ways of working group created to examine creation of career pathways, more
effective working and providing clinical leadership.
• Employee Well-Being project communicating with staff on understanding emotional impact
of change, working in mental health services and so on. Emotional resilience information
pack, asking staff for their view on what would improve their well being and job satisfaction.
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•

•
•

•
•

•
•
•
•
•

The 2015/16 Staff Friends and Family Test will be continued in Q4 in February 2016. Delivery
of this project will result in the Trust being able to test levels of staff morale and satisfaction
throughout the Trust on a quarterly basis.
The Trust will analyse and contextualise the results from the annual staff survey.
We will continue to analyse and action plan against the 2015 staff survey outcomes, with
identified delivery outcomes to ensure improvements are delivered as identified by the
results. This will include appropriate development and implementation of a system to
support ongoing staff FFT requirements.
We will continue to value and develop our staff so that the Trust is an employer of choice for
caring, compassionate and committed professionals.
We will ensure that regulatory and professional compliance to deliver quality service
provision which focuses on safety, reducing harm and enabling a positive experience whilst
in the Trust’s care or employment is maintained and exceeded where possible.
We have developed and implemented revised appraisal systems and processes and these
will continue to be evaluated.
We will develop systems and processes to engage and communicate with people both to
share information and seek involvement in decision making.
We will continue to incorporate outputs from the Staff Survey, Staff FFT and Listening in
Action (LiA) Programme into an overarching action plan.
We will continue with the roll out of the e-rostering system to support appropriate use and
deployment of staffing resources and compliance with safe staffing requirements.
The work of the transaction board will oversee communications with staff during 2016/17 to
support staff morale.

Quality Indicator 5 – Patient Experience of Contact with Workers
Patient experience of community mental health services indicator score with regard to a patient’s
experience of contact with a health or social care worker
Manchester Mental Health and Social Care Trust consider that this data is as described for the
following reasons: This information is obtained directly from the Patient Survey as reported by the
Care Quality Commission.
Manchester Mental Health and Social Care Trust intend to take the following actions to improve this
score and so the quality of its services by:
•
•
•
•
•

Continuing with the development of our Quality Dashboards to enable focussed discussion
of the patient experience at a local team, ward and service level.
Working in partnership with commissioners to improve opportunities for peer support and
peer advocacy.
Ensuring that the patient experience is considered during transformational change and
service development.
The ongoing delivery of our innovative digital patient story programme.
Ensuring that our work around dignity and respect continues to extend into communitybased settings (through our dignity walks and informal PLACE programme).
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•
•
•

Refining our customer care sessions within mandatory staff training to emphasise the need
for kindness and compassion.
Developing service user and carer involvement and input into the recruitment and selection
of staff at a range of levels to test out values around compassion, dignity and respect.
Triangulating data from different sources to ensure a deep dive into specific service areas to
provide assurance around the quality and experience of care.

The following graph shows data on the patient experience of community mental health services
indicator score with regard to a patient’s experience of contact with a health or social care worker. It
highlights the Trust score in relation to the minimum and maximum Trust scores across England and
against the national average score.

Manchester Mental Health and Social Care Trust continue to receive positive patient feedback in
response to contact with health and social care workers. For 2015, the Trust score was above
average in comparison to other mental health trusts.
In 2015, Trust scores were about the same as other mental health trusts in all 9 thematic areas.
There were a number of areas where service users continue to feedback a positive experience of the
Trust’s community mental health services. These areas included:
•
•
•
•
•

Service user felt that care and services were organised very well or quite well.
When in a crisis (and contacted services for support) the service user definitely or to
some extent got the help that was needed.
Service user felt that care either stayed the same or got better (when the people
they saw about their care changed).
Service user knew who was in charge of organising care while change was taking
place.
Service user reported that NHS mental health services involved a member of their
family or someone else close to them as much as they would like.

The highest thematic Trust scores received were around ‘organising your care’ (8.5 out of 10), and
the lowest were received around ‘other areas of life’ (4.9 out of 10). Trust scores in general are
more or less the same as those received by the 55 other mental health trusts in England.
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Trust scores are generally comparable to scores received by neighbouring mental health trusts in the
North of England. MMHSCT was ranked higher in relation to the ‘changes in who you see’ category,
but lower in each of the ‘overall experience’ and ‘other areas of life’ categories.
Quality Indicator 6 – Patient Safety Incidents - Reporting
Number and, where available, rate of patient safety incidents reported within the trust during the
reporting period, and the number and percentage of such patient safety incidents that resulted in
severe harm or death.
Patient Safety Reporting 2015/16
The aim for the Trust is to be a high reporter of incidents with low numbers of those incidents
resulting in harm. This trend is indicative of Trust’s that have a good culture within their incident
reporting and investigation processes as it is believed that the more incident reports are completed,
the more opportunity there is to learn and correct problems. In 2015/16 the Trust has observed an
increase in the total number of incidents it has reported yet has noted a reduction in the amount of
incidents that have resulted in harm.
Manchester Mental Health and Social Care Trust has taken the following in 2015/16 to continue to
improve the Trusts incident reporting, investigation and learning culture:
•
•

•
•
•
•

Workshops with Community Teams to raise awareness regarding the incident reporting
process and access to information regarding the lessons that have been learned.
Regular reports to the Trust’s Integrated Risk Management and Clinical Governance
Committee to identify learning to improve systems and the quality and safety of patient
care.
The DATIX incident reporting form has been updated in line with NRLS which has recoded incidents to align with the NRLS system.
A training programme is in place to train staff on the job and part of existing meetings
and also as surgeries in the local site.
Regular feedback reports are provided to all staff through the Divisions to ensure timely
sign off of incidents.
Divisional committees and Quality Improvement Groups review incident to ensure that
learning from incidents and SIRIs takes place.

The NRLS data published in April 2016 demonstrates that Manchester Mental Health and Social Care
Trust has maintained its level of reporting to the NRLS over the previous 6 monthly period. There
have been some changes to the way that NRLS have published data for Mental Health Trusts for
2015/16.
Duty of Candour means being open with patients and their families when things go wrong. Under
the NHS standard contract all providers must disclose errors in treatment that result in moderate
harm, severe harm, or death.
Any of these reportable patient safety incidents must be investigated and reported to the patient
and any other relevant person within 10 days A patient safety incident (PSI) is defined as `any
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unintended or unexpected incident that could have or did lead to harm for one or more persons
receiving NHS funded healthcare’ (NRLS).
The grading of these are as below:
• Moderate - any patient safety incident that has resulted in a moderate increase in treatment
and significant but not permanent harm.
• Severe – a patient safety incident that has resulted in permanent harm
• Death - an incident that directly resulted in a patient’s death.
The Trust through its work in response to the Francis Report established a Duty of Candour work
stream in 2013 to consider the learning, review the current position regarding Being Open and
consider a range of mechanisms to ensure that duty of candour principles can be routinely
integrated into Trust business.
To ensure that Duty of Candour is fully adhered to within the Trust:
• Routinely upholds the Duty of Candour as part of its Serious Incident Investigation Process.
• Values based questions are part of the Trust recruitment process incorporates questions and
scenarios that reflect duty of candour.
• The Trust induction programme includes duty of candour requirements and is delivered to
all new staff.
• The Being Open and Duty of Candour policy is available to all Trust staff on the Trust’s
intranet.
• A flow chart is available to staff as a reminder of the requirements.
Additionally, the Trust’s DATIX system provides prompts to staff to ensure they consider all duty of
candour requirements when an incident is reported. The following domains appear when a patent
safety incident is reported. The system asks reporters key questions as follows;
•
•
•
•
•

Has the family /carer been informed of incident?
Has the patient involved in the incident been informed?
Have actions taken been documented in patient’s notes?
Have actions taken to prevent recurrence been explained?
Have any adverse effects been explained to the patient?

This enables staff to consider how incidents are discussed with either patients/relatives and how
measures to improve errors are also put in place to ensure there is no recurrence.
As part of the care planning process discussions take place with both patients and as appropriate or
relatives on the need to notify of incidents and how this should take place.
The Trust has in place a Sign Up to Safety Improvement Plan, the Trust has noted improvements in
2015/16 against the following commitments:50

•
•
•
•
•
•
•
•

Embedding of the “NHS Classic Safety Thermometer”
Participation in the pilot of the “Mental Health Safety Thermometer”
Making Safety Visible
Safer Wards Strategy
Medicines Management
Development and access to the Trust’s Patient Safety Video
Human Factors Training
Learning from Themes

Quality Indicator 7 – Patient Safety Incidents – Severity

Trust figures

None
837
(68%)

Low
271
(22%)

Moderate
112
(9.1%)

Severe
8
(0.7%)

Death
2
(0.2%)

Nationally, 70 percent of incidents are reported as no harm, and just under 1 per cent as severe
harm or death. However, not all organisations apply the national coding of degree of harm in a
consistent way, which can make comparison of harm profiles of organisations difficult. Organisations
should record actual harm to patients rather than potential degree of harm. Benchmarking the Trust
figures nationally it appears that we are in line with the national figures for reporting rates of harm.
Patient Safety Incidents (PSI) Definition
Patient Safety Incidents (PSIs) are unintended or unexpected incidents which could have or did lead
to harm for one or more patients receiving NHS funded care. The Trust report all PSIs, whether they
are considered to be preventable or not. This allows the Trust to improve safety, knowledge and
practice across our services.

None - A situation where no harm occurred: either a Prevented Patient Safety Incident or a No Harm
Patient Safety Incident.

Low - Any unexpected or unintended incident which required extra observation or minor treatment and
caused minimal harm, to one or more persons.

Moderate - Any unexpected or unintended incident which resulted in further treatment, possible surgical
intervention, cancelling of treatment, or transfer to another area and which caused short term harm, to one
or more persons.

Severe - Any unexpected or unintended incident which caused permanent or long term harm, to one or
more persons.

Death - Any unexpected or unintended incident which caused the death of one or more persons.
We believe this interpretation has been applied consistently through centralised quality checking of
all reported PSIs.
Please click here for details of the national risk matrix that we replicate locally
Our policies relating to risk management, incident reporting and learning and embedding Please click
here to access policies
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Table 1
NRLS Provided data tables

MMHSCT

Highest MH Trust
Nationally

Lowest MH
Trust Nationally

Reporting Period:
April 2014 – September 2014
Comparative reporting rate, per 1,000 bed days,
for 56 mental health organisations
Number and percentage of Patient Safety
Incidents (PSIs)that resulted in severe harm

1419

6609

401

32.71

34.04

18.77

0.5%

34; 1.5%

1; 0.0%

Number and percentage of Patient Safety
Incidents (PSIs)that resulted in death

0.6 %

76; 3.2%

0; 0.0%

MMHSCT

Highest MH Trust
Nationally

Lowest MH
Trust Nationally

Table 2
NRLS Provided data tables
Reporting Period:
April 2015– September 2015
Comparative reporting rate, per 1,000 bed days,
for 56 mental health organisations
Number and percentage of Patient Safety
Incidents (PSIs)that resulted in severe harm

1230

6723

840

30.39

83.72

6.46

0.7%

2.5%

0%

Number and percentage of Patient Safety
Incidents (PSIs)that resulted in death

0.2%

3.2%

0%
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Part 3
Review of Quality Performance over the Year

Quality Monitoring Process
The Quality Board has delegated responsibility on behalf of the Trust Board to provide oversight and
scrutiny to the quality and risk processes in the Trust. The Quality Board receives information from
across the Trust on a monthly basis and provides reports to the Trust Board. To ensure a rigorous
approach to quality monitoring, the Quality Board has standing agenda items but can also add
special items to the agenda and invite service leads and representatives from across the Trust to
present papers and attend. The process for monitoring quality and risk in the Trust is summarised in
the diagram below, but further information can be found in our Trust Assurance Framework and
Annual Governance Statement.

All our Committees complete an effectiveness review of their membership, terms of reference,
reporting and monitoring each year. This offers assurance to the Trust Board that we have the
correct monitoring processes in place.
Embedding recommendations from the Francis Report
During 2015/16 we continued to align our clinical work with the recommendations in the Francis
Report published in February 2013. Throughout the year, we have continued our work to embed
Compassion in Practice and ensure that the Six C’s are role modelled at all levels using the Trust's
Multi Professional Vision as the strategy for change. In the last year, our Heads of Professions have
worked with teams across the Trust to further embed the multi-professional vision. It is worthy of
note that the CQC report identified that compassionate practice was evident in the day to day care
provided.
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Risk Summits
During 2015/16 the Trust was stood down from the NHS England Risk Summit process. As part of the
process completion, the Chief Nurse for the North of England acknowledged the improvements
made by the Trust. The important legacy for the health and social care system across Manchester is
that the oversight from the risk summit process has:
•
•
•
•

Acknowledged that the safeguarding processes have improved and returned a substantial
audit opinion;
Identified a common dashboard of information between the Trust and the CCG’s;
established an urgent care review group that is seeking to improve the urgent care system
across Manchester that is beyond the control of the Trust;
Identified improvements that the Trust can complete to contribute to the wider urgent care
system.

The Trust remains committed to continuous improvement.
Intelligent Monitoring Report
In February 2016, the CQC published their third intelligent monitoring information report on Mental
Health Trusts. The report considers a variety of different indicators, from sources such as Mental
Health Minimum Data Set (MHMDS), Mental Health and Learning Disabilities Data Set (MHLDDS),
Electronic Staff Records (ESR), the NHS staff survey, bed occupancy rates, the national health
outpatient survey and concerns raised by Trust staff.
From these indicators, each Trust is assigned proportional score based on the number of indicators
identified as a ‘risk’ or ‘elevated risk’ using the following formula below to produce a % score. The
formula used to calculate the risks is as follows:
(number of risks) + (number of elevated risks x2) = overall risk score
Overall risk score/ maximum possible risk score = proportional score
Following their calculation, the Trust has a proportional risk score of 9.85%. This was based on the
following indicators which were identified as risks or elevated risks by the CQC.
1. Proportion of discharged patients without a recorded crisis plan – (MHLDDS)
2. Proportion of days sick in the last 12 months for nursing and midwifery staff – (ESR
3. Fairness and effectiveness of incident reporting procedures – (NHS Staff Survey
Consistency of reporting to the National Reporting and Learning System – (NRLS)
4. Proportion of staff appraised in last 12 months - (NHS Staff Survey)
5. Proportion of patient records checked that show evidence of discussions about rights on
detention – (MHA Database)
6. Composite indicator to assess bed occupancy – (MHA Database/NHS England)
7. Proportion of staff feeling pressure to attend work when feeling unwell in the last 3
months - (NHS Staff Survey)
8. Proportion of staff who would recommend the trust as a place to work or receive
treatment - (NHS Staff Survey)
9. NHS Trust Development Authority escalation score – (TDA)
10. Proportion of days sick in the last 12 months for medical and dental staff – (ESR)
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As such, the report identifies 9 risks and 2 elevated risk out of 67 applicable indicators (6 do not
apply to the Trust). Using the formula detailed above, this give the proportional risk score of 9.85%
as detailed below:
(9)+(2x2) = 13
13/132 (maximum possible risk score*) = 9.85%
Listening into Action
Further to LiA being utilised by the Trust from June 2014 as an evidenced based approach to engage
and empower staff, put them at the centre of change as well as support culture change, a number of
staff led schemes were agreed and delivered in 2014/15.
A number of additional schemes were proposed at the 'Pass it on Event' in March 2015 for delivery
during 2015/16. These were subsequently consulted on through various forums including the
Leadership Forum and Midday Mail and refined. The agreed schemes are noted below:
Staff Safety
• Action linked to staff survey feedback and lessons learned regarding violence to staff on the
wards has acknowledged the need to reduce incidents and increase staff confidence in
dealing with them. To complement Safe wards and participation in the Restrain initiative to
reduce the use of physical interventions, an external review of the training to focus on
simplifying techniques to increase safety has been undertaken. This work will be
mainstreamed into the newly established Restrictive Practices group set up within Quality
Assurance to address lessons learned.
Staff Health and Wellbeing
• A Health and Wellbeing resource to support staff wellbeing and resilience is being
developed.
Increased use of volunteers
• A volunteer course for potential volunteers took place and activity to identify a range of
roles for volunteers to participate has taken place on a case by case basis. A number of new
volunteers have been recruited and further work to promote volunteer opportunities is
scheduled.
Roll out of scanning across wards
• This scheme continued into 2015/16. Further to scanning activity on an in-patient ward, an
audit was undertaken to appraise the effectiveness and governance around scanning. The
report is currently being written up and if this demonstrates the scanning to have been
effective in terms of allowing a focus on clinical activity rather than administration, as well as
having no detrimental IG impact, this will be rolled out across other wards.
• One Care plan
• This scheme continued into 2015/16 and aims to ensure that care plans are written in the
same format regardless of where the patient is in the pathway.
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Risk assessment and CHORES
• Further to work undertaken with the developer, the new risk assessment tool is almost
complete. The prototype is due to be sent to a list of key staff for comment to inform final
changes.
Staff Value and recognition
• Further to a Trust wide survey asking staff what one thing their manager or the Trust could
do to improve their working lives, responses were themed as: Staff Health and Wellbeing
(which is being addressed by the Health and Wellbeing scheme), Appreciation, Positive
feedback, Taking staff seriously, Reward, Team focus and activity, Communication, Staff
roles and Development.
Recognised as a major area to build on staff engagement and improve morale, a number of key
actions from the value and recognition theme have been developed into focused activity to address
the themes. These include: a successful Christmas Tree competition, Communications Boards on
Wards which will be used to display information and act as a two way communication mechanism to
feedback staff concerns to supplement the local 'Little Conversations' undertaken by sponsors and a
revision of 'Employee of the Month' to publicise nominees as well as winners. In addition, a
calendar of events throughout each month to focus on staff roles, beneficiaries of development and
the impact on their practice as well as local focuses on national events is in progress. Recognition of
staff who have been present for determined periods of time, as well as actively following up new
starters by the Chief Executive to make sure they have settled into their roles are also planned.
The role of LiA in supporting staff through the procurement process will be a significant focus over
the coming year and the value and recognition activity is key to creating and maintaining this
momentum.
An initial pulse check against 5 themes (Improving patient care, Obstacles and blockages, Able to
influence change, Feeling valued and supported and Communication) involving 15 questions was
undertaken in September 2014 to identify a baseline in terms of staff engagement. The results of the
first pulse check were found to be relatively consistent with the findings of the annual staff survey
results for 2014/15. A further pulse check was undertaken in May 2015 and again in September
2015.
The September 2015 pulse check response rate was unfortunately below that of the previous two
Pulse checks with only 244 staff responding. However, there were increases nevertheless against the
initial baseline in 11 of the 15 questions.
Since summer 2015, the Trust has continued to follow the LiA methodology out of licence. Still
visibly led by the Chief Executive, this has enabled more freedom to adapt the method to meet our
own organisational needs including taking a less prescriptive approach and not having a specified
triumvirate to work on each scheme. It was identified that schemes were more successful if sponsors
were involved in activity as close to their own roles as possible. Further pulse check activity will build
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on specific focus areas from the forthcoming staff survey results in order to inform specific
engagement activity.
Learning Lessons
In the following sections we provide an overview of different areas of our quality governance
approach. This includes the data collected by each of our governance leads working across areas of
the service. The challenge for health and social care providers is to use this information in the most
effective way to continuously review and improve their services. This is often a task for Board level
groups and Committees who use the collated reports and monitoring to identify key and recurrent
themes, and work with services to deliver a Trustwide response.
The information we collected throughout 2015/16 has been considered both internally and with our
external stakeholders to help us identify and agree our priorities for 2016/17. We will try to build
upon the successes of this year and take action to avoid repeating issues highlighted to us through
service user and carer feedback, complaints, audits, recommendations and lessons learned from
Serious Incidents Requiring Investigation (SIRIs).
Some of the emerging themes are things that we would expect to see as areas for ongoing or
continuous improvement, such as risk assessments, staff-related issues and physical health. While
the overarching topic may not change, we do see differences in the detail of the issues being raised
by people accessing our services.
We will continue to look at the national changes currently taking place and seek to use the
significant restructuring in health and social care to help us to review, challenge and ultimately
improve the outcomes for those accessing our services. A self assessment has been completed and
considered by board following the publication of the Mazars report. This self assessment shows that
the Trust has assurance on systems and processes. In order to clarify the self assessment Mersey
Internal Audit will review in 2016.
Performance against our 2015/16 Priorities
This area provides information on our progress against the priorities we set out in our 2015/16
Quality Account. We selected three priorities following consultation with stakeholders and have
monitored their progress through our Committees during the year.
Priority 1 – Improving patient experience through improved staff satisfaction, morale and
engagement
Seek ways to improve staff morale and engagement to improve staff survey scores achieved in
2015.
Further to the Trust signing up to Listening into Action in June 2014, which focuses on developing a
culture of staff led organisational change, sponsors actively led the addressing of concerns raised by
staff through a number of schemes. These schemes were identified at the LiA 'Pass it On' event in
March 2015 for delivery in 2015/16 by front line staff and supported by leadership forum members
and wider staff by sharing for comments through Trust Communications. The final agreed schemes
are as follows. A summary of the particular focus areas of each scheme has been outlined under the
LiA section of the Quality Account.
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•
•
•
•
•
•
•

Staff Safety
Staff Health and Wellbeing
Increased use of volunteers
Roll out of scanning across wards
One Care plan
Risk assessment and CHORES
Staff Value and recognition

In contrast to last year's 'Big Conversations', a decision was taken to facilitate 'Little Conversations'
by sponsors speaking to staff at team meetings and other forums. This offered a departure from the
traditional LiA approach. The LiA licence was not renewed in 2015/16 which has enhanced the
freedom to use the LiA approach in a more organisationally contextual way and deviate from the
prescriptive methodology in which schemes were led.
Two further pulse checks have been undertaken this year; one in May 2015 and a further one in
September 2015. Whilst the May results indicated some fairly significant increases in scores across a
number of question areas against the September 2014 results, the September 2015 results
unfortunately saw some decline against the May results. However, the response rate was almost
half of that of the original September 2014 pulse check. Nevertheless, improvements were identified
in 11 of the 15 question areas between the September 2014 and 2015 results.
Further pulse check activity will build on specific focus areas from the 2015 staff survey results in
order to inform specific engagement activity. For the 2015 national staff survey, it was disappointing
that only 38.4% of all staff responded to the survey. The overall scores for staff satisfaction and
engagement remained in the bottom 20% of Mental Health Trusts nationally.
The focus for LiA over the year ahead is concerned with completing the actions identified in the
majority of the schemes between the end of 2015/16 and the beginning of 2016/17 and
concentrating on the staff value and recognition scheme in order to build on staff engagement and
improve morale throughout the transition period into the Trust's new organisational form. This will
include actively participating in influencing the development of a culture which represents Trust staff
interests as well as that of the receiving organisation. This is aligned with developing a compelling,
shared strategic vision which is the first building block of staff engagement within the King's Fund 6
building blocks of staff engagement. A baseline assessment against the 6 blocks was conducted in
May 2015. Providing a current position along with identified actions to improve staff engagement,
the baseline assessment provided some key considerations for the Trust Board.
A change in focus for LiA influencers to become a reference group to act as a conduit between the
organisational changes ahead and Trust staff, aims to harness and galvanise staff involvement in the
forthcoming changes for the remainder of this year and into 2016/17. This not only includes our
change of organisational form, but also the work which has commenced in relation to Living Longer
Living Better One Team approach and Greater Manchester Devolution.
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Continued implementation of the Friends and Family Test for staff
The Trust commissioned Picker Institute to undertake the Staff Friends and Family Test (FFT), which
was first implemented in April 2014. The primary purpose of the Staff FFT is to support local service
improvement work. At the end of each quarter the results are shared both internally and with our
commissioners.
For quarter 2 in 2015, 131 staff responded. Over half of the staff who responded stated that they
were likely or extremely likely to recommend the Trust for care and treatment. Many stated that
staff work hard and are committed to patient care, working above and beyond with compassion to
meet the needs of patients. Just under a quarter of staff who responded stated that they were
unlikely or extremely unlikely to recommend the Trust for care and treatment. The remaining 28% of
staff said they were neither likely or unlikely to recommend or didn’t give an answer.
Views were evenly matched - 36% of staff who responded stated that they were likely or extremely
likely to recommend the Trust as a place to work. Staff felt that the Trust was a friendly place to
work, with staff working hard as a team to provide the best service they could with the resources
available. 36% of staff who responded stated that they were unlikely or extremely unlikely to
recommend the Trust as a place to work. This was mainly due to the level of uncertainty faced by
the Trust and a feeling of low morale and lack of resources. The remaining 28% of staff said they
were neither likely or unlikely to recommend or didn’t give an answer.
As it is a requirement to undertake the Staff Friends and Family test, the Trust will be again
contacting staff (via Picker) in early 2016. We will again be sending postcards for responses to those
areas that have difficulty accessing the emailed questionnaire.
Implement a range of specific measures to improve staff engagement and support
The Trust's revised and re-named Personal Review process was designed to provide a more balanced
conversation between reviewer and reviewee and incorporate quarterly reviews to ensure regular
opportunities for reflection and feedback throughout the year. The quarterly reviews were
requested by staff when the new system was being developed to enable contact points throughout
the year rather the review just being a one off annual event. Introduced in December 14, the
compliance position at the end of November 2014 for Personal Review completion was 39%. This
had risen to 75% by the end of December 2015 indicating a significant improvement.
The development needs noted within individual personal development plans are collated to provide
bottom up feedback to divisional leads as well as inform the effective and efficient use of funding
across divisions. These are complemented by the production of divisional or service development
plans which note the development required to fulfil business objectives. Spend against these plans
from the Centralised Training Budget is monitored at the monthly Organisational Development
Strategy Group which also provides breakdowns against staff groups and bands. Regular meetings
with divisional leads serve to focus on ensuring that planned spend against plans is on track.
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The 2015 staff survey results for staff receiving a personal review went from 74% to 87% which
demonstrated an improvement. 73% of respondents reported that they felt their personal review
helped them improve how they do their job and 72% said that the personal review left them feeling
that their work is valued which demonstrated an improvement from the previous year.
‘Employee of the Month’ awards are given in recognition of staff who live the values of the
organisation. Further to feedback from staff regarding profiling nominees as well as winners, all
nominations during the past year have been named and shared with staff. Larger scale and more
frequent events to celebrate achievement including long service are currently being planned and will
have commenced by the end of the year. These arose through staff feedback in response to a
questionnaire as part of the LiA value and recognition theme. In addition, morale boosting events
including seasonal competitions have been successfully run and will continue. A calendar of events
which focuses on providing information on staff roles in ‘A Day in the Life’ format, beneficiaries of
personal development investment and local focuses on national events has also commenced.
In relation to communication, requests from staff to have physical as well as electronic
communication have been acted on and a number of boards are now in place on different sites and
in different clinical settings. The boards replicate key messages and also include local area / site
news to allow a social as well as corporate focus on communications. These will be monitored for
effectiveness and staff satisfaction and refined in accordance with feedback. Staff are also able to
access the Chief Executive directly to discuss a range of issues as part of the CEO briefing sessions. In
addition to this the “Team Brief”, which is regularly published and disseminated to all staff, ensures
staff are kept up-to-date with key issues via discussion held at the Trust Board Meeting and
Executive Team.
Health and wellbeing initiatives arising from LiA feedback, including a health and wellbeing resource
pack for staff are in the process of being developed. Mindfulness sessions have also been facilitated
for staff and a range of courses including resilience and managing change have been added into the
Trust’s management development programme to equip managers to better support staff members.
E-rostering system to support appropriate deployment of staffing resources
The Project has been implemented in all inpatient areas and has commenced in community teams
and other clinical teams. The Trust has engaged a project lead to consolidate the implementation,
support line managers and offer in depth training to users of the system. The Trust has begun work
on the benefits realisation phase of the project against the Trust’s requirements for staffer staffing
and ensuring we have the most appropriate utilisation of staff across the Trust – the right numbers,
with the right skills at the right time.
Priority 2 – Learning lessons from root cause analysis
Review of root cause analysis (RCA) processes to ensure thorough understanding of the causes of
Serious Incidents Requiring Investigation (SIRI)
When an incident occurs that results in severe harm to either a patient, staff or visitor; or it is an
incident which is identified within the “NHS England Serious Incident Framework 2015” the Trust
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must initiate the Serious Incident Requiring Investigation (SIRI) Process. The SIRI process is a
multiple tiered approach to undertaking a proportionate investigation to understand 1) whether
there were any failings on the part of the Trust that contributed to the Serious Incident; and 2) what
were the root causes that led to the incident happening.
Upon identification a serious incident a 24/48hr report is filled in by the lead manager in the area.
This verifies that the incident reported has been reported accurately and with an appropriate
severity grading. Following the completion of the 24/48hr report a decision is taken by the Patient
Safety Team that confirms whether the incident is serious or not. If the incident qualifies as a SIRI
the Trust notifies the commissioners via the STEIS system and initiates a Serious Incident
Investigation.
Following the completion of a Serious Incident Investigation the learning and recommendations are
drawn together by the author of the SIRI report and if it was found that there were significant lapses
in care an action plan is formulated and led by the Lead Manager in the area in which the incident
occurred.
Following the finalisation of a SIRI report, the Patient Safety Team makes the investigation available
on the Trust Intranet via SharePoint and cascades the key learning themes via the Lessons Learned
Bulletin as part of “Team Brief”.
Full Implementation of the Root Cause Analysis (RCA) process
The Trust’s RCA process which was commenced in January 2015 has been fully implemented in
2015/16. The process has provided a ` health check ` for all SIRIs declared and key components of
the service delivered were examined including the CPA process, risk assessments and prescribed
treatment. Where any significant failings were found a comprehensive RCA was conducted. As part
of the process the revised High Level Investigation Panels (HLIPs) has ensured that where learning
has been identified that this has been fed back to the teams by the SIRI investigator. Wider learning
from Serious Incident RCAs has been included in the Trust’s Team Brief and cascaded to staff.
CQC Peer Review Process
The Trust has continued its programme of ‘Peer Review Inspections’ in 2015/16 based on the CQC’s
quality and risk profile. The purpose of this activity was to ensure that improvements observed in
line with the delivery of the Trust’s CQC action plan continue to be embedded at a local level. Each
of the Peer review Inspections has involved groups of service users and carers, who were able to
focus on specific patient focussed aspects of the activity. Feedback from staff has been broadly
positive regarding the Peer Reviews, which will now continue as a standard going forward.
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Priority 3 – Safe staffing
To ensure the right skills are in the right place at the right time is a key component of the Trust’s
clinical strategy and is a direct response to the implementation of the national nursing strategy
and the 6 C’s.
To ensure the right skills are in the right place at the right time is a key component of the Trust’s
clinical strategy and is a direct response to the implementation of the national nursing strategy and
the 6 C’s. During 2014/15, a set of standards for inpatient nurses was produced by the Deputy Chief
Nurse in collaboration with Ward Managers and Matrons at the Trust. The standards are aligned
with the 6 C’s.
This work, which was led by the Heads of Profession through the Multi-Professional vision and action
plans, focuses on the key skills of our clinicians that are required within our services. They also
embrace the culture and values set out with the Chief Nursing Officers strategy and vision of the 6
C’s in Nursing Practice. This has provided the cornerstone to approaches taken including those
around recruitment ensuring a more values based form of interviewing new recruits to the
organisation.
The Heads of Professions have developed the inpatient nursing standards and multi professional
community standards, which are also aligned to the 6 C’s.
The Chief Nurse and the Deputy Chief Nurse are members of the Greater Manchester and Lancashire
Nursing Revalidation Board, to support registered nurses to demonstrate the required skills and
experience in order to revalidate.
To review workforce requirements and to appropriately staff in-patient areas in line with this
review.
During 2015/16, the Trust has implemented a series of monthly reviews which look at workforce
requirements in relation to staff within inpatient services. These monthly reviews of staffing
transparently collate the numbers of bank and agency staff that have worked shifts and also
highlight the reasons why. In order to safely and consistently staff the inpatient wards, an
innovative agreement with the Directors of Nursing across Greater Manchester and Lancashire has
been agreed whereby staff can be requested from the nurse banks of neighbouring Trusts.
A review was also undertaken and presented to Quality Board and Trust Board focussing on
Registered Nurse to patient ratios and Registered Nurse to support worker ratios. Monthly fill rates
based upon established nursing levels are reported both at ward level on a daily basis and monthly
results are provided to the Trust Board.
Staff to present their experiences of care so that the Trust Board understands the care provided to
patients.
There have been a number of different opportunities for staff to present their experiences of
providing care which have included; Quarterly pulse checks the Staff Survey Staff Friends and Family
test and Schwartz Rounds. The Executive Team have also participated in a programme of Perfect
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Care experiences. These have taken place throughout 2015/16 and have provided Executive Team
members with an opportunity to meet up with front line staff at service level, and to witness any
good practice, challenges or issues within those services.
The Trust has agreed to produce a further series of patient stories in partnership with Patient Voices
during 2016/17.
NHS Equality Delivery System (EDS2)
Assessment against the Equality Delivery System for Manchester Mental Health and Social Care
Trust.
The Equality Delivery System (EDS) has been created to help NHS organisations understand how
equality can drive forward improvements and strengthen the accountability of services to patients
and the public. By using the EDS, NHS organisations can also be helped to deliver on the Public
Sector Equality Duty (PSED). Manchester Mental Health and Social Care Trust have adopted the
system as the framework to achieve compliance with the Public Sector Equality Duty, and as a way
of demonstrating a robust commitment to this important equality, diversity and inclusion. It also
ensure that everyone - patients, public and staff - have a voice in how organisations are performing
and where they should improve.
At the heart of EDS2 are 18 outcomes, against which NHS organisations assess and grade
themselves. They are grouped under four goals;
1.
2.
3.
4.

Better health outcomes
Improved patient access and experience
A representative and supported workforce
Inclusive leadership

These outcomes relate to issues that matter to people who use and work in the NHS. EDS2 is not a
self-assessment tool. Performance is assessed and graded by NHS organisations in discussion with
local people and the workforce. To help with the grading, national and local sources of evidence are
given for each outcome. As NHS organisations use EDS2, NHS England will collate the particular
pieces of evidence that are being used for specific outcomes, with a view to sharing good practice
nationally. The Trust can be rated ‘undeveloped’, ‘developing’, ‘achieving’ or ‘excelling’ for each of
the 18 EDS2 outcomes. The Trust’s assessment against these outcomes is highlighted in the table on
the following page.
The Equality Delivery System works by ensuring that all of the work of the Trust is benefiting
protected groups in different ways. It is also about creating a future system where our stakeholders
are the ones that are assessing our performance rather than the Trust doing a simple self
assessment. The Trust has identified that one of our main priority areas in better delivering our
equality objectives will be around strengthening our links with local communities and in delivering
more robust community engagement. Embedding this approach in the future will enable the Trust
to provide detailed information and evidence to local groups and organisations who can then
provide us with appropriate feedback on how well we are performing.
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The Trust’s assessment against the Equality Delivery System for 2015.
Goal

Outcome

Evidence

1. Better health outcomes

1. Services are commissioned, procured
and designed to meet the health
needs of local communities.
2. Individual people’s health needs are
assessed and met in appropriate and
effective ways
3. Transitions from one service to
another, for people on care
pathways, are made smoothly with
everyone well-informed.
4. When people use NHS services their
safety is prioritised and they are free
from mistakes, mistreatment and
abuse
5. Screening, vaccination and other
health promotion services reach and
benefit all local communities

The Trust provides the Manchester Health & Wellbeing Service, which is a citywide service which
has a lead responsibility for improving the health of people across the city. This service works to
promote the health and wellbeing of all people who live or work in the city.

Goal

Outcome

Evidence

2.Improved patient access and
experience

1. People, carers and communities can
readily access hospital, community
health or primary care services and
should not be denied access on
unreasonable grounds
2. People are informed and supported
to be as involved as they wish to be
in decisions about their care.

The Trust is able to demonstrate that patients, carers and communities can access services and
are not denied access on unreasonable grounds. All service delivery related policies are equality
impact assessed against the protected characteristics as are any substantial service changes or
reconfigurations.

The NHS should improve
accessibility and
information, and deliver the
right services that are targeted,
useful, useable
and used in order to
improve patient
experience

The NHS should improve
accessibility and
information, and deliver the
right services that are targeted,
useful, useable
and used in order to
improve patient
experience

The Trust works with individual service users and their families to assess needs and provide
services that are goal orientated and recovery focused. Any changes that need to be made to care
and services are discussed as appropriate with service users and their carers. The Trust regularly
seeks feedback from service users and carers on ways in which this can be improved, in order to
minimize the impact of change on individuals. The needs of service users are also assessed in line
with the Trust’s CPA policy.
The Trust has a range of safety policies in place which safeguard patients from abuse, harassment,
bulling and violence. Regular patient safety audits are undertaken with a minimum of 90 service
users on a monthly basis on inpatient wards. The results are these are shared with the Trust’s
commissioners and discussed during quality review meetings.

The Trust is fully commitment to engaging with users and carers at a range of different levels and
in promoting equality of opportunity. This involvement helps to ensure that we are able to make
improvements to the care and treatment that is provided to individuals, and also contributes to
ongoing efforts to continually learn from the patient experience and drive forward improvements
across our services.
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We have a policy on producing leaflets which includes details on Accessibility: Please access this

3. People report positive experiences of
the NHS
4. People’s complaints about services
are handled respectfully and
efficiently

policy by clicking here.

Likewise for the Trust website, it meets certain accessibility criteria please see further details of
this by clicking here.
We are looking into ways to allow capture of communication accessibility & adjustment
requirements once only and for any adjustments to be made prior to any appointments or
correspondence.
The Director of Operations has cascaded this requirement through all teams. PALS follow this up
when they do their ‘rounds’. Matrons are also involved with ensuring this information is captured
during first contact with our services and recorded electronically. This requirement is
communicated via staff email alerts.
This forms part of feedback to IT Committee as part of the information governance update.
A huge amount of activity has taken place during the current year. This activity supports the Trust
in providing high quality care and treatment and supports the organisation in becoming a more
responsive and better Trust.
The Trust uses a wide range of different mechanisms to capture the views of services users, and to
test out their experiences and levels of satisfaction with our services. 63 activities including
meetings, focus groups, listening exercises and local forums were organised specifically for service
users, carers, local stakeholders and the wider public.
The Trust provides a Patient Advice and Liaison service and operates a complaints system in line
with the NHS complaints regulations. These services are promoted via posters and leaflets and
are available in a range of different languages and formats if this is required. The Trust also
delivers customer care training to all staff through induction, face to face training and e-learning.
Service users and carers have been working with the Trust’s complaints team to better
understand their experiences of using the NHS complaints system, with a view to changing our
procedures around how complaints can be better handled in the future. The Trust has been
working to ensure the complaints system is as simple, speedy and responsive as possible;
particularly when complaints are raised at a local service level.
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Goal

Outcome

Evidence

3. A representative and
supported workforce

1. Fair NHS recruitment and selection
processes lead to a more
representative workforce at all
levels.
2. The NHS is committed to equal pay
for work of equal value and expects
employers to use equal pay audits to
help fulfil their legal obligations.
3. Training and development
opportunities are taken up and
positively evaluated by all staff.
4. When at work, staff are free from
abuse, harassment, bullying and
violence from any source.
5. Flexible working options are
available to all staff consistent with
the needs of the service and the way
people lead their lives.

The Trust has published an equality annual report outlining how it demonstrates due regard in the
exercise of its functions to the nine protected characteristics (age, disability, gender reassignment,
marriage and civil partnerships, pregnancy and maternity, race, religion and belief, sex and sexual
orientation).
• Trust profile and equality reporting (against the Manchester population)
• Trust agenda for Change band profile benchmarking
• Disability monitoring
• Employee relations cases and disability monitoring
• Recruitment activity
• New starters
• Leavers
• Employee relations
• Training applicants and attendees

The NHS should Increase
the diversity and quality of the
working lives of the paid and
non-paid workforce, supporting
all staff to better respond to
patients’ and
communities’ needs

6. Staff report positive experiences of
their membership of the workforce.

This information provided assurances across the current reported characteristics that recruitment
and selection processes are fair, and that levels of pay and related terms and conditions are
determined against a nationally agreed framework, which is fair and inclusive. Information is also
readily available and published within quarterly Trust Board reports to provide assurances that
appropriate staff development mechanisms are in place, and that staff are confident and
competent in delivering their roles.
The Trust also currently operates a range of staff specific policies to ensure that employees are
free from abuse, bullying, violence and harassment. Staff are made aware of flexible working
policies and procedures and are supported with major health and lifestyle issues through current
health and safety policies as well as access to occupational health services.
The Services also offer a number of volunteering opportunities to support individuals’ health and
wellbeing and move them through a process to paid employment as an outcome, if appropriately
identified (e.g. SMHLN with over 200 regular volunteers). Equality and Diversity training is
delivered via e-learning and is also offered face to face. Training and development opportunities
are widely advertised and taken up from mandatory training through to apprenticeships,
university modules and CPD. All training and development is evaluated and evaluation results are
reported to a Learning and Development Strategy Group that meets monthly and is
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representative of the Trust Divisional structure. The Trust also uses value based recruitment in
order to ensure that we have the best possible staff to respond to our patients and communities
needs.
Goal

Outcome

Evidence

3. Inclusive leadership

1. Boards and senior leaders routinely
demonstrate their commitment to
promoting equality within and
beyond their organisations
2. Papers that come before the Board
and other major Committees identify
equality-related impacts including
risks, and say how these risks are to
be managed
3. Middle managers and other line
managers support their staff to work
in culturally competent ways within
a work environment free from
discrimination

All Trust Board members undertake induction training. A mandatory element of this is Equality
and Diversity training. An annual equality and diversity report is provided for the Trust’s Quality
Board which sets out progress and achievements around equality and diversity, sets out how the
Trust develops relationships within local communities and with key partners across Manchester.

NHS organisations should
ensure that equality is
everyone’s business, and
everyone is expected to take an
active part, supported by the
work of specialist equality
leaders and champions

The Trust Board receives regular updates on equality, diversity and inclusion within a combined
nursing and clinical governance report, and is aware of key developments, particularly in relation
the 2010 Equality Act.
There is awareness at Trust Board executive level of the Competency Framework for Equality and
Diversity Leadership. However this is not robustly applied at this stage.
All line and middle managers are required to undertake mandatory E&D training 3 yearly. This
training is integrated into the Trust’s e-learning platform and is also offered face to face and via
workbooks all of which complies with the Core Skills Framework content.
Learning & Development send mandatory training compliance reports on a monthly basis to all
managers. The reports include the overall Trust compliance figure (as all staff are deemed to
require E&D as core training), though the reports can be drilled down to the level of divisions,
services, departments and individuals.
Each of the Divisions receive updates around equality and diversity as appropriate during
governance and quality meetings.
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Annual evaluation
The Trust has undertaken the above assessment against each of the outcome areas in the Equality
Delivery System. These assessments were shared externally as required.
The Trust’s main objective under the EDS for 2015/16 is – Goal 4 which is Inclusive Leadership.
The Trust will be organising a stakeholder event, assemble evidence, liaise with City Council
and then prepare equality objectives and immediate plans and then publish the grades, objectives
and plans.
The Trust has also continued to ensure that equality and diversity considerations are factored into
service delivery and design.
The Trust has recently refreshed the E: Learning training and implemented the ‘core-lite’ national
programme. The key difference being that all staff (whether clinical or not) can take the assessment
first and if they pass with 100%, they are deemed competent and do not need to complete the
programme. We have re-started a face to face delivery option in recognition that some staff have
difficulty accessing a PC or prefer face to face delivery. It is hoped that this will increase overall
compliance. Both the Equality & Diversity ‘core-lite’ E: Learning and Equality & Diversity face to face
training are at level 1 and cover Human Rights and Reasonable Adjustments.
The Trust reviewed and updated its Equality and Diversity Policy and this is available on both the
Internet and Intranet sites. The purpose of this Policy is to fully explain the commitment that
Manchester Mental Health and Social Care Trust has towards dealing fairly with issues of equality of
opportunity and anti-discriminatory practice both in the provision of services and in our role as a
major employer. Trust staff have worked closely with service users and carers in the development of
a spiritual space at Park House and at Laureate House.
The Trust is developing Culturally-adapted Family Intervention (CaFI) to meet the specific needs of
African Caribbean people diagnosed with schizophrenia and their families. The treatment manual is
in development and the study will begin recruitment of 30 service users and families from inpatient
and community settings across the Trust footprint to test and evaluate CaFI. The Trust will also
implement cultural competency training for staff directly involved and seminars for the wider
organisation.
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Patient Safety
Serious Incident Requiring Investigation (SIRI)
Our Integrated Risk Management and Clinical Governance Committee receive reports on all SIRIs in
the Trust. A SIRI is an incident which occurs, resulting in:
•
•
•
•

The unexpected or avoidable death of one or more patients, staff, visitors or members of
the public.
Permanent harm to patient, staff, visitor or the public where the outcome required lifesaving treatment.
An event that prevents or threatens to prevent the Trust’s ability to deliver healthcare
services.
Adverse media coverage or public concern about the organisation.

There were 74 SIRIs and 5 deaths in custody reported over the last twelve months, which represents
an increase/decrease compared to figures reported for the same period last year (April 2014 –
March 2015).
Over the year we have kept our SIRI process under close scrutiny, both in terms of ensuring that the
Trust reports and undertakes investigations in line with contractual and statutory timescales and in
ensuring that SIRI reports are completed to a good standard. The Trust has experienced challenges
in adhering to the SIRI Policy in 2015/16 and has taken remedial steps to address these issues in full.
The challenges experienced can be characterised as follows:
•
•

Difficulty in completing SIRI Reports to timescale
Consistently maintaining a high quality of report.

The Steps the Trust has taken to address these issues are listed as follows:
• A full review and update of all SIRIs recorded on the Trust’s SIRI tracker. The SIRI tracker will
form part of the Incident Assurance Report in 2016/17.
• A weekly review of all ongoing SIRIs is now undertaken at the weekly Mortality Meeting.
• Clarity provided regarding the expected completion date of investigations and the
submission of overdue investigations.
• 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
• Identification of additional monies to employ 2 new members of staff within the Patient
Safety Team to support in undertaking SIRI reviews and oversight of the process
• Strengthening of the Trust’s SIRI process to ensure that all SIRI Reports are submitted after
20 working days for initial review and feedback. Additional Quality checking mechanisms
introduced to guarantee that all SIRI investigation reports meet the required standard.
• Establishment of a “Breakfast Meeting” every Wednesday morning to review investigation
reports and to support SIRI panel chairs.
Lessons Learned
There has been a significant amount of work undertaken in 2015/16 to improve the Trust’s
mechanisms for ensuring that it responds appropriately to themes that present themselves through
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Serious Incidents Requiring Investigation, Complaints, Claims and other mechanisms by which it
collects information.
In October 2015, the Trust was in receipt of the CQC’s Inspection report in response to the CQC
Inspection that was undertaken in March 2015. Within the report were “Must Do”
recommendations relating to the incident process and regarding the review of lessons learned
information in the community teams for Adults of Working Age.
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 and 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.
An Aggregate Analysis of the Trusts Incidents, Complaints and Claims was undertaken and submitted
to the Trust’s Quality Board in November 2015 which highlighted the Trust’s learning themes.
Subsequent to this the Trust has established Quality Improvement Groups to lead on improvement
work in these areas to ensure that the organization learns lessons from the incident that it reports
and investigates. Report was submitted to the Trust Board in February 2016 detailing the work of
these committees including an
Mechanisms to embed Learning
The Trust has the following in place to ensure that the lessons that the Trust learns through the
course of its investigation processes are embedded:
• Publication of Governance Matters Lessons in Team Brief and on Trust Intranet.
• The use of Effectiveness Days to focus on themes that have been identified in SIRIs.
•
Safeguarding Children Annual Improving Practice day focuses on key learning both from
any SCRs where there were mental health factors but also from other SCRs across
Manchester.
•
Identification of specific SIRI factors as a source on risk registers.
•
Identification and use of CQUIN measures to improve practice in areas that have been
identified through SIRIs.
•
Assigning specific work steams as part of the Matrons work plans.
•
Production of learning from SIRIs by the suicide prevention group and publication of
learning points on the Trust intranet page.
•
Patient Safety campaigns e.g. Falls week, Medication Matters Safety Week.
•
Identification of priorities for improvement in the annual Quality Account.
Incident Reporting
The total number of incidents reported over the past 12 months (April to March 2016) has been
6289 this is compared to 6055 the previous year. A substantial amount of work has been
undertaken in 2015/2016 to improve incident reporting rates and their quality. Training continues to
be delivered to a wide range of staffing groups who both report and review incidents.
As well as internal incident reporting, the Trust also contributes to the National Reporting and
Learning System (NRLS). This system looks at incidents where there has been an identified patient
safety incident.
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The most recent nationally reported figures for 1st April 2015 to 30th September 2015 were published
on 19th April 2016. During the period the Trust reported 1,230 patient safety incidents through to
the National Reporting and Learning System (NRLS). This compares with a reporting rate of 30.39
patient safety related incidents for the same period the previous year.
Safeguarding Adults
Ongoing work includes:
• The Trust have now appointed a senior social worker as safeguarding practice lead to
continue developing and improving the safeguarding Quality Assurance (QA) processes.
• The Trust has a Safeguarding Governance Group chaired by Head of Social Work &
Safeguarding. This group offers both adult and children safeguarding assurance and reports
to the Integrated Risk Committee. This group meets monthly and provides the Trust with a
safeguarding oversight, including a review of both adult and children safeguarding case
audits, training, link practitioner feedback from the teams and any related human resourcing
issues relating to safeguarding. The meeting is multi-professional and Manchester City
Council (MCC) attend as external partners. In addition this group provides feedback to
teams on practice issues and any external provider issues.
• The safeguarding team now complete regular monthly Quality Assurance audits of 20 cases,
these audits are thematic and focus on either specific teams or specific issues. Learning is
then fed back to care coordinators and managers. This is reported to the internal
safeguarding governance meeting each month.
• The Trust have now appointed a named nurse who also sits within the safeguarding team
and she has started developing an audit cycle for cases where adult service users are in
contact with children. This supports the Trust wider agenda of ‘think family’ and also
supports MCC in managing safeguarding concerns as part of the Early help Initiative.
• The reconciliation of Manchester integrated Care and Recording Environment (MiCare)
referrals onto Amigos continues to improve; monthly reports are produced and fed back to
Manchester City Council (Section 75 Group).
• The Trust have developed bespoke training (one day investigator / enquirer) training and
delivered this throughout 2015; new dates are being set for 2016. This training incorporates
changes brought about by the Care act 2014 and Making Safeguarding personal (MSP)
• Additional training sessions continue to be provided to teams as requested.
• The Trust have again received a significant assurance opinion for the joint Safeguarding
Audit in November 2015 with two recommendations. The first recommendation was for
MCC and the second (for the Trust) was completed before the audit report was published.
• Safeguarding incidents are now reported under Datix and any serious cases or clusters
within areas / teams are investigated under the umbrella of Serious Incidents Requiring
investigation (SIRI) to aid the wider learning agenda and to embed this learning into practice.
Over the next year, the adult safeguarding process will continue to be improved and monitored.
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Patient Experience
Survey Outcomes-Care Quality Commission Survey of Community Mental Health Services
In October 2015, the Care Quality Commission (CQC) published its benchmark report and national
survey of community mental health services in England. The report provided an overview of key
results against each of the questions asked in the survey, and compared Trust scores against those
achieved by other mental health Trusts across England.
The 2015 survey of people who use community mental health services involved 55 NHS trusts in
England (including combined mental health and social care trusts, Foundation Trusts and community
healthcare social enterprises that provide mental health services). The CQC received responses from
more than 13,000 people, a response rate of 29%. The response rate for the Trust was 22%, which is
7% below the national average and slightly lower than the 2014 response rate of 26%.
Service users aged 18 and over were eligible for the survey if they were receiving specialist care or
treatment for a mental health condition and had been seen by the trust between 1st September
2014 and 30th November 2014. The survey included people in contact with local NHS mental health
services, including those who receive care under the Care Programme Approach (CPA). Fieldwork
took place between February and July 2015.
The diagram below provides a snapshot of Trust scores for each section of the survey report; in
comparison with the 55 other mental health trusts in England.
Thematic scores from the 2015 national patient survey

Key:
Red - lowest scoring 20% of Trusts
Amber - intermediate 60% range of Trusts
Green - top scoring 20% of Trusts
The black diamond represents the trust scores in the thematic area.
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As with 2012, 2013 and 2014, the Trust did not receive any scores in the worst scoring 20% of all
mental health trusts. Scores relating to ‘Health and social care workers’ and ‘changes in who people
see’ are within the above average quadrant of the intermediate scoring Trusts. The Trust’s highest
thematic scoring category for 2015 was for Changes in who service users saw. Scores for the overall
experience and treatments were less positive.
For 2015 there were a number of areas where service users continue to feedback a positive
experience of the Trust’s community mental health services. These areas include:
•
•
•
•
•

Service user felt that care and services were organised very well or quite well
When in a crisis (and contacted services for support) the service user definitely or to
some extent got the help that was needed
Service user felt that care either stayed the same or got better (when the people
they saw about their care changed)
Service user knew who was in charge of organising care while change was taking
place
Service user reported that NHS mental health services involved a member of their
family or someone else close to them as much as they would like

Whilst the Trust was able to see improvement in these areas, there were a number of questions
where Trust scores fall short of the usual high expectations. This included the following areas:
•
•
•
•
•
•
•

Aspects of care planning and care coordination
Aspects of care reviews
Accessing services or support in a crisis situation
Aspects relating to medications and therapies
Aspects around day to day living, such as employment or accommodation
Issues around peer support
Aspects of the role of staff

The highest thematic Trust scores received were around ‘organising your care’ (8.5 out of 10), and
the lowest were received around ‘other areas of life’ (4.9 out of 10). Trust scores in general were
more or less the same as those received by the 55 other mental health trusts in England.
Trust scores are generally comparable to scores received by neighbouring mental health trusts in the
North of England. MMHSCT was ranked higher in relation to the ‘changes in who you see’ category,
but lower in each of the ‘overall experience’ and ‘other areas of life’ categories.
2015/16 Carer Audit
In its Carers’ strategy published in 2011, and updated during 2015/16, the Trust recognises the
essential role that carers take on in supporting people with mental health problems across the city
and in working in partnership with the Trust to improve the services we provide. Across Manchester,
it has been estimated that approximately 11% of the adult population have responsibilities as a
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Carer 2. With approximately 520,200 people living within Manchester 3 this means that there are
approximately 60,000 people, who provide a range of emotional and practical forms of support and,
without this, many people would not be able to live independent or fulfilling lives.
The Trust has invested considerably in developing its systems for capturing and understanding the
patient experience. This activity was undertaken in order to create a similar understanding of the
carer experience, and to develop specific intelligence as a result of feedback on how well the Trust
supports, informs and involves carers.
Manchester Carers Forum was commissioned by the Trust in September 2015 to support a range of
activities including the carers’ audit. Their approach involved developing a draft audit tool, consulting
with carers during a series of workshops and providing specific advice on content, format and
questions included within the audit document.
In August 2015, a report was produced on Amigos detailing all known carers providing direct support
to service users at the Trust. This report highlighted that there were approximately 1019 carers
across a range of different service areas. Following a data cleanse, this initial number was reduced
to 952. During September 2015, Manchester Carers’ Forum issued a copy of the audit, along with a
letter and a pre-paid envelope to each of the 952 carers. A deadline of 30th September 2015 was
agreed as a cut off point, providing carers with approximately four weeks within which to complete
the audit and return any feedback to the Trust. On 30th September, responses had been received by
218 carers, meaning an overall response rate of 23%.
The range of questions included within the audit was broken down into four specific sections. It
requested details on the care provided to the individual, the carers’ own wellbeing and their
personal support needs, involvement as a partner in the ‘care delivery’ process, and the carers’
overall rating of the Trust. The final section of the audit provided carers’ with an opportunity to add
any specific comments on what they saw as positive about the Trust, and what could be improved,
as well as any other comments they wished to make.
The key points to note from the 2015 carer audit are as follows:
•
•
•
•
•
•

2
3

66% of carers were satisfied with the level of support provided by the Trust
89% of carers felt that they were treated with dignity and respect by Trust staff
75% of carers received written information from Trust staff regarding local carers support
services
83% of carers fed back that Trust staff spoke directly to them about local carer support
services that may have been available to them
82% of carers reported that Trust staff and other professionals fully recognised them in their
caring role
96% of carers felt involved in making decisions regarding the care and treatment provided to
the person they cared for

Based on figures published in the 2015 Manchester City Council Carer Strategy
Figures based on the 2014 midyear estimate of population
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•
•
•
•
•
•
•

77% of carers felt that their contribution was valued by Trust staff and other professionals
50% of carers said that the person they cared for had been provided with a written copy of
their care plan
38% of carers said that they themselves had seen a written copy of the care plan
82% of carers felt that their caring role was fully recognised by Trust staff
68% of carers said that they had been provided with information specifically telling them
how to get help when the person they cared for was in a crisis
82% of carers rated the overall quality of care provided by the Trust as good to excellent
84% of carers would recommend Trust services to others in similar caring roles

A more focussed report detailing improvement actions and areas of focus for 2016/17 is currently
being developed. The Trust is also pleased to report that the ‘carer experience’ will form the basis of
a Greater Manchester quality requirement for the coming year.
Complaints and PALS Activity
During 1st April 2015 and 31st March 2016 the Trust received 193 formal complaints (including joint
complaints) from service users, relatives and advocates representing an overall increase of 2%
compared with 2014/15.
The Trust welcomes feedback from service users, carers and their families and both the Complaints
and Patient Advice and Liaison Service (PALS) team will work together to continue to promote
services and signpost people to the complaints procedure where issues cannot be resolved locally.
During this period, 193 complaints were made by 210 complainants, with multiple complaints being
received by 12 of 210. Where complainants make multiple complaints in quick succession an
investigating manager from another part of the service, or a more senior manager, will review the
complaints to ensure fair investigations are taking place.
The most significant changes were seen by a reduction in the number of complaints received by the
Adult Community and Social Inclusion, a decrease of 25% (23) and Later Life Inpatient Services, a
decrease of 47% (8).
By comparison, the Adult Inpatient Services showed an increase of complaints in which there were
34 in 2015/16 compared to 25 in 2014/15. Complaints concerning Urgent Care increased from 22 in
2014/15 to 29 in 2015/16, Later Life Rehabilitation increased from 6 in 2014/15 to 14 in 2015/16 and
Psychological Services showed an increase of complaints from 11 in 2014/15 compared to 18 in
2015/16. In relation to Prison Services, the Trust has also seen an increase from 9 in 2014/15 to 12
in 2015/16.
In total, 19 complaints were reopened during 2015/16 compared with 18 complaints reopened in
2014/15, which is an increase of 6%.
The Trust received a total of 14 informal concerns/complaints that were dealt with directly by the
team/ward. There were 31 received in 2014/15 which shows there has been a decrease of 55%.
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The PALS team received 1384 enquiries (1570 subjects) to the service during 1st April – 31st March
2016 an increase of 131 compared to the previous year. Of the 1384 enquiries, 273 concerns were
logged (367 subjects), which has increased by 115 compared to last year’s figure of 158.
The PALS team provided support to the complaints service during April – March 2016 which has had
no effect on the overall figures for this period.
The top three themes for this period were Support (35), Physical health (33) and Medicines (32)
compared to last year’s themes of, MHA (25, Support (24)) and Care and Treatment (20). This year
shows a rise in concerns being raised about people requesting support whilst in services and
concerns around physical health.
The top three teams for this year are Elm Ward (123), Bronte Ward (121) and Mulberry Ward (88)
compared with Bronte, Redwood and Elm Wards last year.
The top three divisions for this period are Adult inpatient Services (587), Adult Community and Social
Inclusion (199) and Prison Healthcare Services (59) compared to Adult Inpatient Services (38), Adult
Community and Social Inclusion (3) and Urgent Care (10).
The following chart provides an overview of data for 2015/16 in comparison to 2014/15:

There were 2 Ombudsman referrals during 1 April and 31st March 2016, which is a decrease of 67%
compared to 2014/15 (6). The Ombudsman have completed one of the investigations and the
outcome was partially upheld and the Trust provided a further apology to the family. The second
referral is still with the Ombudsman for investigation.
There were 43 Inquests held in 2015/16 and at the end of the reporting period there were 42
outstanding inquests. The Trust did not receive any Regulation 28 Reports from the coroner in
2015/16.
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The Coroner now has a legal power and duty to write a Preventing Future Death reports (PFD) or
Regulation 28 Report following an inquest if it appears there is a risk of other deaths occurring in
similar circumstances. This is known as a 'report under regulation 28' because the power comes
from regulation 28 of the Coroners (Inquests) Regulations 2013. The report is sent to the people or
organisations who are in a position to take action to reduce this risk. They then must reply within 56
days to say what action they plan to take.
Improvements in Patient Engagement Service User and Carer Engagement
Providing high quality care and improving the experiences of our service users and carers is an
important aspect of what we do. Capturing and responding to the views of our service users plays a
central part in the wider quality improvement agenda at the Trust. The Trust has a range of
mechanisms in place which it can utilise in order to gauge the views and experiences of service users
and carers on a wide range of care and treatment issues.
During 2015/16, the Trust has continued to offer service users opportunities for involvement in a
range of different activities at different levels, in accordance with our service user and carer
strategies. These activities are helping to build and strengthen the relationships between staff,
those using our services and their families. This engagement is helping the Trust to learn from these
experiences, to continually improve the quality of care and treatment provided and to ensure that
service user and carer involvement continues to be a core value at the organisation. During 1st April
2015 to 31st March 2016, 277 activities, including meetings, focus groups, listening exercises and
local forums were organised specifically for service users, carers, and the wider public. This is an
increase on the 259 events that took place during 2014/15.
Considerable effort has gone into increasing the mechanisms that the Trust has created to ensure
that it can listen to the views of service users and carers and increase its intelligence-gathering
around a wide range of patient experience issues. Some of these developments have included:
•
•
•
•
•

•
•
•
•

Continuing to deliver our innovative digital stories programme with service users and carers
Continuing to review the arrangements around the Trust’s service user and carer forum, to
ensure more ownership over agenda setting and exploring different ways of working
Ensuring that our service users and carers continue to be involved in recruitment and
selection interviews
Reviewing our volunteering policy and procedures to ensure that service users and carers
wishing to volunteer can do this in a safe, positive and high quality environment
Ensuring that service users and carers are able to contribute to the organisations approach
to quality improvement through identifying quality priorities, CQUIN projects and patient
focussed audits for our Clinical Audit Forward Plan
Providing meaningful opportunities for service users and carers to become involved in the
Trust’s research and innovation programmes
Developing our peer support and peer advocacy approaches across our services
Developing systems to capture feedback from across our Prison healthcare services
Involving service users and carers in the delivery of our quality priorities and our quality
requirements
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•
•
•
•

•
•

•

•

Working with service users to develop our complaints policy and procedures to ensure that
making a complaint is much more patient focussed
Ensuring that the voice of service users and carers in influential in defining the new future
organisational format for the Trust
Continuing with the delivery of our research with service users and carers from the African
Caribbean communities to support the CAFI and KASPER research programmes
Continuing to involve service users in our ‘peer inspections’ programme, following their
input into the mock inspections in preparation for our visit from the Care Quality
Commission
Continuing to ensure that our good practice is recognised locally, and at regional and
national levels through our various award nominations in 2015/16
The Trust continues to ensure that monthly data returns are provided via Unify 2 for the
Friends and Family Test. This activity is of relevance and aimed at each of the protected
characteristics.
Involving service users and carers in our work to embed the Mutual Health meetings on
inpatient wards. Meetings are held on a daily basis, including weekends. Some wards have
not yet introduced these meetings and some are reporting meetings being held 4 times a
week. The meetings are used to plan leave, which encourages attendance. A standardised
system to gather data is required and the clinical audit team have offered their support
Service users continue to be involved in the Trust’s research activities and are currently
working with a research lead to scope out the possibility of a safe medicines programme

These activities will strengthen the current systems for service user and carer engagement and will
also ensure that the Trust continues to broaden the range of mechanisms available to service users
and carers who want to become involved, as well as the ability to capture the patient experience in
more inclusive ways.
Patient Stories
Patient stories were first introduced at the beginning of 2012, and are shown at the beginning of
each Trust Board meeting. The Trust has continued to implement its patient story programme
through 2015/16. The programme aims to develop awareness around the impact of Trust services
as experienced by our service users. The programme has been developed as part of ongoing
arrangements to improve dignity and respect across all health and wellbeing services. The stories are
delivered as two- to three-minute digital vignettes, with a voice-over from the service user.
In 2015/16, the majority of Trust Board meetings have started with a patient story. A number of
themes and trends have emerged within the stories themselves. These issues continue to include
the importance of kindness, compassion and dignity when providing care and treatment, and
meeting the physical health needs of our service users. Some stories have highlighted the need for
accident and emergency departments to work in a more compassionate way with local people who
arrive in a mental health crisis.
Some service users have used stories to share their experiences of mental health issues that have
arisen as a result of post traumatic stress disorders. Service users reflected on how they had
sometimes faced challenges when discussing their mental health needs with GPs, and highlighted
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experiences when care coordination and integrated working across different agencies and services
had not been as robust as it could have been. The stories also highlighted themes around sexual
abuse, depression, drug addiction, homelessness and alcohol misuse and the impact that these
issues can have on ongoing mental health difficulties.
The stories have also identified a range of important lessons learned, particularly around recognising
that mental illness can lead to loneliness and social isolation for many people if left unsupported.
They also serve as a reminder to staff in terms of recognising and addressing any physical needs that
our service users may have. Other important issues highlighted include the significance of providing
carers and families with good information, advice and support to help them undertake their caring
role, and the importance of ensuring that there is appropriate and robust communications between
the different agencies and organisations that provide help and support to our service users and their
families in Manchester.
The Trust has taken steps to address many of the issues identified from the patient story
programme. We continue to acknowledge the need for all staff to be more carer aware in general
and in particular around how family members who provide support in difficult circumstances can be
signposted to appropriate local support. The Trust is continuing to conduct an annual carer audit,
which is currently being undertaken by the Audit and Quality team. Positive feedback has also been
acknowledged from the 2015 Care Quality Commission National Patient Survey report which
highlights that the Trust performs well in terms of supporting and involving carers.
The Trust is involved in the Programme team for a research study to test out the feasibility of
culturally appropriate family interventions with families from African Caribbean communities (CaFI).
CaFI is a three year study involving the Trust and The University of Manchester. The research has
been funded by the National Institute for Health Research (NIHR) Health Service and Delivery
Research (HS&DR) Programme and is being led by Dr Dawn Edge, the Principal Investigator and
member of the African Caribbean community in Manchester. The aim of this research is to assess
the feasibility of culturally-adapting, using and evaluating a new approach to Family Intervention for
African Caribbean service users diagnosed with schizophrenia and their families in different clinical
settings.
African Caribbean people have the highest prevalence of schizophrenia, the most difficult
relationships with mental health services and greatest inequalities in care of all ethnic groups in the
UK. The National Institute for Health and Care Excellence highlight the urgent need to improve
access to effective care, experiences of services, and outcomes for African Caribbean groups in the
UK. Previous discussions with former service users, carers and community members confirmed that
they desire more culturally-appropriate treatments including ‘talking therapies’ and want more
involvement in care and risk management. The study therefore plans to address the above concerns
and test the feasibility of developing a Family Intervention that specifically meets the needs of
African Caribbean people. The research is on-going at this time, and a series of cultural competency
sessions are currently being planned with staff.
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We have developed a welcome pack for all new admissions onto inpatient wards. This provides
important information relating to the rights and responsibilities of patients who have been detained
under the Mental Health Act. A separate information pack for carers has also been drafted. This
also provides helpful information aimed at families and signposts carers to local organisations where
additional help and support can be available. We also continue to work in close partnership with
Manchester Carers Forum, to ensure that the voice of carers can be heard at different levels within
the Trust.
The Trust offers a range of services that can support Manchester residents who suffer from anxiety
and severe depression. The Complex Primary Care Psychology Service provides specialist, evidencebased psychological therapies to clients with chronic, complex emotional adjustment disorders.
Clients are referred either direct from GPs and other healthcare providers, such as Consultant
Psychiatrists, or who are 'stepped-up' from briefer, less intensive interventions provided by local
primary care mental health teams.
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. 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.
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.
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.
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.
The Trust provides a Homeless service 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
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up care if required. The Trust provides information to staff on different agencies that can offer help
and support to service users who have experienced abuse or other similar traumatic experiences.
This includes organisations such as Victim Support and the Men’s Advice Line. The Trust also has in
place a robust safeguarding adults at risk procedure which both supports and informs practitioners
in their work to safeguard adults currently at risk of abuse or mistreatment.
The Trust's psychotherapy services provide specialist, evidence-based psychological therapies to
clients with personality and complex chronic emotional adjustment disorders. Clients are referred
either direct from GPs and other mental health providers or are stepped up from briefer, less
intensive interventions provided by local primary care mental health teams. Clients will usually have
had a previous mental health intervention, and have a degree of complexity such as personality
disorder, poor response to previous psychological interventions or difficulty with engagement.
Entry and Exit Questionnaires
The Trust employs entry and exit questionnaires as a means of testing patient satisfaction, and has
continued with this approach during 2015/16.
The aim of the questionnaires is to capture the views of service users when first coming into contact
with Trust services, or when moving along the care pathway. The questionnaires are then offered
again to service users when they have been discharged either from one service into another or
discharged from Trust services altogether. In total, during 2015/16, 5991 entry and exit
questionnaires have been completed by service users across the Trust. This is an increase on the
5094 completed during 2014/15.
These questionnaires have been received from over 75 different service areas from across each of
the Trust’s divisions. Of these, 2708 have been completed when service users first entered Trust
services and a further 3283 were completed by service users when they were discharged either from
one service into another, or discharged from our services altogether. Over the course of the year,
this has provided the Trust with the following information.
Upon entry into Trust services (out of 2708 completed questionnaires)
2014 to
2015
score

2015 to
2016
score

Shift in
score

86%

89%

 +3%

Service users who stated that mental health staff took enough time to listen to them and
explain what would happen and how they would help upon entry to services

94%

96%

 +2%

Service users felt that staff spoke to them about personal goals and outcomes upon entry
into the service

92%

94%

 +2%

Question Area
Service users at the Trust who found that access into services was either easy or very easy
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April to June
2015

July to Sept
2015

October to
Dec 2015

January to
March 2016

Access was ‘easy’ or ‘very easy’

83%

90%

91%

90%

Staff Listened and Explained

95%

95%

96%

97%

Staff spoke about goals and outcomes

92%

94%

94%

95%

Upon exit from Trust services (out of 3283 completed questionnaires)
2014 to
2015
score

2015 to
2016
score

Shift in
score

Service users who felt that the treatment they had received had met most or all of their
needs

89%

92%

 +3%

Service users who felt that they were involved in making decisions about their care and
treatment

90%

93%

 +3%

Service users at discharge who indicated that the staff who were involved in providing
their care were helpful

95%

96%

 +1%

Service users who rated the overall quality of the care they had received as either good or
excellent

93%

96%

 +3%

Service users who stated that they had been given information about how to get help in a
crisis upon discharge

90%

92%

 +2%

Service users who would recommend the Trust to friends and family if they needed
similar help and support with their mental health needs

91%

92%

 +1%

Question Area

April to June
2015

July to Sept
2015

October to
Dec 2015

January to
March 2016

The treatment met the service user needs

92%

91%

91%

92%

Service users were involved in decision making

91%

93%

94%

94%

Staff who provided care were helpful

94%

96%

96%

96%

The quality of care was ‘good’ or ‘excellent’

95%

96%

95%

96%

Service users were provided with ‘crisis information’

93%

91%

91%

91%

Service users would recommend their care to others

91%

93%

91%

94%
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The Trust is pleased to report that the majority of service users provide positive feedback at both
entry into and exit from Trust Services.
Eliminating mixed sex accommodation/patient safety audit
As part of the Trust’s quality reporting schedule, there is a requirement to ask a minimum of 90
inpatients each month specific questions in relation to eliminating mixed sex accommodation
(EMSA), and whether or not they feel safe whilst staying on Trust inpatient wards.
For the 12-month period from April 2015 to March 2016, out of 1724 service users asked, 1609
(93%) indicated that they always felt safe whilst on a ward.
Month survey
undertaken
April 2015
May 2015
June 2015
July 2015
August 2015
September 2015
October 2015
November 2015
December 2015
January 2016
February 2016
March 2016

TOTAL

Number of
Patients asked
150
153
164
125
137
150
134
117
125
146
152
171

Patients who always
felt safe
138
145
150
121
132
138
128
110
114
132
142
159

Patients who did
not feel safe
12
8
14
4
5
12
6
7
11
14
10
12

Average
Percentage
92%
95%
91%
94%
97%
96%
92%
94%
92%
90%
93%
93%

1724

1609

115

93%

For April 2015 to March 2016, at least 90% of service users reported that they always felt safe whilst
staying on a Trust inpatient ward. On average across the year, around 93% reported that they always
felt safe.
This is comparable to the report provided in the 2014/15 Quality Account which reported that out of
2541 service users, 2384 (94%) fed back that they felt safe whilst staying on one of the Trust’s
inpatient wards. There were no mixed sex accommodation breaches in 2015/16 on any of the
Trust’s inpatient wards.
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Effectiveness
Transformation Programme
Transformation Programme is the name we have given to our review of the multi-professional
services strategy. It reminds us that everything we do should be designed with our core objectives in
mind, developed in partnership with staff, service users and carers to ensure it is fit for purpose and
delivered at the point of need.
Our ambition is to create a fully integrated model of care so we can deliver end-to-end care
pathways tailored to the needs of individual service users. Our Stepped Care Model of service
delivery will support these pathways with the focus on supporting the service user at the right time
(step), in the right place and with appropriate stepping up or down to reflect their needs (right care).
Since April 2014, the Trust has been building upon its approach with stronger emphasis on clinical
leadership via it’s Transformation Programme Board, as well as service transformation and
integration, thus ensuring services can meet the needs of the future in the most cost-effective and
efficient way within the identified financial resources.
The Trust Board approved the planned service improvement projects as outlined in the Trust’s two
year operating plan for 2014/15 and 2015/16 and regular updates are provided regarding progress.
As part of the Trust’s wider Transformation programme during 2015/16, the specific areas of
development and improvement undertaken:
•

Strong focus on uniformity and consistency of practice across all inpatient and urgent care
teams in an integrated way including the reductions in length of stay and the
implementation of standard operating procedures;

•

Complete redesign of current urgent care services to establish a 24/7 service across the city
with the creation of new teams to improve the timely access to crisis support, home
treatment and/or inpatient services where appropriate and maximise the inpatient capacity
with variation in practice minimised;

•

Commencement of redesigning Adult Outpatient Services with the initial focus on reducing
variation in practice across the different consultant teams and standardisation of
administrative processes;

•

Piloting of mobile working to support community staff.

The next phases of transformation are:
•

Development and implementation of a model for Outpatient Services which is a fully integral
part of the Trust’s Community Services;

•

Full implementation of mobile working for all Community Services;

•

Redesign of ‘ageless’ Community Services with appropriate embedding of standard
operating procedures to minimise variation of practice across the city of Manchester;
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•

Alignment of Trust services to support the Manchester’s Living Longer, Living Better
Programme of reform for delivering integrated care with other partners including NHS, local
authority and voluntary sector.

Divisions Review of Quality Performance over the Year
Our Divisions are the operational working groups split by service. The Divisions in the Trust lead on
the operational application of the business, governance, quality and performance elements. They
meet monthly, with meetings often being split into business and governance sessions with various
other working groups to lead on individual projects. They are multi-disciplinary meetings and feed
into the Operational Management and Performance Committee. Additional information being
available on request to quality.admin@mhsc.nhs.uk
Some examples of the work completed by the Divisions in year are:
Psychological Services Division (PSD) - Introduction to our PSD Services and Approach to Care
Working across our Community Mental Health Teams, Primary Care Mental Health teams,
Psychotherapy Services, Later Life Services and Physical Health Services, our Psychological Services
Division (PSD) offers a broad spectrum of psychological assessment and specialist, evidence-based
psychological therapies to clients experiencing a range of complex emotional adjustment disorders,
psychosis and personality difficulties. The Division also comprises a specialist citywide eating
disorders service and citywide psychosexual service. During 2014/15 we have been providing
temporary management oversight of additional Trust services such as Health and Wellbeing
Services, ADHD Services, Dual Diagnosis and Alcohol Services and the Specialist Affective Disorders
Service.
In addition to direct clinical activity, PSD also supports other areas of service delivery via indirect
work, including training, consultation, supervision, sharing of case formulation, audit and research
activity.
Psychological Services has a reputation within the Trust for quality and innovation and contributes
significantly to wider operational and strategic agendas. Members of PSD also make a substantial
contribution to Trust business - for example, as chairs and panel members of Trust reviews into
Serious Incidents. Team members also support the Trust’s staff wellbeing agenda via provision of
specialist psychological therapies for staff, including mindfulness groups and drop-ins.
The Division has close links with the University with respect to clinical research projects and has a
number of academic joint appointments within the staff group. The Division is the host for the
Manchester University Clinical Psychology Doctorate Training Programme and is strongly committed
to the maintenance and further development of these contributions, as well as to increasing the
scope and range of services it provides.
Continued service transformation incorporating the recommendations of NHS England Intensive
Support Team. These include:
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•

Development of dedicated IAPT clinical referral and triage hub to replace the Trusts clinical
gateway function

•

Increased range of IAPT approved therapy modalities including Counselling for Depression;
Eye Movement Desensitization and reprocessing (EMDR); Couples Therapy; Interpersonal
Psychotherapy (IPT)

•

Introduction of a dedicated e-therapy pathway in collaboration with Self Help Services
(SHS)

•

Expanded partnership working with third sector organisations including co-delivery of a
therapy group with Age UK, development of a dedicated CBT/EMDR clinic in partnership
with LGBT Foundation

•

Developed links with other statutory providers e.g. provision of specialist learning disability
training to Step 2 and 3 IAPT clinicians

•

Successful in Mental Health Practitioner job role transformation to IAPT compliant
standards

•

Delivery of South IAPT service recovery pilot

•

Introduction of dedicated employment pathway to Healthy Manchester

•

Delivered significant increases in clinical activity recording and increased operating
capacity

•

Commenced routine use of Patient Tracker List to target first appointments to ‘long
waiters’

•

Formation of IAPT Delivery Team Oversight Group January 2016 to oversee actions re
service transformation

•

Further developed lead clinician roles to include a veterans lead

•

Completed a PCMHT/Eating Disorder Service Pilot. This was then established within the
service and embedded in the clinical pathway.

Step 4 Complex Cases Psychology and Psychotherapy Services

•

Continued delivery of the D58 course, which will enhance Psychodynamic
Psychotherapy training for North West clinicians. This project is in partnership with
the Tavistock and Portman NHS Foundation Trust.

•

Ongoing service transformation to deliver more equitable and efficient services whilst
still retaining service quality. This has included standardisation of letters across
services, and a number of waiting list initiatives, such as the establishment of a single
Cognitive Analytic Therapy waiting list, to ensure equity of access across the city.

•

The Complex Cases psychology service commenced a pilot re delivery of clinical
activity and outcomes to the IAPT data pathway in support of Step 3 IAPT provision.
Results will be reviewed early 2016.

•

Continued partnership with 42nd Street to deliver interventions to young people with
personality difficulties, building on the ‘15’ therapeutic community model.
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Secondary Care Services

•

In the absence of additional commissioned capacity the Division has will be presenting
proposals to Executive Team regarding diversion of existing resources to support CQC
must do action 16 and Should Do 15 regarding the provision of psychological therapies
to in patients.

Physical Health Services

•

Secured funding for new Physical Health Psychology posts from the acute Trusts of
Manchester to improve the clinical services available to people with physical health
problems

Later Life Services

•

Continued to deliver CBT intervention groups for those in Later Life experiencing
anxiety and depression. Continued to train and support Later Life Day Services staff to
deliver these groups

•

Conducted an audit of the time to diagnosis for those referred to the North
Manchester Memory Assessment Service

•

Developing and piloting cognitive stimulation groups for those with dementia. These
will be run at Later Life Day Services alongside the nursing team. Estimated start date
is early February 2016.

•

Working with our Speech and Language Therapist to evaluate the Trusts SoNAS group
for people with dementia. This evaluation has been submitted to the Trust’s quality
board and we are in the process of editing this to submit for publication.

•

Delivered one day workshop to the North West Admiral Nurse group on using
compassion focused approaches with families affected by dementia.

•

Commissioned by Dementia UK (employers of the Admiral Nurses) to deliver two half
day workshops on family and systems approaches to working with people with
dementia (March/April 2016).

•

Facilitating skills development groups for nurses in Central and North memory
assessment services involved in administering and scoring memory screens.

•

Alongside IAPT lead for Later Life, delivered two x two hour teaching sessions on
adapting CBT for later life. Feedback on the training was positive and this may be used
by other services.

Neuropsychology Services

•

Reduced waiting times in our Mental Health Neuropsychology service and centralised
this service to deliver service efficiencies.

Specialist Services

•

Initiated improvements in administrative and clinical procedures within the ADHD
service to deliver clinical efficiencies and a higher quality service for service users.
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Manchester Psychological Services User Movement

•

Strengthened links with our Service User Group MPSUM (Manchester Psychological
Services User Movement), who attend Psychological Services Management Group on a
quarterly basis and contribute to recruitment of our clinical staff.

•

Protected staff time is provided to support the group with the chairing of meetings,
taking minutes etc.

•

MPSUM members have been involved in a variety of additional initiatives to support
the work of the Division over the year. Highlights include a presentation to PSD staff at
the annual Division away day; co-production of PSD service information leaflets and
consultation on local protocols and procedures.

Research and Audit

•

The Division continued to take an active part in research projects and bids e.g. the
CaFi research project for African Caribbean families where a family member has a
psychosis diagnosis, Baby Triple P research for the Mother and Baby Unit,
Psychological Interventions for People with Severe Mental Illness in Later Life'
(PIPSMILL) project exploring barriers to accessing therapies

Adult Mental Health Division
Inpatient and Urgent Care
Some examples of the key quality achievements of the past year within inpatient and urgent care
services are as follows:
•

•
•
•
•

•

An overarching service description for Inpatient and Urgent Care Services has been in
operation from March 2015. The service description covers the standard operating
procedures for the 3 locality based Emergency Department Liaison Teams, The citywide
Patient Flow and Capacity Team, The citywide Gate Keeping Team, The citywide Urgent Care
Access Team, The locality based Home Treatment Teams and Safire, the citywide
Assessment Unit, inpatient Wards Psychiatric Intensive care units and Treatment Suites.
These Standard Operating Procedures are now been embedded in practice and monitored
through Audit, Service Evaluation and Quality and Performance monitoring.
The 3 Emergency Department Liaison Teams continue to provide 24/7 senior nursing cover
to the Acute Trust Emergency Departments.
The Urgent Care Access Team and Home Treatment teams provide a 24/7 service including
the provision of the Trust’s Crisis line for existing service users.
The Gatekeeping Function has been extended to provide out of hours Senior Management
responsibilities similar to the Bleep holder for the inpatient wards.
Emergency Department (ED) presentations have increased form 140 – 155 per week since
April 2015 – November 2015. Despite this the Liaison team in ED have seen 82% of referrals
within 1 hour of referral. This is far in excess of the Quality Requirement (QR) to see 70% of
patients within 1 hour of referral to mental health.
We have consistently achieved the QR to see over 65% of Urgent referrals within 24 hours of
referral in Q2 and Q3.
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•

•

•
•

•

Readmissions have averaged 7.4% since April 2015. This is well below the national
benchmark of 10.7%
Pilot and evaluation of Mental Health Assessment Suite alongside Commissioner Colleagues
Establishment of street triage line for use of police and North West Ambulance Service 24/7
Commencement of Service Improvement initiative to improve crisis care planning in
Community Mental Health Area Teams in collaboration with AQUA (Advancing Quality
Alliance).
24/7 Gate Keeping Team are achieving an average of 62 avoided admissions per month
against a target of 25. This equates to an average of 43% of requests for admission being
directed to a less restrictive alternative.
Improved incident reporting trend with an increased number of lower graded incidents and
a reduction in the higher graded incidents. The inpatient and urgent care services form
58.1% of the trusts overall reporting figures. The Acute services manager, Governance lead
and Matrons review the Datix incidents on a weekly basis in order to respond promptly to
trends issues and concerns.
Created and sustained a “safe wards” implementation champion group with representation
from all acute wards and PICUs – this is now being rolled out other divisions.
Over the past 12 months we have seen improvements in physical health monitoring post
Rapid Tranquillisation on our in-patient wards
The recruitment of the Urgent Care Pharmacy Team has brought improvements to the
Service User experience, providing access to medicines guidance and advice to service users,
carers and staff
Sustained improvements in the management of controlled and recorded medicines on our
wards
Continued reporting of medicines incidents and engagement in the review of all medicines
incidents on wards
Medicines link nurses identified on all acute wards and submissions to medicines
management team have improved over the previous 12 months
Significant reduction in the number of patients who go AWOL and improved report and
respond relationship with Greater Manchester Police with the establishment of telephone
triage system.
The use of the CHORES recording system, maintains the focus on ensuring that self harm risk
events are recorded accurately on the Clinical History of Risk events – this has shown
improvement above the improvement trajectory agreed with commissioners.
The number of SIRI investigations within the Division has increased from 19 in 2014/15, and
presently stands at 20 in 2015/16.
The Patient Experience Committee has reported that the percentage of patients on the
wards reporting improvements in feeling safe has risen from 85% to 94%. Patients report
increased satisfaction in relation to access, staff listening and explaining, and goals and
outcomes being discussed. They have also reported improved levels of satisfaction on
discharge from the wards in relation to their needs being met, involvement in decision
making, staff being helpful, quality of care, crisis support and information, and the FFT.
All trends in complaints are discussed at the Divisional Group meetings and the quarterly
reports are available on a dedicated complaints area on SharePoint accessible to staff. The
community meetings on the wards and the presence of PALS at Drop Ins encourage
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•

feedback from service users and their families. The Care Group Quality and Governance
meetings consider any patterns and trends including remedial action that requires taking.
Safeguarding: There has been considerable work to ensure that staff are adequately and
appropriately trained in safeguarding, and the recent Trust audit on compliance showed
significant assurance. Training compliance is at 84% for children’s safeguarding and 82% for
adult safeguarding in this division. Additional training sessions have been widely advertised
recently for ward managers and CPLs to improve standards.
The Implementation of Acute Care Capacity plan continues to result in reduced length of
stay, increased number of discharges and reduced numbers of Service users placed in out of
area beds.

Health and Well-Being Service
During 2015/16, the Health & Wellbeing Service was subject to a reduction in funding of over 60%,
with some of its services decommissioned by the Commissioners in the Public Health Department of
Manchester City Council. During the year, there was a considerable amount of time spent on
restructure and redesign as part of Organisational Change which resulted in 27 staff leaving the
Service through voluntary and compulsory redundancy and an interim service specification was used
mainly concentrated on a transition plan and phased approach to a new service. Hence, many of our
previous KPI’s and Quality achievements were suspended.
However, below are some examples of the key quality achievements of the past year within Health
and wellbeing services are as follows:
Physical Activity on referral service (PARS)
• Record keeping audit on all referral notes to ensure that quality and governance standards
are adhered to across the service
• Patient feedback forms handed out to all physical activity on referral service users to help
adapt classes to meet the service users needs and to ensure the quality of the sessions
remain high
Oral Health Improvement Team
• The oral health improvement team carried out an audit to establish the benefits of the
extended duties qualification, (fluoride varnish application and communication of evidence
based oral health messages) for dental nurses and their practise in practice including
observing safety and competence to practise and to measure the impact the training had on
their work.
• Reviewed and improved the consenting procedure for the improving dental access
programme which ensures safety, effective delivery, best practice and quality.
• The supervised brushing programme delivered to early years has an implementation
protocol which has been reviewed and improved to include new national guidance from
Public Health England.
Training delivery
• Between April 2015 and October 2015, the Service continued to deliver its training
programme and the 2 questions below were asked on every evaluation form.
I feel my confidence has increased as a result of attending this course–
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97.7% answered yes
I have an increase in awareness in the course topic as a result of attending this course–
96.9% answered yes
We designed and delivered a pilot training course in Personalised Care Planning funded by
Health Education North West. The project evaluation was independently conducted and
commissioned by HENW and is now available.
All Connect 5 training courses are individually evaluated and feedback from participants
monitored and reported on. Follow ups with teams who have completed all 3 levels of the
training are conducted 3-6 months post completion to identify any continued change in
practice.

Resources & Information
• Published resources, i.e. self help guides, the Mental Health in Manchester website are
frequently reviewed and updated to ensure advice is up to date, evidence based and reflects
NICE guidelines where appropriate.
Health & Wellbeing Service-wide
• Governance Action Plan updated on a quarterly basis, reported to Service Quality &
Governance meetings and used to develop team service plans.
• Audits to improve learning and quality improvements in the service carried out across the
Division.
• Work undertaken with staff across Trust services to ensure NICE and other relevant guidance
is implemented (i.e. dental milk programme is reviewed against the National Dental Milk
Guidelines)
• Risk Registers for teams updated and reviewed at team meetings and by senior managers on
a monthly basis.
• Service represented on Integrated Risk Management and Clinical Governance Committee.
Later Life Division
Some examples of the key quality achievements of the past year within later life services are as
follows:
•

In 2015 the Later Life Division embarked on a redesign of existing services. The redesign aims
to provide more equitable services across the city and through the reconfiguration offer a
broader range of services to older people with mental health needs and younger people
with dementia. The redesign has taken account of a wide range of views and has been
developed through engagement with all of our key stakeholders including service users and
their carer’s. A number of new posts have been created through the redesign which will
support both the delivery and the quality and governance of the service. The redesigned
services will aim to provide; More effective care through the integration and alignment of a
number of existing services into the CMHT; A “stepped” memory assessment so that more
people receive a diagnosis in a timely manner; access to a wider range of therapeutic
interventions; more intensive support for people who are becoming acutely unwell;
enhancement of the skill mix of in-patient services to effect better care and a timely
discharge form hospital.
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•

The CQC report published in September 2015 rated the Later Life Community Services as
being “Good”. Within the Division we have acted on recommendations contained within the
report in relation to both In-patient and community services as part of the Trust Action Plan
and as part of a commitment to continuous service improvement.

•

The monthly Later Life Quality and Governance Meetings form part of the Trust’s
Governance Structure and provide a focus for information sharing, discussion and action in
relation to Regulation, Patient Safety, Patient Experience and Clinical Effectiveness. The
meeting invite extends to corporate services to attend/present as necessary. The meeting
effectively “links” the Integrated Risk and Governance agenda to the clinical teams and acts
as a conduit for relevant matters to be passed up and down the structure.

•

Research activity is high on the agenda within the Division both in relation to large scale
research projects and smaller scale studies. The Quality and Governance meetings provide a
forum for the presentation of research proposals and outcomes. The North Memory Clinic
won a Trust Research and Innovation award in June 2015 in recognition of their support to
research across the Trust. Researchers are encouraged to share their findings from studies
more widely. In September 2015 two of the Admiral Nurses had an article published in the
Journal of Nursing and Residential Care entitled “Transitions into permanent care: The
effects on the family”.

•

The Division is engaged in clinical audit activity as part of the Trust’s Audit Programme.
Results of audits conducted within the Division are presented within the Quality and
Governance Meetings where feedback contributes to the development and implementation
of associated action plans. Two such audits presented in 2015 were “Prescribing of High
Dose Anti-Psychotics in Later Life Wards” and “Managing Very Low Body Weight in Later
Life”.

•

The Division continues to perform well in relation to Trust Quality Requirements. There has
been Divisional representation in development of both the Manchester and Greater
Manchester CQUINS and KPI’s for 2016/17

•

The Division supports a wide range of students and trainees undergoing their professional
training with placements taking place across both in-patient and community settings. In
2015 two of the Divisions services were cited in Manchester Universities “Best Practice
Award for Student Placements” with nominations coming from across Greater Manchester.
Cavendish Ward was the eventual winner.

•

The Division continues to support the Learning and Development of staff across the services.
The service has in the past year enabled staff to access continued professional development
to enhance clinical knowledge and skills, to enable the delivery of evidence based therapies,
develop leadership skills, and to support the development of others through mentorship
training. There have also been a number of “Train the Trainer” programmes which have
equipped staff to deliver a range of Therapeutic Interventions within Day Services.

92

•

The Division continues to support and develop services as part of an ethos of continuous
improvement. In 2015 this has included: The establishment of a nurse led clinic in the north
memory service supporting non medical prescribing of dementia treatment drugs;
Engagement with GP’s by the Central Manchester CMHT and Consultant Psychiatrist which
has resulted better quality referrals; Participation by the Central Manchester CMHT in the
Faith in Dementia Conference in October 2015 and the development of Peer Support Groups
for people attending Day Services.

•

The Division continues to work with a range of partners to support the enhancement of
services to older people with mental health needs and younger people with dementia. The
Trust is linked to The Manchester Dementia Action Alliance and through that the Division
have forged links with Health Watch in respect of developing a repository of
information/leaflets across the city. The South Memory Service has worked in close
association with the Alzheimer’s Society in order to link people into their post diagnostic
provision and our Day Services have linked in with the Community Explorers network in
order to identify opportunities for social engagement and inclusion for service users.

•

Pharmacist appointed to the Later Life and Rehabilitation Services as an action from the CQC
and risk register.

Prison Division
The Trust now provides prison healthcare to two prisons, HMP Manchester and HMP Buckley Hall
Some examples of the key quality achievements of the past year within the Prison division are as
follows:
•
•

•
•
•
•
•
•
•

The prisons continue to complete the Health and Justice Indicators of Performance on a
monthly basis to highlight current performance against the North West region prisons.
The Quality template provided by commissioners combining the actions from a variety of
inspections, assessments and inquest outcomes continues to be worked through and
updated.
The divisional risk register is reviewed and amended monthly to ensure effective risk
management and increase safety.
Incidents reported via Datix have been monitored monthly and learning implemented.
The number of do not attends at clinics has been the subject of audit resulting in the lowest
rate in the North West region
Patients at HMP Manchester have their medications held in possession which enables them
to self care and be independent.
NICE guidance continues to be reviewed for primary care practice and implemented as
recommended.
Service users continue to have a key role in the design and evaluation of services delivered.
Academic Health Sciences network improving medicines safety in the prison population.

Adult Community and Social Care and Inclusion Division
The Adult Community & Social Inclusion Division supports service users by providing recovery
focused services. The Trust has a set of core values to support our key operating principle. These
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values underpin our service delivery and are threaded through our operating principles and business
planning processes.
Our approach to developing our Division’s business plan is to put quality at the heart of everything
we do and to contribute to the national quality improvement framework.
We regularly review our services in light of service users’ experience through our governance
process which routinely considers incidents, compliments and complaints, information gathered
from the Patient Advice Liaison Service (PALS) and through our service users and carer involvement
activities. We use this information to learn and improve how we deliver our services.
Our Approach to Care
The Community Mental Health Area Teams are multi-disciplinary in nature, and provide a service to
Adults of Working Age (AOWA) whose complex mental health needs require input beyond the level
of expertise that can be provided by Primary Care services.
The Area Teams provide an interface with Primary Care services, enabling service-users to ‘step-up’
to the Area Team for more specialist care, and to ‘step-down’ to Primary Care as the service user’s
condition and circumstances improve.
Practitioners will provide initial assessments, and subsequently plan, implement and oversee
comprehensive packages of Health and Social Care provision with the CPA framework. Practitioners
within Area Teams will work in partnership with people with mental health problems, their carers/
families, our Primary Care colleagues, and Third Sector organisations.
The Adult Community & Social Inclusion Division has the leadership role for Supporting Recovery in
Manchester within the Trust.
We pledge to work in partnership with people to:
• Promote and carry hope for the future.
• Believe change is possible.
• Listen, understand experiences and build on strengths.
• Help to identify and prioritise personal goals for recovery.
• Learn to live well and stay well with health challenges.
• Share control and responsibility with people when this is helpful to them.
• Provide access to information, enabling decisions and choices.
• Challenge stigma and promote rights and opportunities both within services and in wider
society.
• Provide equality of access to services for the culturally diverse population of the City of
Manchester.
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Our Services
Within the Adult Community and Social Care and Inclusion Division a range of services are provided,
these include:
•
•
•
•
•
•
•
•

Rehabilitation Services
Review Team
Housing Advisors
Recovery Pathways Service – Wellbeing through Art, People and places
Area Community Mental Health Teams
Gateway Service
Outpatients
Mental Health Link-worker scheme (Interpretation and Translation)

Two new services were created during 2015:
•
•

Community Inclusion Service – a new service commissioned by Manchester City Council
(MCC)
Manchester Engagement Team – formed by integrating the Assertive Outreach staff and the
Homeless Mental Health Team

During 2015/16 the services below were also part of the Adult Social Care & Inclusion Division but
were decommissioned by Manchester City Council following service consultation:
Community Support Teams – Minimum Support Homes and Floating Support Recovery and Connect
Teams
Review of the Past Year
During the year users of our services and staff have been involved in a number of research projects
including Central West Area Team engaging in an AQUA project on crisis care planning, which in turn
supports delivery of a CQUIN target for reducing the need for service users on CMHAT waiting lists to
access A+E for urgent care. This CQUIN is being achieved at the time of writing.
Developments over the year to improve care:
• Gateway Service has undergone a major restructure leading to the development of a
new algorithm-driven pathway for referral management, streamlining the process and
reducing the time taken for referrals to pass on to the receiving teams significantly,
and enabling the redeployment of the practitioners to the Community Area Teams.
• Following our review of community services, this year has seen us undertake a
number of developments and initiatives:
• The Mental Health and Social Care Funding Panel has been renamed the Health
and Social Care Quality and Performance Panel to give consistency with the other
panels operated by Manchester City Council (MCC). Further changes have been
made to the panel processes to ensure that they are compliant with the
requirements of the Care Act 2014, including updating all paperwork and
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•

•

ensuring that the National Eligibility criteria for social care are at the heart of the
assessment process.
• A Standard Operating Procedure has been formulated in order to reduce
variation in practice across the six Community Mental Health Area Teams
(CMHAT), and this was formally ratified in December 2015.
• A Standard Operating Procedure has been formulated in order to reduce
variation in practice across the Outpatient Clinics operated by the Community
Consultant Psychiatrists and their junior doctors, and this was formally ratified in
December 2015.
• Following formal consultation with the staff involved, a City-Wide service to
replace the previous Assertive Outreach and Homeless Mental Health Teams has
been developed and implemented: the Manchester Engagement Team.
• The Health and Social Care Clinic Pilot Project supporting service users in the
transition from Secondary Care to Primary Care services was successful, and has
now been rolled out across all six CMHATs.
The in-house interpretation and translation service has continued to extend its service
supporting the Trust’s professionals working with people who speak languages other
than English. New capacity is in place and the service now offers 32 languages from
Arabic to Yoruba.
After the decision by MCC to decommission some social care services, through 2015
the Division has worked to end the Recovery Pathways and Community Support
(Minimum Support Homes and Floating Support) services. A number of staff opted for
voluntary redundancy, but many chose to remain in services, joining either the new
Community Inclusion Service, or being redeployed into a variety of other teams and
services within the division.
Work continues within the Rehab services to align the referral and assessment
pathways across both the Trust services (Acacia Ward and Anson Road Unit) and our
partners at Millbrook and Douglas House Independent Hospitals, and the Bramley
Street Rehab Unit commissioned from GMW. A single assessment recording
document is in reparation, and work continues with the CCG Commissioners in
developing a full rehabilitation pathway.
Practice around safeguarding adults and children continues to be a key priority.
External re-audit of compliance with policy gave substantial assurance in respect of
the Trust’s application of the policy and procedure.
A new post of Community Matron has been created to extend the quality and
innovation role covered by the inpatient matrons to community services, with the
post holder commencing on 4th January 2016.
Cost improvement programmes within services, principally a large reduction in usage
of agency staff in the Community Mental Health Area Teams, has led to the division
reporting a financial surplus for 2015/16.
The Trust’s CQC inspection was completed in Spring 2015, with the official feedback
delivered in September, when the Trust was rated as ‘requires improvement’. Key
issues for the division include improving mandatory training and PDR compliance, and
recovery-focused care planning. An improvement plan has been developed to
96

•

•

•

•

•

•

implement these and other areas. Within the Division we have continued to
undertake peer reviews based around the CQC Key Lines of Enquiry (KLOE), and the
Area Teams, Outpatients, Link-workers and the Review Team have had one peer visit
each, with plans in place to complete these in other teams and services through 2016.
Working with the Council we have reviewed the social care funding panel process to
ensure all processes and wording are Care Act compliant, and consistent with revised
MCC procedures in their internal panels.
Outpatients – we have reviewed the current process for Adult Outpatients.
Developing the OP SOP was a comprehensive piece of work with much engagement
with the Community Psychiatrists. An implementation plan has been drawn up with
implementation commencing in January 2016.
Acacia and Anson Road are continuing their participation in the Safe Wards Project
which is succeeding in reducing conflict on inpatient wards. The project involves
making positive changes to the environment and also ensuring staff show increased
mindfulness around how they communicate with service users
Increased Occupational Therapy Service at Anson Road has been put in place to
ensure current staffing levels reflected recommendations and the core values of the
Trust – Putting patients first, ensuring quality and safety.
As part of The Adult Community & Social Inclusion division, some staff have continued
to be involved within all phases of the Listening into Action project. The division also
has influencers of this initiative who are keen to lead and be involved in change within
the Trust. Admission and Discharge criteria for CMHATs, Amigos development, and
the Outpatient review, among others, have all benefited from staff input via LiA.
The Division has responsibility for delivering one CQUIN target and two Quality
Requirements (QR) for Commissioners. The CQUIN was discussed above, and both QRs
are also being achieved at the end of quarter 3, with in excess of 95% of GP referrals
resulting in feedback to the GP within 21 days of referral, and more than 60% of
people referred to the Community Teams being seen within 21 days of referral.

Plans for 2016/17
Over the next year the Adult Community & Social Inclusion Care Division has set priorities for
improvements in the following areas:
1) Completing implementation of Standard Operating Procedures for Outpatients and Area
Community Teams.
2) To support affected staff through the proposed Service retractions: Start, Studio One,
Individual Placement & Support Service, Green Wellbeing and Benchmark.
3) Developing further Standard Operating Procedures to cover the Health and Social Care clinic
function, the Manchester Engagement Team, and the Rehab services.
4) Improve working relationships with our stakeholders including GPs and improve our
interfaces with Urgent Care and Inpatient Services, as well as Primary Care Mental Health.
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Monitoring and Reporting
Performance Report – Monthly
The Integrated Performance Report provides the Trust Board with an overview of the Trust’s
performance against the targets we need to meet for 2015/16. It is an exception report so focuses
on areas where we are over or under the expected performance levels, giving the reasons for that
difference in performance. The content of the report is reviewed regularly and changes are made as
determined by the needs of the Trust Board or external reporting requirements. Recent additions
include the Safer Staffing return and additional detail around A&E 4 Hour Waits. You can access our
monthly integrated performance reports through the Trust Board papers we publish online.
FOCUS ON: Quality Dashboard
In 2015/16 the Trust has developed a series of Quality Dashboard which allow the Trust to
understand whether it is meeting its commitment to providing high quality services which are safe,
effective and reflective of patient and carers needs. Below is an example of the Trust’s Quality
Dashboard that was presented to the Quality Board in February 2016.

Further work will continue in 2016/17 to refine the content and format of the Trust Quality
Dashboard with plans to fully embed the process of population and review of Quality Dashboards at
all departmental and team governance meetings. Medicines optimisation strategy with board
performance indicators dashboard is presented quarterly. This provides assurance against the
medicines optimisation strategy.
Work will continue throughout 2016/17 to provide more functionality and additional metrics.
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Patient Led Assessment of the Care Environment (PLACE) Results
PLACE (Patient Led Assessment of the Care Environment) is a system which was introduced in April
2013. Replacing the Patient Environment Action Team (PEAT) inspections, its function is to assess
the quality of the patient environment in hospitals providing NHS funded care.
The assessments involve service user representatives, patients and members of the public going into
hospitals to assess how the environment supports patient’s care e.g. privacy and dignity, food,
cleanliness and general building maintenance are all assessed. It focuses entirely on the care
environment and does not cover clinical care provision or how well staff are doing their job.
The assessments take place annually. The dates of the assessments are set by the Department of
Health. The 2015 assessments took place in May and June.
Manchester Mental Health Social Care Trust Results
The 2015 PLACE results were published in August 2015. These are outlined in the table below along
with the 2014 results:
Site
Name

Year

Cleanliness

Food

Organisational
Food

Ward
Food

Privacy
&
Dignity

Condition
Dementia
Maintenance

Laureate

2015

99.60%

94.87%

90%

96.93%

90.74%

97.67%

88.28%

House

2014

99.09%

92.93%

82.73%

97.02%

86.93%

94.18%

N/A*

Park

2015

99.64%

87.36%

86.01%

87.74%

88.86%

90.32%

92.38%

House

2014

99.87%

92.73%

81.85%

96.59%

92.24%

95.68%

N/A*

Anson

2015

98.24%

N/A

N/A

N/A

90.83%

93.64%

100.00%

Road

2014

97.69%

N/A

N/A

N/A

90.48%

98.21%

N/A*

* The Dementia assessment is new to the annual PLACE assessment therefore no comparable data is
available for 2014. The assessment looks at specific dementia-related criteria and isn't a full
comprehensive environmental dementia assessment.
Comparison of Neighbouring Trusts Place Results 2015
Hospital Name

Cleanliness

Food

MMHSCT
Pennine Care
5 Boroughs
Mersey Care
Lancashire Care
CWP
GMW
National average

99%
98.89%
99.72%
95.10%
98.01%
93.43%
100.00%
97%

91%
87.84%
97.44%
83.38%
89.03%
86.55%
93.96%
88.50%

Privacy, Dignity &
Wellbeing
90%
90.33%
90.84%
88.47%
88.03%
89.86%
95.14%
89.30%

Condition Maintenance

94%
90.24%
90.65%
81.34%
85.67%
91.44%
98.78%
90.10%
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MMHSCT scored above all the national average percentage in all areas. MMHSCT scored higher than
all its’ neighbouring Trusts in all areas with the exception of GMW and 5 Boroughs, although
MMHSCT did achieve a higher score with regards to facilities than 5 Boroughs Trust.
In the course of the 2015 PLACE inspections the Trust has performed well with all aspects scoring
over 85% and the majority scoring over 90%. With assessments being led and the process being
independently verified by service user representatives, this is a testament to the Trust and the
manner in which staff strive to maintain an environment which is conducive to providing care to
patients.
As outlined in the body of this report there is a lot of good practice which was observed in the
course of the inspections and Matrons are working to share across care groups and sites.
However, there were also a number of areas where improvements could be made across the sites.
A number of these issues such as cleaning fails and damaged furniture were able to be actioned at
the time of the assessment, as the domestic service was represented in each of the assessments.
The matrons also debriefed ward managers, raising issues such as damaged furniture and
improvements to data displayed.
Other issues relating to the fabric, maintenance and catering provision require some further
attention and an action plan has been compiled which outlines all areas where the Trust failed or
did not achieve the full marks available. A number of the items included in the action plan such as
the dignity curtains and a number of vision panels will be addressed under planned works in 2015/16
budgets. Remaining works require pricing and inclusion in the proposed capital schemes for
2016/17.
It is also recommended that the Trust continues to conduct quarterly interim PLACE assessments
with multi-disciplinary teams, so that the executive team can be provided with assurance relating to
the standard of the environment in which patient care is being delivered.
15 Steps Challenge
The purpose of the 15 Steps Challenge
The 15 Steps Challenge has been developed with staff, patients and carers. It has been designed to
help organisations and their healthcare teams deliver the best possible care to patients visited in
their home setting.
The toolkit was created when a mother commented on her family’s experience of hospital care. She
could tell what kind of care her daughter was going to receive within just 15 steps of walking on to a
ward. Research conducted by the NHSI, involving both patients and staff, shows that this comment is
also often true for the care that is delivered in patients’ own homes. The research underlined that
first impressions count irrespective of where you or your loved one is receiving care.
Using a series of simple yet effective questions and prompts tailored to patient care in the
community, the 15 Steps Challenge tool-kit helps organisations and their staff understand how to
provide a more personalised level of care. It puts patients at the heart of their own care experience
by ensuring that health professionals really listen to them, and gives them a voice.
The 15 Steps Challenge is not an audit or a performance management tool but a framework to
better understand, identify and deliver the key components of high quality care. It aims to make
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sure that patients receive the benefits of this right from their first contact with a healthcare team
member.
Developed to align with a number of the Care Quality Commission’s core quality standards, the 15
Step Challenge provides examples of good practice and how these can be implemented with ease,
which organisations may find useful material to use in support of a Care Quality Commission
inspection.
The 15 Steps Challenge were introduced into the Trust in 2015 by the Dignity Matron and the Carer
Champion for Dignity. The inspections cover environment, staff attitude, patient feedback, social
and activity spaces and areas of improvements suggested by the team. Wards are only informed an
hour at the most in advance of the visit. A report on the day is then filled out and shared with the
ward manager.
A series of the 15 Steps Challenge have taken place throughout 2015/16 and have looked at the
environment, feedback from patients, staff attitude as observed by the team, social and activity
areas and any areas for improvement. The 15 Step Challenge has taken place on all inpatient wards
at Park House, North Manchester General Hospital, and at Laureate House at Wythenshawe
Hospital. They have also been undertaken on the Trust’s Swift Assessment for the Immediate
Resolution of Emergencies (SAFIRE) Unit, and at the Trust’s Rehabilitation services, Anson Road and
Acacia and all of the Trust’s day services. There has been a marked improvement from the visit
issues raised in the previous year - particularly regarding increased ward activities.
Areas of good practice identified:
•
•
•
•
•
•
•

Staff were caring and easy to identify
Safer staff staffing boards and staff board displayed
Staff were wearing their identity badges
Our Patients feedback was that they felt safe
Our Patients felt involved in their care
Evidence of increased ward activities
Servicer user assessor’s feedback detailed our wards had good leadership and the
environment felt well organised and calm

Areas identified requiring improvements that have been addressed:
•
•
•
•

Protected mealtime information to be displayed/made clearer on two wards
Overflowing bin in garden of one ward
Ward first aider information to go on display
Damaged sofa on two wards

Feedback, good practice and areas of concerns following each of the 15 Steps Challenge
assessments, is reported to our Patient Experience Committee and the feedback this year has been
mainly positive. Changes have been made to the approach of the 15 Steps Challenge, including
arranging for Trust leads to be involved to allow issues to be addressed, wherever possible, on the
day of the visit.
The 15 Steps Challenge will continue in 2016/17. A schedule has already been drafted, and this has
been shared at the Trust’s Patient Experience Committee. We will continue to report progress
throughout the year to the Patient Experience Committee and Quality Board.
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HealthWatch
HealthWatch is a consumer champion for both health and social care. The Health and Social Care Act
2012 established HealthWatch in April 2013.
HealthWatch Manchester is an independent organisation; it employs its own staff and involves
volunteers, so it can become the influential and effective voice of the public. One of the main aims
of HealthWatch Manchester is to give local residents and communities a stronger voice to influence
and challenge how health and social care services are provided across the city. HealthWatch
Manchester has a seat on the statutory Health and Wellbeing Board at Manchester City Council. This
helps to ensure that the views and experiences of patients, carers and other service users are taken
into account when local needs assessments and strategies are prepared.
HealthWatch Manchester enables local people to share their views and concerns about local health
and social care services to help build a picture of where services are doing well and where they can
be improved. Manchester Mental Health and Social Care Trust welcome the important contribution
being made by HealthWatch Manchester in helping to improve the quality of health and social care
services. We welcome the opportunity to work closely with HealthWatch, and have already
established a positive working relationship, which we will develop further during 2016/17. The Trust
will continue to support HealthWatch Manchester in any specific activities that relate directly to
mental health experiences, and will ensure that there are continual opportunities for regular
dialogue and information sharing during 2016/17.
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Appendix A
Statements from External Bodies

As part of the external assurance process and to promote strong partnership working with our key
stakeholders, we have asked our local HealthWatch, Manchester Clinical Commissioning Groups and
the Manchester City Council Health Scrutiny Committee to make statements on our Quality Account.
All stakeholders received a copy of the Quality Account on 22nd April 2016 and were asked for
statements to be returned by 20th May 2016, allowing 20 working days for consultation.
Stakeholders
There are many definitions of stakeholders in business and public sector or from a health and social
care perspective. These can include:
-

A person or persons with an interest or concern in something
Those who are involved with an organisation and are vital to its survival and success
Any group or organisation who can affect or is affected by the achievement of an
organisations objectives.

Initially, stakeholders were classified into 4 categories: employees, shareholders, customers and the
general public. In a health and social care setting, customers include patients and carers. The general
public is all of the diverse communities we serve. There are also the regulators and different health
and social care interest groups, private sector and the voluntary or community sector organisations.
Each stakeholder has different priorities. For customers, it is often the availability and quality of the
service. Other groups may have their own professional vested interest to pursue, and with regard to
staff, there are different professional perspectives in each employee category. Each viewpoint may
or may not relate to the quality and availability of the service we deliver. We accept that
stakeholders have differing priorities and when referring to the quality of a service it is vital we
recognise the different takes on how quality is defined. If we refer to our customer perspective then
they must have a say in how the quality of their service is shaped.
Stakeholder definition provided by a member of the Service User and Carer Forum
Keeping Stakeholders Informed
Throughout the year we keep our stakeholders informed through a range of communication tools
including our newsletters, meeting and attendance at events held by the Trust.
In 2016/17, we will be looking at ways to improve communication relating directly to our Quality
Improvement Strategy and Quality Account).
If you have any suggestions as to how we might add to our communications activity to help keep
stakeholders informed, then we would love to hear from you. You can use the ‘contact us’ section at
the end of this document to give us your suggestions and feedback.
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Manchester Clinical Commissioning Groups – Joint Commissioning Team
Commissioner Statement in Relation to Manchester Mental Health and Social Care Trust Quality
Accounts 2015/16

Placeholder for Stakeholder feedback
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Health Watch
HealthWatch Statement in Relation to Manchester Mental Health and Social Care Trust Quality
Accounts 2015/16
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Manchester City Council Health Scrutiny Committee
Manchester City Council Health Scrutiny Committee Statement in Relation to Manchester Mental
Health and Social Care Trust Quality Accounts 2015/16

Placeholder for Stakeholder feedback
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Changes made following the submission of the Quality Account to stakeholders
The Quality Account was submitted to our stakeholders on 22nd April 2016. During the time since
submission the Trust has continued to review the content of the Quality Account with the support of
Service Users and Carers, External Auditors (Ernst Young) and internal committees including the
Quality Board. No substantial changes have been made to the 2015/16 Quality Account as a result of
the feedback received from external stakeholders*.
*Other generic typing and grammatical changes have been made which have not impacted on the content of
the Quality Account
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Appendix B
Statement of Directors Responsibilities in Respect of the Quality Account

Placeholder for Stakeholder feedback
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Appendix C

Commissioning for Quality and Innovation (CQUIN) framework
2015/16 CQUINs
Goal
Weighting (%
of CQUIN
scheme
available)

Expected Financial
Value of Goal

GM Crisis Concordat Partnership Working

20.00%

£310,423

N2 4a

Improving physical healthcare to reduce
premature mortality in people with severe
mental Illness

8.00%

£124,169

N2 4b

Improving physical healthcare to reduce
premature mortality in people with severe
mental Illness

2.00%

£31,042

GM1

GM employment and mental health

10.00%

£155,212

L1

Peer Support

15.00%

£232,817

L2

Reducing % of service users on CMHT
waiting list progressing to Crisis pathway
(crisis teams/A&E)

15.00%

£232,817

L3

Peer Review

15.00%

£232,817

L4

Service User Involvement in Clinical Services
Delivery

15.00%

£232,817

100%

£1,552,115

Indicator
Ref

N1 GM
Variation

Description of Indicator

National
Greater
Manchester
Local
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Commissioning for Quality and Innovation Framework (CQUIN)
2016/17 CQUINs

National
Greater Manchester

Description of Indicator

Goal Weighting
(% of CQUIN
scheme
available)

Expected Financial
Value of Goal

N1a

Introduction of health and wellbeing initiatives

10%

£166,674

N1b

Healthy food for NHS staff, visitors and patients

10%

£166,674

N1c

Improving the uptake of flu vaccinations for
frontline clinical staff

10%

£166,674

N3a

Cardio Metabolic Assessment and treatment
for Patients with Psychoses

8%

£133,339

N3b

Communication with General Practitioners

2%

£33,335

GM1

GM IAPT – Recovery and Reliable Improvement
Reporting

6%

£100,004

GM2

GM IM&T – Mental Health Waiting Time
Standards and IM&T

6%

£100,004

GM3

GM Partnerships – Crisis Concordat

6%

£100,004

GM4

GM Shared Care – Anti-Psychotics/Physical
Health

12%

£200,008

L1

Development of Learning Disability training and
ward learning disability champions

7.5%

£125,005

L2

Rehabilitation – Peer review of readmissions

7.5%

£125,005

L3

Acute Care Pathway – Individual Crisis Plans

7.5%

£125,005

L4

IAPT – Enhancing Access & Recovery for
Psychological Therapies

7.5%

£125,005

100%

£1,666,735

Indicator
Ref

Local
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Mother & Baby Contract
2015/16
Supporting Service Users in secure/specialised
services to stop smoking
Perinatal specific involvement and support for
partners/significant others
Mental Health Carer involvement strategies
Cardio Metabolic assessment and treatment for
patients with Psychoses

10,464
12,208
12,208
8,720
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Appendix D
CQC Ratings Grid
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Appendix D
CQC Ratings Grid
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Appendix E
Clinical Audit Programme
Please note the Trust also produces a full annual audit report to the Trust Board that offers additional detail of the audits completed in the Trust and
improvement measures.

Summary Report of Audit Projects (including reasons for non-completion)
Summary of Completed Clinical Audit Programme Audits
CAP Number

Audit Name

4001/ 4001a/ 4001b/4001c

Medicines Reconciliation/Allergy recording

4002/4002a/4002b/4002c

Rapid Tranquilisation

4003/ 4003a/ 4003b/4003c

Omitted Doses

4004/ 4004a/ 4004b/4004c

Controlled drugs

4005

Medicines Kardex Audit

4006/4006a

DUTHIE safe handling of medicines in-patients and community including temperature monitoring

4008

Safeguarding Quality Assurance audit

4009

Social work supervision audit

4010

AMHP 2014/15 social circumstance audit

4011

Occupational Therapy supervision SOP standards

4016

Mental Health Act – Consent to Treatment

4017

Audit of selected standards contained in the SOP for the Governance of Clinical Supervision for Registered and
Unregistered Nurses
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4021

Record Keeping

4022/4022a

Property Audit

4023/4023a

Risk Assessment

4027

Mental Health Act Rights and Advocacy

4029

Re-audit on Psychosis and Substance misuse

Withdrawn from the Clinical Audit Programme 2015/16
CAP Number

Audit Name

Reason

Project 4028

Diabetes

Removed due to limited profile of dedicated staff resource to deliver the audit.
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Assurance Ratings
The table below provides a description of the different levels of assurance that are applied to completed audits as part of the Trust Clinical Audit
Programme
Level of
assurance

Description

High

The review did not identify any weaknesses that would impact on the achievement of the key system, function or
process objectives. Therefore we can conclude that key controls have been adequately designed and are operating
effectively to deliver the key objectives of the system, function or process.
As a result, a high level of assurance can be given that the system of control is designed to meet the Trust’s objectives
and controls are consistently applied over [name of review] at the time of our audit.
There are some weaknesses in the design and/or operation of controls, however the likely impact of these weaknesses
on the achievement of the key system, function or process objectives is not expected to be significant. Furthermore,
these weaknesses are unlikely to impact upon the achievement of organisational objectives.
As a result significant assurance can be given that there is a generally sound system of internal control, designed to meet
the organisation's objectives, and that controls are generally being applied consistently at the time of our audit.
There are weaknesses in the design and / or operation of controls which could have a significant impact on the
achievement of the key system, function or process objectives but should not have a significant impact on the
achievement of organisational objectives.
As a result there is limited assurance as weaknesses in the design and/or inconsistent application of controls over [name
of review] at the time of our audit put the achievement of the system’s objectives at risk in a number of the areas
reviewed.

Significant

Limited

No

There are weaknesses in the design and/or operation of controls which not only have a significant impact on the
achievement of key system, function or process objectives but may put at risk the achievement of organisation
objectives.
As a result there is no assurance as weaknesses in control, and/or consistent non-compliance with key controls over
[name of review] at the time of our audit, could result (have resulted) in failure to achieve the organisation’s objectives
in the areas reviewed.
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Summary of completed & approved Clinical Audit Programme reports 2015/16 including assurance levels and improvement actions
Limited Assurance Audits
10
CAP Number
4001

Significant Assurance
Audits
15

Audit Name
Medicines
Reconciliation/Allergy
recording

•
•

•

Medicines
Reconciliation/Allergy
recording

Assurance TBC

Reports withdrawn

Total Number

7

0

1

33

Improvement Actions to be Taken

•

4001a

High Assurance Audits

•
•
•
•

Assurance Level

Continue to undertake monitoring and focus on SAFIRE as the admission unit for High
services.
Work with the urgent care board to incorporate medicines reconciliation as a
measure into the in-patient dashboard.
The new urgent care pharmacy staff now undertake medicines reconciliation in
home treatment services.
Work with South Manchester to change the role of the technician at Laureate
House to include daily medicines reconciliation as at Park House. The role has
been changed to a daily visit rather than to providing a clozapine support service.
Continue to undertake monitoring and focus on SAFIRE as the admission unit for High
services.
Work with the urgent care board to incorporate medicines reconciliation as a
measure into the in-patient dashboard.
The new urgent care pharmacy staff now undertake medicines reconciliation in
home treatment services.
Work with South Manchester to change the role of the technician at Laureate
House to include daily medicines reconciliation as at Park House. The role has
been changed to a daily visit rather than to providing a clozapine support service.

Medicines reconciliation is only a part of the work of the clinical pharmacist and it is
important to ensure that the pharmacists are still available to attend ward rounds, counsel
patients and support the full range of medicines management functions in addition to
medicines reconciliation.
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CAP Number
4001b

Audit Name
Medicines
Reconciliation/Allergy
recording

Improvement Actions to be Taken
•
•
•
•

Assurance Level

Continue to undertake monitoring and focus on SAFIRE as the admission unit for High
services.
Work with the urgent care board to incorporate medicines reconciliation as a
measure into the in-patient dashboard.
The new urgent care pharmacy staff now undertake medicines reconciliation in
home treatment services.
Work with South Manchester to change the role of the technician at Laureate
House to include daily medicines reconciliation as at Park House. The role has
been changed to a daily visit rather than to providing a clozapine support service.

Medicines reconciliation is only a part of the work of the clinical pharmacist and it is
important to ensure that the pharmacists are still available to attend ward rounds, counsel
patients and support the full range of medicines management functions in addition to
medicines reconciliation.
4001c

Medicines
Reconciliation/Allergy
recording

•
•
•
•

4002

Rapid Tranquilisation

•
•

4002a

Rapid Tranquilisation

•
•

Continue to undertake monitoring and focus on SAFIRE as the admission unit for High
services.
Work with the urgent care board to incorporate medicines reconciliation as a
measure into the in-patient dashboard.
The new urgent care pharmacy staff now undertake medicines reconciliation in
home treatment services.
Work with South Manchester to change the role of the technician at Laureate
House to include daily medicines reconciliation as at Park House. The role has
been changed to a daily visit rather than to providing a clozapine support service.
Continued Audit to be completed by medicines link nurses on monthly basis to Significant
ensure that standards are maintained.
Lead Nurse to support Later Life division to address issues regarding audit
submissions from ward based link nurses.
Limited
Audit to be shared with Ward Managers, Matrons and Medicines Link Nurses.
Ward Managers to share audit finding with their teams and reiterate importance
of Trust.
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CAP Number

4002b

Audit Name

Rapid Tranquilisation

Improvement Actions to be Taken
•
•
•
•
•

4002c

Rapid Tranquilisation

•
•
•

4003

Omitted Doses

•

•
•

4003a

Omitted Doses

•
•
•

Assurance Level

Policy implementation. Continue with monthly audit completion.
Continued Audit to be completed by medicines link nurses on monthly basis to Significant
ensure that standards are maintained.
Lead Nurse to continue to support wards that have been unable to submit data
and address issues regarding audit submissions from ward based link nurses.
Lead Nurse to complete a review of RT use across wards during the month of
February to ensure that further assurance is provided for Q4
Continued Audit to be completed by medicines link nurses on monthly basis to
ensure that standards are maintained.
Lead Nurse to continue to support wards that have been unable to submit data
and address issues regarding audit submissions from ward based link nurses.
Lead Nurse to continue to support data collection.

Significant

Medicines Management link nurses continue to work with the medicines Significant
management team and have made significant improvement. As highlighted in the
previous audit report, when a reduction in audit frequencies has been attempted,
this has led to a perceived increase in omitted doses. This is evidenced by
increases in DATIX incident reports in addition to observations on wards by the
medicines link nurses and medicines management teams. Link nurses have
expressed that they wish to continue monitoring practice in this area.
Focus work around Later Life Division and look at ways to support wards with link
nurse data collection.
Discuss during next medicines link nurse event to look at those medicines that are
refused, and how this can be addressed at ward level. Consider medical review to
discuss impact of refusal of treatment upon patient care.
Limited
Audit feedback to all teams via appropriate division meetings.
Audit feedback to ward teams by service managers.
Link nurses will continue to collect audit data re: omitted doses and Lead Nurse
will provide quarterly reports to medicines management committee, in addition to
immediate ward feedback where issues are identified.
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CAP Number

4003b

Audit Name

Omitted Doses

Improvement Actions to be Taken

Assurance Level

•

Escalate lack of data returns to appropriate teams to ensure any issues are
discussed and addressed.

•
•
•

Audit feedback to all teams via appropriate division meetings.
Audit feedback to ward teams by service managers.
Link nurses will continue to collect audit data re: omitted doses and Lead Nurse
will provide quarterly reports to medicines management committee, in addition to
immediate ward feedback where issues are identified.
Escalate lack of data to appropriate teams to ensure any issues are discussed and
addressed.

Significant

•

4003c

Omitted Doses

•
•
•

Audit feedback to all teams via appropriate division meetings
Audit feedback to ward teams by service managers
Link nurses will continue to collect audit data re: omitted doses and Lead Nurse
will provide quarterly reports to medicines management committee in addition to
immediate ward feedback where issues are identified.

Significant

4004

Controlled Drugs

•

The audit is to be conducted on a quarterly basis, and reported to the Medicines
Management Committee.
Ward Managers of the wards identified to remind staff that Controlled Drugs (CDs)
are to be checked at handover, which is three times per day, unless nurses are
working longer shifts.
Ward Management teams to ensure that they complete weekly management
check.
Ward Managers, of those wards identified, to ensure that staff are aware of
Recorded Drugs (RDs) checking requirement.
Ward Management teams to ensure that they complete weekly management
check, noting the security of same during checks.
Ward Management teams to ensure that they complete weekly management
check, noting the security of same during checks.

Significant

The audit is to be conducted on a quarterly basis, and reported to the Medicines
Management Committee.

High

•
•
•
•
•

4004a

Controlled Drugs

•

124

CAP Number

Audit Name

Improvement Actions to be Taken
•
•
•
•

4004b

Controlled Drugs

•
•
•
•

4004c

Controlled Drugs

•
•

Assurance Level

Ward Managers of the wards identified to remind staff that CDs are to be checked
at handover, which is three times per day, unless nurses are working longer shifts.
Ward Management teams to ensure that they complete weekly management
check, through review of Controlled Drugs SOP 13 (Standard Operating Procedure)
Governance and Audit.
Ward Managers of those wards identified to ensure that staff are aware of
Recorded Drugs checking requirement.
Ward Management teams to ensure that they complete weekly management
check, noting the security of same during checks.
Ward Managers of the wards identified to remind staff that CDs are to be checked
at handover, which is three times per day, unless nurses are working longer shifts.
Ward Management teams to ensure that they complete weekly management
check, through review of Controlled Drugs SOP 13 Governance and Audit.
Ward Managers of those wards identified to ensure that staff are aware of RDs
checking requirement.
Ward Management teams to ensure that they complete weekly management
check, noting the security of same during these checks.

High

Ensure that weekly ward management teams checks are embedded into routine
practice, in order to ensure oversight of Recorded and Controlled Drug
management within individual wards.
Ensure that Ward Managers remind staff of the importance of Trust Policy, with
regards to the responsibilities of Controlled and Recorded Drug storage

Significant

4005

Medicines Kardex Audit

•
•
•
•

Reminder memo summarising annual audit
Medicines link nurse audit
Reminder to all wards and prescribers
Ensure that all pharmacists are working consistently across the trust

High

4006

DUTHIE safe handling
of medicines inpatients including

•

Ensure nurses are prompted to lock all cupboards and fridges upon completion of
medicines administration round.
Audit report to be circulated to Ward Managers and Matrons Meetings for review

Limited

•
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CAP Number

Audit Name
temperature
monitoring

4006a

DUTHIE safe handling
of medicines
community including
temperature
monitoring

Improvement Actions to be Taken
•

•
•
•
•
•
•
•

4008

Safeguarding Quality
Assurance Audit

•
•
•
•

4009

Social work supervision
audit

•
•
•

Assurance Level

and approval of action plan.
Audit to be disseminated to ward managers (via divisional leads) for sharing
amongst teams.
Continue to audit all depot prescriptions, to ensure they are reviewed and rewritten in line with Trust policy.
Recording of allergy status requires attention within teams. Prescribers must
endeavour to find out this information and record it correctly on the depot cards.
Continue to support medicines link nurses through bi-monthly events to share
good practice and review audit structure. Audit to be shared at these events.
Review the systems for monitoring when large numbers of depots are transported
to clinics.
Consider how teams can be supported with equipment to transport depots safely.
Audit to be reported back to Divisional Leads and each CMHT with individual team
issues highlighted.
Complete quarterly report to update on developments within community services.

Limited

Audit fed back to teams and quality board
The Deputy Director Adult Social Services (MCC) will ensure the required Mosaic
change is completed as part of the MiCare/Mosaic upgrade; the Deputy DASS will
ensure that the correct referral process is followed by EDS staff
The QA audit lead should issue a reminder to staff carrying out the QA audits to be
mindful that all sections within the audit template document should be completed
accurately & appropriately
The audit template should be updated to ensure clarity in completion of the
document

Substantial – Mersey
care internal audit
assurance rating

Audit to be fed back to AMHPs / social workers at forum
To continue providing professional supervision to all social workers within the
Trust
To continue to improve take up of individual supervision for manager social
worker / AMHPs

Significant
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CAP Number
4010

4011

Audit Name
AMHP 2014/15 social
circumstance audit

Occupational Therapy
supervision SOP
standards

Improvement Actions to be Taken
•
•
•
•
•
•
•
•

4016

Mental Health Act –
Consent to Treatment

•
•
•

4017

Audit of selected
standards contained in
the SOP for the
Governance of Clinical
Supervision for
Registered and
Unregistered Nurses

•
•
•

•

Assurance Level

On average 91% of all AMHP assessments during day time services have a social
circumstance report provided and detailed on amigos
Audit themes to be shared with individual AMHPs and their supervisors for
learning
To continue monitoring sample per month for assurance purposes
Ensure that the people not receiving clinical supervision have an immediate plan
with a named supervisor and date for supervision.
Ensure that all supervisors have a date to attend supervision training to become
trust approved supervisors.
Ensure all supervisors are aware that they must discuss their role as supervisor
every 12 weeks and that their supervisee’s are aware of this.
Feedback audit results to staff via share point and at the Occupational therapy
forum April 2016.
Re-audit in 2 years time and include audit of a sample of supervision notes, to
provide evidence that notes are recorded and stored securely.

Significant

Feedback provided to individual responsible clinicians at time of audit.
The MHA manager to attend divisional consultants meeting to discuss ways to
improve compliance further.
MHA manager to attend ward managers meeting and request that the weekly
ward MHA audit includes a discussion with the patient and responsible clinician.

Significant

To repeat the Audit in two years.
To conclude recent discussions regarding the provision of yearly programme of
‘Train the Trainer’ and ‘Supervision Skills’ workshops.
To undertake a focused piece of work to improve the uptake of clinical supervision
from within the Trust Supervision Registers and match clinical supervisors who are
not providing supervision/or have spaces with those practitioners who are not
receiving clinical supervision.
To undertake a brief audit of the provision of supervision to Assistant Practitioner
and support workers.

Limited

Significant
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CAP Number

Audit Name

Improvement Actions to be Taken

Assurance Level

4021

Record Keeping

•
•
•
•
•

A Re-audit should be undertaken in November as per audit plan.
Discussion with Andersen ward on the using of times in recording of entries.
Teams praised on the increase in the standards of times recorded.
Continue to support ward teams on the countersigning of unqualified entries.
The audit should be cascaded to all appropriate teams to action.

4022

Property Audit

•

The Patients Property Book must be completed in all instances where property is Limited
handed in for safekeeping and witnessed by two members of staff.
The Patients Property Book comprises pre numbered three part colour coded
pages as follows: WHITE – to be retained by the patient. BLUE – to remain in the
Patients Property Book as the ward record. YELLOW – to be filed in the patients
case notes.
All staff to have access to safe so that patients can access their valuable as per
need and those safe checks routinely monitored.
Bronte ward was asked to re audit urgently to addressed poor compliance.

•

•
•
4022a

Property Audit

•
•
•

4023

Risk Assessment

•
•
•

Limited

In September only one ward (Laurel) failed to reach expected target, scoring 89% Significant
and 2 out of 18 patients did not have property logs. The target was however met
for October and November.
In October figures indicated that Blake was the lowest performing by achieving
75%, however there was only 4 new admissions and only 1 patient did not have
the property log.
In November Blake improved and achieved 100%. All wards met expected target in
November.
Ward managers to increase supervision time to check on adherence to mandatory Limited
processes.
Ward Managers to remind staff the importance of compliance with ensuring that
patients risk assessments are completed within the expected time frame.
The Matron team will support wards with teaching sessions around patient
centred care planning and risk management.
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CAP Number

Audit Name

Improvement Actions to be Taken
•
•
•

•
•
4023a

Risk Assessment

•

•
•

•
•
4027

Mental Health Act
Rights and Advocacy

•
•
•

Assurance Level

Ward managers will ensure weekly monitoring and report to Matrons and discuss
outcomes in Ward managers meetings. This will also be prompted in management
supervision.
Ward Managers will monitor compliance to mandatory processes within the
appropriate timescales for new admissions on the day of admission.
Ward Manager’s to ensure that patient 24 hour care is not compromised due to
staff off duty, ensuring Associate Nurses to cover in the absence of Primary Nurse,
to ensure patient care is not compromised and adherence with admission and
discharge SOP.
Ward managers to give clear guidelines and summarise what is expected from a
policy perspective to reduce confusion and increase compliance.
The Amigos team to support with considering a live dash board.
Ward Managers to remind staff of the importance of compliance by Significant
ensuring that patients risk assessments are completed within the expected time
frame.
The Matron team will support wards with teaching sessions around
patient centred care planning and risk management.
Ward managers will ensure weekly monitoring and report to
Matrons and discuss outcomes in Ward managers meetings. This will also be
prompted in management supervision.
Ward Managers will monitor compliance with mandatory processes,
within the appropriate timescales, for new admissions on the day of admission.
Amigos Team to consider a live dashboard to support.
Limited
Discussion in ward managers meeting on the audit results and actions.
Matrons and Ward managers to drill down into ward systems to ensure processes
are in place (including information in care planning) and review quality of systems.
Wards should review who reads rights/makes referrals to the advocacy service and
if unqualified staff aren’t trained in this area then they should be trained by ward
management team.
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CAP Number

4029

Audit Name

Re-audit on Psychosis
and Substance Misuse

Improvement Actions to be Taken

Assurance Level

•
•

Invite advocates to the ward meetings.
Ensure all staff up-to-date with Mental Health Act Training.

•

A re-audit in 6 months to 1 year; to include all inpatient wards including SAFIRE Limited
unit, other inpatient wards at the South sector of the Trust and the Brian Hore Unit
- auditors to meet to establish contact with the Addiction Psychiatry lead, and
Consultants at the South wards.
Auditors to plan inclusion of Later Life wards, CMHTs and Psychological services in
the re-audit.
To obtain patient experience of service by conducting Part 3 of the NICE PSM
guideline; to include data from Dual Diagnosis in reach evaluation, which is being
carried out alongside this audit.
MMHSCT staff need to be aware of local drug and alcohol services in order to
make appropriate and timely referral for onward care and treatment and/or joint
working. Awareness of services can be promoted through the avenues cited above
and through information held on wards, and in team and department offices. A
new Drug and Alcohol Service will be in place early 2016 which will make this
objective a priority.
Inpatient staff should continue and strengthen joint work with the ADS (attached
to the Dual Diagnosis Service) In-reach drugs practitioner.
Inpatient staff should continue and strengthen joint work with Lifeline and ADS
(Addiction Dependency Services) dual diagnosis group facilitators.

•
•
•

•
•
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Summary of completed & approved local audit reports 2015/16 including assurance levels and improvement actions
Limited Assurance Audits
12
Project
Number
2123

Significant Assurance Audits
6

Audit Name
Clinical audit of
Standards of
documentation for Risk
Assessment within
Mental Health Home
Treatment Teams
MHHTT

•
•
•

•
•
•

Audit of a ward based
liaison psychiatry
consultation service

Service Evaluations
2

Improvement Actions to be Taken

•

2125

High Assurance Audits
0

MHHTT managers to oversee that Named Workers ensure that the 12 page full risk
assessment has been completed and or reviewed and updated at the start of each
episode of care.
Service managers to ensure that care planning and the reviewing of care plans are
carried out on a regular basis.
Further training to enable staff to develop a comprehensive and meaningful risk
formulation, in order to inform the risk management plan.
Further training on what constitutes a risk event that should subsequently be recorded
onto CHORES.
Further training on the various alternative risk tools that have been adopted by the
Trust.
Careful reflection to be made of how the Clinical Risk Management and Assessment
policy may be improved to address exactness of terminology.
Managers of MHHTTs requiring clinical staff to carry out audits should ensure they have
allocated / protected time.

Total Number
20
Assurance Level
Limited

•

Electronic system could create letters from Risk assessments eliminating need to repeat Significant
information and reduce chance of errors.

•

Risk Assessments could be printed with a standard covering letter and sent by
secretaries.

•

Electronic reminder system built into? Outlook? AMIGOS to ensure all letters sent and
replace the current whiteboard and pen system.
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Project
Number

2131

2133

Audit Name

Later life inpatients on
mental health ward are
all screened for risk of
malnutrition, using
MUST score, and those
with high risk are
actively managed

Audit of referrals to the
psychotherapy service
by ethnicity

Improvement Actions to be Taken
•

IT could be involved for further improvements to AMIGOS.

•

Individual doctors could have a task reminder list of patient letters to complete

•

This audit could be re-audited in Autumn 2015 if action had been taken on the
recommendations. The same standards and pro-forma could be used allowing a similar
comparison to be made.

Assurance Level

The audit to be presented to Later Life Quality and Governance Board. This information can Significant
then be discussed with the ward manager who can relay it to the nursing staff.
The suggested changes can be made:
• Once patients have been referred to the dietician, to log this on the system as an entry,
stating when this was done, including name of person it was referred to, and any advice
given by the dietician prior to them reviewing the patient.
•

If after 5 days there has been no review, contacting them again, for further advice in
regards to nutrition and detail on when this review would be.

•

Audit recommendations to be re-visited at departmental meetings to make all staff
aware of the findings and to agree on designated person(s) to check patient data ‘optin’ forms against the ethnicity field on Amigos, and to update Amigos as required.
Findings to be taken to the Psychotherapy Quality Group to consider an audit for other
step 4 psychological services. This will help to determine whether this issue relates to
referrals to all complex Psychological services or more specifically to psychotherapy.
This could lead on to an analysis of whether BME (Black and Ethnic Minority) patients
are better suited to CBT type interventions (that can be delivered with interpreters)
especially if there are language barrier issues or cultural issues that inhibit patients
from wanting to undergo reflective, exploratory therapies.
Arrangements to be made for re-audit.

•

•

Significant
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Project
Number
3025

3035

3037

Audit Name

Improvement Actions to be Taken

Survey of the
The survey findings will be discussed at a future Perinatal Business Meeting, which is attended
psychological and
by the Consultant Psychiatrist and the Ward Manager or Assistant Ward Manager and Clinical
psychosocial
Psychologist in order to discuss any possible action plan arising from the findings.
Interventions used to
promote motherinfant- interaction
across Mother and
Baby Units
Audit of Poly • The data from the audit will be disseminated to outpatient prescribers and the
pharmacy of use of 2 or
pharmacists.
more Antipsychotics
• Reasons for the prescription of 2 antipsychotics need to be documented clearly on
AMIGOS especially in the CHORES area.

Assurance level
cannot be applied in a
valid way to this
service evaluation as
this project helped
inform ward practice.

Evaluation of
Rookwood Driving
Assessment Tool

Request the IT team to develop an extra box on the database to capture the number of
people in the service with Mild Cognitive Impairment (MCI) or dementia that are still
driving.
Request all later life OTs who are conducting driving assessments to collect their data
and add to our ongoing audit.
Improve and modify “warning signs” screening tool.
Complete the work on a protocol for MDT and OTs across the trust to use.
Present audit findings to MDT and other OT staff, demonstrating both negative and
positive case studies.
Produce a leaflet for the MAS pack and other professionals.
Continue to develop links with OT staff at the North West Driving assessment centre.

Significant

Development of the roles & responsibilities of the band 4 roles. To be supported by
band 6 nurse & OT.
Band 4’s to be given protected time to carry out specific identified work with service
users and communicate this with named nurses/co-workers.

Significant

•
•
•
•
•
•
•

3038

Assurance Level

Service evaluation of
service users and staff
perspectives of band 4
recovery, dual
diagnosis and physical

•
•

Limited
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Project
Number

3040

3041

Audit Name
health & activities coordinator roles within
in-patient
rehabilitation unit.
Audit on advice and
documentation on
driving

An audit of Appropriate
antibiotic prescribing
with local guidelines or
specialist advice

Improvement Actions to be Taken

The following actions have been developed following analysis of the audit results:
• The results of this audit have been disseminated to Home Treatment Team (HTT) staff
and GMC/DVLA guidance re-iterated to staff.
• HTT to take responsibilities with regards to provide driving advice to patients under the
care of the team.
• Medical Team to provide education with regards to importance of driving issues to all
staff who have been involved directly in patients care.
• It is agreed to remind staff about the advice on documentation in few successions ( in
team meetings) till the habits of discussing driving states with the patient’s groups
become a norm of habit and become an important part of the consultations.
• We will undertake a re-audit of the above in 4 months time.
•
•

•
•
•

The following changes should take place immediately as this is an ongoing audit. It
would be ideal to clarify the criteria of antibiotic prescriptions to be collected for this
audit as this was the first audit conducted of this nature.
Reminder to include all topical treatments that involved an antimicrobials ingredient as
these can be missed off without realising the nature of the drug e.g. daktarin cream,
daktarin foot powder, derbac M lotion for head lice or scabies, nail paints like
amorolfine nail lacquer for fungal nail infections and ketoconazole shampoos.
To include MRSA (Methicillin-resistant Staphylococcus aureus) eradication therapy as
per the local MRSA eradication policy.
To include all antibiotic prophylaxis treatments even if it was started for patient before
admission to MMHSCT.
Ensure the prescribed antibiotic full details are recorded .e.g. indication, drug dose,
frequency & stop dates. These details can help evaluate concordance with the
antibiotic guidance in more detail.

Assurance Level

Limited

Significant
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Project
Number

Audit Name

Improvement Actions to be Taken
•
•

Assurance Level

Request update of antibiotic guidance to include hospital acquired pneumonia [HAP]
treatment which is frequently seen on the older age wards. Or to include a section in
the guidance about action needed if HAP is suspected.
Request update of antibiotic guidance to include some advice on the management
wound infections like stab wounds/self inflicted and accidental injuries/ etc.

3042

To evaluate the current
practice of prescribing
High Dose
Antipsychotics in the 3
later life wards

•
•
•
•

Posters to be displayed on doctor’s room and MDT room
Incorporate into junior induction regarding antipsychotic guidelines
Information distribution to nursing staff via e-mail and local meeting.
Re-audit in 12 months

Limited

3043

Management
supervision audit

•

All mangers should ensure that they are fully completing the supervision record in the
Overarching supervision policy.
The reasons for non compliance with the management supervision standards should be
reported to OMT for discussion.
The supervision record should include a guidance and a key for managers to record
when a member of staff is absent for more than 2 weeks i.e. sickness.
Re-audit should be scheduled for 6 months to gauge improvement in policy
compliance.
The audit action plan should be monitored by Operational Management Team.

Limited

Highlighted as a priority in a trial monthly bulletin focused on improving practice re: use
of the NEWS system.
Feasibility meetings re: development and delivery of appropriate training.
Highlighted as a priority in a trial monthly bulletin focused on improving practice re: use
of the NEWS system.
Feasibility meetings re: development and delivery of appropriate training.
Highlighted as a priority in a trial monthly bulletin focused on improving practice re: use
of the NEWS system.
Feasibility meetings re: (i) development and delivery of appropriate training; (ii)

Limited

•
•
•
•
3044

Care of the
deteriorating patient;
analysis of the use of
Early Warning Systems
and the SBAR (Situation
Background
Assessment
Recommendation)
Communication tool

•
•
•
•
•
•
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Project
Number

Audit Name

Improvement Actions to be Taken
•
•
•
•
•
•

3045

Audit of clinic
management of
treatment resistant
depression

•
•
•
•
•

3047

An audit exploring the
use of clozapine in an
in-patient setting based
upon NICE guidance for
treatment resistant
schizophrenia

•
•
•

Assurance Level

provision of fob watches to accompany dynamap machines.
Highlighted as a priority in a trial monthly bulletin focused on improving practice re: use
of the NEWS system.
Feasibility meetings re: development and delivery of appropriate training and
development of an electronic records tab.
Highlighted as a priority in a trial monthly bulletin focused on improving practice re: use
of the NEWS system.
Feasibility meetings re: development and delivery of appropriate training and
development of an electronic records tab.
Highlighted as a priority in a trial monthly bulletin focused on improving practice re: use
of the NEWS system.
Feasibility meetings re: development and delivery of appropriate training and
development of an electronic records tab.
City wide audit on management of treatment resistant depression.
Teaching sessions for medics on management of treatment resistant depression
Improvement in documentation about rationale behind choice of medications and sideeffects.
ECT to be given consideration as part of treatment algorithm.
Consider using rating scales.

Assurance level
cannot be applied in a
valid way to this
service evaluation as
this project helped
inform practice.

Re-audit: Due to the long inpatient time of patients in Psychiatry, a re-audit should take Limited
place after 1-2 years. Those undertaking it may wish to consider only including patients
after changes from this audit have been put in place.
Awareness: The results of this audit should be highlighted to the relevant clinicians to
increase awareness of the non - compliance to guidance.
Patient Records: Clinicians who use this system regularly should devise a new protocol
with regards to changes in prescriptions of medication so that this may be as efficient
and user friendly as possible.
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Project
Number
3049

3050

3055

Audit Name
Inclusion of Diagnoses
and ICD-10 Codes in
Medical Outpatient
Review
Correspondence in
Central Later Life
Psychiatry Teams

Managing very low
body weight in later life

Re audit of Risk
Assessment and
Management in the
Dialectical Behavioural
Therapy Service

Improvement Actions to be Taken
The following actions were developed following analysis of the audit results:
• The findings of the Audit will be shared with the members of the two teams.
•

The Audit findings to be presented to wider audience at the Trainee Audit Presentation
at Laureate House.

•

The Audit findings to be presented to the Later Life Consultants Body.

•

Re-Audit

•

A checklist for doctors to prompt HoNOS (Health of the Nation Outcome Scale), Cluster,
Diagnosis recording in Amigos. This is to be included in the local induction
documentation.

•

The agreed standard to be made widely available on the Intranet as part of the SOP
document (Standard Operating procedure).

•

Liaise with Consultant Gastroenterologist at Pennine Acute about referral pathways to
PAT.

•

Work with dieticians – preliminary conversations positive.

•

Induction material for new doctors re blood monitoring and prescription of vitamins.

•

Documentation of discussions re heart monitoring and parental feeding.

The following actions were developed following the analysis of the collected data in this audit:
•

Assurance Level
Limited

Limited

Limited

Ask Psychological Therapies Quality Group (PTQG) to agree to 6 or 12 month CRAT
(Clinical risk assessment tool) before commencement of programme being considered
sufficient if supplemented with Risk follow up/risk summary update by end of pre137

Project
Number

Audit Name

Improvement Actions to be Taken

•
•
3056

Audit of discharge
summaries on Safire
Ward

treatment phase. Also discuss and agree focus on discharge and drop out risk follow up
rather than 12 or 18 month points; recording of risk formulations and management
plans to be agreed with PTQG. This will lead to the production of pro forma or flow
chart of risk assessment and management specifically for the Dialectical Behavioural
Therapy (DBT) clinicians.
Consult with DBT team and take to PTQG for discussion.
2016-members of DBT team or trainees in department to be approached.

The following actions were developed following analysis of the audits results:
•

•

Assurance Level

Limited

A new discharge form will be trialed on SAFIRE. This form should include all the
required information as set out by the Trust and be quick and easy to complete. The
idea is that this form will be completed by, and signed by both medical and nursing
staff on the day of discharge.
This area needs to be re-audited after the new discharge form has been in use for 6
months.
The form can be faxed to the GP once completed and uploaded onto Amigos. This
should result in more timely discharge summaries being sent and also improve the
quality of information being sent out.

3058

Baseline investigations
completed and
information provided
when starting
antipsychotic
medication

Following the analysis of the recommendations and the audit results, the following actions have Limited
been developed:
• Hold an MDT teaching session to current team members highlighting the audit and
areas of improvement.
•

To discuss with team having a physical health tab for each patient with Blood Pressure,
Heart Rate, Weight and waist circumference if possible on AMIGOS is a patient is
identified as needing a medical review/for antipsychotic treatment. Ideally monitor
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Project
Number

Audit Name

Improvement Actions to be Taken

Assurance Level

after one/two weeks into treatment to catch early weight gain.
•

Have weighing scales and tape measure available to take to patients to complete
observations, to request this resource from Team manager.

•

To more fully assess how the team approach assessment of lifestyle.

•

Allocation of specific responsibility to Junior doctors in the team, led by Seniors and
introduced during induction. Use of a standard battery of tests, possibly on pre-written
forms. Use of written material for patients on how to get bloods done and why it is
important.

•

Identify those who will need early in admission and send prior to medical review. Use
of written material for patients on how to get ECG done and why it is important.
Potentially request portable ECG machine to allow home monitoring.

•

Discussion amongst medical team and (new) pharmacist regarding the requirements of
the standard. Increase the use of written materials. Face to face consultation between
the pharmacist and patients where relevant or useful. Documented clinical discussion
around choice of medications, for example in MDT.

A key action plan since this audit has been the development of the junior doctor role within the
MHHT (that was not present at the time of the original audit) to include making summaries of
the patient’s physical health, medications and baseline investigations, and to take the lead in
the majority of patients for requesting, chasing and documenting these. It is anticipated that
future audits will demonstrate this crucial role and the improvement in reaching best practise
guideline and local care agreements.
The development of the pharmacist’s role in seeing patients to discuss treatment choices in
more detail, for selected patients who would benefit and are willing, is also key in enhancing
the patients experience of shared decision-making around treatment choices while under the
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Project
Number

Audit Name

Improvement Actions to be Taken

Assurance Level

care of the MHHT. It is anticipated that this additional input will be reflected in improved
quality of documentation in future audits.
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Jargon Buster
You can access the Trust Jargon Buster by clicking the following link: Trust Jargon Buster
Within the Quality Account we also use;
6 (Six) C’s
ADHD
ADS
Advocate

AMHP
AMIGOS
Antipsychotic Medications
AOWA
AQUA
Assertive Outreach Team

AWOL

CaFI
CAMHS
Care Co-ordinator

Care Plan

CBT
CEO
COO
CPA

CPD
CQC

Care, Compassion, Courage, Confidence, Competence and
Communication.
Attention Deficit Hyperactivity Disorder
Addiction Dependency Solutions.
A person who speaks or writes in support or defence of a person or
cause. Across the Trust there is professional advocacy which is usually
provided by ReThink, but there are lots of different types of advocate
including legal or peer advocacy.
Approved Mental Health Practitioner
Trust's electronic patient record system.
Used in the treatment of psychosis, especially schizophrenia, and acute
or severe states of mania, depression, or paranoia.
Adults of Working Age.
Advancing Quality Alliance
A team who work specifically with Service Users who have been
involved with Mental Health Services but for various reasons the
Service User finds it difficult to engage
Absent without Leave - This is used when the person is detained under
the Mental Health Act and goes missing without having authorised
leave. They are also classed as AWOL if they have leave but don’t
return. In the case of an informal patient we would call them ‘missing
person’ and not AWOL.
Culturally-adapted Family Intervention.
Child and Adolescent Mental Health Services
A Care Coordinator is a health care professional, usually a nurse, who
‘coordinates’ the care of a patient. Community based they will work
with the patient and help develop their care plan.
A plan to make sure that service users have care and support. Sets out
treatment and goals for recovery and agreed plans between services
and the patient.
Cognitive Behavioural Therapy
Chief Executive Officer
Chief Operating Officer
Care Plan Approach -This is the approach that sets out how we
complete care plans and what we do.
Continuing Professional Development
Care Quality Commission - The independent regulator of all health and
social care services in England. They visit services and monitor the
quality and risk of health and social care providers.
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Carer
CHORES

Clinician
Commissioners

CMHAT
Community Mental Health
Team (CMHT)
CCG
CQUIN

CRHT
DASS
DATIX

DeNDRoN
Dual Diagnosis
Duty of Candour
ECP
EDS
E-learning
ESMA

ESR
FFT
Francis Report

Gateway Function Service

A person who looks after a family member, partner or friend who
needs assistance because of their illness, frailty or disability.
Chronological History of Risk Events Shared - The Trusts electronic
record of the risk events related to a patient so the historical picture is
available for everyone working with the patient and their carers.
A physician or other qualified person who is involved in the treatment
and observation of patients.
In Manchester this refers to the Clinical Commissioning Group and is
the body that purchases services from the Trust. It may also refer to
the visiting inspector from the Care Quality Commission
Community Mental Health Area Team
A team that provides support or emergency intervention in the
community.
Clinical Commissioning Group - See Commissioners above - Replaced
the Primary Care Trust.
Commissioning for Quality and Innovation - A scheme between the
Trust and the Clinical Commissioning Groups to set quality
improvement aims with financial reward for delivery.
Crisis Resolution Home Treatment Team - A team that provides
support or emergency intervention in the community.
Director of Adult Social Services
This is the software name of the Trust's Risk Management Incident
Reporting System. We use this system to record all the patient safety
incidents and any other incidents that occur in the Trust.
Dementias and Neurodegeneration
Service users who have both mental and substance misuse problems.
This is the requirement for the Trust to exercise candour in its
information sharing following a serious incident.
Establishment Control Panel.
Refers to the use of electronic media and information and
communication technologies.
Eliminating Mixed Sex Accommodation - This was the national
approach to ensuring hospital wards have single sex accommodation –
so males and females aren’t sharing the same sleeping areas etc.
Electronic Staff Record.
Friends and Family Test.
Robert Francis QC's report outlines how Mid Staffordshire NHS Trust
was preoccupied with cost cutting, targets and processes and which
lost sight of its fundamental responsibility to provide safe care. This
was a national public inquiry and has recommendations that all
providers can learn from.
Project giving people easier access to be referred to the Trust's
services.
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GMW
HealthWatch
HLIP
HSJ
HQIP
IAPT

Information Governance
Toolkit (IG)
Inpatient
KPIs
LGBT
LiA
LiLY
Manchester MIND
MBE
MPSUM
Mental Health Act 1983
(MHA)
Mental Health Tribunal

MHMDS
MiCare
Monitor

National Clinical Audits
National Confidential
Enquiries (NCEPOD)
NCISH
NICE

NED
NIHR
NRLS

Greater Manchester West
A local consumer champion for health and social care.
High Level Investigation Panel.
Healthcare Service Journal
Healthcare Quality Improvement Partnership
Improving Access to Psychological services - This is a national approach
and all commissioners and providers are looking at improving the
availability of psychological services for patients.
Information Governance ensures necessary safeguards for, and
appropriate use of, patient and personal information.
A patient who stays in a hospital while receiving medical care or
treatment.
Key Performance Indicators
Lesbian Gay Bisexual Transgender
Listening into Action
Liaison in Later Years
A charity which helps people with a mental health problem to have
somewhere to turn for advice and support.
Member of the order of the British Empire
Manchester Psychological Services User Movement
The legal framework governing the compulsory treatment of people
with Mental Illness in England and Wales.
Independent bodies who make decisions when a service user or carer
has applied for discharge from hospital when the patient is detained
under the Mental Health Act.
Mental Health Minimum Dataset.
Manchester Integrated Care and Recording Environment
Monitor has an ongoing role in assessing NHS trusts for foundation
trust status, and for ensuring that foundation trusts are well-led, in
terms of both quality and finances.
National clinical audit is designed to improve patient outcomes across
a wide range of medical, surgical and mental health conditions.
National Confidential Enquiry into Patient Outcome and Death.
Project which promotes improvements in health care by reviewing
particular areas on a wide scale and collating data from lots of services.
National Confidential Enquiries into Suicide and Homicide by People
with a Mental Illness. (See National Confidential Enquiries above)
National Institute for Health and Care Excellence - The body that sets
the best practice in clinical approaches and releases guidelines and
information to all healthcare.
Non-Executive Director.
National Institute for Health Research.
National Reporting and Learning System - Trusts across England and
Wales report all their patient safety incidents to the NRLS and they
144

OD
PARS

PALS
Patient Safety
Thermometer
PD
PFD
PICU
PLACE Programme
PCMHT
POMH

PSD
PSED
PSI
Psychiatrist
QA
QIPP

QR
Quality Dashboards

Quality Improvement
Strategy
ReThink
RCA
SAFIRE
SBAR
S.O.P.s
Stakeholders
Statement of Assurance

release combined and individual reports so we get a national picture of
the types of incidents being reported.
Organisational Development.
Physical Activity Referral Service - Helps people living with long term
health conditions to increase their levels of physical activity in a safe
and structured way.
Patient Advice and Liaison Service - A service which can give help,
advice or information on the services provided.
This is a national tool for measuring Patient Safety – we submit data
and every other Trust does to.
Personality Difficulties.
Preventing Future Death.
Psychiatric Intensive Care Unit – A unit that offers increased support
for patients who are having more difficulty when admitted.
Patient Led Assessments for the Care Environment.
Primary Care Mental Health Team
Prescribing Observatory for Mental Health - Aims to help specialist
mental health Trusts/healthcare organisations improve their
prescribing practice.
Psychological Services Division
Public Sector Equality Duty.
Patient Safety Incidents.
Qualified medical doctors who have done further training in treating
mental health conditions.
Quality Assurance
Quality, Innovation, Productivity and Prevention - National programme
intended to be a resource for everyone in the NHS, public health and
social care for making decisions about patient care or the use of
resources.
Quality Requirement
A dashboard is an information tool that provides data around
performance, quality or clinical areas. Usually a single page so it’s a
quick glance guide.
The Trusts strategy which identifies three priorities for the Trust with
specific projects listed against the priorities.
A charity which helps people living with mental disorders
Root Cause Analysis.
Swift Assessment For the Immediate Resolution of Emergencies.
Situation, Background, Assessment and Recommendation.
Standard Operating Procedures.
A person, group, organisation, member or system that affects or can
be affected by an organisation's actions.
An organisation publishes a statement of assurance to tell the public
that management cares about running an efficient and law abiding
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Stonewall
SIRI
15 Steps Challenge

SUS
TDA
Ward Manager

organisation.
A charity working for equality and justice for lesbians, gay men and
bisexuals
Serious Untoward Incident or Serious Incident Requiring Investigation.
Service users and other agencies inspect wards to ensure that service
users are treated with respect and dignity. These are patient led and
managed by the Matrons.
Secondary Uses Service.
Trust Development Authority
The Senior Nurse in charge of running a hospital ward
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How to Contact Us
Quality Account
Your views are important to us and any questions or comments you have regarding this report can
be sent to our Head of Patient Experience in the first instance:
Head of Patient Experience
Manchester Mental Health and Social Care Trust,
2nd Floor, Chorlton House
70 Manchester Road, Chorlton-cum-Hardy
Manchester, M21 9UN
Email: janet.sinclair@mhsc.nhs.uk
Telephone: 0161 882 1378
Fax: 0161 882 1090
Other Comments, Concerns, Complaints or Compliments
The Trust positively welcomes all types of feedback on the services we provide. If you would like to
make a comment, suggestion, compliment or complaint, we recommend in the first instance that
you contact our Patient Advice and Liaison Service (PALS).
•

By telephone on 0161 882 2084 / 2085 or on the mobile 078152 84660 during normal office
hours 9am - 5pm, Monday to Friday (excluding public bank holidays).

•

By writing to the following address:
Patient Advice and Liaison Service
Manchester Mental Health and Social Care Trust
11th Floor
Hexagon Tower
Crumpsall Vale
Manchester M9 8GQ

•

By email to PALS@mhsc.nhs.uk

If you would like to make a formal complaint, you can contact the Complaints Manager on 0161 882
1355. Please be assured that your complaint will be treated in the strictest confidence and raising
your concerns will not harm or prejudice the care you or the person you care for receives.
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Helping us to help you
If you need help to access this document in your language, please contact the link-worker service on 0161
276 5259.
Arabic
كدعاسن يك اندعاس
ىلع لصحت يك ةدعاسملا يف بغرت تنك اذا
ةيلصالا كتغل ىلا ةمجرتم ةقيثولا هذه نم ةخسن
، ىلع طابترالا يفظوم ةمدخب لاصتالا ءاجرلا
 فتاهلا0161 - 2765259

Cantonese
幫助我們協助你。
如你需要協助以取得這文件的中文版本, 請致電聯絡員服務部,
電話號碼 0161 276 5259。

Farsi
مینک کمک امش ھب ام ات دینک کمک ام ھب
دیراد دوخ نابز ھب کرادم نیا ھب یسرتسد ھب زاین رگا
 ھرامش ھب ھمجرت دحاو اب افطل5259 276 0161
دیریگب سامت
French
Aidez nous à vous aider. Si vous nécessitez accéder a ce document en français, veuillez contacter le service
Linkworker au numéro suivant 0161 276 5259.
Somali

Ina caawi si aanu kuu caawinno
Hadii aad u baahantahay malafkan oo afkaaga ku qoran,fadlan la xiriir
adeega Af celiyayaasha telefoonka 0161 276 5259.
Urdu
۔ہاچ نواعت اک پا ںیمہ ۔لیک ےنرک ددم یکپا
رگ ا ۔لیک ےنھجمس ںیم نابز ینپا وک تازیواتسد نا
ینابرہم ۓارب وت ےہ ترورض یک ددم وکپا
0161 276 5259 ےس سورس رکروکنیل

ەںیرک ہطبار رپ

If you require the document in larger print, Braille, audio or other formats
please contact the Communications Team on 0161 882 1093 or e-mail:
communications.admin@mhsc.nhs.uk
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Manchester Mental Health and Social Care Trust has
arrangements in place to upload our Quality Account
to the NHS Choices website and send a copy of our
Quality Account to the Secretary of State by
30th June 2016. This will be completed on behalf of the
Trust by the Trust Secretary/Corporate Affairs
Manager.
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Telephone +44 (0)161 234 3376
Fax +44 (0)161 274 7017
cllr.b.craig@manchester.gov.uk
Governance and Scrutiny Support Unit
Room 405
Town Hall Manchester M60 2LA

Councillor Bev Craig
Chair of the Health Scrutiny Committee

13 May 2016
Dear Manchester Mental Health and Social Care Trust,
Manchester City Council Health Scrutiny Committee - Response to Manchester
Mental Health and Social Care Trust Quality Accounts 2015/16
As Chair of the Health Scrutiny Committee, I would like to thank you for the opportunity to
comment on the Manchester Mental Health and Social Care Trust Quality Accounts for
2015/16. Copies of the draft quality accounts were circulated to members of the committee
for consideration and comments received have been included below. We would like to
submit the following commentary to be included within your final published version.
The Introduction clearly describes the purpose and content of the Quality Account and the
Chief Executive’s Statement identifies achievements and milestones of the previous
twelve months and further describes the ambitions and challenges for the coming year.
The Committee felt that throughout the report information is well presented and
understandable to the lay reader, for example the ‘Performance against the agreed
2015/16 Priorities’ summary is accessible and the accompanying commentary provided is
concise and clear and refrains from the use of jargon, again making this an accessible
document.
The report clearly describes the priorities that the Trust has identified for 2016/17. The
Committee welcomes these and the assurance stated that these had been agreed
following feedback and engagement with a range of stakeholders including service users
and carers. The description provided against each priority clearly sets out the rationale,
targets and the governance and reporting arrangements for each priority. The Committee
welcomes the decision to monitor the development of each work stream by reporting this
to the monthly meetings of the Service Users and Carer Forum, and regularly updating the
information that will be available on line.
In regard to performance the Committee welcomes the information provided that reports
the Trust’s performance against the seven Mandated Quality Indicators. The Committee
welcomes the reported rates of those patients on the Care Programme Approach who
were followed up within 7 days after discharge from psychiatric in-patient care and the
reported low incidents of patient readmissions.

The Committee recognises the challenges facing the Trust, and notes that while the Care
Quality Commission rated the Trust as ‘Requires Improvement’ a clear action plan has
been put in place to address the issues identified.
The Committee welcomes the positive findings of the Entry and Exit Questionnaires for
service users and that the Care Quality Commission reported that care was ‘Good’
throughout the organisation.
The Committee further notes that where areas for improvement had been identified, such
as ongoing issues around staff satisfaction, strategies have been developed to address
these. The report clearly describes these actions and a narrative is provided to describe
how improvements will be implemented.
The Committee welcomes the actions described and commitment stated to improving
patient experience. The Committee particularly welcomes the stated commitment that the
patient experience is to be considered during transformational change and service
development.
The Committee welcomes and supports the Trust’s recognition of the important and
essential role of carers in supporting people with mental health problems. We note the
commissioned Manchester Carers Forum and support the ongoing programme of work
and activity to support carers across the city. Similarly the Committee notes the
opportunities described to improve patient engagement and supports the continued
approach to involving both patients and carers in the development and delivery of
services.
The Committee notes the powerful impact of the patient story used at Trust Board
meetings, we recognise that this is an effective and valuable tool to highlight themes and
develop awareness around the impact of services as experienced by service users.
The Committee previously highlighted the number of readmissions within 28 days, and
recognises the impact continued work has had, which now sees this figure to be
cumulatively below the national average in this financial year.
Throughout the report the Trust demonstrates its commitment to Quality Performance and
the report provides clear examples of this across a range of services. These examples
provide the reader with a description of the service and describes achievements to date,
as well as initiatives and programmed activity for 2016/17. The Committee particularly
welcomes the improvements described around Inpatient and Urgent Care services.
The Committee welcomes the assurances given that activity around performance will
continue to be monitored and reviewed. This is demonstrated by the production of the
Quality Dashboard that is to be reviewed and monitored by the Quality Board. The
Committee further welcomed the reported implementation of the 15 Step Challenge to
assist healthcare teams deliver the best possible care to patients visited in their home
setting. The Committee acknowledges the involvement of the Trust’s Patient Experience
Committee in the development of the schedule and future monitoring of its implementation.

The Quality Account is a document concentrating on challenges and responses relating to
2015/16. Overall the Quality Account is positive and reflects the successful operation of a
complex organisation serving many service users and patients in an efficient and
compassionate manner.

Councillor Bev Craig
Chair of the Health Scrutiny Committee
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Citywide Commissioning, Quality & Safeguarding
Parkway 1 Parkway Business Centre
Princess Road
Manchester
M14 7LU
Tel. 0161 765 4005
Safe Haven Fax: 0161 227 8733
craig.harris2@nhs.net

CH/CAC
20th May 2016
Michele Moran
Chief Executive
Manchester Mental Health &
Social Care Trust
Chorlton House
Manchester Road
Chorlton

Dear Michele
Thank you for sharing the draft copy of the Quality Account 2015/16 with CCG
Commissioners, and for the opportunity to provide feedback. Commissioners
recognise and appreciate the drive towards quality improvement during a challenging
year. This is demonstrated by the key quality achievements described by the
individual divisions and services, and also by the clinical audit programme.
Examples of quality improvement which commissioners have welcomed are the
increase in seeing people within 24 hours of referral to the crisis resolution home
treatment team, and increased focus on physical health. The 15 steps challenge
which was introduced in 2015 is a good example of more qualitative evidence of staff
responding to patient experience needs.
The quality account provides a transparent report of the achievement, as well as
work in progress, of the quality priorities for 15/16: to improve patient experience,
patient safety, and ensure the right staff in the right place with the right skills. The
quality priorities for 2016/17 include a workforce review and physical health lead
which are highly relevant to the future vision for the Mental Health system for
Manchester. There also needs to be sustained focus in 2016/17 on improving areas
such as communication with GPs, IAPT performance, and reporting and learning
from serious incidents.
The focused actions which have taken place in response to the CQC inspection
report, and which are referenced in the Quality Account, have formed a constructive
response to the report and will increase effectiveness and safety of care.
It is commendable that the national staff survey shows that 89% of staff received an
annual appraisal in 2015, a significant increase from 2014. It is important that going
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forward this supports higher staff satisfaction, and a reduction in work related stress,
because it is known that quality of care is related to staff satisfaction and well-being,
and the national staff survey shows 50% of staff members reporting work related
stress in the last 12 months. The measures proposed in the Quality Account to
address the scores in the staff survey such as the Health and Well Being scheme,
are appropriate in order to provide Manchester residents with staff who are
themselves healthy and well.
The percentage of staff reporting errors has increased, which is a positive trend,
although the 2015 national staff survey shows a reducing score in “staff confidence
and security in reporting incidents” so it is recommended that reasons for this are
explored in order to maintain reporting of incidents.
On a similar theme, the mechanisms listed in the Quality Account, which have been
introduced to embed learning, along with training in route cause analysis, are
welcomed and these will enable serious incidents to be closed more promptly in the
future.
Overall, the Commissioners support the Quality Account and are committed to
working together to support the Trust’s and commissioner aspirations for continued
improvements during the coming year.

Yours sincerely

Craig Harris
Executive Nurse &
Director City Wide Commissioning, Quality and Safeguarding

Cc

Martin Whiting
Hazel Summers
Ruth Thompson

Healthwatch Manchester
Peter House
Oxford Street
Manchester
M1 5AN
Tel:
0161 228 1344
Email: info@healthwatchmanchester.co.uk
Web: www.healthwatchmanchester.co.uk

Your Ref: HWQA002
Healthwatc
Our
Ref:
MHSCQA002
h
Date:
20 May 2016
Manchester

Dear Michele
RE: Manchester Mental Health and Social Care Trust Quality Account 2015 – 2016
request for contribution from Healthwatch Manchester
Thank you for affording Healthwatch Manchester the opportunity to contribute to the
suggested content for the above.
I’m pleased to inform you that our board has identified mental health as one of the priority
areas for work in this financial year.
As per our response to last year’s Quality Account (derived from our members and
colleagues) Healthwatch Manchester would like to see an ‘easy-read’ version of the Quality
Account this year. The ‘jargon-buster’ section at the back of the report goes some way to
address this access issue.
Regarding the presentation of the account, It’s been noted by the two dedicated members
of our Quality Accounts Team ‘the team’ working on this account that:
 Some of the hyperlinks don’t work
 Paragraph formatting could be improved
 Some of the text associated with graphs and other data is very small and difficult to
read
 The extensive use of bullet points can make issues difficult to focus on
I’m pleased to note that the Quality Account reports a demonstrable commitment from the
Trust to being open and accountable which is manifest through its reporting to the wellestablished and valued Service User and Carer Forum.
Regarding clinical audit, the team would like to see the POMH and CQUIN reports referred
to on page 33 once prepared.
The Information Governance Assessment Report shows a decrease from 74 to 72% but
remaining within ‘satisfactory’ grading so is no cause for concern.
The account reports delayed transfers of care increasing by 3.4% to a threshold value of
7.5% from last year and a threefold increase from 2012/13 which give cause for concern.
One of the biggest areas of concern is the reported staff survey results where a total of
35.6% staff have experienced bullying or harassment from colleagues or managers. The
accounts don’t report any specific actions to be taken to deal with this by the Trust.
Staff satisfaction and engagement remain in the bottom 20% nationally. Healthwatch urges
the Trust to consider the impact this will have on patient safety and to introduce a clear
action plan to address this issue.

Company No 8465025 Registered in England

There has been no significant increase in Patient Safety Incidents and the level remains low
in comparison with national figures which is encouraging.
The proportional risk score appears within tolerance although no comparator is available in
the account.
Regarding ‘pulse-checks’ the team recommends the use of data from pulse checks to
provide further context to findings.
The number of Serious Incidents Requiring Investigation is reported to have increased with
deaths in custody decreasing. Challenges in adhering to the SIRI policy have been identified
by the Trust as:
 Difficulty in completing SIRI reports to timescale
 Consistently maintaining a high quality of report
Both these challenges appear to have a systemic origin and Healthwatch Manchester would
be willing to investigate this in order to assist the Trust in addressing these challenges.
In terms of patients reporting they did not feel safe on an inpatient ward, although the
percentage is low (7%) the large sample size creates a total of 167 patients who did not feel
safe this year and Healthwatch Manchester recommends that this is investigated further.
The Transformation Programme provides a comprehensive and sensible way forward for the
Trust regarding the next iteration of services provision and their integration within
devolution arrangements.
Many thanks to our two Quality Accounts Team members who worked on providing a
response to this year’s account: Victoria Moore and Lea Stainsted.
I hope this letter provides you with the response you were expecting and I look forward to
receiving a copy of the finalised Quality Account for 2015 – 2016.
Yours sincerely

Neil Walbran
Chief Officer
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Service Retractions Update
13 May 2016
Philip King
Maeve Boyle
Chief Operating Officer/Chief Nurse
Strategic Programmes Manager
0161 882 1062
0161 882 1384
To update the Board on proposed service model for the £200k reinvestment, actions
taken since Trust Board approval given at March 2016 meeting and to share the
implementation plan for undertaking the retraction of identified services.

• Proposed service model for a streamlined Creative Wellbeing Service (CWS) has
been developed and is part of the staff consultation process with affected staff;

• The proposed CWS model has been considered by the Transformation Programme

Key Points:

Action Required

Board at its May 2016 meeting;
• All the services that support recovery will be closed to new referrals from 1st June
2016 onwards with the exception of Benchmark which is already closed to any new
referrals.
• Patients on the waiting lists for Chronic Fatigue Programme and Psychosexual
Service will not be seen and contact is being made with appropriate GPs prior to
discharging patients from these services back to their GP;
• First iteration of the implementation plan has been developed;
• It is anticipated that all services will be closed at the end of July 2016 with the CWS
coming on-stream in early August 2016.
The Transformation Programme Board is asked to:
• Support the proposed model for the £200k reinvestment;
• Note the report including the implementation plan.

Monitoring and assurance framework summary
Reference/Link
to
Corporate Description
Objective/s & Risks
Link to Trust Corporate and All
Directorate Annual Objective(s)
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
Yes
Yes
N/A
Comment
considered?
Detail in report
Legal
√
Financial
√
Human Resources
√
IM&T
√
Equality Impact Assessments have
been undertaken.
Estates
√
Users and Carers
Equality and Diversity

√

Yes
To include in 2015/16 Quality Account?
Have the principles of the NHS
Constitution been reflected in the
decisions and actions?

√
No
√
√
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Service Retractions Update
1.

Introduction

1.1

This report provides Trust Board with an update on the current position regarding the service
retractions, the proposed model for the £200k re-investment, planned steps to retract the
services and actions taken since Trust Board approval being given at its March 2016
meeting.

2.

Background

3.1

At the March 2016 Trust Board meeting, a paper was provided to present the feedback as
part of the Public Consultation Exercise (PCE) regarding the proposed service retractions,
the ideas fo the £200k re-investment and to make a specific recommendation regarding the
application of the re-investment funding.

3.2

The Trust Board gave approval for the proposed service retractions to proceed and for the
£200k re-investment to be used for the preferred idea – streamline Creative Wellbeing
Service (CWS).

3.

Current Position

3.1

Following approval at the March 2016 Trust Board meeting for the service retractions to
proceed, the following actions have been taken:
•

Meeting with affected staff on 1st April 2016 to advise them of the Trust’s Board decision;

•

Communication of the Trust Board’s decision to all service users who are on the active
caseloads and/or waiting lists of the services that will be retracted as well as to all
Manchester GPs. Copies of these letters are available on request from Strategic
Programmes Manager;

•

Commencement of contact with GPs who have patients on the waiting lists for the
Chronic Fatigue Programme (CFP) and Psychosexual Service to advise them that their
patients will not be seen and will be discharged back to them; Individual telephone
contact is being made with each GP practice which will be followed by a letter;

•

Development of a proposed streamlined creative wellbeing service model for the £200k
reinvestment – more detail is provided in the section 4;

•

Voluntary redundancy scheme for affected staff has been undertaken;

•

Production of an implementation plan for implementing the retraction of the identified
services which take account of the exit strategies for each of the services;

•

Commencement of delivery of the exit strategies for each of the services;

•

Commencement of staff consultation with affected staff regarding the cessation of
affected services and the reinvestment in the new Creative Wellbeing Service (CWS) on
28th April 2016 which will run until 29th May 2016.

4.

Proposed Streamlined Creative Wellbeing Service
(CWS) Model

4.1

The Operations CIP Delivery Board has completed the work on the development of a
proposed streamlined CWS model for the £200k re-investment. The proposed model has
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been considered by the Executive Team, Transformation Programme Board and is part of the
staff consultation process with affected staff.
4.2

4.3

4.4

The key components of the service model – principles, description, functionality, pathway
options for CWS service users, proposed staffing structure and outcome measures - are
described here.
Service Principles
The service principles of the new CWS model are:
• A service based around a wide range of creative activities to deliver individual outcomes,
where goals are set collaboratively and reflection on learning/development is an integral
part of the service offer – including learning and developing skills in creative activity,
experience of collaborative working, increased confidence, self-esteem, improved
articulacy and self-expression, and development of transferable skills supporting
improved quality of life, aspiration and recovery.
• A time-limited intervention focused on identifying a variety of progression routes at the
start of engagement, where outcomes include not only individual recovery outcomes, but
also encourage the development of peer-led sustainable groups, and ongoing individual
and group engagement with existing community resources as an outcome of partnership
working.
• A service which has a specific remit to identify, develop and build local partnerships with
existing community resources to deliver recovery-focused projects locally across the
whole city 1. Community-based partnership working delivers sustainable outcomes for
individual service users, and builds awareness in communities of mental health issues
and challenges stigma, and builds community resilience/supports community
development.
• A service that maximises the role of volunteers and aspires to reduce the stigma relating
to mental health including developing mental health service user volunteers in designing
and delivering creative activities.
Service Description
The CWS is described as a citywide service which:
• Offers time limited recovery focussed interventions working with people needing to build or
rebuild skills and confidence, improve mental health, gain more independence in
managing wellbeing, improve self-help strategies, in order to maximise their potential and
ability to engage with the wider community.
• Supports people over the age of 18, with a severe and enduring mental health problems
and/or social care needs. It is expected that individuals with be under Care Programme
Approach and/or meet the Care Act 2014 national eligibility criteria and have a care
coordinator within the Trust’s Adult Community Area Mental Health Teams.
• Works with individuals in relation to assessed need with agreed collaboratively goals of
engagement and promote progression routes available at the end point of service input.
These progression routes will promote utilisation of existing community groups and
signposting to a range of community assets.
•
Promotes peer support and facilitates peer-run support groups and where appropriate
supports current and ex-service users to continue activities as sustainable peer-led
groups. CWS will ensure peer workers receive adequate support training and supervision

1

Previous partnerships include Manchester City Art Gallery, Millennium Powerhouse, The Edge, Whitworth Art Gallery,
Harpurhey Wellbeing Centre, Zion Centre, University of Manchester Department of Archaeology, The New
Roundhouse amongst others.
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•

4.5

as well as developing opportunities for service users to undertake volunteer roles in both
designing and delivering creative activities.
Offers strands of creative activities that are subject to co-production with service users
and community partners, and could involve a wide range of artistic and practical skills
subject to the practicality of the individual locations for service delivery.

Service Functionality
The functionality of CWS will include the following:
•
Run and/or signpost service users to creative activities with wellbeing focus across the
city of Manchester using existing venues (Trust and/or partners) 2
•
Strong working with MACC and Manchester MIND in relation to volunteers
•
Support for peer-led groups (sustainable) with support provided directly and indirectly via
partner organisations
•
Partnership working with services and organisations (for example, housing associations,
Afro-Caribbean MH group) offering creative based interventions and to assist with the
development and design of creative based services
•
Provision of ‘open sessions’ to enable service users to see if CWS is for them
•
Provision of introductory courses across the city in 3 locations
•
Provision of follow-up courses will be delivered in settings or locations which facilitate
maximum uptake by service users and enable partnership working e.g. Whitworth
Gallery
•
Sign-posting service users to resources provided by other partners and/or within local
communities.
Pathway Options for CWS Service Users

4.6

It is intended that every service user who is referred to the creative wellbeing service (CWS) will be
seen for an initial interview which may involve their care coordinator as appropriate. Assuming the
acceptance of referral to CWS, then the service the service user will be able to engage in a 6-week
introductory course as a minimum.

4.7

Following completion of the 6-week introductory course then there is an option for the service user to
undertake follow-up courses offered by the CWS and/or being signposted to a course that is offered by
other partners including the voluntary sector.

4.8

It is envisaged that the maximum time expected for a service user to be engaging with the
CWS is a total of 30 weeks. This assumes that a service user undertakes the introductory
and up to 2 follow-up courses offered by CWS in total prior to discharge from CWS.

4.8

4.9

Proposed Staffing Structure for CWS
The proposed staffing structure is: 1.0wte Band 6 (indicative) senior practitioner, 3.0wte Band
5 (indicative) practitioners and 0.5wte Band 3 (indicative) admin and clerical post.
The Band 6 post holder will be expected to have 40%.of their time dedicated to providing creative
wellbeing activities. The rest of their time will be spent developing links with partner
organisations, supervision service development. It has been deemed that this post holder does not
need to hold a clinical qualification.

4.10 For the 3.0wte Band 5 (B5) practitioners, their key roles will be conducting initial interviews, running
both 6-wk and 12-wk courses, supporting the development of peer-led groups, developing
partnership links and working with partner organisations (in a number of sectors including arts,
voluntary).
2

There is an expectation that CWS will not be incurring any costs for external venues due to finite resource available
for this service.
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4.11 The B5 practitioner’s work profile is expected to be:
•
60% service user related work with 50% group work and 10% non-direct activities
including case recording, liaison with care coordinator;
• 20% partnerships and/or peer support work;
• 20% management supervision, professional and mandatory training, team meetings.

Outcome Measures and Evaluation
4.12 The outcome measures for the CWS are summarised in Table 1 and have been drawn from the Trust’s
Health and Wellbeing Service outcomes with appropriate adaptation for the CWS.

5.
5.1

5.2

Implementation Plan
An implementation plan for retracting the identified services has been developed. A copy is available
on request from the Strategic Programmes Manager.
In summary, the key milestone activities and dates for Trust Board to note are:
•

All of the services that support recovery with the exception of Benchmark will be closed to any new
st
referrals with effect from 1 June 2016 onwards;

•

Benchmark is now closed to new referrals due to the nature of the service offering not been timelimited in a similar way as to the other services that support recovery;

•

The plan is for the identified services to cease on 31 July 2016 with the new CWS being
st
operational from 1 August onwards subject to appropriate transition period;

•

The waiting lists for the CFP and Psychosexual Services are now permanently closed and those
who are on the current waiting lists will not be seen and telephone contact is being made with the
appropriate GPs to advise them of the situation prior to patients being discharged back to their
GP;

•

Signposting information for CFP and Psychosexual waiting list patients and their GPs regarding
potential options for alternative services will be included as part of the discharge letter.

•

A letter will be sent to all the referrers whose referrals were returned during the temporary closure
of the waiting lists to advise them that these services will be retracted;

•

Staff consultation which commenced on 28 April 2016 will end on 29 May 2016;

•

The CWS model will be finalised in early June 2016 taking appropriate account of comments
received by Transformation Programme Board members and affected staff;

•

The voluntary redundancy (VR) scheme for affected staff has been undertaken and concluded on
th
30 April 2016 and applications will be considered by the VR Panel after the staff consultation
th
period and further considered by the Trust Remuneration Committee on 30 June 2016;

•

Interviews and appointments to the CWS are planned to take place between 27 and 29 June
2016;

•

Finalisation of the proposed CWS will take account of the comments received from staff
consultation exercise, TPB and Trust Board members;

•

There will be ongoing communication regarding the service retractions with affected staff, within the
Trust and with Manchester Clinical Commissioning Groups and GPs.

3

st

th

th

th

3

th

Services that support recovery are: Benchmark, Creative Wellbeing Services (Start and Studio 1), Green Wellbeing
plus the Individual Placement and Support Service.
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Table 1: Outcome Measures
Service
element

What will it do?
(Objective)

How will it do it? (Process)

How will you know if it is doing
it? (Outputs)

How will we measure progress?
(outcome KPIs and measures)

One-to One

To support
individuals to
improve mental
wellbeing by
promoting creative
skills and personal
resilience

• Develop personalised action
plans with collaborative goal
setting.
• Use Warwick and Edinburgh
Mental Wellbeing Scale
(WEMWBS) to measure
progress
• Develop progression
pathways as part of initial goal
planning
• Work closely with local
providers and projects to
support appropriate activities
for groups and individuals

1.

Number of referrals recorded
and acknowledged into
service (by source)
Number of initial 6 week
introductory/ assessment
courses delivered
Number of personalised goal
plans developed
% of signposting to other
services
% of individuals who
undertake 12 week activity
course

1. % of service users with an
improved mental wellbeing
score 6 months after initial
assessment

Number of creative activity
sessions delivered
Number of individuals
attending creative activity
sessions
Number of individuals
signposted/supported to
access community-based
support

1. Number of creative activity
sessions delivered
2. Number of individuals attending
creative activity sessions
3. Number of individuals
signposted/supported to access
community-based support

Partnership
working

To work with
communities and
partners to develop
and strengthen
community assets
linked to mental
wellbeing
To connect people
who come into
contact with the
creative wellbeing
service with local
community assets

2.

3.
4.
5.

• Support and co-produce a
range of activities, groups and
courses appropriate to the
needs of communities

1.

• Signpost/support individuals to
access community-based
support

3.

2.
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2. % individuals report increased
confidence in managing their
wellbeing at 6 week exit point;
at 18 week exit point; at 30
week exit point

6.

Recommendations

6.1 The Trust Board is asked to:

•
•

Support the proposed model for the £200k reinvestment;
Note the report including the implementation plan.

Philip King, Chief Operating Officer/Chief Nurse
Maeve Boyle, Strategic Programmes Manager
13 May 2016

_________________________________________________________________________________________________________
Transformation Programme Board
Date: 10 September 2015
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Item 7 appendix a

GREATER MANCHESTER HEALTH AND SOCIAL CARE DEVOLUTION
MEMORANDUM OF UNDERSTANDING - ESTATES
BETWEEN GREATER MANCHESTER AND NATIONAL BODIES

1. Introduction
The overriding purpose of the initiative represented in this Memorandum of Understanding (MOU)
is to ensure that the effective management of the Greater Manchester (GM) health and social care
estate enables the greatest and fastest possible improvement to the health and wellbeing of the
2.8 million citizens of GM.
This requires a more integrated approach to the use of the existing health and social care estate,
which will be a critical component in delivering transformational changes to the way in which
services are delivered across GM.
To facilitate this, this MOU creates a framework for achieving the dialogue and consensus between
all parties that will be required to drive forward, at pace, an effective GM estates strategy. It sets
out the process for collaborative working to ensure that the maximum value is derived from the
changes to the GM health and social care estate that will be necessary if the ambitions in the GM
health and social care strategy ‘Taking Charge’ are to be realised. Furthermore this MOU
underpins a second MOU that will be agreed between GM’s health and social care organisations
that will help shape the development of the GM estate.
All parties to this MOU agree to act in good faith to support the objectives and principles set out
here, for this MoU for the benefit of all GM patients and citizens.

2. Parties
The Parties1 to the Memorandum are:GM Combined Authority (GMCA)
The 10 GM Local Authorities
Association of GM CCGs
The 12 GM CCGs
GM NHS Provider Trusts
The 15 GM NHS Provider Trusts
Association of Greater Manchester Local Medical Committees
Department of Health (DH)2
NHS England (NHSE)
NHS Improvement (NHSI)
HM Treasury (HMT)
Department for Communities and Local Government (DCLG)

1

Appendix 1 includes a full list of organisations that are party to this Memorandum
DH is the sole shareholder for NHS Property Services (NHS PS) and Community Health Partnerships (CHP). Both
organisations have important roles to play in the development of the GM estate, but are represented in this MOU by
DH.
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There will also be an MOU between GM partner organisations setting out in more detail how they
will work together on management of the GM public sector estate. The parties to this Memorandum
will be:GM Combined Authority (GMCA)
The 10 GM Local Authorities
Association of GM CCGs
The 12 GM CCGs
GM NHS Provider Trusts
The 15 GM NHS Provider Trusts
NHS Property Services (NHSPS)
Community Health Partnerships (CHP)
Association of Greater Manchester Local Medical Committees

3. Context
Estates development is a key enabler for the successful implementation of the GM Health and
Social Care Strategic Plan “Taking Charge” and the closure of the £2bn gap in five years and will
also have a wider impact on GM economic outcomes (e.g. housing delivery, economic space).
The key features of estate changes needed for health and social care in GM are that:





through the combined effect of a radical upgrade in prevention, scaling up primary care, the
integration of community health and social care and the standardisation of clinical support and
back office services, there should be a reduced need for hospital capacity due to inappropriate
demand; and
there will be requirements for multi-purpose community based hubs accommodating, for
example, integrated primary care, community health and adult social care services and
enhanced provision of step down services preventing inappropriate demand for acute beds.

However, the current structure of the health and social care system can make strategic
investment/disinvestment decisions in multiple ownership situations challenging. The existence of
multiple and different decision points for estate development or changes and the plurality of
processes for agreeing business cases for investment and disposal can result in difficulties in
whole-system planning. There are currently few existing incentives for unified strategic estate
planning across the diverse spectrum of health and social care partners.
This MoU sets out the overarching principles needed to provide the leadership and coordination
needed to maximise the opportunities the GM estate offers.
In that context this MoU:




establishes the way in which GM and national organisations will adopt a collaborative approach
to the management of the GM estate with the wider GM strategy in mind; and
clarifies the process by which the disposal of GM health and social care estate will be
managed.

It should be read in conjunction with the MOU for the GM health and social care devolution, and
the MOU for Estates between GM parties.
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4. Vision and Objectives
A vision for GM Health and Social Care estates has been agreed at the Strategic Estates Group
Chairs’ workshop in October 2015:
‘Greater Manchester will seek to drive maximum value from the public estate by enabling its more
efficient use in order to deliver local strategic objectives and national policy objectives’.
The parties to this MOU share the following objectives:








Better manage the public sector estate so that it enables the reforms needed to deliver:
o Improved health and wellbeing outcomes for the people of GM,
o better utilisation of the current health and social care estate,
o Achieve clinical and financial sustainability for the GM health and social care system by
2020;
Make more efficient use of the public sector health and social care estate in order to deliver
‘Stronger Together: Greater Manchester Strategy’, ‘Taking Charge’ of our Health and Social
Care in Greater Manchester, the delivery of our ten Locality Plans and national policy
objectives included in the ‘Better Quality Care for Patients’ the Five Year Forward View;
Use surplus land to optimise receipts and deliver economic growth and value for money;
Enable GM to optimise site value and to help DH meet its targets for receipts from land
disposals and housing, and delivery of key worker housing if required; and
Deliver plans that are consistent with any overarching health and social care estate or public
sector targets, estates sales plans and place based collaborations.

5. Overarching Principles
The MOU is underpinned by the following principles which will support the vision of driving
maximum value from the public estate:
Collaboration
 GM will work collaboratively with local non-GM bodies and take into account the impact of GM
decisions upon non-GM bodies and their communities;
 All parties will engage in collaborative, constructive conversations about the optimum use of
public sector assets across GM to maximise value;
 All parties commit to take a reasonable endeavours approach to helping DH achieve its
disposal and housing targets and to maximise the scale and value of disposal;
 A commitment for all parties to take a transparent and open book approach in relation to land
and property assets, including early notification of possible land and buildings for disposal;
Decisions
 All parties will work collectively to ensure that decisions relating to estates taken at both locality
and GM level will focus on the delivery of the GM strategic plan, Stronger Together: Greater
Manchester Strategy and Taking Charge3 of our Health and Social Care in Greater Manchester
and the delivery of our ten Locality Plans and therefore the interests and outcomes of patients
and people in GM, not organisational self-interest alone;

3

‘Taking Charge’ is GM’s five year strategic plan for health and social care. As it develops it will mirror the
requirements of the Sustainable Transformation Plan (STP) guidance that other areas are producing. GM will
not be producing a separate STP.
PAGE 3

NATIONAL ESTATES MOU – FINAL DRAFT V9


The delivery of ‘Taking Charge’ and of the ten Locality Plans will be considered as a significant
priority for investment and strategic estates decisions4;




There is no requirement for GM health and social care estate ownership to change;
The MOU will not impact the sovereignty of any GM organisation, nor will it interfere with the
sovereign rights of an organisation to determine what estate is disposed of, or when; and
All parties will seek to optimise the utilisation of assets where long term commitments exist,
such as PFIs, LIFT etc.



6. Scope
The MOU relates to all investment and disposals in health and social care estate (buildings and
land) in GM that is owned by the public sector or GP practices.5
In relation to disposals it does not cover any other buildings or land owned by independent or
private sector organisations from which health and social care services are delivered.
It is recognised that there are organisations outside of GM that may have health and social care
estate in GM. The parties to this memorandum are expected to collaborate with such parties even
though they are not party to this memorandum.
The MOU relates to strategic decisions on the GM estate’s health and social care buildings and
land, not operational management of the estate or facilities management.

7. What the MOU Delivers
Terms of the Memorandum
All parties will work together to drive maximum value from the public estate by:
 acting in good faith to support the objectives and principles of this MoU for the benefit of all GM
patients and citizens;
 working collaboratively and transparently to deliver effective management of the public estate
aligned with the ‘Stronger Together’ and ‘Taking Charge’, delivery of the ten Locality Plans and
the principles of the GMCA Devolution agreement;
 facilitating an ongoing dialogue with relevant bodies managing the GM health and social care
estate;
 taking decisions at a GM level in respect of the health and social care estate where the GM
place-based approach is optimum for its residents, recognising regional and national directives;
 developing a partnership for strategic estate planning, aligned with sub-regional strategies;
 committing to a process to agree how GM will contribute to the DH estate disposal and housing
targets. (See appendix 2 for proposed process); and
 Agreeing to open discussions on issues that will help GM accelerate the pace of change, or
overcome national constraints that inhibit the development of the GM strategy. Current
examples of this are:
o Capital Resource Limit - All parties will work together to agree how the NHS Capital
Resource Limits relating to GM NHS Trusts and NHS Foundation Trusts can be
confirmed as soon as possible, and to investigate how a GM wide allocation can be
made in the future; and
4

NHS providers also have commitments/responsibilities to patients/residents beyond GM. There may be estate
decisions taken regionally that we would want to be complementary but would not be incorporated into either Taking
Charge, the STP or Locality Plans.
5

This recognises that GP practices may be owned privately but still provide public health services.
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o

8.

Approval process for Capital Projects - GM will work with DH, NHSE and NHSI to
streamline approval processes for NHS Primary Care capital projects by ensuring they
are fully aligned to ‘Taking Charge’, locality plans and national directives and thus are
ready for approval

Implementation.

DH Targets
Appendix 2 outlines the process relating to the disposal of surplus property and the handling of
receipts.
Governance
New governance structures will enable the parties to work together to make decisions in relation to
the GM health and social care estate that are strategically co-ordinated and aligned to maximise
benefit across GM. An innovative governance framework will be key to success.


The governance of GM health and social care will form part of the governance arrangements
for the GM Land Commission (GMLC). The GMLC will provide a strategic link between GM and
Government Departments / Non-Departmental Public Bodies to facilitate the better use of the
public estate to help meet national and local policy objectives. A GMLC / One Public Estate
(OPE) framework is currently being developed comprising GM and local strategy and delivery
capability. The emerging framework is shown at Appendix 3 to this MoU.



A GM Land and Property Board responsible for delivering the OPE agenda in GM, accountable
to the GMCA. It will support the GMLC and has responsibility for implementing the strategic
direction for land and property set by GMCA in consultation with GMLC.



A GM Health and Social Care Strategic Estates Board has been established which represents
all stakeholders and is responsible for high level strategic estates planning (not the
management of the estate).



Each of the ten GM localities have established Strategic Estates Groups (SEGs). These are
collaborative forums of public sector occupiers charged with using public property assets more
efficiently based on the needs of each community. The SEGs will develop locality-based
strategic estate plans and delivery programmes which will flow from the Locality Plans. The
work at locality level will be supported by work at GM level to understand the scale of the
estate requirements and to secure the investment needed.
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Appendix 1 – Parties to the Memorandum

GM Combined Authority
 Bolton Council
 Bury Council
 Manchester City Council
 Oldham Council
 Rochdale Borough Council
 Salford City Council
 Stockport MBC
 Tameside MBC
 Trafford Council
 Wigan Council

Association of GM CCGs
 NHS Bolton CCG
 NHS Bury CCG
 NHS Central Manchester
CCG
 NHS Heywood, Middleton
and Rochdale CCG
 NHS North Manchester CCG
 NHS Oldham CCG
 NHS Salford CCG
 NHS South Manchester CCG
 NHS Stockport CCG
 NHS Tameside and Glossop
CCG
 NHS Trafford CCG
 NHS Wigan Borough CCG

GM NHS Provider Trusts
 Bolton NHS FT
 Central Manchester
University Hospitals NHS FT
 Greater Manchester West
Mental Health NHS FT
 Manchester Mental Health
and Social Care Trust
 North West Ambulance Trust
 Pennine Acute Hospitals
NHS Trust
 Pennine Care NHS FT
 Salford Royal NHS FT
 Stockport NHS FT
 Tameside Hospital NHS FT
 The Christie NHS FT
 University Hospital of South
Manchester NHS FT
 Wrightington, Wigan and
Leigh NHS FT
 5 Boroughs Partnership NHS
FT
 Bridgewater Community
Healthcare NHS FT6








6

Association of Greater Manchester Local Medical Committees (LMCs)
Department of Health (DH)
NHS England (NHSE)
NHS Improvement (NHSI)
HM Treasury (HMT)
Department for Communities and Local Government (DCLG)

5 Boroughs and Bridgewater are formally located in Cheshire and Merseyside but are parties to this
Memorandum as they have estate within GM.
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Appendix 2 –
PROCESS FOR GM TO CONTRIBUTE TO THE CAPITAL RECEIPT AND HOUSING TARGET FOR DH

1. Introduction
1.1

The national MOU will determine a collaborative way of working – principles, scope etc.
The MOU will ensure that decisions are taken with the wider GM strategy in mind. It will
establish an “Open book process” to optimise the speed and value of disposals in GM,
helping DH meet its targets.

1.2

DH has a challenging Spending Review target which includes £2bn asset sales and
disposal of land to deliver 26,000 new homes. GM has a 220,000 new homes target as part
of the Devolution agreement. There is a need to consider the interplay (and any potential
overlap) between this target and the NHS target.

2. Disposals
2.1

For disposals involving one organisation the capital receipt flow and contribution to the DH
receipts and housing targets is illustrated in Table 1. In most cases the contribution to the
DH target is notional as funds remain with the organisation making the disposal 7. The
exception being NHS Property Services (NHS PS) disposals whereby the receipts flow
back to DH.

2.2

Where the disposal involves approval for housing on land owned by NHS bodies or NHS
PS the housing numbers will contribute to the DH target.

3. Disposals involving multiple sites
3.1

Where a disposal follows site assembly by GM of one or more sites in the ownership of
different public sector ownership, including NHSPS, ‘marriage value’8 may be created i.e.
added value above that which might have been obtained from individual transactions
(including the usual overage).

3.2

In these cases, the capital receipts (including usual overage9) relating to the un-enhanced
value of the individual sites will flow to the individual site owners. The share of the marriage
value - ‘gainshare’ will be shared as agreed between the parties.

4. Delivery
4.1

Establish a Working Group composed of: DH, CHP, NHS PS, Provider Trusts and the GM
Health and Social Care Partnership team.The group will report into the GM Strategic
Estates Board.

7

Disposals from land previously owned by PCTs may not remain with the Trust. Upon their abolition, PCTs transferred
some of the estate in their ownership to Trusts under Transfer Schemes, which specified that land sale receipts may not
remain with the Trust and under certain circumstances the Secretary of State for Health may direct the transfer of the
property to another body.
8

‘Marriage Value’ is the value released by the merger of two or more interests in land, often when combining land
parcels to assemble a development site.
9

Overage’ is an additional payment to a landowner, defined by contract, following an uplift in value (often on obtaining
planning permission).
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4.2

GM will establish an evidence based list of DH identified NHS sites for disposal or housing
development covering the period 2016-2020. The sites will be identified from the twelve GM
interim Strategic Estates Plans dated December 2015, refined through further Trust visits
by the DH Provider Engagement Programme and by reference to the ‘Taking Charge’
strategy, which will include the national requirements for Sustainable Transformation Plans,
and through updates to the Strategic Estates Plans.

4.3

Agree monitoring of receipts, through an agreed ‘Disposals Framework’, for NHS sites
identified for disposal/housing development from April 2016 onwards.

Current GM H&SC Estate owner

Capital Receipts
from disposals

Counts towards DH
targets

NHS Foundation Trusts

FT retains



NHS Trusts

Trust retains,
with NHSI consent



NHS Property Services

NHS Property
Services



Local Authority

LA retains



CHP

CHP (LIFTco)



Primary Care (GP owned)

GP partner



Primary Care (not GP owned)

Freeholder



CCGs

n/a

Dependent on freeholder
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Appendix 3 - Proposed GM Estates Governance Structure
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GM Land Commission
(GMLC)

•

The GMLC will provide a strategic link between GM and HMG Departments / NDPB’s to facilitate the better use of the public estate to help
meet national and local policy objectives. It will:
− Support GM with discussions with HMG Departments to unlock barriers or resolve centrally determined estates issues impacting on the
successful delivery of GMCA land and property programmes;
− Provide a mechanism for HMG Departments to link, and support delivery of, departmental estate disposal programmes with locally led
housing, economic growth and public service reform initiatives.

2

GM Land & Property
Board

•
•

Responsible for delivering the One Public Estate agenda in GM, accountable to the GMCA.
Supports the GMLC and has responsibility for implementing the strategic direction for land and buildings set by GMCA in consultation with
GMLC.
Develops and monitors a range of targets on behalf of the GMCA, in relation to the strategic management of public land and property
assets in GM, and the delivery of key land and property programmes. Holds GM delivery function to account.

•
GM Delivery Unit

•

(Strategy and Planning
Programme Delivery
PMO)

•

4

GM Health and Social
Care Strategic Estates
Board

The GM Health and Social Care Strategic Estates Board will:
•
Provide strategic oversight and leadership to the development and delivery of the GM Health and Social Care Estates Strategy, and to
ensure that the MoU developed between GM and DoH, is supported by a corresponding intra GM MoU that defines how GM will work
together.
•
Be responsible for delivery and oversight of the GM/DoH MoU, and the delivery of the intra GM MoU.
•
Have oversight for the production of the ten Strategic Estates plans, and be responsible for ensuring that there is a consistency in ambition
and content. In support of this the SEG Chairs Group will be represented on the Board.
•
Have oversight of and be responsible for ensuring the estates elements of the Strategic/Implementation plans are produced and hold the
Delivery Unit to account for developing them.
•
Have oversight of any national policy development that impacts on health and care GM organisations and their estate.
•
Not be responsible for the development of a GM Spatial Framework, its responsibility extends to the strategic management of the health
and care estate only.

5

Strategic Estates
Groups (SEGs)

•

Collaborative forums of public sector occupiers charged with using public estates more efficiently based on the needs of each community.
Develop locality-based strategic estate plans and delivery programmes that are aligned to the Locality Plans and ‘Taking Charge’.

NHS England
Business Case and
Capital/Investment
Pipeline Steering
Group

•

The group oversees the governance arrangements of the Capital/Investment pipeline across Lancashire & Greater Manchester. It’s main
aim is to provide strategic oversight to ensure capital investment is made in line with the strategic direction of NHS England; to ensure
investment is targeted at the areas of greatest need; and to ensure value for the NHS and that any investment has the maximum benefit to
the NHS and its patients.

3

Delivery function providing appropriate strategic capacity and multi-disciplinary expertise to support the existing estates capacity across
GM. The Delivery Unit will work within national guidance to provide the support required to deliver ‘Taking Charge’.
Core responsibilities include i) Support the planning and delivery of key estate programmes including local estate strategies; ii) Planning
and delivery of strategic estates programmes iii) Design, implement and embed common standards and practices for estates planning and
delivery.
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Integrated Quality Report
1.0 Introduction
This report provides a précis of the main quality issues relating to the Trust. This is informed
by the discussions that have taken place at the Integrated Risk Management and Clinical
Governance Group and the Quality Board.
2.0 Changes in management and leadership arrangements
The Chief Operating Officer/Chief Nurse has reviewed the management and leadership of
the Governance functions of the Trust. Although mindful of not undertaking wholesale
reorganisation of teams, he has, however, strengthened the management and leadership
functions by asking Maeve Boyle to manage the Governance Team as a temporary
measure. Additional capacity has been brought in to undertake SUI investigations and the
requirement of NICE guidance and processes are being addressed.
3.0 Quality Themes
Although much quality improvement work has taken place in the Trust in recent months,
there are some thematic areas which indicate that some themes, which have been
previously examined still require concerted efforts to maintain and continue improvement.
These items will now effectively form the work plan for quality and governance over the next
six months.
These are:
•
•
•
•

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

3.1 Care Planning and CPA – Recent CQC visits continue to highlight, that although
progress has been made the themes relating to care plans include the need to ensure that
there is effective involvement of service users, that these are recovery focussed and they
are reviewed effectively.
3.2 Ward based activities – this continues to form a large part of patient feedback. The
issue is that activities need to take place and that these need to be individually tailored to the
needs of service users and that patients report feeling bored and under occupied.
3.3 Psychologically minded ways of working and in patient wards. Access to psychology
services remains a theme that is reported on. A new psychology post is being recruited to
and this post will lead the in patient staff in their psychologically minded ways of working. It
has been noted that acuity and work burden has prevented in patient staff from working in
this way. However, the converse position is supported by clear evidence that working in this
way reduces disturbance in patients and ward milieu and liberates clinical time to care for
patients.
3.4 Cancelled out patient appointments have been identified through the Trust’s internal
performance monitoring and this has been triangulated against the rise in complaints on this
matter. The Chef Operating Officer/Chief Nurse has commissioned a deep dive into the
informatics behind the Trust’s data on this matter and then he and Medical Director will
undertake a quality deep dive and report back to the Quality Board in June on actions.
Board
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3.4 Corrective actions In relation to these four themes. A number of tasks are now taking
place including simplifying care plans, ensuring that these are kept in patient’s rooms and
bed spaces, and that patients are supported in holding clinical teams to account when their
care falls short of the plans. A report on these plans will be discussed at the June Quality
Board, including progress on Quality Dashboards.

4.0 Mortality Review
The Trust established a Mortality Review Meeting which met every week in 2015/16 and
reviewed a total of 255 deaths. The meeting is led by the Medical Director and is supported
by the Chief Nurse/Chief Operating Officer.
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.
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.
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.
Suicide scrutiny meetings are held with Prof Nav Kapur and invitations are issued to other
Trusts in the North West.
Quality Account will be presented at Audit Committee, where it will be provided with the
required assurance opinion prior to being signed off at the June Trust Board.
As required the Quality Account will be published on the NHS Choice website and the Trust
website on Thursday 30th June 2016 in line with National requirements.
5.0 CQUIN Quarterly Report
All CQUINS for Q3 submission were rated as passed by commissioners following their final
review on 16th March. Q4 CQUINS were submitted to the Trust’s commissioners in line with
the reporting schedule. The final financial position following the submission of Q4 CQUINS
will be agreed by mid to end May, following the usual processes. The final position will be
reported in the Trust’s Quality Accounts which are currently in the final stages of
development.
The CQUIN Scheme for 2016/17 has now been developed and is due to be agreed for
inclusion in this year’s contract. This will include 4 local CQUINS:
• IAPT
• Crisis Plans
• Rehabilitation peer review
• Learning Disability Pathway
Board
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There will also be 4 Greater Manchester CQUINS:
• Shared Care
• Crisis Concordat
• IAPT recovery
• IAPT IM&T standards
National CQUINS for 2016/17 will include:
• Aridity around staff health and wellbeing,
• Healthy food
• Flu vaccination
• Cardio metabolic assessment for service users with psychosis.
At this stage there is an issue in agreeing specific detail regarding the CAMHS element of
the crisis concordat GM CQUIN. However commissioners are aware of the issues and are
supportive of the Trust’s position.
6.0 Manchester Safeguarding Children Board Annual Report
Greater Manchester Safeguarding Procedure for Children of Parents with Mental Health
Difficulties was updated and has been sent via mid-day mail for information.
A much stronger audit and quality assurance process is in place.
Work has begun to ensure that the Serious Case Review process is more robust and timely.
The structure of the MSCB and role and function sub-groups has been clarified.
Further work is still required to demonstrate that the MSCB can fulfil all its statutory duties
and that it has the active and consistent engagement of all partners.
7.0 Litigation
For the period 1st April 2015 to the 31st of March 2016, 14 claims were received which is a
26% decrease compared with 2014/15. Compared with 2014/15 there has been a notable
change in the reduction in public liability claims by 66%. However, clinical claims were noted
to have increased by 50% and employer claims remained the same.
Patient assaults represent 29% of the claims received. Information on claims relating to
restrictive practices was passed to the Deputy Chief Nurse to incorporate into work on
restrictive practices. The NHSLA approved limited funding for four cases going to inquest.
Safire, Bronte and Blake each received 14% of the claims during this period. 2 Employment
Tribunals were received for this period.
There was one clinical negligence case which resulted in staff being called to give evidence
in court in the third quarter. Staff were supported by the Trust and the case was
discontinued by the claimant.
8.0 Clinical Audit Programme 2016-17
The Clinical Audit Programme for 2016/17 has been agreed. The key themes for the 2016/17
are Physical Health, CPA and Medications.
Board
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Engagement regarding the Clinical Audit Programme has taken place with key stakeholders
including the Chief Nurse/Chief Operating Officer, Chief Pharmacist, Interim Head of Patient
Safety & Risk Management, Matrons, Clinical Audit Leads and Heads of Professions.
Consultation has included the Service User & Carer Forum and Patient Experience
Committee.
9.0 Public Interest Disclosure Act Policy (Whistleblowing)
This policy has now been approved. The Chief Operating Officer/Chief Nurse has asked for
further action in terms of awareness raising to take place including placing posters in staff
areas.
10.0 Prison Healthcare
The Chief Operating Officer/Chief Nurse met with the Governor of HMP Manchester in
relation to Infection Control, the effect of the shortening of the Prison day on giving care and
the number of in mates requiring Medium Secure mental health care.
He is pleased to report that while visiting the health service he saw a deep clean taking
place. There are ongoing actions being taken to address longer term infection control
concerns, but resolution seems likely. He is meeting with his colleagues who provide medium
secure care to raise the issue of movement of prisoners to medium secure care and a
number of different ways of working around the prison day and clinical commitments are
being implemented.
11.0 Areas of positive assurance
The CQC reported very positively on progress made on Later Life Wards within the Trust,
particularly Maple ward. Triangulating this with sickness levels Maple ward sickness was at
28% last summer and it is now at 3.13%. Cavendish was at 20% and is now at 0.78%. The
Chief Executive is writing to the wards and their managers to congratulate them. Maple Ward
are planning a Schwartz round on their journey back to quality care.
Anson Road received a particularly positive inspection where the CQC inspector said that for
the first time in her career there were no areas requiring an action plan for improvement.
Mandatory Training currently stands at 89% across the Trust and PADRs range from the 60s
to high 80 percents by division. This is against a target in the CQC action plan of 50%.
12.0 Southern Health and MAZARs report.
Board members will recall that there has been discussion about the Mazars report. Given the
changes that the Chief Operating Officer/Chief Nurse ahs made within governance and that
he will be participating in a workshop with the CCGs on our SUI investigations, he has asked
for a further focus on the Trust’s position in relation to the learning from Southern Health and
this will feature in the June integrated Quality Report.
13.0 Recommendation
The Board are asked to note the report and discuss the points raised where appropriate.
Philip King
Chief Nurse/Chief Operating Officer
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Purpose of Paper:

To provide the Board with a quarterly update on progress towards achievement
of the Trust’s Business Plan objectives.
•

The attached report gives an update, at Quarter 4 of 2015/16 against the
annual business plan objectives as agreed by the Board in July 2015.
Updates have been RAG rated against the performance in Quarter 3.
A number of the objectives will continue into the 2016/17 Annual Business
Plan Objectives which was agreed at March Trust Board meeting.

Key Points:

•
•

Action Required

To note the contents of the report

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

1.1

1.2

Objective

Critical to Quality Characteristic

Develop and implement actions
required to address areas for
improvement from CQC Chief
Inspector of Hospitals Inspection
Report.

•

New standards from Operating
Framework; waiting times
standards for mental health
services and IAPT in particular.

•

•

•

•

Metrics/ Key Performance Indicators

Quarter 4 Update

1. To provide services which are always of the highest quality, evidence based and responsive to local need
Actions developed and agreed to meet
• Undertake Factual Accuracy Check of the • The CQC action plan was signed off as complete at April’s
requirement notices and Must/Should Do
Full CQC Inspection Report.
CQC Task and Finish Group.
actions.
• CQC Quality Summit to take place
• The Executive Directors have provided Assurance that each
Assurance provided that actions are
of the 13 Requirement Notices have been delivered by
• Develop and deliver an agreed action plan
complete and clear evidence is available.
completing signed summary sheets. The summary sheets
to address requirement notices and
for each requirement notice have been completed to
Must/Should Do actions.
demonstrate how actions have been embedded into practice
and will be audited going forward to ensure continuous
quality improvement and move the actions into business as
usual.
• In relation to the 45 ‘Should Dos’ Lead Directors have
provided assurance that each have been met, with the fuller
detail of provided in the full CQC Action Plan.
National IAPT waiting time standards being
introduced April 2016 that 75% of referrals
enter treatment within 6 weeks and 95%
within 18 weeks
Current waiting times within IAPT step 3 are
considerably longer than this and target not
deliverable with current commissioned
resource
Centrally held fund of 10m is earmarked to
support the delivery of the IAPT access and
waiting time standard

•
•
•

Performance Quality indicators still being
confirmed with NHS Manchester
Commissioning
Monthly monitoring of waiting times within
the service
Development of IAPT dashboard to
monitor trajectories of operating capacity
and waiting times.

•
•
•
•
•
•

1.3

Implement priorities from the
Trust 2014/15 Quality Account,
namely:
-

Priority 2 – Organisational
improvements in patient
safety through learning
lessons from Root Cause
Analysis

•
•
•
•
•
•

Improving Patient Safety
Improving the quality of care delivered
Improved patient experience
Supporting an organisational culture of
transparency that learns from its mistakes.
Supports recognising Human factors as the
root cause to most serious incidents, which
reduces potential for blame culture.
Improved staff experience.

To work to the Human Factors model for
learning from our mistakes by;
• Providing training to the Serious Incident
Investigators by July 2015.
• Heads of Professions working in
conjunction with the Head of Patient
Safety to produce a Human Factors
Awareness Video based on the “root
causes” of previous SIRIs. To be
completed by end of Q2.
• Heads of Professions to present the
Human Factors video to clinicians and
staff across the organisation. To be
completed by August 2015.
• To add a section to the Team Brief to
share key lessons learned each month as
a regular update- to be in place by July
2015.
• A thematic approach to be taken to
actions from SIRIs so that “root causes”
are themed and actioned collectively via
forums that can monitor and progress at

•
•
•
•
•
•

Rag
Rating

Lead Director

GREEN

Chief Operating
Officer/Chief
Nurse

Manchester was not successful in being awarded any of the
£10m National monies to support reducing waiting times
Commissioners have developed a business case to CCGs re
increased investment in IAPT – This has been approved but
awaiting clarification of investment figure
Waiting times continue to be way beyond the National Target
Fortnightly Patient Tracker Lists (PTLs) have been produced
to manage waiting times and prepare for the waiting time
standards
Fortnightly commissioner performance meets in place –
service performance (operating capacity and numbers
entering therapy) has increased considerably.
No assurance can be given that waiting time target can be
met until clear of the increased investment from
Commissioners and negotiation of new performance targets.

Red

Chief Operating
Officer/Chief
Nurse

Further RCA Training continued to be delivered to additional
staff.
Lessons Learned Section added to the Team Brief and
Intranet Site now available on the Trust Intranet on the
Governance Page.
Quality Improvement Groups established and providing
assurance to Quality Board.
Additional checks put into SIRI process and agreed with
Commissioners to provide further assurances.
Professions supported via Professional Forums to support
improved staff outcomes.
Issue of staff morale discussed at the Heads of Professions
group.

GREEN

Chief Operating
Officer/Chief
Nurse
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Ref

Objective

Critical to Quality Characteristic

Metrics/ Key Performance Indicators

•
-

Priority 3 – Ensuring that we
have the right skills, in the
right place at the right time

•
•
•
•
•

Improving Patient Safety
Improving the quality of care delivered
Improved patient experience
Improved patient outcomes
Improved staff experience.

•
•

•
•

•
•
•

1.4

Implement and oversee
processes to meet all CQUIN
and Quality Requirements
included in the Trust’s contract
for 2015/16.

•
•
•

Service quality improvement and compliance
with contractual quality requirements.
Improved service user experience via a
number of service user and carer focused
schemes
Improved staff experience

•

•
•
•
•
•

Ref

2.1

Objective

Implement and maintain
programmes and processes to
support staff and managers
through organisational change.
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Critical to Quality Characteristic
•

pace. Structure to support same to be in
place by end of Q3
Contributes to improved staff survey
outcomes by April 2016
Heads of Professions will work with the
Workforce Team to support the Workforce
Strategy commencing in Q1.
Professional Forums to evidence, through
minutes, their support and monitoring of
the implementation of evidence based
practice.
A Physical Health skills training
programme for front line inpatient staff to
be delivered from Q4.
A multi-professional review of inpatient
safer staffing based on evidence based
tools for mental health to be completed by
end of Q3
Revalidation for registered nurses to be in
place from April 2016 to assure of
competence.
Audit of access to professional
supervision through 2015/16.
An internal CQC peer review programme
to commence July 2015.
Development and agreement of clear
trajectories, information requirements and
metrics for CQUINs and Quality
Requirements (QRs).
Quarterly returns to commissioners for all
CQUIN schemes
Monthly and quarterly returns to be made
for all Quality Requirements as required
Achievement of CQUIN financial
incentives
Clear escalation process implemented for
non achievement of CQUINs and Quality
Requirements
Quarterly Service user feedback from
Quality Requirements

Metrics/ Key Performance Indicators

Quarter 4 Update

•
•
•

•
•
•
•
•
•

•
•
•
•
•
•

Rag
Rating

Heads of Professions are engaged with the workforce
strategy and in delivering the Multi-professional vision and
strategy.
Professional Forum Minutes evidence research/ evidence
based practice.
Revalidation plan developed and in place for the next stage
of Revalidation in 2016/17. All 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 has been developed.
Policy approved, pending sign off at Board.
Programme of support for first nursing staff to revalidate.
Revalidation Champions identified.
Lead for Clinical Supervision identified- and audit continues
to be monitored via the Supervision Quality Improvement
Group.
Internal Peer to Peer internal review commenced in August
2015 and six services, twelve teams/clinical areas have
undergone a CQC Peer to Peer review.

GREEN

All 7 CQUIN reports were submitted as per schedule to the
City Wide Commissioning Team on 21st April 2016. Initial
feedback is awaited from the commissioners.
Responses to any queries will be provided back to
commissioners within the agreed timescales.
There has been detailed negotiations with commissioners to
agree and sign of the 2016/17 local CQUINs.
These are around the learning disability pathway, peer
review of rehab services, IAPT and urgent care crisis
planning.
Trust CQUIN leads have been identified and work is ongoing
to build each themes into a realistic annual work programme
A similar process for submitting Quality Requirement reports
has been implemented and all required submissions were
made on 21st April 2016.

GREEN

Quarter 4 Update

2. To value and develop our staff so that the Trust is an employer of choice for caring, compassionate and committed professionals
Programmes to support staff and managers
• By the end of 15/16, 50% of managers
• 89 staff members have attended either the Managing
are in place to:
(125 of approximately 250) to have
Change (29), Resilience (27) Coaching (12) or Workforce
accessed the Managing Change or
Planning (21) training since 1st April 15
1) Improve the skills sets of managers to
Resilience module and Management of
• No further pulse checks have taken place but planning is in
manage the change process and
Organisational Change module of the
place to conduct one in quarter 1 of 2016/17
effectively manage the impact of change
management development programme
• Dedicated CV and interview skills courses have continued to
on staff: Managers are equipped to
• The LIA Pulse-Check scores to improve
be provided to staff undergoing organisational change

Rag
Rating
AMBER
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Lead Director

Chief Operating
Officer/Chief
Nurse

Lead Director

Director of
Workforce and
Organisational
Development

Ref

Objective

Critical to Quality Characteristic
support staff through change through
accessing modules of the management
development programme and receiving
other identified OD support

Metrics/ Key Performance Indicators
•
•

2)

Support mechanisms are in place for
staff so that they are supported through
change by the provision of a range of
support mechanisms including CV and
Interview Skills training, pensions advice
and mindfulness training

•
•

•

2.2

Continue the implementation of
the Listening into Action
programme through supporting
new and existing schemes.

•

Further increase in staff engagement from
2014/15 position along with an increase in
staff empowerment to make change happen
at the front line

•

•
•
•

Quarter 4 Update

by 5% overall by the end of quarter 4.
The LIA pulse check questions in relation
to being able to influence change (Q2 and
Q3) to increase by 10%
All staff affected by change to have been
offered a place on a CV and Interview
Skills course or mindfulness training.
Successful redeployment of 10% of staff
who are placed at risk from
decommissioning changes.
Reduction in grievances in 2015/16 in
relation to how the Trust manages
change, against the Trust baseline from
2014/15.
No significant increase to above 2014/15
baseline of 2% in work related stress
absences.

•

Q1 – see a 5 % improvement in Pulse
Check scores related to staff feeling able
to influence change (Q’s 2 & 3) and hold 3
Big Conversations
Q2 – Define the specific outcomes
expected from the new LiA schemes
Q3 – Hold a further 3 Big conversations
Q4 – improved position in the national
staff survey 2015/16 compared with
2014/15 regarding overall staff
engagement score.

•

•
•

•
•
•

•
•

2.3

Maintain processes implemented
in 2014/15 to increase Mandatory
Training to meet Trust target.

•
•

2.4

Implement and monitor additional
processes and support for
managers to progress towards
Trust target for sickness absence.
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•
•

Managers are individually targeted to be
supported to meet their individual
performance targets
The right number of staff have the right skills
in each ward, team, department

•

Safer staffing, leading to better quality care
and a reduction in agency usage.
Improvements in the health and wellbeing of
staff overall and staff who are off sick come
back to work sooner due to focus on early
intervention.

•

•

•
•

Using the start of the business year as a
baseline (74%) for training compliance,
there is a10% trajectory against the
baseline for any further reduction.
All individual service areas must attain a
minimum compliance of 75% for
combined core and service specific
mandatory training

•

By the end of 2015/16, 50% of managers
to have attended training on the
management of sickness absence
One coaching sessions for managers
using actual case studies to be held each
quarter.
A reduction of 1% in sickness levels from
the cumulative 2014/15 of sickness level
of 5.72% by the end of 2015/16.

•

•

•
•
•
•

Rag
Rating

Lead Director

Redeployment of staff on the register after being declared at
risk continues to go well; however it is not possible to
calculate a % at this time.
In relation to the management of change, there has been 1
grievance and 2 redundancy appeals in the last quarter,
though neither appeal has been upheld
Currently no significant increase to work related stress
absence.

No further pulse checks have taken place this quarter but
planning is in place to conduct one in quarter 1 of 2016/17
and to include solution focused responses.
Additional Communication Boards have been put up on
wards to increase the visibility of key messages.
The 15/16 agreed LiA schemes were progressed and an
additional 3 case studies were selected for a national ‘100
Powerful Stories’ initiative.
A LiA Plan for 16/17 has been developed and agreed. This
will mean that the LiA schemes will be mainstreamed and
the key focus of LiA activity will be on the safe transition of
staff to our new organisational form as well as the
requirements of LLLB and Grtr Manchester Devolution.
Value and recognition continues to be a significant LiA
theme and will be continued throughout 16/17. As part of this
number of initiatives have commenced or are planned.
The Staff Survey results were received in Q4 and presented
to the Trust Board.

GREEN

CEO

The start of the quarter was 83% (core) and ended at 84%
(core) which shows an improved position over the quarter.
All services below 75% have been written to in alignment
with the ABP and CQC action plan expectations.
35 services (as per ESR) from across the Trust were below
75% compliance in relation to core training showing an
decrease on Q3 (37 services). Regardless, only 8 of these
services come under the CQC action plan requirements.

GREEN

Director of
Workforce and
Organisational
Development

Further Mindfulness sessions planned for 2016. Over 100
staff have done a Mindfulness course so far
Coaching sessions are held each quarter as part of the
internal management development programme
HR remains focused on managing sickness absence cases,
short and long term.
Regular audits continue to take place in work areas of RTW
forms and other evidence of compliance with the policy.
Improved Occupational Health provision in place with

GREEN

Director of
Workforce and
Organisational
Development
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Ref

Objective

Critical to Quality Characteristic

Metrics/ Key Performance Indicators
•
•
•

Better preventative Occupational Health
provision in place by the end of 2015/16
2 more mindfulness courses to be run in
2015/16.
Reduction in staff survey of staff reporting
work related sickness and feeling
pressured to come to work by their
manager when ill from 2014/15 position.

Quarter 4 Update

•
•
•
•

2.5

Increase uptake of Personal
Reviews within agreed
timeframes in order to improve
staff engagement and feeling
valued.

Ref

Objective

3.1

Work proactively with partner
organisations to plan and develop
sustainable services across the
city in line with commissioning
intentions.

•

Extend 24/7 Urgent Care service
provision to provide an alternative
to assessment in ED, and which
links with the Urgent Care First
Responses of acute trusts.
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•

•

•

•

Using the start of the business year as a
baseline for personal review compliance,
there is a10% tolerance against the
baseline for any further reduction.
All individual service areas must attain a
minimum of compliance of 50% for
personal reviews

•
•

•
•

Critical to Quality Characteristic

•

3.2

Responses to Q3 (a-f) of the 2015 staff
survey regarding appraisal (personal
reviews) score at least the mental health
average which would indicate an improving
picture regarding:
- More staff having reviews
- Reviews being helpful in improving how
to do the job
- Clear work objectives being agreed
- Staff feeling valued by the review
- Training needs being identified
- Managers supporting staff to receive the
identified development.

Metrics/ Key Performance Indicators

•
•

•
•
•

Zero 12 hour breaches
Communication to GP within 24 hours of
patients being assessed in Emergency
Department (for patients not admitted or
referred for Home Treatment)
Fewer patients known to the Trust seen in
Emergency Department based on 2014/15
baseline.
Increased numbers of patients diverted
from assessment in Emergency
Department based on 2014/15 baseline.
70% emergency referrals in Emergency

The end of the quarter was 77% which was an increase of
2% from the end of the last quarter (75%)
All individuals who are not compliant with Personal Reviews
have been written to. This has been followed up by writing to
managers of all services below 50% in alignment with the
ABP and CQC action plan expectations.
26 individual services (as per ESR) from across the Trust
were below 50% compliance in relation to personal reviews
which shows a reduction on Q3.
There has been a 15% reduction in staff saying no KSF in
last 12 months on survey

Quarter 3 Update

•
•

•
•
•

Lead Director

providers at UHSM and NMGH– dedicated HR link person
identified. Further counselling and physio sessions arranged
to address the main absence reasons (MSK and mental
health).
Trial of a workforce officer trial at NMGH to support Ward
Managers on managing sickness at the earliest opportunity.
Trust sickness level is 5.45% at time of writing which is a
decrease on the Q3 position.
There has been a 2% increase in of staff reporting work
related sickness.
1% reduction in feeling pressured to come to work by their
manager when ill

2. Be proactive and influential with our partners and in the development of sustainable services
Assurance to service users and staff that
• Support of TDA process through the
• TDA project plan and timeline being adhered to.
organisation is planning for the future and
Sustainability Steering Group (SSC).
• Trust has responded to all requests for information in
able to sustain services to greatest degree
• Ensure full engagement, provision of
required timescales.
possible.
information and advice in line with TDA
• Frequent reports to Board and internal processes ensure
project plan (when finalised)
Reduction of uncertainty and future managed
actions being completed as required.
process will reduce tomorrow and aid service • Provide regular reports to Board and wider • All necessary meetings attended by senior officers.
sustainability.
organisation through communications to
• Staff communications being undertaken and CEO
staff.
Effective leadership and management
workshops with staff have been held.
through any period of transition.
• Senior officer attendance at each SSG
meeting.

Objectives of the revised model and associated
investment are:
• To reduce the number of MH
presentations at A&E through deflection
where appropriate;
• To improve the effectiveness and
efficiency of the process for triage and
assessment for those that do present at
A&E.
• Single Point of Access for urgent MH
services
• All UC referrals from non-Trust services

Rag
Rating

Zero 12 hour breaches Jan to March
Communication to GP Quality Requirement improvements
maintained as per Remedial Action Plan (RAP). Reasons for
exceptions better understood and focus continues to meet
the 95% threshold.
Urgent Care assessments within 24hrs exceeded the 65%
target for Q4.
Target to see at least 70% patients in A&E within 1 hour
consistently being achieved
Continued success of Gate Keeping in identifying less
restrictive alternatives, and managing despite increased
numbers of referrals to MH liaison in A&E.

GREEN

Director of
Workforce and
Organisational
Development

Rag
Rating

Lead Director

GREEN

Director of
Strategy/ Deputy
Chief Executive

GREEN

Chief Operating
Officer/Chief Nurse
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Ref

Objective

Critical to Quality Characteristic
and PCMHT seen within 24hrs
Services delivered according to the SOP
for Urgent Care
Improved service experience for users by
fuller integration of services and closer liaison
between physical and mental health services.
Greater proactive and preventative care in
support of users and their carers/families.
Services provided are affordable and
sustainable within the city.

Metrics/ Key Performance Indicators

Living Longer Living Better

•
•
•

Ref

Objective

Critical to Quality Characteristic

4.1

Improve Research and Innovation
governance systems.

•

4.2

Exploit opportunities to increase
income, clinical involvement and
new methods of innovation.

•
•
•

4.3

Promote engagement with Users,
Carers and Staff with research
and innovation

•
•
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Rag
Rating

Lead Director

GREEN

Director of
Strategy/Deputy
Chief Executive

Rag
Rating

Lead Director

Department seen within 1 hour

•
3.3

Quarter 3 Update

•
•
•

Full engagement with LLLB citywide
Manchester Provider Group.
Ensure reporting throughout organisation
and to Trust Board regarding likely
impacts and key decisions.
Take opportunities to ensure fuller
integration of mental health and physical
health services.

Metrics/ Key Performance Indicators

•
•
•
•

Full engagement with process maintained.
LLLB governance structure has changed as documented in
Board reports.
Service developments consistent with Place Based Care
have been introduced in both later life and community
services.
Engagement at strategic level through the Health &
Wellbeing Board and other fora to ensure the profile of
mental health is maintained.

Quarter 3 Update

4 Maintain our market-leading position in research, development and teaching in mental health and wellbeing services.
Robust quality & document control systems
• Define and describe the robust quality
• QPulse upgrade and training (by IdeaGen) scheduled for 9th
system (QPulse) by Q2/Q3.
May. Not met Q4 deadline.
• Define the R&I staff training needs to
• 100% of research studies to recruit ‘first patient-in’ within 70
support the quality system by Q3 and
days of a valid submission this year.
deliver by Q4.
• Continued review of 40 SOPs including updates due to
regulatory changes and MHRA process changes.
• Maintain >90% of research studies to be
approved by R&I within 30 days of a valid
Additionally, 1 new psychological therapy trials SOP
submission.
identified.
• Maintain >70% of research studies to
recruit ‘first patient-in’ within 70 days of a
valid submission.
Support evidence-based research
• Aim to achieve a further 10% increase in
• 1 new commercial application approved, 1 commercial
the income from commercial trials from
application under review.
Increase the adoption of new technology and
2014/15 baseline of £88K.
services in the Trust
• 1 EME application funded.
• Aim to achieve a further 10% increase in
Promote and support a culture of Research
• 1 programme application and 2 preliminary programme
the number active portfolio studies from
for Patient Benefit
applications submitted.
the 2014/15 baseline of 73.
• 1 NIHR non-clinical Doctoral Research Fellowship
• Aim to increase the number of
application submitted and 1 NIHR clinical Doctoral Research
publications attributed to the Trust by a
Fellowship application in preparation.
further 10% from 2014/15 baseline of
• 42 academic publications.
2014.
Increased opportunities for patients to be
• Raise the profile of research / R&I
• 13 articles in Midday Mail
aware of, and involved in, research and
throughout the TRUST via:
• Further content developed for R&I website, including section
innovation.
- At least 2 presentations at Leadership
on research ethics has been presented to Services Users,
Forum,
and
disseminate
a
minimum
of
Innovative engagement techniques for users
which has been well received.
20 articles in mid-week news, and 4
and carers to shape the development and
• Continued engagement with Early Intervention Service
items in Trust Life [1 per edition]
adoption of R&I projects in the Trust.
(EIS), further review and development of approaches to
including 2 impact case studies.
recruitment including stakeholder consultation.
- Refresh the staff/ researcher facing
• Service Users and Carers Forum input for an NIHR funding
website, and complete first stage of
application to develop an app to support people in a crisis
quality audit from relevant web-users.
(MMU staff).
• Raise the profile of research / R&I with
service users and carers:
- Consult / engage with 100 service
users over the year with at least one
engagement per quarter with

Green

Medical Director

Green

Medical Director

Green

Medical Director
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Ref

Objective

5.1

Review Trust portfolio and
potential services where cost
reductions may be available to
support delivery of the Trust’s CIP
programme.

Critical to Quality Characteristic
•
•
•
•

5.2

Implement the service
improvements and changes in the
Trust Transformation Programme,
including but not limited to:
•

•
•
•

Community Services (this
includes Outpatients,
Gateway, Community
Services and Manchester
Engagement Team)

•
•
•
•

Assess likely impact of service changes on
quality and user experience. Mitigate
wherever possible.
Seek support of other parties/sectors in
preparation for change and impact on service
users.
Ensure consultation and engagement
processes are appropriate, clear and timely.
Support staff through the changes and in line
with Trust change policy.
To improve the patient experience and
promote recovery;
To support the management of people in the
least restrictive environment;
To promote standardisation of adult
community services across the Trust;
To ensure the most effective management of
resources and capacity.
Thresholds for care are consistent and reflect
cluster based pathways
Care delivered at the right place and right
time
Development of an evidence basis of actual
service needs for this cohort of service users.

pamphlet.
Engage service users and carers to
refresh the user / carer-facing website,
and complete first stage of quality
audit from relevant users and carers.

Metrics/ Key Performance Indicators
•
•
•
•
•
•

Quarter 3 Update

5. To be effective, efficient and sustainable
Services are identified where cost
• Consultation process for service retraction undertaken and
reductions can be implemented.
completed during Q4.
Full engagement with Trust clinical and
• Extensive public and stakeholder engagement.
management process to ensure impacts
• Evaluation of responses completed by independent
are considered and articulated.
organisations.
Close liaison with commissioners in
• Full Board report produced for March Board and decision to
implementing change, and assurance of
proceed agreed.
their agreement and support.
• Detailed implementation plan being developed.
Due process of engagement and
consultation with all stakeholders.
Successful implementation of changes.
SOPs
Implement the Standard Operating
Procedures (SOPs) within Community
• Implementation of SOP across the Area Teams continues
Services and monitor effectiveness and
delivery via audits and monthly
Outpatients
performance KPIs (reported via
• Implementation plan completed and Outpatient SOP
performance report).
implemented.

Outpatients
• Reduce variation of practice with a
standardised purpose and functionality of
medical intervention
• Standardise administrative processes
supporting Outpatient Clinics in all
locations
• Patients in clusters 0,1, 2 and 3 will no
longer be seen in Outpatients thus
enabling Consultant Caseloads to be in
line with the Stepped Care Model.
• Develop and implement protocol for DNAs
and patient cancelled appointments – to
be measured against 2014/15 baseline.

Rag
Rating

Lead Director

GREEN

Director of
Strategy/Deputy
Chief Executive

AMBER

Chief Operating
Officer/Chief
Nurse

Manchester Engagement Team
• Single line management embedded, Draft working SOP
developed out for consultation
Gateway
• Gateway evaluation received at Community Services
Improvement Board.
• Close down report received to close down Gateway
workstream agreed at CSIB

Mobile Working
• Close down report received, further developments with the
Amigos Lite app.
• Monitoring of activation and use within divisional meetings.

Manchester Engagement Team
•
•

•
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Manchester Engagement Team to be
established from Q3 onwards
Appropriate service users supported by
the MET– i.e. only those who meet the
criteria for identified care clusters 8, 13, 16
and 17.
Reduced length of stay for service users
engaged with the MET against a baseline
of those supported by the Assertive
Outreach aspect within teams and based
on proportion of service users re-clustered
and stepped down.
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Objective

Critical to Quality Characteristic

Metrics/ Key Performance Indicators

Quarter 3 Update

Rag
Rating

Lead Director

Gateway
• Moved to an administrative function using
flowcharts to signpost referrals to
appropriate services.
• Implementation measure via time taken
for referrals from receipt to delivery to
team, number of re-referrals, number of
referrals returned to GPs and number of
referrals with no further action required.
Mobile Working
• Reduction of information governance (IG)
breaches
• Rates of activation for the devices
• Ongoing usage of the tablets via
management supervision and AIRWATCH
•

Later Life Services








•

Urgent Care and Inpatient
Services

•
•
•

•
•
•

Increased equitable access to services and •
a consistent approach to service delivery
across the city.
Provision of evidence based interventions
underpinned by clear care pathways
An increase in the number of service users
supported by community based services as
an alternative to admission – the provision of
care in the ‘least restrictive environment’.
Shorter length of stay for those who need
support in an acute hospital setting
Improved service user and carer experience
with greater involvement in decisions
regarding care
Consistency of experience for service users
in I/P and U/C
Embed learning from perfect weeks of acute
trusts into MMHSCT
U/C and I/P pathways connect with other
care pathways to reduce number of service
users presenting as frequent users of U/C
and being re-admitted
Continue the service improvements begun in
2013
Continue to engage staff in the service
improvement work
Continue to engage service users in the
service improvement work so that their
perspective is reflected in it.

•
•
•
•
•
•
•
•
•
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Future state vision for Later Life Services
is now subject to public consultation.
Further metrics to be agreed following the
outcome of the consultation.

•

Interviews for all staff posts completed, staffing consultation
completed.
Improvement plan being developed to implement all agreed
changes.

GREEN

Chief Operating
Officer/Chief
Nurse

Implement the Admission and Discharge
SOP and Urgent Care SOP.
Undertake a series of mini ‘perfect weeks’
to support establishment of discharges
from the acute wards before 12 noon.
Establish a patient/carer reference group
to inform and support ongoing service
developments and evaluation of impact.
Complete the work on clinical care
pathways across the acute care pathway
and associated packages of care.
Undertake analysis work around frequent
users of urgent care pathway and readmissions.
Develop and deliver a quality (continuous
service improvement) plan for 2015/16
across inpatients and urgent care.
Continue the work around patient reported
outcome measures (PROMS/PREMS)
Continuation of engagement events and
organisational development programme to
support continuous improvement.
Continue work around service interfaces
and development of integrated care
pathways with community services

• Inpatient admission, transfer and discharge SOP in use.
Formal evaluation has been delayed until quarter 1 of new
financial year due to capacity.
• Urgent care SOP in use.
• Engagement event went ahead as planned in January
focussing on development of service development plan for
2016/17
• Programme of work on clinical care pathways agreed with
commissioners.
• Service user reference group continues to run on a monthly
basis led by an Occupational Therapist.
• Reporting of admissions now includes whether known to
services.
• Work progressing with AQUA to review crisis care planning
and improve pathway for known users of care
• Weekly LOS meeting considers DTOCs and is used to
escalate issues to community services to reduce delays.
Monthly review meeting with commissioners for patients with
a LOS of 150 days established and now meeting regularly to
support unblocking issues.
• Review of data for PICU to inform service development plan
for 2016/17 and discussions with commissioners regarding
increased level of PICU episodes is underway.

GREEN

Chief Operating
Officer/Chief
Nurse

•
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5.3

Objective

Finances

Critical to Quality Characteristic
•

Requirement to improve financial position
from the initial plan approved by Board for
2015/16 which was for a £6.1m deficit

Metrics/ Key Performance Indicators
•
•
•
•
•

Reduce the £6.1m deficit included in the
initial financial plan approved by Board
Achievement of Statutory Breakeven Duty
Achievement of Capital Resource Limit
(CRL)
Achievement of External Financing Limit
(EFL)
Improve the CSRR level to at least 2

Quarter 3 Update
•

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

•

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.
The Trust has remained within its CRL and EFL limits and
the final cash balance at 31st March 2016 was £2.888m.

•

5.4

Review impact of the Care Act on
Trust services in 2015/16.

•

To ensure Trust compliance with the Care
Act requirements.

•
•
•
•
•
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26th May 2016
Agenda Item: 16

% increase in generic referrals from
2014/15 baseline
% increase of number of carers
assessments from 2014/15 baseline
% increase of number of Care Act
Assessments (including transition
assessments) from 2014/15 baseline
% increase of Safeguarding referrals from
2014/15 baseline
All care coordinators and assessing staff
within home treatment (249) to have
training

Rag
Rating

•
•
•
•
•
•

Ongoing monitoring indicates no significant increase in
generic referrals
Ongoing monitoring indicates increase in later life carer
assessment referrals but decrease in adult carer
assessment referrals
Awaiting Manchester City Council to confirm final
specification for carer assessment before work can start on
amigos
IT working with Manchester City Council and finance team to
ensure performance indicators can be reported on
Month on month increase in safeguarding and AMHP
referrals – reported via s75 performance meeting
E-learning provided for all care coordinators and assessing
staff but uptake was low – e-learning is now finished

AMBER
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Lead Director

Director of
Finance

Chief Operating
Officer/Chief
Nurse
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•

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

Purpose of Paper:

•

The paper sets out the proposed changes to the report.

•

This paper demonstrates the Trust’s Safer Staffing position for
April 2016, and reports on staffing levels that were above and
below established levels by exception (<80% and >120%).
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.
Benchmarking against other mental health provider demonstrates
the Trust is not an outlier in terms of the inpatient staffing levels.

•
Key Points:

•
•

To understand the safer staffing position for April 2016.

Action Required

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

Description

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

n/a
Any Action Required?

Have all implications
considered?

been

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

Yes
√
√
√
√
√
√
√

Yes
To include in 2015-16 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
“
“
“
“
“
“

To be advised of any
future implications
by Lead Directors
through Board
reports as and when
required

No

√
√
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Manchester Mental Health and Social Care Trust
Safer Staffing Report on the April 2016 Position
1.

Introduction
Please note that from June 2016 this report format will change. Issues will be more easily
highlighted.
Additional spend on observations will be included in the nursing ward establishments. As
such the ward establishments will be “rebased”. The figures will be represented as fill
rate against the new establishment and secondly an indication of where the fill rate is
above 100% where additional nursing observations are required above the new rebased
establishments. These will reflect figures from May onwards. This requires a change in
the way the data is represented within systems and so for that reason both changes will
be made simultaneously.

This report provides the Trust Board with details of the April 2016 Inpatient Safer Staffing position, and
reports on staffing thresholds by exception. The thresholds reported against are when staffing levels
have been below 80% of establishment and above 120% of establishment.
During April 2016 Anderson, Poplar, Acacia 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 was 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

Within threshold
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This report considers, by exception, why there had been use of staffing above or below establishment.
Furthermore, the report considers Quality through triangulation of incidents of violence and
aggression, missed medications, falls and missed staffed breaks. Also included in the report is
complaints data.
Table 1. Demonstrates the April 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%

CAVENDIS
H

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 %

80.0%

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%

2. Use of staffing resource against establishment
The use of staffing above establishment during the month of April 2016 was used to deliver
observations to maintain patient safety.
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During April 2016, there were a total of 1877 (1279 in March) recorded observation episodes that
required staffing above establishment (1episode=1shift) by way of the weekly reports provided by the
ward managers. The Adult inpatient wards have revised establishments .This will be reflected in the
SITREPS and Unify report in June. The revised establishments would reduce this figure for additional
shifts required from 1877 to 1193.
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 April Maple rostered additional 233 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 was a slight reduction of observation in the last two
weeks of April, levels of one to one observations reduced from 4 to 3 one to one observations. The
one to one observations were due to safe guarding, risk of falls and high risk of AWOL’s .Maple
currently has 4 staff on maternity leave and one registered staff vacancy. 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 (415) was to deliver safe patient care during the month of
April as there were between 4-6 patients placed on close observations for risks that mainly included
aggression and risk of falls . At the start of April Cavendish had two band 5 vacancies which increased
to 4 by the end of the month. One member of staff was on Maternity leave. This required an additional
319 shifts above establishment. Falls incidents have reduced and Violence incidents have increased
compared to the previous month.

____________________________________________________________________________________________
Page 4 of 10
26th May 2016

3.3 Anson Road
During the month of April Anson Road rostered an additional three staff above establishment on night
shifts due to one patient on 1:1 observations. Two
staff suffered sickness throughout the month of April. Anson road had one shift that they worked with
one less staff member due to this sickness and the bank and agency could not provide cover.. There
remains a Band 5 and 2 vacancy which impacts on low fill rate of unregistered day staff. The
recruitment process is now complete, the two staff are to commence in June.

3.4 Acacia
Staffing levels during April 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 and further to 4 in April

3.5 Blake Ward
During the month of April Blake ward required an additional 409 shifts above establishment 5 patients
were placed on 1-1 , 2-1 and 3-1 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 six vacancies during April. Violence and abuse incidents have increased
from 36 to 55 compared to the previous month.
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3.6 Juniper Ward
During the month of April Juniper rostered additional unregistered staff on day and night shifts due
increased levels of 1:1 and 2:1 observations including seclusion use. The overall total of additional
shifts covered in the month of April was 126. The last week of April required 65 additional staffing due
to increased levels of acuity. Juniper has had one unregistered staff that been off sick in April. Juniper
currently has one unregistered staff vacancy.

3.7 Bronte Ward
Bronte is the largest acute adult ward in the Trust in terms of both bed numbers (31) and floor space.
It is one of the largest acute mental health inpatient wards in the country. During April 2016 care staff
was used above establishment on both day shifts and night shifts to support with the safe care
delivered and to support delivery of 1.1 observations. Between 2-5 patients required intensive nursing
observation due to aggression, deliberate self harm and in relation to vulnerability. This required an
additional 279 shifts above establishment. Bronte ward during April had a significant number of staff
suffering sickness and several requiring carers or compassionate leave. There has been a small
reduction in Violence and abuse incidents compared to the previous month. There has been an
increase in medication incidents this month. The Matron and medication management Nurse are
reviewing these in relations to themes and lessons learned.
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3.8 Laurel Ward
During April 2016, 2 patients were placed on observations, for risks that included Sleep apnoea and
Aggression. All staffing was within threshold. Two Band 5 vacancies were filled with block booked
temporary staff. There has been a small increase in Violence and abuse incidents from last month
(from 9-13).

3.9 Elm Ward
During April 2016 5 patients were placed on intensive observations. Reasons include aggression, risk
of falls, physical health. One member of staff was on Suspension. There were also two staff on
Maternity leave. Elm ward required 79 additional shifts above establishment in order to provide safe
and effective care. There were 5 vacancies with two awaiting a start date. 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 abuse incidents have increased from 14 to 21 in April

3.10 Mulberry Ward
Mulberry used unregistered night staffing establishment above the 120% threshold during the month
of April 2016. The additional staffing (131) above establishment used by Mulberry ward was to cover
high dependency of 3 patients who had a period of 2:1 observations due to risk of aggression, there
was a period reduction from 3 patient on 2:1 to only one patient on 2:1 and then decreased to only one
patient on one to one observations 2 staff are on long term sickness and there 2 short period sickness
within this month. Two unregistered staff were relocated other areas due to HR investigations.
Violence and abuse incidents have increased from 12 to 29 compared to the previous month.
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3.11 Redwood Ward
During the month of April Redwood required an additional 108 shifts to be staffed due increased
levels of one to one observations due to high risk of AWOL and assistance with physical health,
vulnerability due to Learning disability . One registered staff was relocated to another ward as part of
redeployment process. Currently two staff vacancy. In addition three shift were lost due covering staff
member who works with Learning and development providing C&R training. Violence and abuse
incidents increased from 12 to 15 in April.
. .

3.12 Anderson Ward
Anderson routinely used staffing that was in keeping with the available establishment. There had been
two patients on intensive nursing in the first two weeks of April. Andersen also had two staff who were
off with sickness covering 23 shifts. One member of staff remained off with industrial injury after a
violent incident on one of the acute wards. 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. Andersen had four vacancies during the month of April.

3.13 SAFIRE
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During the month of April Safire rostered additional (29) registered and unregistered on day and night
shifts due increased levels of one to one observations, due to nursing a pregnant female, a young
female 17 years old and high risk of self harming. Safire currently 4 registered staff vacancies.

3.14 Poplar Ward
Poplar had one patient on increased observations in the month of April, which ranged from 1;1
observations to 2’1 observations. Poplar ward also had a member of staff suspended and sickness
rose to 41 shifts for the month of April. Poplar ward has six vacancies for the ward. Two have been
recruited into, two are being turned into band 6 posts and the two further posts are being advertised.
Violence and abuse incidents remain at the same level as the previous month and medication
incidents have reduced from 15 to 12 this will be further explored with the Matron and medicines
Management nurse in order to understand and place appropriate controls.

4.0
Illicit substance use/Legal Highs
At the last meeting of Quality Board it was requested to include a section on illicit substance and legal
highs. Further work will be undertaken with the Nurse Consultant in Dual Diagnosis to understand this
issue.

____________________________________________________________________________________________
Page 9 of 10
26th May 2016

5.0 Datix staffing shortages
There had been 4 datix incidents recorded in relation the inpatient wards in April.One occurred on
Safire ward when a unregistered Nurse had reported sick. There had been no harm or incidents that
occurred as a result.The second and third incidents occurred on Mulberry ward and required the ward
manager to remain on duty for a period of time and obtain further staff from the remainder of the unit.
There had been no resultant harm.The fourth incident occurred on Blake ward when a rise in acuity
required a patient to need 2-1 nursing.The patient was nursed safely on 1-1 Nursing for two hours until
the arrival of a second Nurse enabled 2-1 Nursing to occur.There had been no resultant harm.

6.0 Benchmarking with other city Mental Health Trusts
Ward

Use of Day
Registered Staff
against Est.

Use of Day Care
Staff against Est.

Use of Night
Registered Staff
against Est.

Use of Night Care
Staff against Est

MMH All Wards

96.2%

162.5%

112.6%

162.0%

MMH AOWA

91.2%

156.8%

98.9%

152.7%

MMH Later Life

126.3%

196.7%

195.0%

218.3%

Other Trust Average Figures
SLAM

104%

124%

100%

175%

Mersey Care

93.15%

95.25%

94.3%

94.0%

GMW

98.4%

100.5%

100.4%

100.0%

Within threshold >80 and <120
Above 120 threshold
Below 80 threshold

Recommendations:
Trust Board is asked to note the safer staffing position for April 2016.

____________________________________________________________________________________________
Page 10 of 10
26th May 2016

A University Teaching Trust

Trust Board Report – Executive Summary
Date of Trust Board:

26th May 2016

Agenda Item: 18

Title of Report:

Corporate Risk Register Summary

Date Produced:

11th May 2016

Author:

Purpose of Paper:

Name: Stuart Logan
Title: Interim Head of Patient Safety and Risk Management
Tel:
0161 882 1117
Presented by
Name: Philip King
Title: Chief Nurse/Chief Operating Officer
Tel:
0161 882 1059

To present to the Trust Board the Corporate Risk Register.
There are 23 Risks recorded within the Corporate Risk Register
There are no proposals for addition to the Corporate Risk Register
There are no proposals for removal from the Corporate Risk
Register.

Key Points:

All risks have been reviewed by the responsible director since the
last presentation of the Corporate Risk Register.
A full quarterly review and refresh of the Corporate Risk Register
will take place in preparation for presentation to the Trust Board in
June 2016.

Action Required

The Trust Board is asked to note the Corporate Risk Register and
the assurance updates provided.

Monitoring and assurance framework summary
Reference / Link to Corporate Objective/s
& Risks
Link to Trust Corporate and
Directorate Annual Objective(s)
Link to Corporate Risk Register
n/a
Any Action Required?
Have
all
implications
been Yes
Yes
N/A
considered?
Detail in report
Legal
Financial
Human Resources
IM&T
Estates
Users and Carers
Equality and Diversity

√
√
√
√
√
√
√

Yes
To include in 2015-16 Quality Account?
Have the principles of the NHS
Constitution been reflected in the
decisions and actions proposed?
Corporate Risk Register Summary – April 2016

√

No
“
“
“
“
“
“

Description

Comment
To be advised of any
future implications
by Lead Directors
through Board
reports as and when
required

No

√
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A University Teaching Trust

Corporate Risk Register Summary Report – April 2016
Summary
The Corporate Risk Register is a tool used by the Trust’s Board to provide oversight and challenge to the Trust’s operational risk management activity.
This report summarises the contents of the Corporate Risk Register which has been fully reviewed and refreshed where appropriate.
This is the second edition of the new reporting tool for use by the Board of Directors in agreeing the content of the Trust’s Corporate Risk Register and
has been developed to assist the Trust Board in gaining the required assurance that the Trust is adequately managing the principal risks to which it is
exposed. This report provides a summary of the Trusts Corporate Risk Register including a progress update as to the current management of the risks
recorded on the Corporate Risk Register, an assurance grading which has been agreed via the Executive Team and a trajectory which takes account of
whether the risks recorded on the Corporate Risk Register are likely to get better, stay the same or get worse.
The full Corporate Risk Register is available on the Trust’s Intranet and contains the full detail pertaining to the controls and assurances in place to
mitigate the Trust’s Principle Risks. The full Corporate Risk Register is reviewed and refreshed monthly by the Trust’s Directors in line with the Risk
Management Strategy.
Within this summary report 3 sections are included:
Section 1 provides a summary of the 23 risks that are recorded on the Corporate Risk Register and an update regarding the current progress in
mitigating these risks.
Section 2 details the risks that are proposed for removal from the Corporate Risk Register.
Section 3 details the risks that are proposed for addition to the Corporate Risk Register.
Key Points
•
•
•
•
•

The risks have been reviewed by the responsible director since the last presentation of the Risk Register.
No risks have been downgraded but neither have any been escalated.
The Head of Patient Safety and Risk Management’s role will alter at the end of June when the substantive Head of Patient Safety comes into
post. The Head of Risk management will then have capacity to spend a greater element of his time in our patient facing services to ensure that
the risk registers have full relevance to those delivering services at the front line.
Maeve Boyle will be coming in to strengthen the management of the Governance Team until the transaction. She commences this role by the end
of May.
Following a meeting with Mersey Audit, the Director of Finance, the chair of the Audit committee and the Chief Nurse/Chief operating Officer, the
Audit committee will undertake a deep dive into two principle risks per meeting, with the contribution of the relevant directors and their teams.

Corporate Risk Register Summary – April 2016
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•

A full quarterly review and refresh of the Corporate Risk Register will take place in preparation for presentation to the Trust Board in
June 2016.

Recommendation
The Trust Board is asked to note the contents of the Corporate Risk Register.
Key
Lead Director
Chief Executive Officer
Director of Finance
Acting Director of Operations
Chief Nurse and Director of Quality Assurance
Director of Workforce and Organisational
Development
Medical Director
Director of Strategy and Deputy Chief Executive
Key: Current Risk Score
Low Risk Score 8 and below
Medium Risk Score 8 -14
High Risk Score 15 and above

Abbreviation
CEO
DOF
ADO
CN&DQA
DWOD
MD
DS&DCEO

Key: Level of Assurance
Adequate Assurance
Limited Assurance
Inadequate Assurance

Key: Risk Trajectory
Risk is expected to maintain the same grade
Risk is expected to reduce (get better)
Risk is expected to increase (get worse)

Corporate Risk Register Summary – April 2016
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Section 1 - Current Corporate Risk Register
Objective
Reference

Corporate Risk Register
Risk
Assessment Risk
Number
Owner

PPF
CR11

Progress:

PPF

CR14

Progress:
PPF

CR15

Progress:

DOF

Proposed New Risks To Be Added Pending Approval

Failure to deliver full efficiency requirement would mean that financial plans are not met resulting
in significant financial pressure and our ability to remain a sustainable and viable Trust.

Action Plan
in Place Yes
/ No

Yes

Risk Source

External

Inherent
Risk
Score

20

Residua
Risk
Score

Assurance
Level
Current
Period

20

1) 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.
2) The Trust has been successful in securing an Interim Revenue Support Loan (IRSL) for £5.438m. This loan is repayable in 2019 and is subject to a
lower interest rate than the revolving working capital facility (1.5% compared to 3.5%). The first call on the loan was to repay the revolving working
capital facility and this has been transacted on the 14th March 2016.
3) Draft Financial Plans for 2016/17 incorporate an income expenditure deficit of £2.5m which is in line with the control total allocated for the Trust
by NHS Improvement (TDA/Monitor).
4) The Trust is in a Gateway process in relation to future sustainability.
The absence of a commissioned pathway for 16/17 years olds creates a risk in A&E for Urgent
Care Teams. This is due to the unavailability of suitable accommodation to keep the young
Local
person safe.
12
9
MD
Yes
Assessment/
The absence of commissioned pathway creates difficulty for all staff who are then faced with the
Observation
problem of how best to meet the patients needs.
1) This risk continues to have an impact on the Trust when a patient presents to A&E. Controls continue to be operated, and the Board remain
sighted when incidents occur
The absence of a commissioned pathway for people with a Learning Disability creates a risk in
A&E for Urgent Care Teams. This is due to the need to assess those with challenging behaviour
to identify if there is a Mental Health condition present.
In those cases where there is no mental health issue, the absence of a commissioned pathway
Local
creates difficulty for all staff who are then faced with the problem of how to meet the patients
12
9
MD
Yes
Assessment/
needs.
Observation

1) This risk continues to have an impact on the Trust when a patient presents to A&E. Controls continue to be operated, and the Board remain
sighted when incidents occur.
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PPF

IF the Trust fails to fully implement the Care Act 2014 Then the Trust may be exposed to judicial
review, litigation and financial penalties.

CR16

Progress:
PPF

MCC1

Progress:

PPF
CR17

Progress:
PPF

Progress:

Main areas of risk include; potential increase in requirement for assessment for social care
External:
support and provision of services; potential increase in request for carer assessment and
CN&
16
12
Yes
Legislative
provision of support services; if requirement for provision of advocates is not fully satisfied this
DQA
Change
may leave Trust liable for litigation; increased risk of judicial reviews during 'settling in' period of
Care Act with challenges to eligibility criteria; increased requirement to assess young people in
transition between children and adult services; requirement to assess and provide social care
services for all prisoners within Local Authority area; changes to safeguarding eligibility criteria
will increase referrals / requirement to make enquiries and investigate allegations of abuse
1) Funding received for additional work - awaiting final specification for carer assessment to be signed off by MCC before changing amigos forms
2) Regarding Care Act training - an e-learning package was provided alongside funding for MMHSCT staff to complete, take up of this has been
poor and so MCC may request assurance for Care Act compliance for adult social care assessments
The scale and pace of de-investment from existing services commissioned by MCC and the
associated costs of workforce reduction puts at risk the delivery of the Trust's business plan.
Systems and services are likely to be destabilised at a time they are under increased pressure to
Local
meet the growing needs of the most vulnerable people and communities. The risk arises from
20
20
DOF impact of significant cuts and the service redesign work that falls within the remit of the TRPB.
Yes
Assessment/
These are cuts in health and wellbeing services and Recovery and Connect / Supporting People.
Observation
Two other services area will be part of tendering processes - Brian Hore Unit/CAT and PARS
(Physical Activity Referral Service).
1) Service changes associated with Recovery & Connect / Supported people funded services and Wellbeing services have been implemented. The
Trust has incurred redundancy costs of c£2m plus salary costs of c£0.9m in 2015/16.
2) PARS – The Trust has received confirmation of the level of funding for 2016/17 and is taking steps to reduce the level costs to within the reduced
funding.
3) Drug & Alcohol Services – the services previously provided by the Trust transfered to the new provider on 1st April 2016.
4) Dual Diagnosis –MCC have now confirmed continuation of funding at the previous level for the next two years.
DS&
IF the IT and Informatics Departments receive demands on their resources in excess of their
Local
16
12
DCE capacity THEN the ability to deliver requirements within necessary timescales is jeopardised
Yes
Assessment/
O
Observation
1) The Trust remains exposed to this risk, which has been mitigated. The IT and Informatics department continue to priorities work to meet
development needs.
MD
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
Local
at the acute sites which leads to a reliance for MMHSCT’s consultants to provide this facility
15
12
Yes
Assessment/Ob
leading to the potential for stretched capacity.
servation

1) The Trust remains exposed to this risk, which will continue to be monitored via the Corporate Risk Register
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EQ
CR3

Progress:
EQ
MM11

Progress:
EQ
Dec 2013
CR8

Progress:
EQ
MM08

Progress:
EQ
CR18

Progress:
EQ
CR19

Progress:

ADO

Risk to community staff as Trust wide compliance with Argyll Lone Working System is below
50% which leaves non complying staff at risk in the community and unmonitored by Argyll
control room.

Compliance
Report

16

12

Compliance
Report

20

20

Yes

Incidents

16

16

Yes

Local
Assessment/
Observation

20

15

Yes

1) Audit in progress.
2) Proforma letters sent to team managers inviting non-compliant staff for interview under Disciplinary Policy.
3) Compliance remains below target set.
Lack of resource dedicated to NICE leads to guidelines. HTAs and quality standards not being
implemented thus affecting the quality of care provided.
MD
Yes
1) CP continues to undertake NICE role in the interim.
2) It is anticipated that additional resource may be required to facilitate the process.
Pharmacists focussed on in-patient settings increases the risk of medicines incidents in
community settings due to lack of specialist advice:
MD
1) Controls continue to be operated.
2) Risk scoring is appropriate
If the Trust fails to maintain adequate medication governance within the Prison Healthcare
Services including successful application for CD and WSD licenses THEN the Trust may be
MD
exposed to adverse medication events in Prison Healthcare and may be in contravention of the
human medicines regulations 2012

1) Buckley Hall now being supplied CDs from an approved Lloyds pharmacy.
2) Home office inspection successful for lifeline services however issues identified that need correcting pre June for the trust inspection of both
sites.
ADO IF the service fails to effectively manage the waiting list at step 4,
THEN patients will not be seen within clinically appropriate timescales, leading to possible
External
16
12
Yes
clinical deterioration whilst patients are waiting to be seen.
Concern
1) Complex cases South wait-list increasing due to secondment of staff member to support PCMHT North Team Manager vacancy and 2 session
secondment of staff to support Central Complex Cases screening waiting-list.
2) 3 x 1:00 wte Clinical Psychology vacancies submitted to ECP to mitigate impact of North maternity leave and impending retirement of 2 staff.
ADO Historic waiting lists and shortfall in commissioned capacity result in Trust being unable to meet
20
20
IAPT national and local key performance indicators
Yes
Internal Review
1. Month on month increase in numbers of people entering therapy.
2. Programming issues prevent reporting of MHP activity to IAPT data pathway
3. Increase in referrals and waiting-lists
4. Await alternative business plan from commissioners to address historic wait-list position in anticipation of MH wait-list standard which the
service will be unable to meet.
5. CMFT network changes mean that staff will not be able to access Amigos from satellitte clinics resulting in under reporting of activity.
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EQ
CR20

Progress:

EQ
CR21

Progress:

EQ
CR22

Progress:

EQ
CR23

Progress:
EQ

CR24

Progress:

CN&
DQA

IF the Trust fails to deliver the improvements required as detailed within the CQC Action Plan
THEN the Trust may be exposed to further regulatory action and potential adverse reputational
impact.

Yes

External: CQC
Report

20

12

1) February’s actions have been achieved.
2) 4 deferred actions from January relating to the development of SOPs remain outstanding. Remedial plans were submitted to the IRMCGC in
February detailing the further action required.
3) Action plan remains on track
4) Anticipated closure of the CQC action plan in April 2016.
CN& If the Trust fails to adequately manage the Serious Incident Requiring Investigation (SIRI)
DQA Process
External:
16
12
Yes
THEN the Trust will limit its opportunities to identify improvements and to learn lessons.
Francis Report
1) The Trust has put in place measures to bring this risk back within the desired level of control. A remedial action plan is in place with
commissioners and was submitted in February 2016 which the Trust is on track to deliver.
2) The Trust has successfully recruited to the vacant Patient Safety Manager role with start date to be confirmed.
3) Additional resource identified as a secondment opportunity to support the investigation process.
4) Joint meeting with commissioners scheduled in May 2016 to review the SIRI process post submission of a Trust SIRI report.
CN& IF the Trust fails to comply with the CPA process or fully implement care centred care plans
DQA THEN patients may be under the care of the Trust for longer than necessary leading to poor
External: CQC
16
12
Yes
patient experience.
Report
1) New CPA Audit tool developed to cover all elements of CPA including; needs assessment, risk assessment and crisis planning, care planning and
focus of recovery.
2) Audit has commenced in April 2016. Team managers, assistant team managers and members of the CPA Quality Improvement Group are
focusing on allocated care co-ordinators.
3) CPA Lead has scheduled to meet with team managers on a monthly basis to review audit findings. This commenced in March 2016.
4) The improvements identified through the audit are being followed up in clinical supervision from April 16.
CN& IF the Trust fails to fully implement the requirements of the Mental Health Act and Mental
DQA Capacity Act THEN the Trust will fail in consistent application leading to potential inappropriate
External: CQC
16
12
Yes
detentions and legislative breaches
Report
1) Compliance with MHA and MCA training are noted to have improved in April 2016. The Trust has noted an improvement of 25% overall Trust
compliance compared to 2014/15.
2) Admin post in place and to be appointed to - this will provide close monitoring and follow up for all DoLS and Guardianship referrals
CN& IF the Trust fails to appropriately manage the Physical Health needs of its patients THEN
DQA patients may come to harm which could lead to increased SIRIs, complaints and claims and may
External: CQC
lead to regulatory action.
20
16
Yes
Report

1) This Risk has presented itself through the analysis of SIRI reviews and was identified through the CQC inspection report. It is recommended that
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ES
CR6

Progress:

ES
CR25

Update:
WIP

CR7

Progress:

WIP
CR26

Progress:
WIP

CR10

Progress:

this risk remain on the register until improvements are noted.
2) A Physical Health Group has been established to oversee improvement work.
Poor staff engagement leading to reduced service quality and reputational damage.
DWO
D

Yes

Staff Survey

20

12

1.Themes have been identified from LIA and work is progressing
2. Role descriptions developed and agreed for LIA sponsors and influencers. New sponsors appointed and new leadership and support
arrangements in place.
3. Value and recognition activity launched.
MD
IF the Trust fails to recruit/retain sufficient numbers of consultant psychiatrists THEN the Trust
Local
will be required to fill shifts using locum consultants leading to potential adverse impacts on
20
15
Yes
Assessment/
financial objectives and may jeopardise the Trust's ability to maintain the highest quality of
Observation
patient care.
1) The Trust remains exposed to this risk, which will continue to be monitored via the Corporate Risk Register
Failure to manage the cost of out of area beds within the funding transferred to the Trust under
Finance
20
16
DOF
Yes
risk share with Manchester CCGs
Committee
1) The current overall forecast against the risk share for 2015/16 is an overspend of £2.4m.
2) All elements of funding within the risk share have been confirmed as recurrent for 2016/17. The risk around variation of private sector activity
remains and has been flagged to CCG commissioners.
3) Current private sector usage – growth in usage has been recorded in March with average usage of 9 acute beds and 4 PICU beds for the month.
At the point of writing the current level of usage is 18 acute and 7 PICU beds.
DS&
IF the Trust Development Authority (TDA) led transaction process is protracted or causes
Local
DCE instability THEN this may result in:
16
12
Yes
Assessment/
-Increasing high financial cost
O
Observation
- Senior manager staff turnover
1) This risk will continued to be monitored via the Corporate Risk Register through the Transaction process.
Inability to effectively manage the admission, hospital stay and discharge of patients in a timely
manner will lead to patients who need admission being placed out of area, thus not receiving
care close to the family and friends. This could also result in significant financial risk to the Trust
25
10
ADO
Yes
Quality Board
with the 2014/15 risk share agreement which locates all the costs of OOA beds within the Trust
within a defined financial envelope.
1) OOA bed usage remains high.
2) Commissioners are updated on bed state and an analysis is being undertaken to better understand surge in admissions.
3) A specific deep dive is under way to understand increase in PICU bed usage OOA.
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Section 2 – Proposals for removal from the Corporate Risk Register
There were no proposals for removal from the Corporate Risk Register in April 2016

Objective
Reference

Removal/de-escalations from the Corporate Risk Register
Risk
Assessment
Number

Risk
Owner

Corporate Risk Register Summary – April 2016

Proposed New Risks To Be Removed Pending Approval

Action
Plan in
Place
Yes /
No

Risk Source

Inherent
Risk
Score

Residua
Risk
Score

Assurance
Level
Current
Period
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Section 3 – Proposals for addition to the Corporate Risk Register
There were no proposals for addition to the Corporate Risk Register in April 2016

Objective
Reference

Proposed Additions to the Corporate Risk Register
Risk
Assessment
Number

Risk
Owner

Corporate Risk Register Summary – April 2016

Proposed New Risks To Be Added Pending Approval

Action Plan
in Place Yes
/ No

Risk Source

Inherent
Risk
Score

Residua
Risk
Score

Assurance
Level
Current
Period
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Manchester Mental Health and Social Care Trust
Use of the Mental Health Act (Activity)
Mental Health Act Managers Annual Report

1. Mental Health Act Hospital Managers Annual Report 1st April 2015 to 31st March
2016
The full report is attached as Appendix 1. A summary of the key points are summarised
below:
•
•
•
•
•
•
•
•

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

2. Mental Health Act Activity Annual Report 1st April 2015 to 31st March 2016
This report is attached as Appendix 2. It represents the annual report on the monitoring and
application arrangements for the Mental Health Act 1983 (MHA) for the period 1st April 2015
to 31st March 2016. In addition the report provides information on the applications and
authorisations under Deprivation of Liberty safeguards for the same period. A summary of
the key points are summarised below.
•
•
•
•
•
•
•
•
•
•

As at 31st March 2016 mandatory training compliance was: Mental Health Act 85%;
Mental Capacity Act 86% and Deprivation of Liberty 86%.
There has been 20% increase in formal admissions between 2014/15 and 2015/16
Informal admissions fell in 2014/15 but 2015/16 saw an increase of 2% compared with
the previous year
Use of Section 2 showed a 37% increase and Section 3 a 5% increase from 2014/15 to
2015/16
CTOs showed a 5% increase overall
Ethnic breakdown of MHA usage showed 66% white British; 10% black or Black British,
9% Asian
Eight complaints were received specifically about MHA
MH review tribunals showed a 3% when compared with 2014/15
Of the MHRT held 90% of patients were not discharged, 8% were discharged and 2% of
hearings were adjourned.
Two patients were subject to Guardianship

•
•
•

Two audits were undertaken as part of the Clinical Audit programme
There were four unannounced CQC visits
There were 11 referrals for DOLS

3. Recommendation
To receive and note the report.

Helen Hobday
Head of Coroner and MHA Services
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Mental Health Act Hospital Managers: Trust Annual Report 1st April 2015– 31st
March 2016
1.

Introduction

Section 23 of the Mental Health Act 1983 enables the board of any NHS Trust to
authorise three or more people to exercise certain distinct powers in respect of detained
patients, provided they are neither an executive director of the board nor an employee or
officer of the trust. The committee may be made up of non-executive directors of the trust
or people with suitable experience from outside the trust. The board should ensure that
the people appointed for this purpose properly understand their role and the relevant
legislation. It should also ensure that they receive suitable training. Appointments should
be made for a fixed period and reappointment should not be automatic, to be preceded
by a review of the person’s continuing suitability.
In this Trust, a panel of lay persons, with suitable experience of mental health services,
has been appointed to fulfil the statutory duties of review of detention and compulsion in
the community. At the end of 2015/16, there were fifteen MHA Hospital Managers on the
Trust’s panel.
The MHA code of practice, Chapter 38 defines the role of the MHA Hospital Manager as
someone who:
•
•
•
•

may undertake a review of whether or not a patient should be discharged at any time
at their discretion;
must undertake a review if the patient’s responsible clinician submits to them a report
under section 20 of the Act renewing detention or under section 20A extending SCT;
should consider holding a review when they receive a request from (or on behalf of)
a patient; and;
should consider holding a review when the responsible clinician makes a report to
them under section 25 barring an order by the nearest relative to discharge a patient.

All other duties of the MHA Hospital Managers are delegated to officers (staff) of the
Trust. The scheme of delegation to officers of the Trust is attached as appendix 1.
The terms of reference of the Mental Health Act Hospital Managers Committee (attached
as appendix 2) require that an annual report is submitted to the Board.
This paper provides a report on the work carried out by the MHA Hospital Managers
during the financial year 2015/16.
2. MHA Hospital Managers Committee
The Mental Health Act (MHA) Hospital Managers’ Committee is a sub-committee of the
Trust Board and is chaired by the Chief Executive. Committee meetings are held three
times per year. During the reporting period, meetings were held on: 23 July 2015, 13
November 2015 and 12 February 2016. All the meetings were well attended and met
the quorum provided in the terms of reference.
The primary work of this Committee is focused on the duties of the MHA Hospital
Managers in accordance with the MHA 1983 (as amended by the Mental Health Act
2007). When the criteria for continuing detention are not met, or at their discretion, the
MHA Hospital Managers have powers to discharge patients from detention or
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compulsion under Supervised Community Treatment. Whilst MHA Hospital Managers
must hold statutory reviews for unrestricted patients on renewal of detention or extension
of a community treatment order as well as hearings on appeal, restricted patients may
also request a review of detention although discharge can only be affected with the
consent of the Secretary of State for Justice.
3. Training for MHA Hospital Managers
There is a requirement in the terms of reference and in accordance with chapter 38.8 of
the MHA Code of Practice that MHA Hospital Managers should receive suitable training
to understand the law. Therefore, the Trust ensures the delivery of training two days
each year to ensure they are competent to fulfil their statutory duties. The Mental Health
Act Manager is responsible for arranging the training day on an annual basis. Training
was delivered in June 2015 and February 2016 by a lawyer who specialises in Mental
Health Law to the MHA Hospital Managers. The Mental Health Act Manager has
arranged the next training day in July 2016.
4. Remuneration of MHA Hospital Managers in 2015/2016
The allowance structure is reviewed annually by the MHA Hospital Managers
Committee. The MHA Hospital Managers attendance allowance is £100 for a half day
session and £200 for a full day. Travel expenses are not paid in addition to this fee.
Extra time is allowed within the session rate to accommodate the reading of the hearing
papers. Three MHA Hospital Managers sit on each panel.
In the case of uncontested hearings, up to three hearings may take place in any one
session. In terms of economies of scale this is cost effective and the MHA administrative
team are proactive in the organisation of three uncontested hearings being considered
in half day sessions where possible. During the financial year 2015/2016 the annual
budget for MHA Hospital Managers hearings was £37,210, with the total expenditure at
the time of writing the report being £24,093. Any surplus at the end of the accounting
period will have been achieved through the organisation of three uncontested hearings
in single sessions.
5. MHA Hospital Managers Activity 1st April 2015 – 31st March 2016 Appeals and Hearings

Patient

The Trust is statutorily required to ensure MHA Hospital Managers are available to
conduct review hearings on behalf of the Trust Board. This section of the report
provides a summary of hearings held in 2015/16 by reviewing activity and breaking
down the hearings into uncontested and contested and by looking at the outcome of
hearings.
It should be noted that uncontested hearings, known as paper reviews, are only held
when the patient clearly states that they do not wish to contest their detention. The
patient is given the opportunity to have a full hearing and every effort is made by trust
staff to adhere to the patient’s wishes and to follow guidance in MHA Code of Practice
under Section 132 of the MHA.
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The chart above shows there was a total of 218 hearings that went ahead during 2015/2016.
The chart demonstrates a 19% decrease in hearings between 2013/2014 and 2014/15. The
decrease related to a reduction in hearings in the fourth quarter of 2014/2015 due to a
backlog of references to the Hospital Managers being processed by the Mental Health Act
Team. This was due to the team being understaffed and preparation for a week long CQC
inspection in March 2015. The backlog was cleared in April/May 2015 and the total number
of hearings in 2015/2016 show a 7% increase since 2014/2015. Compared with 2013/14, the
number of Hospital Manager’s hearings decreased by 13%. However, an element of the
increase in 2015/16 is attributable to the clearing of the 2014/15 backlog.
There has been a general decrease in patient’s making applications to the Hospital
Managers for discharge in the last two years. This is due to changes in the legal aid system.
The cuts in legal aid have been in two key stages. Before the changes were implemented
the patient’s solicitor would get paid a fee to represent a patient at a hearing, whether
judicial (Tribunal) or non-judicial (Managers). Recent changes have meant that the solicitor
will only get paid per period of detention. Therefore, the solicitors will normally only
represent a patient at a Tribunal. Without legal representation fewer patients are now
applying to the Hospital Managers this may account for the reduction between 2013/14 and
2015/16.
However, references to the Managers due to increased detentions and
Community Treatment Orders are slightly increasing. References are made when a
Responsible Clinician renews a detention under Section 20 or a CTO under Section 20A of
the MHA.
The Managers are selected by a rota to try to ensure a fair distribution of hearings. Since
October 2014 almost all uncontested hearings have been held at Park House. As the
uncontested hearing is a paper review it would not need to be heard on the site the patient is
an inpatient.
The following chart shows the total number of MHA Hospital Managers hearings for the
period 1 April 2014 to 31 March 2016.
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The chart shows that in 2015/2016, 240 hearings were applied for but 218 went ahead.
This compares with 229 hearings applied for in 2014/15 with 204 going ahead.
Therefore, 9% (22) of the total number of patients applying for a Manager’s Hearing
were discharged by the Responsible Clinician or the Mental Health Tribunal before the
hearing, this compares with 11% (25) for the period 2014/2015. The percentage for
2015/2016 in respect of discharge before hearing is 4% lower than patients discharged
before a Mental Health Review Tribunal hearing (13%) for the same period.
In respect of the total number of hearings that took place in 2015/16, excluding the
discharge before hearing, 83% (182) were uncontested and 17% (36) were contested.
This compares to 2014/2015 when there were 80% uncontested hearings and 20%
contested hearings, excluding the discharges prior to the hearing.
In respect of uncontested hearings, the Hospital Managers wanted access to clear
evidence of informed consent by the patient if there is an uncontested hearing. The
Mental Health Act Manager looked at the best way forward in relation to uncontested
renewals. A process was introduced in which a hearing information sheet was
developed. This gave the details of the patient’s wishes through other mental health
professionals and this is recorded. However, in the interest of patient involvement
(Ch.38.25 COP) it was proposed that the hearing confirmation letter be adapted that is
sent to the patient. The Mental Health Act Manager adapted the letter and this has
enabled the patient to sign and this is used to evidence their wishes to attend and
contest the renewal. The patient’s signed confirmation is attached to the hearing
information sheet as evidence. On the day of the hearing a member of the MHA team
makes contact with the ward or care coordinator to ensure that the patient’s wishes
have not changed.
5.1 Outcomes of Managers Hearings 1st April 2014 – 31st March 2016
The outcomes for 2015/16 of the Hospital Managers hearings are demonstrated in the
following chart with comparative figures for 2014/15 shown in brackets. Of the hearings
that went ahead in 2015/16 90% (91%) of patients were not discharged, 8% (8%) of
hearings were adjourned and 2% (1%) of hearings involved discharging a patient. The
Hospital Managers, when considering uncontested renewals, always seek the evidence
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that demonstrates that the patient is not contesting it and where this is not properly
evidenced would ask that a formal appeal is undertaken.

In comparison the Mental Health Tribunal discharged 8% (21) of patients in 2015/16.
The rationale for the difference is discharge rate is due to two factors. Firstly, the
Hospital Managers considered a large percentage of uncontested renewal references.
The rate of discharge is extremely low in these paper hearings as there is no legal
representation and no challenge from the patient. Secondly, a legal representative will
often submit an application for a Mental Health Tribunal when the patient is more settled
and will have a higher success of discharge or deferred discharge.

6. Equality and Diversity data
The following section provides a breakdown of Hospital Managers hearings by ethnicity,
age and gender.
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6.1 Ethnicity and MHA Hospital Managers hearings 1 April 2015 – 31 March 2016
The following chart show the number of patients attending MHA Hospital Managers
hearings for the period 1 April 2015 – 31 March 2016 and their ethnicity with comparative
figures for 2014/15 shown in brackets. During this period 69% (73%) were of white
ethnicity, 10% (8%) were of Black or Black British ethnicity, 8% (11%) were of Asian or
Asian British ethnicity, 4% (0%) other white, 1% (0%) white Irish, 2% (3%) of mixed
ethnicity and 6% (5%) of other ethnicity. Other ethnicity groups include Chinese ethnicity
and ethnicity’s not classed within the above groups.

6.2 Breakdown of hearings by ethnicity and contested/uncontested hearings for
the period 1 April – 31 March 2016.
The following chart represents a breakdown of hearings by
contested/uncontested hearings for the period 1 April – 31 March 2016.

ethnicity

and
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When comparing the percentage of contested and uncontested hearing by ethnicity, the
group with the highest percentage of uncontested hearings is White ethnicity followed by
Black/Black British ethnicity. The group with the highest percentage of contested
hearings is White, followed by Asian/Asian British ethnicity. The percentage differences
may be due to cultural influences or fluency of language and understanding. Generally
for Managers Hearings interpreters are not arranged automatically as in judicial
applications such as the Mental Health Tribunal. The availability of interpreters is a key
consideration for patients who do not speak English. The Mental Health Act Manager
developed a process in quarter 1 of 2015/2016 in which a patient whose first language is
not English is offered an interpreter.
6.3

Distribution of Age

The following chart demonstrates the age of patients when an application is made to the
MHA Hospital Managers between 1st April 2015 and 31st March 2016. This shows that
the 36-45 year age group (26%) is the largest age group presented at MHA Hospital
Managers hearings, which is reflected in nationwide data in detentions under the MHA.
This is mainly due to first episodes of psychosis before the age of 35 and the acuity of
mental disorder after this period. In later life, (age group 65 years and over) there are
fewer hearings and this is reflective in admission and detention figures provided for the
annual KP90 return.

6.4

Gender

The gender breakdown of patients who have applied or been referred to the MHA
Hospital Managers for 2015/16 is 56% were male and 44% female. This is consistent
with the Trust’s and nationwide annual MHA detentions and with previous reporting
periods in 2014/15.
7

Comparisons with other trusts
Comparisons have been made with 2 other trusts in Greater Manchester who have
shared their Managers Hearing data with the MHA Manager. MMHSC has higher than
average detention figures than other North West Mental Health Trusts. However,
MMHSC covers inner city Manchester. Manchester has a large number of cultural and
socio-economic factors which differs to trusts in the less populous and rural
surroundings.
The following chart demonstrates that Greater Manchester West has a slightly lower
percentage of Hospital Managers hearings. This is because Greater Manchester West
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% of
hearings to
detention and
SCT

Hospital
Managers
total hearings
14-15

SCT 14-15

Formal
Admissions
14-15

Trust

has a high number of restricted detentions. Patients whose detention is restricted by the
Ministry of Justice have no right of application to the Hospital Managers. Pennine Care
and Manchester Mental Health and Social Care have similar percentage with a
difference of less than one percent.

MANCHESTER MENTAL HEALTH
AND SOCIAL CARE TRUST

889

105

204

21%

GREATER MANCHESTER WEST
MENTAL HEALTH NHS
FOUNDATION TRUST

655

74

137

19%

PENNINE CARE NHS
FOUNDATION TRUST

1139

166

264

20%

The figures represent 2014-2015: Data is not available for 2015-2016 until September 2016.

The North West Mental Health Law Network (NWMHLN) is a group that was established
after the Institute of Mental Health Act Practitioners (IMHAP) was disestablished in 2013.
The group meets three times a year and a standing agenda item is the Hospital Managers.
Discussions take place around ‘best practice’ and how requirements of the MHA Code of
Practice are followed. At the recent meeting in September 2015 the group discussed how to
best capture information when patients are not contesting a hearing. MMHCT shared the
form the MHA Manager had devised in response to concerns by our Hospital Managers that
the patient’s contesting status was not being evidenced appropriately as referred to under
section 5 in this report. This process was shared with the NWMHLN and was well received
as working practice.
8.

MHA Hospital Managers: Processes and reports 2015/2016

In the MHA Hospital Managers Committee meetings in 2015/2016 several processes and
reports were identified that required review, or in the case of reports, needed to be produced
in the financial year 2015/2016. These are listed as follows. All were achieved in 2015/2016:
•

•

•

Guidance about hearing processes has been completed by the Mental Health
Act Manager. The guidance includes robust processes in respect of patients not
wishing to contest their hearing and ensuring that patients are informed of each
stage of the appeal or referral process. A hearing process front-sheet is
completed for contested and uncontested hearings. This is routinely attached to
the MHA file and the process followed by the MHA team. This process includes
confirmation by the patient of their wish to contest their hearing and this is
evidenced for the Hospital Manager’s perusal.
A quarterly MHA Hospital Managers Activity Report is produced by the Mental
Health Act Manager. The information is subdivided into ethnicity, age and
gender and further subdivided into contested and contested hearings. This
report is submitted to the Integrated Risk Management and Clinical Governance
Committee.
A MHA Hospital Managers Annual Report 2014-2015 was completed by the
Mental Health Act Manager and was submitted to the May 2015 Trust Board for
approval. The report identified the roles of the MHA Hospital Managers and
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made comparisons to previous years’ hearings and gave rationale for any
increase in hearing activity.

9.

MHA Hospital Managers: Processes and reports for 2016/2017
•
•
•
•
•
•

10.

The Mental Health Act Manager will continue to produce quarterly MHA Hospital
Managers Activity Reports. The reports will be submitted to the Integrated Risk
and Clinical Governance Committee and the Hospital Managers Committee.
The Mental Health Act Manager will continue to produce an annual MHA Hospital
Managers Report. This report will be submitted to Trust Board for approval and
once approved to the Hospital Managers Committee.
The Hospital Managers will receive the MHA training days in July and December
2016 by a specialist lawyer.
Hospital Managers will meet on three occasions as per the Terms of Reference.
The MHA Manager will continue to monitor that robust processes have been
followed in relation to uncontested hearings to provide clarity that patients have
their wishes adhered to.
In respect of uncontested hearings, the Mental Health Act Manager will continue
to monitor the embedded processes around the patient signing a confirmation
letter that evidences their wishes to attend and contest the renewal hearing.

Recommendation
To note the contents of this report.
.

Chris Thompson
Mental Health Act Manager
Helen Hobday
Head of Coroners and MHA Services
4 May 2016
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Appendix 1
Manchester Mental Health and Social
Care Trust
A university
teaching hospital
A University Teaching Trust

FUNCTIONS IMPOSED ON HOSPITAL MANAGERS BY THE MENTAL HEALTH ACT 1983 AND THE CODE OF PRACTICE
SCHEME OF DELEGATION TO OFFICERS OF THE TRUST
FUNCTIONS WHICH CANNOT BE DELEGATED TO OFFICERS OF THE TRUST
FUNCTION

STATUTORY REFERENCE
(1)

CODE OF PRACTICE REFERENCE
(2)

AUTHORISED PERSON/COMMITTEE

Review of patients’ detention

Section 20(3)

Chapter 31

MHA Hospital Managers

Discharge of unrestricted
patients; detained patients or
supervised community
treatment (SCT) patients

Section 23

Chapter 31

MHA Hospital Managers

FUNCTIONS WHICH CAN BE DELEGATED TO OFFICERS OF THE TRUST
FUNCTION
Admission of patients under the
MHA

STATUTORY
REFERENCE (1)
Sections 6(2), 40(1),
40(3),
47(3), 45B(2)

CODE OF PRACTICE
REFERENCE (2)
Chapter 30, para.30.11

AUTHORISED PERSON/COMMITTEE
An application for admission will be served by
delivering it to an officer acting on behalf of the
Hospital Managers.

MHA Officers

MHA Coordinator
Nursing bleep-holder (Band 6 +7)

Receipt, scrutiny and rectification
of statutory admission
documents for detained patients

MHA s.11(2)

Chapter 13

Receipt of documents:

MHA Officers
MHA Manager
Nursing bleep-holder (Band 6 +7)

MHA s.15

Chapter 13

Regulation 4(3)

Scrutiny and rectification of documents:

MHA Officers
MHA Manager

Recording admission (Form H3)

MHA sections 2, 3 and 4

(for section 2, 3 & 4)

Regulation 4(4) and 4(5)

Chapter 13

MHA Officers
MHA Manager
Nursing bleep-holder (Band 6 +7)
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Recording admission

MHA sections 5(2) and
5(4)

(For section 5(2) – Form H1)

MHA Officers
MHA Manager

Regulation 4(1)(g)

(For section 5(4) – Form H2)

Nursing bleep-holder (Band 6 +7)

Regulation 4(1)(h)
Receipt of Renewal
documentation on behalf of
Hospital Managers (Form H5)

MHA Section 20(3)(b)

Chapter 29

MHA Officers
MHA Manager

Regulation 13(3)

Receipt of order for discharge of
patient or notice of intention to
make such an order

MHA section 23

Nursing bleep-holder (Band 6 +7)

Chapter 29

MHA Officers
MHA Manager
Nursing bleep-holder (Band 6 +7)

FUNCTIONS WHICH CAN BE DELEGATED TO OFFICERS OF THE TRUST
FUNCTION

STATUTORY
REFERENCE (1)

Receipt of Community Treatment
Order (Form CTO1)

Section 17A

Receipt of order varying CTO
conditions

Section 17B(4)

CODE OF PRACTICE
REFERENCE (2)
Chapter 25 (25.28)

Regulation 6(1)(a), (b)
and 6(2)(a)

AUTHORISED PERSON/COMMITTEE
MHA Officers
MHA Manager

Chapter 25 (25.45)

MHA Officers
MHA Manager
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(Form CTO2)

Regulation 6(2)(b)

Receipt of extension report of
CTO

Section 20A(4)(b)

(Form CTO7)

Receipt of notice recalling patient
from CTO (Form CTO3)

Nursing bleep-holder (Band 6 +7)

Chapter 29 (29.11)

MHA Manager
Regulation 13(6)(a) and
(b), and 13(7)
Section 17E(6)

Nursing bleep-holder (Band 6 +7)
Chapter 25 (25.62)

Section 17E

Nursing bleep-holder (Band 6 +7)
Chapter 25

Section 17F(4)

Nursing bleep-holder (Band 6 +7)
Chapter 25 (25.70)

(Form CTO5)

Transfer of detained patients

MHA Officers
MHA Manager

Regulation 6(8)(a) and
(b)
Transfer of CTO patient to a
hospital under different
managers (Form CTO6)

MHA Officers
MHA Manager

Regulation 6(3)(d)
Receipt of CTO revocation order

MHA Officers
MHA Manager

Regulation 6(3)(a)
Record of detention in hospital
after recall (Form CTO4)

MHA Officers

Section 17F(2)

Nursing bleep-holder (Band 6 +7)
Chapter 30 (30.26)

Regulation 9(3)(a) and
(5)
Section 19

MHA Officers
MHA Manager
Nursing bleep-holder (Band 6 +7)

Chapter 30

Transfer decision is made by the Responsible
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(Form H4)

Regulation 7

Clinician and bed management

(For restricted patients, consent
of MoJ required).

MHA Officers
MHA Manager
Nursing bleep-holder (Band 6 +7)

FUNCTIONS WHICH CAN BE DELEGATED TO OFFICERS OF THE TRUST

FUNCTION

STATUTORY
REFERENCE (1)

Submission of Statements and
reports to MHRT

Tribunal Rules and

Referral of cases to MHRT

Section 68

CODE OF PRACTICE
REFERENCE (2)
Chapter 32

New Practice Directions
2008

AUTHORISED PERSON/COMMITTEE
MHA Officers
MHA Manager

Chapter 32

MHA Officers
MHA Manager

Or request Sec of State for
Health to refer
Assisting detained and SCT
patients with MHRT applications

Chapter 32

Care Coordinator
MHA Officers
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MHA Manager

Information for detained and SCT
patients and nearest relatives

Section 132, 132A and
133

Chapter 30 (30.28)

Care Coordinator
MHA Officers
MHA Manager

(1)

Mental Health Act 1983 (as amended by the MHA 2007).
The Mental Health (Hospital, Guardianship and Consent to Treatment) (England) Regulations 2008 (S.I. 1184)

(2)

The Mental Health Act 1983 Code of Practice (published in 2015)
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A University Teaching Trust

Appendix 2

A university teaching ho
A University Teaching Trust

Terms of Reference for Committees and Groups
Mental Health Act Hospital Managers Meeting
Constitution &
Authority

The MHAM Meeting is a sub-committee of the Trust Board but also has
reporting responsibilities directly to the Integrated Risk and Clinical Governance
(IRMCG) Committee.
Authority of the Group
The meeting is chaired by a Non-Executive Director and reports directly to the
Trust Board.
The group may approve Standard Operating Procedures and Guidelines
relating to its agenda. It may also refer policies to the (IRMCG) Committee for
approval or amendment and ratification

Overall
Aim/Purpose

The MHAM Meeting provides assurance that procedures and systems are in
place for the MHAM’s to ensure the Trusts regulatory duties are discharged
appropriately in this area.
The MHAM Meeting aims to offer assurance to the Trust Chair and Chief
Executive on matters relating to the delegated powers under Section 23 of the
MHA. Ensuring that identification and escalation of issues that present risk to
this are completed to the Trust Board.
This assurance will be provided through the production of the annual report and
reporting of minutes to the Trust Board and (IRMCG) Committee

Scope & Duties

The scope of this group is across all Trust areas affected by the MHA discharge
power.
The duty of the MHAM is to review patients’ detentions under the MHA and
those subject to Community Treatment Orders.
The meeting will lead and coordinate the MHAM Annual Report to present to the
Trust Board and (IRMCG) Committee each May
The meeting has responsibility for identifying and ensuring delivery of training
plans relating to the MHAM role
The meeting will ensure a robust approach is adopted to the recruitment and
reappointment of MHAM’s this will include a review of the appraisal systems
and processes
The meeting will receive reports prepared by the MHA office relating to
observations made by panels and actions taken to address any concerns or
share good practice
The meeting will monitor the adherence to the Trusts minimum standards

Where People Matter Most

relating to the management and process of MHAM panels including meeting
timescales set for holding hearings
Learning Lessons

Sharing Good
Practice

Membership

•

Encourage learning to take place from the consideration of actions and
recommendations
• Share good practice relating to the MHAM role
• Identify and support training needs relating to MHAM approach including
mandatory training
• Encourage learning to take place from the consideration of themes and
Trust-wide recommendations on Clinical or non-clinical issues arising
from Directorates, Care Groups and sub-committees relating to MHAM
role
• Observations and recommendations made by panels will be reviewed by
this meeting to ensure wider learning and that the Trust takes steps to
improve areas where concern has been raised
The chair of this meeting will be a Non-Executive Director or in their absence
will be chaired by the Chief Executive. The chair will be responsible for:
- Agenda available for each meeting
- Plan time allocation for meetings
- Manage the meeting
- Ensure escalation of matters to the Trust Board as appropriate
- Ensure minutes are available following the meeting
Administration support for this will be provided by the Head of Coroners and
MHA Services

Attendees;

Mental Health Act Managers
Chief Executive
Chair
Non-Executive Director Representation
Chief Nurse/Director of Quality Assurance
Head of Coroners and Mental Health Act Services
Mental Health Act Manager or representative
Medical Staff Representation
Head of Patient Experience
Responsible to:

Trust Board and (IRMCG) Committee

19

Accountable for:

No accountable groups identified although there may be action groups
established by the group as required

Frequency of
meetings

3 Meetings per year to be held February, June and November. In addition, there
will be one training session per year.

Quorum

Quorate will be reached if there are at least 6 members present including the
chair and two MHAM’s. If quorate is not reached the meeting will be cancelled
with chair action being taken on any agenda item that cannot be deferred until
the next meeting

Agenda & Papers

The agenda and papers will be circulated a minimum of five working days
before the meeting by email
Administration of the meetings will be completed by the Head of Coroners and
MHA Services

Record Keeping

All papers will be stored upon a network drive managed by the Head of
Coroners and MHA Services

Reporting

This meeting will report to the Trust Board following each meeting and also
prepare an annual report

Monitoring

At a minimum, annual review of attendance and effectiveness will be
undertaken in order to monitor compliance with the Terms of reference
This will be the responsibility of the Chair.

Terms of
Reference Review
Agreed date for the
Review of the
Terms of
Reference

It is the responsibility of the Chair to review the effectiveness of the group
Terms of Reference and report findings to the Trust Board annually as part of
the annual report

November 2016

Chart of relationship to other Committees/meetings:
Trust Board

MHAM Meeting

Integrated Risk Management and
Clinical Governance Committee
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Mental Health Act: Trust Annual Report 1st April 2015 – 31st March 2016
1.

Introduction

This report represents the annual report on the monitoring and application arrangements for
the Mental Health Act 1983 (MHA) for the period 1st April 2015 to 31st March 2016. In
addition the report provides information on the applications and authorisations under
Deprivation of Liberty safeguards for the same period.
As a provider of Mental Health and Social Care Services the MHA is a regulatory
requirement for the Trust. The Health and Social Care Act also requires the Trust to be
compliant with the MHA and ensure appropriate systems exist to protect patient’s rights and
staff working within the MHA.

2.

Governance Arrangements for the Mental Health Act

During this period the Chief Nurse/Director of Quality Assurance had Executive responsibility
for the application and management of the Mental Health Act in the Trust. The Mental Health
Act (MHA) Manager is responsible for the day to day management of the team. A NonExecutive Director takes a lead on the MHA on behalf of the Chair and Non-Executives.
The current structure of the Mental Health Act Administration Team is:
MHA Manager
MHA Officer
MHA Officer
MHA Administrator
MHA Support Officer
DOLS Administrator

Trust wide
North
South/North
North
North
Trust Wide

1 WTE
1 WTE
1 WTE
1 WTE
2 WTE
0.53WTE

Currently the team has five permanent members of staff in post. At the time of writing this
report recruitment is taking place in respect of one of the MHA Support Officer posts and the
MHA Administrator post. Following feedback from the CQC Inspection report, received in
October 2015, and the need to have robust DOLS administrative procedures in place, a
decision was taken in quarter four to recruit to a 0.53WTE DOLS administrator. Interviews
were held in March 2016 and it is expected that the successful candidate will commence
work in the first quarter of 2016.
The Trust Mental Health Act Administration Team is responsible for the administration of the
Mental Health Act in respect of all inpatient and community patients across the trust.
The Trust is required under the Code of Practice to have in place monitoring groups which
invite other agencies to meet and consider the operation of the Mental Health Act. The Trust
has a Mental Health Law Implementation Group, which is an internal group to ensure that
legal frameworks are being adhered to within the Trust. In addition, there is a Police Liaison
Operational Group which has representation from the Police, Local Authority and the acute
hospital trusts.

3.

Training

The Trust’s Mental Health Act Training is delivered monthly to new starters to the Trust as
part of the Induction Programme in addition to being part of the mandatory training
programme. All professionals in the Trust are required to complete the MHA mandatory bi-
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yearly. Mandatory training is delivered face to face by the Mental Health Act Manager. The
programme has been devised to demonstrate an effective and practical knowledge of the
Mental Health Act 1983. Monthly compliance reports from learning and development
demonstrate that training compliance has increased significantly during 2015/2016. At the
commencement of this period compliance was at 60%. As a consequence additional
training sessions were provided to all clinical staff and by 31st March 2016 compliance was
as follows: Mental Health Act 85%; Mental Capacity Act 86% and Deprivation of Liberty
86%. Additional training session will continue to be delivered in 2016/2017 to further improve
compliance.

4.

Mental Health Act Activity

The Trust returns Mental Health Act activity information annually to the Health and Social
Care Information Centre (HSIC) through the KP90. The HSIC produces a national report
following each return completed in May. This national report will be available in the autumn
of 2016 but the Trust’s local submission data is presented within the following data with the
previous two years used for comparison purposes.
4.1 Formal admissions, Informal admissions and transfers in and out of the
Trust.

The chart shows a 41% increase in formal admissions between 2013/14 and 2015/16 with a
20% increase between 2014/2015 and 2015/2016. Informal admissions fell in 2014/15 but
2015/16 saw an increase of 2% compared with the previous year. The increase in formal
admissions is due to the increased acuity of mental illness and the opening of Poplar Ward
in October 2015. Poplar Ward is a 20 bed female adult ward. There has been a decrease in
informal admissions on acute adult wards and a significant rise in formal admissions. Later
life wards have the highest percentage of informal admissions.
Comparing the three years data patients transferred into the Trust the numbers peaked in
2014/15, however there was a 22% decrease in 2015/16, leveling to a similar position as
2013/14. Patients transferred out of the Trust similarly peaked in 2014/15 but 2015/16 saw a
decrease of 13%. The variation is due to the having extra bed availability on Poplar Ward
and the Trust’s commitment to reduce the use of out of area beds. A number of the patients
in 2015/16 transferred out of the Trust required a PICU admission where local provision was
not available within the Trust.
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4.2 Breakdown of formal admissions by section

The above chart shows a 25% increase in the use of Section 2 across the Trust when
comparing 2013/14 with 2014/15 and a 37% increase from 2014/15 to 2015/16. The use of
Section 2 shows the largest percentage increase across the sections. The significant
increase in section 2 admissions is due to two factors, acuity of mental disorder and
inappropriate use of Section 2 when a patient has an established diagnosis. There is an
increased acuity of the mental disorder for patients who have their first episode of psychosis.
Previously, more patients could be managed by short term intensive interventions by the
crisis/home treatment team and formal admission could be avoided in line with the least
restrictive principle outlined in Chapter 1 of the MHA Code of Practice. Section 2 is
sometimes often used inappropriately when patients have an established diagnosis and
treatment plan in place. According to Paragraph Chapter 14.27 of the MHA Code of
Practice, Section 2 should only be used when the full extent of the nature and degree of the
patient’s condition is unclear. Almost all inappropriate Section 2 usage is out of normal
working hours. This matter has been included for discussion at the Mental Health
Implementation Group meeting in May 2016.
Although there was an increase in the use of Section 3 of 31% between 2013/14 and
2014/15 the percentage increase narrowed between 2014/15 to 2015/16 showing a 5%
increase in the use of the section. Section 136 trend is similar to the use of Section 3 with a
28% increase between 2013/14 and 2014/15 and only a 6% increase over the last two
years. The use of Section 4 and Part 3 show minimal changes as the data is very small.
4.3 Use of holding powers under Sections 5.2 and 5.4
Section 5 (2) is temporary holding power which can be invoked by the ward doctor or an
Approved Clinician and would be due to increased concern about the deterioration in the
patient’s mental health. This can include a lack of capacity to remain informally or it could be
that the patient has become a risk to themselves or others and are not felt safe to leave the
ward. A section 5(4) is known as the nurse's holding power. Nurses must be of a ‘prescribed
class’, which means that they should be registered in the area of mental health or learning
disabilities nursing. This power can only be used when:
• A patient must be immediately stopped from leaving hospital for their own health or
safety or for the protection of others
• It is not possible to get a doctor to attend who can section the patient under s5 (2).
A Section 5 (2) can last up to 72 hours, a Section 5 (4) up to 6 hours.
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The following chart shows the usage of both holding powers over the three year period.

Although 2015/16 saw a considerable increase in the use of both holding powers compared
with 2014/15 the increase was marginally below the level in 2013/14 for Section 5(2) at 1%
and 17% below 2013/14 for Section 5 (4). The increased use of section 5 holding powers in
2015/2016 is due to acuity and increased staff awareness around legal frameworks.
4.4 Use of Community Treatment Orders (Supervised Community Treatment)

Supervised Community Treatment (CTO) continued to be used widely within the Trust and in
line with nationwide trends CTO applications have increased. Overall, there was a small
gradual increase over the past three years with a 5% increase in applications for Community
Treatment made in 2015/2016 compared with 2014/2015.
The areas showing the largest increase over the three year period were the SCT revocations
and SCT recalls. This may be because of the acuity of mental disorder on recall resulting in
fewer patients being admitted informally. At the reporting period the Trust had more patients
subject to Community treatment than any other time since the introduction of Supervised
Community Treatment in the Act’s 2007 amendments.
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4.5 Section Changes
The following table shows the section changes as a total of the changes following
admission.

Total Section
Changes

2013/2014

2014/2015

2015/2016

1569

1521

1548

The table above demonstrates a 2% increase in section changes when comparing 2015/16
to 2014/2015 but a 1.3% decrease when comparing this period with 2013/14. Unlike formal
admissions, section changes have not increased significantly. This is due to there being
fewer informal patients on adult acute wards.

5. Equality and Diversity data
5.1

Ethnicity and Mental Health Act usage

The following table shows a breakdown of MHA usages by ethnicity for the period 1 April
2015 – 31 March 2016.

The demography of ethnicity in Manchester shows some significant differences in the ratio of
population and detention for some ethnic groups. 79% of Manchester’s population is White
British, 10% Asian or Asian British and 3% Black or Black British and the other 12% are
combined by the other listed ethnic groups. The ratio of Asian or Asian British
detention/population is quite linear at 9%. However, the detention/population ratio of Black
or Black British ethnicity is significantly skewed with 3% of Black or Black British Ethnicity
making up Manchester’s population but representing 10% of all MHA usages within our
Trust. The above breakdown for 2015/16 is fairly representative of the data regarding MHA
usage across the ethnic groups in the previous two periods for 2013/14 and 2014/15.
In respect of complaints and ethnicity, in 2015/16 a total of 193 complaints were made to the
Trust. Of these 8 were specifically about areas of the MHA which represents 4% of the total
number of complaints received. Six of the complaints were about detention under the MHA,
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one about Section 17 leave and one about Section 117 entitlement. Seven of the MHA
complaints were from detained patients and one from a community patient. Seven of the
complaints were from patients with White British ethnicity and one was as patient with Black
British ethnicity. Further information about ethnicity and complaints will be available in the
Complaints annual report. A Trust lead research study - CaFI (Culturally-adapted Family
Intervention), is currently underway that aims to develop a new form of 'talking therapy' for
African Caribbean patients and their families. Dr Dawn Edge, a lecturer at the University of
Manchester and researcher for the Trust, is leading the project that is set to use innovative
methods to engage with Manchester's African Caribbean communities in developing the new
therapy. It is anticipated that the three year project, awarded a £350,00 grant from the
National Institute for Health Research (NIHR), will improve the access of effective, evidencebased care for this ethnic group. In conjunction with the study Professor Dinesh Bhugra, a
leading professor of mental health and diversity, presented a workshop in November 2015 to
Trust staff to increase their knowledge in working effectively with patients’ from different
ethnic and cultural backgrounds.
5.2

Gender

The data shows that of all MHA usages in 2015/2016, 56% were male and 44% were
female. This is consistent with comparable periods in 2014/15 and the nationwide ratio of
MHA usage and Gender.
6. Mental Health Review Tribunal Hearings
Mental Health Tribunals are independent quasi-judicial bodies that operate under the
provisions of the Mental Health Act 1983 and the Mental Health Review Tribunal Rules
1983. A Tribunal's main purpose is to review the case of a patient detained under the Mental
Health Act and to direct the discharge of any patient for whom the statutory criteria for
discharge have been satisfied. In some cases, the Tribunal also has the discretion to
discharge a patient who does not meet the statutory criteria.
Tribunal hearings have increased significantly since the introduction of Community
Treatment Orders in the 2007 amendments to the MHA. An increase is also due to the
increases number of detentions under the MHA. The increase in hearings has an impact on
the workload of clinicians and MHA staff in the Trust. Further issues that impact on
resourcing and planning are that some of these hearings are obligatory and others are held
at the request of the patient. This means that hearings can be cancelled or withdrawn at
short notice once all processing and report writing has been done. The main impact on
workload rests in the MHA Office, who either triggers or notifies clinicians of the need for a
hearing being required.
The following data under section 6.1 shows the relationship between the number of hearings
processed and those which ultimately go ahead. Hearings can be cancelled because a
patient is discharged by the Responsible Clinician, a patient has transferred out of the
hospital or has been placed on a section such as a Community Treatment Order which they
do not wish to appeal against or the patient may not wish to pursue the appeal and
withdraw.
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6.1

Number of Mental Health Review Tribunals (MHRT) processed and held
between 1 April 2013 and 31 March 2016

Overall when comparing hearings held in 2015/16 with 2013/14, there was an increase of
16(7%) tribunals and compared with 2014/15 there was an increase of 8 (3%). Of the 298
applications and references processed by the MHA office in 2015/16, 259 hearing were held.
Therefore 13% of patients were discharged by the RC before the hearing. This discharge
rate before hearing is comparable with the previous two years (2013/14 12%, 2014/15 13%).

Of the MHRT held 90% (233) of patients were not discharged, 8% (21) were discharged and
2% (5) of hearings were adjourned. In comparison the outcomes for 2015/16 of the Hospital
Managers hearings show that of the hearings that went ahead 90% of patients were not
discharged, 2% of hearings involved discharging a patient and 8% of hearings were
adjourned.

7.

Mental Health Act Hospital Managers Activity

The Trust is statutorily required to ensure Hospital Managers are available to conduct review
hearings on behalf of the Trust Board. The requirements and approach to this are laid out in
the Mental Health Act (MHA) and its associated Code of Practice (COP). The Hospital
Managers Committee met in July, November 2015 and February 2016.
Patients detained under the MHA on treatment sections all have the right to appeal to the
Mental Health Act Hospital Managers. Good practice suggests that these hearings are all
held within ten days if possible and provide the patient with a speedy independent review.

9

With the short lead time the impact on clinicians and staff to coordinate and prepare for
these hearings is considerable. The chart below demonstrates the total number of Hospital
Managers hearings in 2015/2016 and the previous two years.

There were a total of 218 hearings went ahead during 2015/2016. The chart above
demonstrates a 19% decrease in hearings between 2013/2014 and 2014/15. The decrease
related to a reduction in hearings in the fourth quarter of 2014/2015 due to a backlog of
references to the Hospital Managers being processed by the Mental Health Act Team. This
was due to the team being understaffed and preparation for a week long CQC inspection in
March 2015. The backlog was cleared in April/May 2015 and the total number of hearings in
2015/2016 showed a 7% increase compared with 2014/2015. However, compared with
2013/14, the number of Hospital Manager’s hearings decreased by 13% and an element of
the increase in 2015/16 is attributable to the clearing of the 2014/15 backlog. There has
been a general decrease in patient’s making applications to the Hospital Managers for
discharge in the last two years. This is due to changes in the legal aid system. The Hospital
Managers annual report 2015-2016 outlines this in more detail.

8. Northwest NHS Trusts Data

105

645

Mersey care

375

95

470

74

729

GMW

655

525,000

511,000
725,000

% per 1000
population
and
detentions/
SCT (x1000)

1+2 =

540

Population

SCT 14-15(2)

Manchester Mental
Health and Social Care
Trust

Trust

Formal
Admissions
14-15 (1)

The following table shows detention and SCT data for 2014-2015 for neighbouring NHS
mental health trusts. This data was published by the Health and Social Care Information
Centre on 23rd October 2015. Section 136 figures have been removed in the table below to
represent more reflective comparisons. However, GMW may have wrongly submitted their
KP90 data below as the total formal detentions including and excluding 136 are the same.

1.2

0.9

1.0
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Pennine Care

610

165

775

Five Boroughs

610

60

670

1,050,000

966,000

0.7
0.7

The table demonstrates that MMHSC has the highest number (1.2) of detained and SCT
patients per population. Greater Manchester West has the second highest ratio (1.0) and
Merseycare is third at a ratio of 0.9. The high ratio for MMHSC is indicative of inner city
areas and the rise of detentions towards city centre areas. This is due to the acuity of mental
disorder being highest in areas of higher density of population. Generally inner city areas
are generally more deprived and have higher rates of unemployment. These socio-economic
factors and cultural factors such as higher percentages of some ethnicity groups lead to a
higher ratio of patient detained.
The table shows that Pennine Care and Five Boroughs have a ratio of 0.7. This is indicative
of boroughs within a conurbation but outside the area of highest population density.

9.

Guardianship

The purpose of guardianship is to enable patients to receive care outside hospital where it
cannot be provided without the use of compulsory powers. Such care may, or may not,
include specialist medical treatment for mental disorder. The MHA Code of Practice states
that the local authority has the responsibility to administer guardianship applications under
Section 7 of the MHA. However, in this Trust the Local Authority delegated the responsibility
to MMHSCT.
As at 31st March 2016 there were two patients subject to Guardianship in the Trust. This
compares to 110 patients subject to a Community Treatment Order. Guardianship
applications are low due to the lack of the power of recall and no authority to treat under part
4 of the MHA.
Due to a breakdown of the reminder system to renew a Guardianship in November 2015,
processes were reviewed to prevent a recurrence with a guardianship database being
produced from Amigos reports. The database provides prompts to MHA staff when
guardianships are due to expire. This enables staff to send reminders of expiry dates to
Responsible Clinicians, Care Coordinators and the Guardian in a timely way.

10. Audits
In addition to regular localised ward quality checks the following audits were undertaken as
part of the Clinical Audit Programme in 2015/2016.
10.1 Project 4027a - Mental Health Act Rights and Advocacy (Quarter 3)
The audit was completed in the third week of November 2015. The audit covered all
inpatient wards (Adult, Later Life and the Rehabilitation Service and 100% of all detained
patients). At the time of the audit 174/237 (73%) patients were detained under the MHA the
audit is based on compliance with the Mental Health Act (MHA) and covered 4 criterion:1.
2.
3.
4.

Referral to advocacy service if the patient is detained under the Mental Health Act
Compliance with rights being read under the act
Mental health care plan in place
Is the patients legal status in their care plan
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The results showed that on average:•
•
•
•

80% of the patients had referrals to the advocacy service
87% of patients had their rights read under the MHA within the appropriate
timeframe
90% of patients had a mental health act care plan in place
90% of patients had their legal status recorded on their care plan

This audit reported an assurance level of limited. The results indicate that 90% compliance
was met for 28/56 criteria (50%) and for 28/56 criteria (50%) compliance of 90% was not
met. An action plan has been drawn up to be monitored by the Matrons in addition to input
from the Mental Health Act Manager. A re-audit will take place in quarter 2 of 2016/17.
10.2 Project 4016a Mental Health Act Consent to Treatment Forms (Quarter 4)
The purpose of this audit was to ensure that Consent to Treatment was obtained, in line with
Mental Health Act regulation and ensure that the documentation was completed and
available. This audit was completed following several incidents whereby it was found that
some wards did not routinely keep Consent to Treatment documentation with prescription
charts. This creates the risk that at the point of administration; nurses are unable to ensure
that patients Consent to Treatments are in place and up to date as legally required within the
Mental Health Act. The audit also took account of the CQC Inspection in March 2015 and
the feedback in the published their report in October 2015.
•
•

The CQC reported that: part 4 authorisations were not always available to the person
administering the medication.
Discussions between Responsible clinicians and patients and their consent and
capacity were not routinely recorded.

For the purpose of the audit the Mental Health Act Team reviewed all those detained under
the Mental Health Act, who required T2/T3 documentation. The audit found that across inpatient wards, standards were generally high. Whilst there was evidence of some wards
providing complete assurance, there were a large number that provided significant
assurance.
The results showed:
•
•
•

Part 4 authorisations completed and attached to the Kardex - 95% of patients had a
valid part 4 authorisation in place
Discussion with RC and patient and the recording of capacity - 94% of Percentage of
patients had a discussion with the RC concerning treatment
The referencing of eBNF when using numerical categories – 95% of forms were
completed used the correct BNF reference

An action plan has been drawn up to be monitored by the Mental Health Act Manager. A reaudit will take place in quarter 2 of 2016/17.

11.

Care Quality Commission Visits

There were four unannounced CQC visits during the period 1 April 2015 to 31 March 2016
by CQC Commissioners.
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Date of visit

Ward

December 3rd 2015

Acacia

February 22nd 2016

Maple

March 17th 2016

Laurel

March 31st 2016

Poplar

Summary of main themes arising from the visits for
action
Need for consultation with patients re ward rules e.g. ban
on takeaways, linking S17 to engagement with activities
No computer of internet access
No direct access to psychology
Minutes from community meetings not detailed enough
CPA – location, style and content of writing up
Patients not offered copy of S17 leave form/no evidence
risk assessment/management plans completed to address
risk issues in respect of leave
Explanation of rights – 1 patient
Little in the way of therapeutic activities
No personal lockable space
Section on S17 leave form re copy offered to patient not
completed
Patients not offered opportunity to draw up advanced
decision/directive
1 x T2 the AC did not specify route of administration
Patients not informed of decision of SOAD
No evidence care plans showed consideration of patients
view
Insufficient ward activities
Blanket restriction on ban of energy drinks
No dedicated permanent RC
Patients felt staff didn’t have enough time to spend with
them
1 x detention papers missing from file
Patients not offered copy of S17 leave form/no evidence
risk assessment undertaken by RC prior to approval of
S17. Out of date forms
Capacity assessments not routinely undertaken prior to
first administration of treatment
No evidence of full physical health care check on
admission in 3 or 5 files reviewed

Action plans have either been drawn up or in the process of being drawn up at the time of
writing this report to address the issues identified by the CQC. The MHA Manager will
provide additional input/training where themes involving the MHA have been identified e.g.
section 17, T2s, MHA documentation on files, consent to treatment.

12.

Deprivation of Liberty Safeguards (DOLS)

Since February 2015 the MHA team has maintained a register of applications for DOLS and
authorisations received from the Local Authority. Following the CQC inspection feedback
and the need to strengthen and resource a DOLS system within the Trust it was agreed in
quarter four 20115/16 to employ a part- time DOLS administrator. The DOLS administrator
will act as a link between the Local Authority and the Trust to ensure that DOLS applications
are submitted and approved accordingly. Recruitment to the DOLS Administrator post has
taken place and the person should be in post in the first quarter of 2016/17. In February
2016 the Head of Social Work reviewed the DOLS Working Guidance. This provides full
guidance when considering use of Deprivation of Liberty Safeguards for Adult psychiatric inpatients or Adults in community living in supported or ‘domestic settings’(DiDS).
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During the period 1 April 2015 – 31 March 2016 eleven Deprivation of Liberty Safeguard
referrals were made. Seven of these were made for patients on Maple Ward and the other
four for patients on adult acute wards. Of the eleven applications made to the Local
Authority, four authorisations were approved.

13.

Summary of MHA Team activity 2015/16

A summary of the MHA team activity in addition to the routine workload is as follows:
•
Participated in CQC peer review of the team in October
2015
•
MHA Manager provided MHA training to Board members
•
MHA Team hosted Regional MHA managers forum
•
MHA Manager provided additional MHA mandatory
training sessions from September to date to improve compliance
•
MHA Manager delivered training to ward clerks about
MHA administration
•
Approval of part time DOLS administrator post approved
and recruitment taken place
•
MHA team training day in January 2016 facilitated by
specialist barrister
•
All MHA policies reviewed in line with Code of Practice
•
MHA attended regular meetings with advocacy service,
PALS and Matrons
•
MHA Manager continues to recruit to vacant posts

14.

Summary of forward plan for MHA Team 2016/17
•
•

•
•
•
•
•
•

15.

To continue to work with operational staff to ensure the MHA is implemented across
the Trust in a consistent and lawful manner.
To continue to improve and review MHA processes to give confidence that the
implementation of MHA is monitored effectively /appropriate actions are taken to
address deviation from accepted standards/ identified risks are managed
appropriately and escalated when necessary.
To continue to deliver additional MHA training in order to maintain good compliance
and to enable clinicians to adhere to mental health legal frameworks.
To improve DOLS administration and communication with the Local Authority by the
recruitment of a DOLS administrator.
To provide MHA quarterly reports for directors to share with Commissioners to use
the data to assist with the planning for MHA specific services.
To establish a sufficient number of attendees at the Mental Health Law Liaison
Group to meet the Quorum in line with the group’s terms of reference
To provide further MHA training to Trust Board in 2016
To participate in CQC peer review in October 2016.

Recommendation
To note the contents of this report.
Chris Thompson
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Mental Health Act Manager
Helen Hobday
Head of Coroners and MHA Services
4 May 2016
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Trust Board Report – Executive Summary
Date of Trust Board: 26th May 2016
Title of Report:
Date Produced:
Author:

Agenda Item: 20

Care Quality Commission (CQC) Action Plan
16th May 2016
Name: Philip King
Title: Chief Operating Officer/Chief Nurse
Tel: 0161 882 1061
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

Purpose of
Paper:

To confirm actions undertaken and delivered following receipt of CQC Inspection
report in September 2015.
To provide an update on assurance.

•
•

Key Points:
•

•

Further to discussion at April Board, the Chief Nurse/Chief Operating office
has been through the action plan with the Executive Team.
There are issues which require further ongoing monitoring to ensure that
progress is improved and sustained. In particular these relate to care
Planning/CPA; Activities on wards; Input and leadership of psychologically
informed ways of working on in patient wars, and psychology input in
particular; and the estates work on Acacia Ward. It is proposed that these
areas now form part of the monthly quality report to board to provide line of
sight and assurance.
There are other areas where there is significant positive assurance of
continued and sustained improvement. These include excellent
performance on PADRs and Mandatory Training and subsequent external
assurance from the CQC in terms of Anson Road.
As a guide, updates where necessary have been written in red type within
the Blue Box at the top right of issue action, where the completeness status
is indicated.

There is no requirement for a formal “sign off” and submission of evidence of
completion to the CQC. However, The Board are asked to consider the
revisions made, and consider agree the suggested subsequent actions.
Action Required

The Chief Nurse/Chief Operating Officer is due to meet with the CQC within the
next few weeks and he will share the Board’s views with them. The Board are
asked to agree this approach.

Monitoring and assurance framework summary
Link to Trust Corporate and
Directorate Annual Objective(s)
Link to Corporate Risk Register
Have

all

implications

Trust Board Paper
Date: May 2016
Agenda Item: 20

been

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

to

Corporate

Description

n/a
Yes

Any Action Required?
Yes
N/A

Comment
Page 1 of 2

considered?
Legal
Financial
Human Resources
IM&T
Estates
Users and Carers
Equality and Diversity
To include in 2015/16 Quality
Account?
Have the principles of the NHS
Constitution been reflected in the
decisions and actions proposed?

Trust Board Paper
Date: May 2016
Agenda Item: 20

Detail in
report
√
√
√
√
√
√
√
Yes
√

No
“
“
“
“
“
“
No

√
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A University Teaching Trust

CQC CIOH Inspection
Summary Action Plan
September 2015 – Update May
2016

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 – V16

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 74

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 – V16
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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
CQC CIOH Inspection Summary Action Plan – V16
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Part A - MUST Do Actions
Regulation
/Requirement
notice

‘The Must Do ‘Summary
of action required

Actions

Timeline

Person – centred care in community services for adults of working age – Lead – Chief Nurse and Director of Quality Assurance

Assurance /evidence What good looks like

Status: Previously
Delivered and closed
However, review by
the Executive Team in
May of 2016 indicates
that, although good
progress has been
made which addresses
the original issues
raised by the CQC in
some areas, there are
examples where CPA is
not being delivered to
a required standard in
all cases. The use of
CPA and recovery
focussed care plans will
now form a top priority
for operations staff and
will be subject to
monitoring and
reporting directly to
the Board from June
2016 onwards as part
of the quality report

Manchester Mental Health and Social Care Trust
CQC CIOH Inspection Summary Action Plan – V16
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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.

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

Trajectory of
discharges achieved

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.

Assurance /evidence

What good looks like

December Audit
Report to measure
care plans and
discharge plans
CMHT Team
Meeting minutes

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.

Regulation
/Requirement
notice

‘The Must Do
‘Summary of action
required

Actions

Person – centred care in community services for adults of working age Lead - Medical Director

Timeline

Status: Previously
delivered and closed
However, review by
the Executive Team in

Manchester Mental Health and Social Care Trust
CQC CIOH Inspection Summary Action Plan – V16
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May of 2016 indicates
that, although good
progress has been
made, which
addresses the original
issues raised by the
CQC in some areas
there are examples
where CPA is not being
delivered to a required
standard in all cases.
The use of CPA and
recovery focussed care
plans will now form a
top priority for
operations staff and
will be subject to
monitoring and
reporting directly to
the Board from June
2016 onwards as part
of the quality report

Manchester Mental Health and Social Care Trust
CQC CIOH Inspection Summary Action Plan – V16
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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”

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

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.
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
The Medical Director to liaise with the GMC to arrange the
workshops for clinicians
Workshops provided by GMC

‘The Must Do
‘Summary of action
required

Actions

Person – centred care in community services for adults of working age Lead – Medical Director

Manchester Mental Health and Social Care Trust
CQC CIOH Inspection Summary Action Plan – V16

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
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.
Regulation
/Requirement
notice

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

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

Timeline

Assurance /evidence

What good looks like

Status: Delivered and
closed
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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.

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

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
Manchester Mental Health and Social Care Trust
CQC CIOH Inspection Summary Action Plan – V16

What good looks like

Status: Previously
Delivered and closed
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However, review by
the Executive Team in
May of 2016 indicates
that, although good
progress has been
made which addresses
the original issues
raised by the CQC in
some areas, there are
examples where CPA is
not being delivered to
a required standard in
all cases. The use of
CPA and recovery
focussed care plans will
now form a top priority
for operations staff and
will be subject to
monitoring and
reporting directly to
the Board from June
2016 onwards as part
of the quality report
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

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.

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

Manchester Mental Health and Social Care Trust
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Audit cycle is routinely
reviewing
Page 10 of 74

implementation

make sure they
understand the
choices available
to them.
(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
Regulation
/Requirement
notice

‘The Must Do
‘Summary of action
required

Actions

Timeline

Acute Wards for Adults of Working Age and Psychiatric Intensive Care Units Lead – Chief Nurse and Director of Quality Assurance

Assurance
/evidence

What good looks like

Status: Previously
delivered and closed.
However, review by the
Executive Team in May
2016 indicates that
although good progress
has been made on this
area, it remains a
concern from patients
that individualised
activities are not always
available. This is now
subject to specific
actions from the Chief
Nurse/Chief Operating
Officer and the Head of

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

What good looks like

Occupational Therapy.
This will remain a high
priority for the Trust and
will be subject to specific
progress reporting from
June 2016 onward to the
Board through the
Quality report.
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.
Manchester Mental Health and Social Care Trust
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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

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
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of action
required

Actions

•

Timeline

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
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.

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

Assurance
/evidence

What good looks like

StarWards data
collection
completed

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

What good looks like

Status: Previously
delivered and closed
However, a review of
this issue by the
Executive Team in May
2016 indicates that the
lack of provision of
psychological therapies
on in patient wards
remains a difficulty. This
is partly a resource issue
and partly the need for a
focus on the leadership
of psychologically
informed ways of
working of other
members of the multidisciplinary team . A new
psychologist for in
patient services has
been advertised and this
area is a specific focus
for the Chief Nurse/Chief
Operating Officer and
the Head of Psychology
and will form a specific
reporting mechanism to
the board through the
quality report.
Specifically there is need
for effective leadership
and collaboration from
the Psychology staff with

Manchester Mental Health and Social Care Trust
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the in patient
management to ensure
that a psychologically
focussed way of working
is not disrupted due to
the acuity of the wards
and patient group.
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

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.

Manchester Mental Health and Social Care Trust
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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.”
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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

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

To
commence
31/10/15
Achieved
31/10/15
Achieved

Matron team
minutes
Ward team minutes
Ward team minutes

What good looks like

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

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”
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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

What good looks
like
Status: Delivered and
closed
Update: as of May 2016
the rate of overall
compliance with Core
Mandatory Training is
87%.
In April 2016 the
breakdown of figures
per division suggested
93% for Health and
Wellbeing Services; 89%
for Psychological
Services; 91% Adult in
patient and 85% in
Community Services
urgent care.
PADRs ran at between
67% to 89% in April
2016 across the
divisions, with in
patient services running
at 89%.

Requirement
Notice 3
(3b) The trust did
not ensure that all

Must Do 4: The
trust must ensure
that all staff
receives mandatory

Manchester Mental Health and Social Care Trust
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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

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

All staff will receive
mandatory training
and appraisals in
line with Trust
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of
action required

Actions

Timeline

Assurance /evidence

staff received
mandatory
training and
appraisals in line
with trust policy.

training and
appraisals in line
with trust policy.

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
Policy.

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

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:
• 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
Manchester Mental Health and Social Care Trust
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Managerial Supervision
31-Dec-15 minutes
Achieved
CPD plans received by L&D
Head of OT report on the
31-Dec-15 uptake of clinical
Achieved supervision and delivery of
training.
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of
action required

Actions

•
•
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Timeline

Assurance /evidence

What good looks
like

Director of workforce and
Through recruitment training, ensure managers are
Organisational
testing out skills and competencies, not just time served
Development (OD) to
in role
oversee actions and report
Values based recruitment – through recruitment training
on progress.
ensure managers are exploring the attitude of staff to
service users, working as part of a team, managing
April’s CQC Task and Finish Group agreed that this action be
conflict etc and not just their clinical skills.
closed and addressed through business as usual arrangements in
2016/17

Page 22 of 74

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.
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.

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

What good looks
like

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
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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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

What good looks like

Status: Delivered and
closed
Update May 2016:
Anson Road has
recently been inspected
by the CQC. The
feedback from the CQC
was positive and the
inspector stated that for
the first time in her
career she did not feel
the need for any action
plan to be produced.

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

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.

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

Manchester Mental Health and Social Care Trust
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clinician had
informed patients
about the purpose
or side effects of
the medication

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”

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

From
31-Oct-15
Achieved

Audit by the matrons will have commenced.

From
31-Oct-15
Achieved

Discussion in ward community meetings.

Manchester Mental Health and Social Care Trust
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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.

Ongoing compliance against privacy and dignity achievements to
be reported by matrons and PALS service.

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
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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
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

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

Acute wards for adults of working age: Lead – Chief Nurse and Director of Quality Assurance

Timeline

Assurance /evidence

What good looks like

Status: Delivered and
closed
Update: May 2016.
Staffing remains a
challenge in some in
patient wards. This is
monitored through the
safer staffing
mechanisms and for the
purposes of this
requirement notice are
adequate. High levels of
observation and the
additional staff required
create pressures. The
main action on this is
that much of the
additional spend on
observations has now
been brought into the
ward establishment. As
such the numbers have
been “rebased” for
staffing purposes from
May 2016 onwards. This
will be reflected in
reporting from June
2016. In conjunction
with this the safer
staffing reports will be
“split out” between
ward establishments and
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of
action required

Actions

Timeline

Assurance /evidence

What good looks like

additional observation
and nursing to allow a
more accurate picture
for the purposes of “line
of sight” for the Board.
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

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.

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

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

‘The Must Do
‘Summary of
action required

Actions

needs and that these are appropriately prioritised.

Timeline

Assurance /evidence

What good looks like

of training

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

Acute wards for adults of working age Lead – Chief Nurse and Director of Quality Assurance

Timeline

Assurance /evidence

What good looks like

Status: Delivered and
closed
Update: May 2016.
Staffing remains a
challenge in some in
patient wards. This is
monitored through the
safer staffing
mechanisms and for the
purposes of this
requirement notice are
adequate. High levels of
observation and the
additional staff required
create pressures. The
min action on this is that
much of the additional
spend on observations
has now been brought
into the ward
establishment. As such
the numbers have been
“rebased” for staffing
purposes from Mat 2016
onwards. This will be
reflected in reporting
from June 2016. In
conjunction with this the
safer staffing reports will
be “split out” between
ward establishments and
additional observation
and nursing to allow a
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of
action required

Actions

Timeline

Assurance /evidence

What good looks like

more accurate picture
for the purposes of “line
of sight” for the Board.
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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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.

Manchester Mental Health and Social Care Trust
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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

What good looks like

Status: Previously
reported as delivered
and closed.
Update May 2016.
The Chief Nurse/Chief
Operating Officer made
an unannounced visit to
Acacia Ward.
Clear signage about
privacy and dignity is in
palace on Acacia and on
other in patient wards.
The plan is indeed in
place. However, t the
implementation of the
interim solution of
changing ceiling height
and renewing the
partitions between bed
spaces is not yet
complete. Estates staff
are managing the
process but it has been
delayed due to problems
with contractors. As at
May 2016 the work
remains ongoing.

Requirement Notice
12

Must Do 21: The trust
must provide a plan of
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Standards regarding how each ward manages privacy
and dignity in shared bays will be developed with

From
Privacy and Dignity
30-Nov-15 Standards received at

Interim measures to
ensure privacy and
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Regulation
/Requirement notice

‘The Must Do ‘Summary of
action required

Actions

Timeline

Assurance /evidence

What good looks like

• 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.

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.

patients matrons and ward staff

Achieved
From
30-Nov-15
Achieved
30-Nov-15
Achieved
From
30-Nov-15
Achieved
From
30-Nov-15
Achieved

Integrated Risk
Management and Clinical
Governance Committee

dignity is maintained
are in place
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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.

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

What good looks
like
Status: Delivered and
closed
Update note May
2016: Although this has
previously been
delivered the
continued ensuring of
performance in this
area requires sustained
and continuous effort
and along with the
“Must Dos” in relation
to care planning and
CPA, this will continue
to be monitored
though normal quality
reporting processes.

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

Risk management
information is
consistently
recorded in
patients’ care
records.
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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

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

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

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

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
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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

Performance report

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

Managerial Supervision minutes

All staff complete
mandatory training

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
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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.
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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.
Audit Reports

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

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
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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
Update May 2016
Recent positive
inspection by the CQC
at Anson Road

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

Status: Delivered and
closed
Update May 2016
Recent positive
inspection by the CQC
at Anson Road

Should Do 13: The trust should
make sure that patients are
involved with the development
of their care plans on Anson
ward.

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
Update May 2016
Recent positive
inspection by the CQC
at Anson Road.

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

Status: Delivered and
closed
Update May 16: As per
“Must dos” in terms of
in patient psychology
support.

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
Review report completed and service redesign to be
considered by end of the financial year.
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31-Dec-15
Review report completed and
Not Achieved service redesign commissioned.
31-Mar-16

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

What good looks
like
Status: Delivered and
closed
Update May 2016
Recent positive
inspection by the CQC
at Anson Road

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

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

2017

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
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Patients that are
safe to do so have
access to internet
on the wards

WIFI access
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.
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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

Timeline

Assurance /evidence

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

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

Community Based Mental Health Services for Older People Lead – Chief Nurse and Director of Quality Assurance

Assurance /evidence

What good looks
like
Status: Delivered and
closed
Update May 2016: The
actions for this item as
set out in the original
plan are complete. The
Use of ARGYLL was not
part of the initial
assurances but they do
provide a proxy
indicator for the
effectiveness of
implementation.
The Board has been
clear on its position
that Argyll should be
used by all appropriate
staff and that where
appropriate consistent
non compliance should
be a subject for
performance
management. Staff
have been written to
accordingly where an
issue potentially exists.
The process of holding
individual staff to
account has
commenced. From a
low point of around
15% compliance in
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October 2015 in
HomeTreatment and
Urgent Care this rose
to 54 % in March 2016
and slipped back
slightly to 45.47 %.
Continued
improvement is
anticipated. In Later
Life services
compliance has
doubled between
December 2015 and
April 2016, with total
numbers being at
1136. This is still under
half of the staff
compliment, but
represents sustained
and effective
improvement. Again in
Adult Community
Services compliance
ahs steadily improved
from 1492 in
November 2015 to
2767 in April 2016.
Adult community
services are by far the
largest cohort of
community staff and
compliance still
represents only a
quarter of the staff
compliment. However,
it does demonstrate
that improvement is
sustained and
consistent. It will
Manchester Mental Health and Social Care Trust
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continue to be
monitored and
managed to continue
this trend.
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

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

Manchester Mental Health and Social Care Trust
CQC CIOH Inspection Summary Action Plan – V16

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.
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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 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

An audit has been completed with ward managers.

20-Oct-15
Achieved

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.

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

What good looks
like
Status: Delivered and
closed

System in place
Audit report results
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
CQC CIOH Inspection Summary Action Plan – V16

Page 65 of 74

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.

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

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

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

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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What good looks
like

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

Chief Pharmacist records.

The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Team Records

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

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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What good looks
like

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

Manchester Mental Health and Social Care Trust
CQC CIOH Inspection Summary Action Plan – V16

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

What good looks
like
Status: Delivered and
closed
Update May 2016
Please see note on
positive assurance in
“Must Do” Section
above

Should Do 40: The ward
should ensure that care plans
are individualised to meet the
needs of patients.

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

The ‘Should Do’ Summary of
action required

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

Status: Delivered and
closed
Update May 2016
Please see note on
positive assurance in
“Must Do” Section
above

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.

Manchester Mental Health and Social Care Trust
CQC CIOH Inspection Summary Action Plan – V16

20-Oct 15
Achieved

Management supervision
records.
Matron audits reported to the

Patients are always
offered a copy of
their care plan and
this is clearly
Page 71 of 74

The matron will carry out care plan audits.

Manchester Mental Health and Social Care Trust
CQC CIOH Inspection Summary Action Plan – V16

From
31-Oct-15
Achieved

Chief Nurse
Royal College of Psychiatrists
Quality Network report.

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

What good looks
like
Status: Delivered and
closed
Update May 2016
Please see note on
positive assurance in
“Must Do” Section
above

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.

31-Dec-15
Achieved

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

Actions

Managerial Supervision minutes

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 – V16

All staff complete
mandatory training

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

Performance report

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

Manchester Mental Health and Social Care Trust
CQC CIOH Inspection Summary Action Plan – V16

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.
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What
good
looks
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Agenda Item: 21

Title of Report: Summary Revenue and Capital Financial Report for the period ended 30th April 2016
Date
Produced:
Author:

16th May 2016
Sam Simpson
Director of Finance
Tel: 0161 882 1381

Purpose of
Paper:

To update the Board on the Summary Revenue and Capital financial position for the
period ended 30th April 2016 and the forecast outturn position for 2016/17.
•

Key Points:

Action
Required

•
•

Income & Expenditure: year to date and forecast in line with the planned position
(£0.223m deficit for April and £2.5m deficit for the year).
Capital: forecast in line with planned CRL of £1.5m.
Cash: forecast in line with planned year-end cash of £1.0m incorporating additional
borrowing of £3.5m.

The Board is asked to note the contents of this report, the summary financial position
as at 30th April 2016 the level of forecast outturn deficit for 2016/17.

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

Description

Link to Trust Corporate and
Directorate Annual Objective(s)

To be effective, efficient, and sustainable

Ensure financial targets are
met.

Link to Corporate Risk Register

C/12/12

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

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

Yes
√
√
√
√

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

√

Yes - Detail in
report

N/A

Comment

√

√
√
No
√
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Manchester Mental Health and Social Care Trust
Performance Monitoring 2016/17
Revenue and Capital Financial Report for the period ended 30th April 2016

1

Introduction

1.1

Following the approval of the 2016/17 financial plans and opening budgets by the Board on
the 31st March 2016, this report provides a summary update of the position at Month 1. A full
report on the position at month 2 will provided to the Board in June. The summary position
was reported to NHS Improvement (TDA) on the 17th May 2016.

1.2

The Trust is awaiting final feedback on the financial plan submitted to the TDA for 2016/17.

2

Income & Expenditure – Year to Date & Forecast

Plan: £0.223m deficit

Actual: £0.223m

Variance: nil

• At this early stage in the year the Trust is reporting performance in line with the profiled
plan for April 2016; a deficit of £0.223m.
Private Sector Bed Usage
• For April the Trust has recorded average usage of 18 beds (14 Acute & 4 PICU).
• In respect of PICU the signed Heads of Terms within the CCG contract references the
collaborative work which has started to understand the impact of length of stay on
capacity and other system pressures; this may require an adjustment to resource
alignment in 2016/17 as a result.
Levels of observation – inpatients
• The level of bank and agency usage across inpatient wards (both adult and later life),
driven predominantly by the patient complexity and observation levels, was assessed at
£2.0m for 2015/16. A similar level has been assumed in financial plans for 2016/17 and
work is underway to consider the skill mix required to manage observation levels and
allow for increased ward activities.
Medical Staffing
• During 2015/16 the Trust recorded total over-spending of £1.1m linked to agency cover
for consultant vacancies and gaps in the junior doctor on-call rota. A full review of the
sources of funding for consultant programmed activities is currently underway.
Mitigation / contingency with plans
• Areas of potential under-spend are being assessed along with contingencies in plans
which will be available to mitigate against the risk areas above (or any other) which may
arise during the year.
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3

Income & Expenditure - Forecast
£2.5m deficit in line with plan and control total
•

4

At month 1 the Trust is forecasting a deficit of £2.5m for 2016/17; in line with the financial
plan.

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

5

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

6

Cost Improvement Programme (CIP) Performance

6.1

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

Procurement controls &
housekeeping

Target
£000
120

Status
•

•
Estates Rationalisation

300

•
•

Agency related VAT savings

300

Total

720

•

Opening Non Pay budgets adjusted in
line with target (representing a 10%
reduction in relevant expenditure)
Monthly monitoring systems are in place
60% of savings identified and removed
from opening budgets
Further planned work underway, in line
with the Estate Strategy Paper
presented to Board in April, expected to
deliver additional savings in-year
2 potential managed agency providers
identified and options under review
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7

Capital Programme

7.1

Year to Date Expenditure.
Current YTD Plan: £0.116m
•

7.2

Actual YTD Expenditure:
£0.033m

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

Forecast Expenditure
Original Plan: £1.5m
•
•

Statement of Financial Position

8.1

Cash
31.03.16: £2.888m
•
•
•

Forecast: £1.5m

Variance: nil

The total forecast capital expenditure for 2016/17 is £1.5m in line with the plan.
Whilst a high level plan for 2016/17 is in place and capital expenditure contractually
committed or addressing areas of statutory compliance is underway, the Trust is awaiting
confirmation of the Capital Resource Limit (CRL) before finalising the capital programme
for the year.

8

9

Variance: £0.083m below
plan

30.04.16: £2.851m

31.03.16 Forecast: £1.0m

An additional cash requirement arises in 2016/17 driven by the planned deficit and the
in-year increase to the long-term prepayment associated with the lease for Laureate
House.
The total additional cash requirement is estimated at £3.5m and the financial plan
incorporates additional borrowing at this level.
In line with guidance from NHS Improvement (TDA), the Trust’s plan incorporates a
further interim revenue support loan for £2.5m, in line with the deficit control total; any
further cash requirement will be accessed by way of a revolving working capital facility.

Recommendation
The Board is asked to:
•

Note the contents of this summary 2016/17 financial update.

Sam Simpson
Director of Finance
16th May 2016
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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 remained static this month with performance at 2.5% for all delays and 2.1%
excluding social care delays. This equates to a total of 6 service users delayed at the snapshot date at the
end of April. Performance according to the Monitor definition of the indicator was 2.5% in April compared to
3.2% in March.
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 240 in March
to 178. A further 801 bed days were lost due to non-reportable delays compared to 701 in March. 75% of
bed days lost were on adult wards with 60% 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 16 days in March to 14
days in April which is 3 days below the 17 day HES national average. The median for the Later Life
specialty increased from 65 days in March to 76 days in April which is 13 days above the 53 day HES
national average.
The median length of stay for Adult Acute wards increased from 32 days in March to 36 days in April
against the local target of 25 days. The mean length of stay for Adult Acute wards increased from 69 days
in March to 75 days in April 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. 12 out of the 52 discharges in April fell into this category and discussions are ongoing to
ascertain whether or not the periods that service users spend on PICU or Rehab wards should be excluded
from the reported Adult Acute length of stay. Discussions are continuing at the performance meetings
regarding presenting the LOS figures with both the current method of calculation and with the Rehabilitation
ward stay excluded. PICU lengths of stay will continue to be considered as part of the acute episode of
care.
The readmission rate within 30 days of discharge (from acute wards and SAFIRE) increased from 6.8% in
March to 8.8% in April. The actual number of readmissions increased at 8 in March with 5 out of the 8
readmissions previously discharged from SAFIRE rather than acute wards. All readmissions continue to be
routinely reviewed by acute care staff.

3. Bed Occupancy
Adult bed occupancy decreased from 98.6% in March to 95.4% in April. Later Life occupancy decreased
from 96.4% to 85.4% during the same period. The target is 85%.

4. CRHT Gatekeeping
Performance has decreased this month at 98.6% from 100% last month. This is above the 95% target. 72
out of 73 admissions were gatekept in April and the year to date performance is currently 98.6%. From this
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month, the figures are also including those people discharged from the SAFIRE unit to ensure that there is
consistency across all metrics.
5. A&E 4 Hour Waits
The number of Trust-attributable 4 hour waits decreased from 151.5 in March to 107.5 in April. 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 63% 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 with performance increasing from 75.9% in March to 81.3% in April.

6. PbR & Clustering
The figure measured is that of users with a valid in date cluster. Performance in this indicator decreased
from 77.2% in March to 76.8% in April.
Performance remains good in some areas with Later Life CMHTs at 79.4% and Adult Area Teams at
85.5%.
Consultant performance is lower with Later Life consultants at 71.7% and Adult of Working Age consultants
at 65.0%.

7. CPA 7 Day Follow-Up
Performance has decreased from 98.5% in March to 96.7% in April but remains over the 95% target. There
were three breaches in total. There was one breach in the Adult Division, one breach in the Later Life
Division and one in SAFIRE.
The Adult breach involved a patient discharged to MHHTT and also under EIS. The patient travelled abroad
approximately 36 hours post discharge without informing services of their plan. They are believed to be
staying with family and their uncle has confirmed their safe arrival. Advice has been provided to the family
and they have been advised to contact EIS on the patient’s return to the country.
The Later Life breach involved a patient that was on leave. The patient had been on leave since 4th April
with a plan to discharge on the 12th if all was satisfactory. The patient was visited during their period of
leave on 4th, 7th and then on 12th. Clinically the CMHT had already engaged with the patient during leave
rather than after discharge.
The SAFIRE breach involved a patient discharged into police custody on 11th April. No visible plan of
completing a 7 day follow up was recorded in discharge documentation. The Ward Manager has emailed all
ward staff and doctors to reiterate the importance of a clear plan. The first attempts were made to contact
client on 14th April. Staff contacted Police who were unable to clarify the outcome of the patient’s court
appearance. Staff then contacted magistrates and the probation officer. They were advised that client had
been bailed to home address and that he had complied with bail conditions by attending a police station on
13th April.
The Ward Manager documented a plan where staff would liaise with police to contact unit when he
attended for his bail conditions. On 15th April staff were contacted by the police however the patient refused
to speak to staff. The Ward Consultant was contacted as per SAFIRE 7 day follow up processes and a
letter was sent to GP regarding the breach and no follow up actions were required.

Integrated Performance Report – April 2016 Page 5 of 29

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 this month, the figures are also including those
people discharged from the SAFIRE unit.

8. CPA Review Within 12 Months
Performance has increased from 95.2% in March to 95.3% in April and is currently above the target of 95%.
The percentage of the CPA caseload where there has been a review in the last 12 months and the review
was circulated to the service user is 81.7%. The Later Life care group is currently under target and has
decreased from 94.6% in March to 94.3% in April. The Adult Community care group is above target and
has increased from 95.3% in March to 95.4% in April.

9. Communication to GP of A&E Attendance
Performance has increased from 89.1% in March to 94.6% in April, which is slightly below the 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
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 99.2% in March to 99.4% in April which is 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 April there were seventeen out of area Adult Acute bed placements and three out of area PICU
placements.

13. IAPT
Recovery Rate
• A project was carried out over a three month period to pull together National learning/Literature
and local audit (small sample of 49 cases) of data to identify what might be contributing to low
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recovery outcomes within the service. Following this project a comprehensive action plan has been
produced and shared with key stakeholders with the aim of delivering improvements over the
coming months.
% Referrals with treatment within 6 weeks
•Historic waiting lists remain a significant challenge with 1465 people waiting to receive a treatment
at Step 3
•The service continues to closely performance manage all clinicians regarding activity targets of 20
attended appointments per week and delivery to NICE guidance re therapy length to ensure service
efficiencies and appropriate throughput
•To note that commissioners have been very complimentary on the progress re service
improvements made to date
•Service operating capacity in terms of the number of appointments offered continue to show an
upward trajectory
•During the IAPT monitoring meeting held on 17th May commissioners confirmed that £760k has
been allocated non recurrently to ‘clear’ the Step 3 IAPT waiting list. However, indications are that
this will be subject to a procurement process and further details are awaited.
•In addition commissioners submitted a paper confirming increased funding to support delivery of
15% prevalence and a contract variation is to follow.
•The revised annual target for people entering therapy at Step 3 (High Intensity IAPT Service) is
5,967 with an annual investment of £3.7m, an increase of £669k
•Third sector organisations have been set a target of 293 people entering a Step 3 therapy p.a. with
funding of £140k
•The Step 3 target for MMHSCT IAPT service will be 5,674 people entering therapy p.a. with an
annual investment of £3.6m, an increase of £572k
•An internal Trust meeting has been arranged w/c 23rd May to discuss these proposals following
which a response will be made via the appropriate communication channels

14. A&E 12 Hours breaches from decision to admit
There were complexities around the initial freeing of a bed on SAFIRE due to acuity on the inpatient unit
and the need to move patients around the unit in order to free a male dormitory on SAFIRE. The
patients later refusal to transfer with a walking escort to Park House (transport was not available until
8am and movement without transport would have been unsafe and breached his privacy and dignity)
together with the agreed decision of the Director on Call and Consultant on call to use the SAFIRE
dormitory for three female patients who would otherwise have also breached. The patient was in a
calm, not aggressive or distressed condition but remained uncooperative with the transfer. The SIRI
investigation is currently underway.
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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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Medicines Optimisation Dashboard
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Workforce & Organisational Development Performance
Sickness Narrative
The unadjusted sickness figure for April 2016 is 4.59% which is a decrease of 0.21% from
March and is the lowest rate in the last 12 months, however, this may change as more data
is made available. The average rate for the period February, March & April 2016 is 4.95%,
which is a decrease of 0.87% in comparison with the previous 3 months (5.82%) and a
decrease of 0.56% compared to the same 3 months in 2015 (5.51%). The 12 month
sickness rate from May 2015 to April 2016 was 5.25%, a decrease of 0.55% in comparison
to the previous 12 months (5.80%).
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 highlight
hot spot areas to managers through divisional business meetings and individual one to one
meetings with line managers.
The Inpatient Adults service workforce assistant is continuing to support ward managers with
transactional management around sickness. He is focussing on reviewing return to work
interviews in terms of quality and checking that they are taking place and whether
employees are on appropriate stages in the attendance management process.
Bank & Agency
Bank and Agency usage and associated expenditure is monitored at the Establishment
Control Panel (ECP) on a fortnightly basis. Monitor and the TDA have introduced both a
ceiling of usage and a cap on the rates an Agency can charge for a worker with the latter
being effective from 23rd November 2015. Further reductions came into force 1st February
2016, and 1st April 2016. These restrictions are being monitored by the TDA and Monitor
with the Trusts being required to report performance against the ceiling quarterly and any
breaches to the cap on a weekly basis. We have had to report a small number of Junior
Doctors shifts as being paid slightly above the cap, as well as a small number of Band 6 A &
E liaison nursing shifts being paid over the cap in order to ensure safe service provision.
Since April 2016 cap reduction (£5.38M pa / £448.3K per month), there has been an
increased number of shifts paid above the cap, these being Social Workers and CPN’s in
community settings. Whilst we have attempted to negotiate with the agencies concerned to
ensure compliance with the cap they have advised they are unable to comply and the
workers themselves have refused to take a cut to their hourly rate. Where this is the case the
Trust is giving notice to these workers.
During April 2016, an average of 484 nursing in-patient shifts were filled each week, this is
an increase to the previous period of 478 shifts during March. This has increased by an
average of 51 shifts a week compared to the same period last year which was seeing an
average of 433 filled shifts. Over the last 12 months, the number of filled shifts has averaged
at 435 per week.
The average in-patient weekly bank, agency and overtime spend during April was £89.7K
and is a slight decrease from last period when it was £90.5K. This is a £10K increase on the
same period last year. There was an average of 536 shifts requested each week in April
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compared to 526 requested last period. Of the average weekly in-patient spend (£89.7K);
agency expenditure accounted for £55.1K, bank £23.4K and overtime £11.2K.
These have been filled with 50% agency workers, 40% bank workers and 10% went unfilled.
During the same period last year, 43% were filled with Agency workers, 50% Bank workers
and 14% were unfilled. This demonstrates that the fill rate has improved over the year.
The Trust is evaluating the use of the e-rostering system and monitoring the benefits which
include the ability for bank workers and agencies to view and book available shifts online,
with the aim of reducing agency spend.
The Trust is currently recruiting to 64 substantive inpatient vacancies (which includes 15
Support Workers, 25 Staff Nurses, 1 Modern Matron, 1 Ward Manager, 1 Deputy Ward
Manager, 18 Clinical Practice Lead, 1 Occupational Therapists, 1 Consultant,1 Trust Doctor)
compared with 57 in March and 79 at the same time last year. In addition, we are currently
recruiting to 38 administrative vacancies across the Trust in comparison to 31 in March and
31 at the same time last year.
There are 28 bank support workers currently going through recruitment checks. We have
recently advertised for Bank and are currently awaiting an interview date to be confirmed.
Of the 536 average weekly requested shifts, 83% of the requests were for Support Workers
and 17% were for Registered Nurses. During the last period (March) this split was 21%
Registered Nurses and 79% Support Workers. This remains consistent when compared to
same period last year. The main reason for the temporary staffing requests continues to be
observations / acuity however this has increased in April to 65% from March at 58%. Shifts
requested for reason of vacancy cover has dropped in this period to 23%, from 29% in
March. This remains comparable to last year’s figures when request reasons for vacancy
were 27%. The shifts requested for reason of short term sickness cover has decreased to
6% in April from 8% in March. The reason for shift request to cover for long term sickness
has remained at 3% in both April and the previous period.
The total monthly agency expenditure within the Adult Community Teams during March
was £57.9K this is the latest reporting month available from finance at this time. This
equates to an average weekly spend during March of £13.3K, whilst in Feb it was £9.2K.
The £57.9k is broken down as follows; social workers £38.6K and community nurses
£19.4K. In addition to the agency spend in March there was £1.4K attributable to qualified
bank nurses; £1.4 attributable to admin bank, and £613.00 in overtime expenditure. There
are a further 15 substantive vacancies being recruited to within the adult community teams
compared with 13 in March. At the same time last year the adult community teams were
recruiting to 15 vacancies.
Total agency Social Worker expenditure across the Trust in the last reporting month in
March was £68.1K; an average of £15.6K a week. This is an increase compared the Feb
when it was £14.1K a week. This is attributed as follows; Adult Community Teams (59%),
Later Life (8%), Prison (22%), and Urgent Care teams (11%). The Trust is currently in the
process of recruiting to 9 social work vacancies (6 within Adult CMHTs, 3 in Later Life
CMHT) in comparison with 7 in March (5 within Adult CMHT’s, 2 in Later Life CMHT).
Admin & Clerical total bank and agency expenditure for the month of March was £19.3k.
This is split as Bank admin £649.00 and agency £19,279.
The monthly expenditure figure for medical locums in April 2016 was £220K. This equates
to a weekly average spend of £41.5K compared to an average weekly spend of £39.5K
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overall in 2015/16, which is an increase of £2K per week. There was no expenditure on
Prison GP Medical Locum spend in April. The monthly locum expenditure on External
Trainees was £38.5K, which provides little change from the previous month. The April locum
spend for Consultants was £137K, which was due to vacant posts and cover for sickness
and maternity leave. £71K was spent on locum Consultants in AC&SI; £15K in AOWA;
£19K in Later Life and £32K in Specialties. The April locum spend for Staff Grades was
£44.5K, comprising £12.5K in AC&SI; £18K in Specialties and £14K in EIS.
A recruitment campaign for the Consultant vacancies will commence shortly and if
appointments are made, this will alleviate the Consultant locum expenditure.
Job Planning Round 2016/17
The position at the end of the 2015/16 round was that job-plans were completed, except for
the following:
•

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

•

Two formal requests were made for mediation, following which one appeal meeting
was scheduled to take place in April 2016. However, this was cancelled and a new
date is being arranged. A third job plan was not agreed and is out of the timeline for
mediation.

The table below provides details of the current status of the 2016/17 job planning round. Job
Planning training sessions for Consultants and Clinical Leads/Service Managers have been
booked to take place in May and June; and it is expected that job-planning meetings will
commence in June.
The job plan position as at 30th April 2016 is indicated by division in the table below:
Total
Consultants

MHSC
Consultants

Clinical
Academics

Actual
Required

Booked

Not
booked

Received
(complete)

Returned
(incomplete)

10

3

12

0

12

0

0

0

12

0

0

8

0

8

0

0

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

0

11

0

0

43

0

0

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

6

2

Total Figures
47

37

10

43

0
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Mandatory Training
To support compliance efforts, Mandatory Training continues to be reported weekly in
addition to the usual monthly report. This system has improved the accuracy and timeliness
of the information captured on the reports and the time-lag between completion and what is
reported has reduced to a maximum of 1 week. Managers continue to be asked to check
that the information in the reports and inform Organisational Development (OD) of any
anomalies.
The report produced each week provides figures for the Mandatory Core skills (which reflect
the Core Skills Framework) as well as figures for all the identified mandatory training. By
separating these two figures managers can action any non-compliance.
The table below shows the past two month’s overall compliance as well as compliance for 12
months ago for comparison.
Date
Core
Mandatory
Training Compliance
Total Mandatory
Training Compliance

April 2015
74%

March 2016
84%

April 2016
86%

69%

82%

84%

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

Review

April 2015
58%

March 2016
77%

April 2016
75%

Further to the Organisational Development Manager writing to all staff that were noncompliant, a further email is being sent to all managers of services that are below 50%
compliant in line with the CQC Action Plan.
A Personal Review compliance report is sent to managers mid month, in addition to the
usual monthly report. Any Personal Review completed and submitted to OD is inputted by
the end of each week (Friday) and is reflected in the report which is run twice each month.
Again, this system has improved the accuracy and timeliness of the information captured on
the reports however we continue to ask managers to check that the information in the
reports are correct and inform OD of any anomalies.
Included in the report is explanation that personal review compliance is monitored against
incremental dates and the link to the online tutorial is available to illustrate this. In practice,
this means that to be considered compliant within the report, reviews must be conducted no
earlier than 8 weeks before staff incremental dates and no later than the actual incremental
date. This is regardless of when reviews were last completed and whether these have
occurred within the past 12 months. For personal reviews that are submitted but are not in
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sync with the incremental date, feedback is given by OD of what action to take to assure
compliance.
Personal review training sessions continue to be delivered and an online video tutorial is
now available on both the homepage of the intranet and the Personal Review section of the
intranet.
Targeted emails have been sent to staff that were due their Personal Review within the next
eight weeks to remind them, this intervention will continue every two months.
Turnover
Please note that rates have been adjusted so that staff affected by TUPE transfer and
Trainee Clinical Psychology leavers are not counted in the turnover figures.
The turnover rate for April 2016 was 1.26%, an increase of 0.19% compared to March 2016
and also an increase of 0.60% in comparison to April 2015. The 12 month turnover rate for
the period May 2015 to April 2016 was 15.74%, whereas the rate for the previous year was
12.84%.
Other than the 30 staff that were TUPEd out of the Trust on 31st March, the majority of
leavers (34) in the period February – April 2016 left due for voluntary reasons. There were a
total of 55 leavers (excluding TUPEd staff) in this period, compared to 46 leavers in the
same period last year.
Employee Relations
Whilst there have been no new cases in April, a number of cases remain active and are
listed below:
Case Type

Number of Cases

Bullying & Harassment
Disciplinary
Fraud
Grievance
Grievance Appeal
Sickness Absence
Sickness Dismissal Appeal
Dismissal – Other Substantial Reason

3
17
2
5
2
3
2
1

There are a number of cases in Adults Inpatient in which the disciplinary investigations are
taking a significant amount of time to complete. Joint Unions intend to raise this as a
concern at JNCC
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Agenda Item: 23

Audit Committee Minutes
11 April 2016, 1.30pm – 3.00pm
The Boardroom, Chorlton House
Present:
Mr John Foster
Mr Tony Whetton
Mr Tim Gilpin

Non-Executive Director (Chair)
Non-Executive Director
Non-Executive Director

In Attendance:
Ms Sam Simpson
Ms Michele Moran
Mr Kevin Lloyd
Ms Sharon Brock
Ms Adele McKie
Ms Diana Paul

Director of Finance
Chief Executive
Assistant Director, Mersey Internal Audit Agency (MIAA)
Local Counter Fraud Specialist, Mersey Internal Audit Agency (MIAA)
Head of Financial Services
Personal Assistant (Minutes)
MINUTES

1

Apologies
Mr Hassan Rohimum, Executive Director, Ernst & Young LLP (EY), External Audit
Mr Michael Green, Manager, Ernst & Young LLP (EY), External Audit
Ms Evelyn Asante-Mensah, Non-Executive Director

2

Declarations of Interests
None were raised.

3

Minutes of 29 February 2016
These minutes were agreed as a true and accurate record.

4

Action Log
There were no outstanding actions requiring review.

Action

Director of Finance advised that the Head of Financial Services had co-ordinated
responses to questions posed to the Committee in the External Audit report to last
meeting which would be circulated to members for consideration.
5

Draft Internal Audit Plan 2016/17
Mr Lloyd, Assistant Director, MIAA, informed the meeting that there has been good
engagement between Internal Audit staff and the Senior Management Team in relation
to discussing the audit reviews undertaken and agreeing the main areas for audit
focus in 2016/17.
The plan outlines a 3 year strategy, which includes 2017/18 as good practice to show
the programme over a period of time. Mr Lloyd stated he is mindful of the current
Trust Development Authority (TDA) transaction process and recognises that the TDA
will have its own risk assessment processes in place for this process; therefore the
Where People Matter Most

transaction process will not be part of the Trust’s audit plan. However it was noted
that the outlined programme would be flexible and any changes required either via the
request of a Director, the TDA or Internal Audit would be considered. Additional areas
to be looked at may also arise through the Director/Non-Executive Directors service
visits which are scheduled through the year.
The Committee noted that the actions agreed as part of audits undertaken in 2015/16
will continue to be monitored over the coming year and progress reported in the follow
up report.
Mr Gilpin, Non-Executive Director enquired as to whether the use of bank and agency
should be brought into the 2016/17 audit plan. The Director of Finance advised that
there are no specific issues to focus on from an assurance perspective and confirmed
that this area would continue to be looked at as part of the day to day business of the
Trust.
Mr Lloyd assured the meeting there are specialists for different areas of work within
the Internal Audit Team who take responsibility for the audits in area their area of
expertise.
The Chair requested a paragraph to be added to the report with regard to the TDA
Transaction process. Mr Lloyd agreed to develop a form of words around this and
circulate to members for agreement outside of the meeting.
The Committee noted the report and the ease in which the report could be
understood.
6

Head of Audit Opinion
Mr Lloyd, Assistant Director, MIAA, informed the meeting the Interim Audit overall
opinion in relation to Internal Control is:
Significant Assurance, can be given that there is a generally sound system of
internal control designed to meet the organisation’s objectives, and that controls
are generally being applied consistently. However, some weaknesses in the
design or inconsistent application of controls put the achievement of a particular
objective at risk.
The Committee noted the Director of Internal Audit Opinion Statement.
The basis of forming the opinion was on key pieces of work undertaken over the past
year which informed the Trust’s Assurance Framework and included looking at the
following critical business systems:
-

Financial Systems
IM&T
Performance
Quality
Workforce
Governance, Risk & Legality
Follow-Up (these were noted to have been taken seriously by the
Directors/Senior Management and all have been completed, except one which
is due to be completed soon.)

In response to a query from Mr Whetton in relation to IAPT, the outcome of the audit

KL

was presented to the February meeting and Mr Lloyd provided assurance to the
Committee that the audit undertaken was around data quality which met the required
outcomes being measured.
Mr Lloyd also noted that Directors/Senior Management owned the recommendations
made and timelines for the actions requiring completion, this support has been greatly
appreciated by the Audit Team.
The Chief Executive thanked the Audit Team for the work which they have undertaken
over the previous year.
The Committee noted the report.
7

Internal Audit Progress Report
Mr Lloyd, Assistant Director, MIAA, informed the meeting that a review had been
undertaken of the Trust’s Assurance Framework. The Committee noted the outcome
of this was positive with the following comments - the Assurance Framework is
structured to meet the NHS requirements which could be more visibly used by the
Board and clearly reflects the risks discussed by the Board.
The Chair requested for a working group to meet to look at the role of the Audit
Committee and it was agreed that the Director of Finance would discuss with the Trust
Secretary how this could fit in with the annual effectiveness review of the Committee.

SS

The Committee noted the report.
8

Internal Audit Follow Up Report
Mr Lloyd, Assistant Director, MIAA, informed the meeting that one audit action is
outstanding in relation to E-Rostering, however it was noted whilst not complete
progress towards implementation has been evidenced; a revised implementation date
has been assigned at the request of management.
The Job Plans audit is due to be presented to the next meeting.
Feedback of Learning to Staff audit, evidence is still being sought before final sign off.
The meeting agreed for Quality Board to have sight of this audit once it has been
signed off.

PK

The meeting requested original and extension dates to be included within future
reports to ensure there is clarity with regard to timings.
The Committee noted the report and thanked Mr Lloyd for the work he and his team
have done over the past year.
9

Briefing Note
Preparing for Nursing Revalidation
The Committee requested that this briefing to be included within Midday Mail and
noted that Trust Board has previously received a paper with regarding this. It was also
noted that the paper was a very useful succinct paper on the topic.

SS

Insight Papers
Audit Committee Update
Mr Lloyd stated he would ensure members are included on the distribution list to

KL

receive Briefing Notes as they are released.
The Committee noted the above documents.
10

Anti-Fraud Annual Report
Ms Brock, Local Counter Fraud Specialist informed the meeting that the report outlines
work undertaken from April 2015 until March 2016.
The reports states under Prevent and Deter there is one incident which has 2 amber
areas associated with it around staff knowledge and procedures, actions are being
undertaken to address these and the overall rating is expected to turn green.
The report also outlines the work which has been undertaken under the following
headings:
- Strategic Governance
- Inform and Involve
- Prevent & Deter
- Hold to Account
With regard to referrals made, 3 remain open with work continuing to be progressed.
The Committee requested timelines regarding the completion of investigations be
included within the report.
Ms Brock also informed the meeting that Anti-Fraud is now part of the Staff Induction
programme, to reinforce the importance of making staff aware of their own
responsibilities as well the Trusts.
The Committee noted the report and thanked Ms Brock for the work she has
undertaken over the past year.

11

Reports with High or Significant Assurance
The following reports were circulated to Committee members prior to the meeting:
- Information Governance Assurance Review Assignment Report 2015/16

12

2016/17 Work Programme and Scale Fees (Public Sector Audit Appointment)
Ms McKie, Head of Financial Services informed the meeting of the recent publication
by Public Sector Audit Appointments. The report states no changes have been made
to the work programme, consequently the scale fees have also remained the same.
The meeting noted this will be the last year where External Auditors will be appointed
for the Trust and as of 2017/18 the Trust would be required to procure their own. The
Trust may not be required to undertake this task due to the current transaction process
but recognise that the Trust would need to consider this if there were any delays in the
process.
The Committee noted the update.

13

Waivers
Ms McKie, Head of Financial Services informed the meeting that the report is a
summary of the waivers that have been authorised by the Chief Executive covering
the period 23 February 2016 – 31 March 2016, in which 1 new waiver has been
authorised.

SB

The work was required to an urgent timescale and it was noted a tender process had
been previously undertaken for similar work and the supplier was deemed to be best
value for money.
The Committee noted the report.
14

Losses and Special Payments
Ms McKie, Head of Financial Services informed the meeting that the report outlines
the register of losses and special payments that have been signed off by the Chief
Executive or Director of Finance. Since the last report 4 payments have been made.
The meeting was also informed additional steps have now been included within the
authorisation process whereby in addition to the requirement to complete a notification
of loss form and a Datix incident report, Service Managers are also further required to
identify what actions have been taken to address the issue from which the lose arose
in order to minimise the risk of any reoccurrence.
The Committee noted the report.

15

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

16

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

17

A.O.B.
None were raised.

18

Date of Next Meeting
To be arranged in conjunction with reviewing and signing off the end of year Financial
and Quality Accounts before going Trust Board for final approval.
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Agenda Item: 24

Transformation Programme Board (TPB)
14 April 2016, 2.30 – 4.30pm
Boardroom, Chorlton House
Present:
Michele Moran
Tony Whetton
Sam Simpson
Maeve Boyle
Gary Gillett
Ilsa Finigan
Dr Zac Fitzgerald
Dr JS Bamrah
Dr Parveen Sharma
Diane Chadwick

Chief Executive (Chair)
Non-Executive Director
Director of Finance
Strategic Programmes Manager
Deputy Chief Nurse/Director of Quality Assurance
Divisional Director Community Place Based Care
(Deputised for Philip King, Chief Operating Officer/Chief Nurse)
Lead Consultant (Inpatients Adults) (attended from 3pm)
Medical Director
Lead Consultant (Community Adult) North (attended from 3pm)
Head of Financial Planning (Deputised for Sam Simpson, Director of Finance)

In Attendance:
Diana Paul

Personal Assistant (Minutes)
MINUTES

The meeting was not quorate until item 8, any decisions made will be brought back to the next meeting
for formal approval.
1.

Declaration of Interests
None declared.

2.

Apologies
Damien Longson, Director of Research, Development & Innovation
Dr Mark Evans, Lead Consultant (Specialties)
John Harrop, Director of Strategy/Deputy CEO
Dr Taseer Kazmi, Lead Consultant, (Urgent Care)
Richard Barnard, Clinical Director Psychological Services and Wellbeing Services
Mary Smith, Head of Social Work
Patrick Cahoon, Head of Patient Experience
Philip King, Chief Operating Officer/Chief Nurse
Petra Brown, Chief Pharmacist
Debbie Hodkinson, Director of Workforce and OD
Sam Simpson, Director of Finance

3.

Minutes of Meeting – 10 March 2016
The minutes of the meeting were agreed as a true record and will come back to the next
meeting for formal approval.

4.

Matters Arising/Action Log
There were no outstanding actions requiring review.

5.

Devolution Manchester and Mental Health System Update
The CEO updated the meeting of the following:
- Jon Rouse has now been appointed as Chief Officer of the Greater Manchester
Health & Social Care Partnership, start date yet to be announced.
- The Chief Operating Officers for the 3 Commissioning areas are to be re-

Action
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-

-

established as of the end of May. It is expected that Ian Williamson will return to
Central CCG at this time.
Estates Strategy - oversight from a clinical perspective will be sought in due
course.
A Research/Innovation document has been circulated and shared with the Senior
Management Team. It was noted there is limited information on mental health
within it. Comments have been requested to be submitted by 23 April.
Locality Plan – clarification via a high level strategic meeting is in process of being
established to determine which phase that mental health will be part of.
Transformation Workshop has been set up for 29 April 2016 and some Trust
representatives will be attending – further update will be provided at next Board
meeting.

The Board noted the verbal update.
6.

Consideration of MH Strategy and associated work for the Trust for 2016/17
The Chief Executive deferred this item to the May meeting to ensure a full discussion
could be had.

7.

Transactions Process Update
The Chief Executive informed the meeting of the following:
-

-

Greater Manchester West and Pennine Care Trusts draft submission proposals
were due in today.
Dialogue meetings to take place next week with the respective organisations with
final submissions due in at the end of May.
Following evaluation of the submissions, it is anticipated that NHS Improvement
will announce the preferred provider in late Summer 2016. Subject to this
announcement, the due diligence process will then commence.
Corporate Directors have been asked to look at what extra support will be
required in their areas to undertaken the due diligence work.

The Board noted the verbal report.
8.

Revised Observations Policy
The Deputy Chief Nurse/Director of Quality Assurance informed the meeting the
document has gone through the necessary channels for review and comment. The Lead
Consultant (Inpatients Adults) informed the meeting the policy has been discussed at the
Consultants meeting, no issues were raised.
The Board approved the policy, following minor amendments and requested the
document be circulated to ensure immediate implementation.

9.

GG

Copying of letters to Patients
The Medical Director informed the meeting the policy is to provide support to staff to
assure compliance with DH guidelines that all patients have the right to receive a copy of
letters written about them to another professional.
The Strategic Programmes Manager suggested that one-off meeting takes place to
ensure appropriate harmonisation between the policy and outpatients SOP involving
Medical Director, Lead Consultant (Community Adults – North) and other key personnel.
This was agreed.

MB
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The Governance Team will undertake a 3-month audit and Internal Audit will also do a full
audit later in the year.

PK and
SS

The Board approved the policy.
10.

Professional Disagreement Policy
The Board noted the draft policy is a good starting point and requested the following to be
included before seeking further comments:
- How professional disagreements are to be resolved between divisions
- Cross reference with relevant disciplinary and personnel policies
- Consideration of a flowchart to assist with clarity of understanding by all staff.
The Board noted the draft policy and requested the final version be presented at the May
meeting for approval.

11.

JSB

Proposed Changes to SMB and TPB – Final Draft ToR
The Strategic Programmes Manager informed the meeting that SMB and TPB had
previously been requested to comment on both sets of terms of references (ToRs), these
have been taken into consideration and updated version of the TPB ToR is due to go to
the May 2016 Trust Board for approval to enable them. It was noted that the revised
TOR for both meetings will come into effect from May 2016 onwards.
It was requested that Strategic Programmes Manager re-sends the email seeking
clinicians’ views regarding proposed changes to SMB and TPB.

MB

The Board noted the verbal update.

12.

Minutes of Sub Committees
Research & Innovation Committee (R&I)
The Board noted the minutes of 21 March 2016.
The Board requested an update on Manchester Academic Health Science Centre comes
to the June 2016 meeting.

13.

Workforce & OD Committee
The Board noted the minutes of 6 April 2016 will come to the May 2016 meeting.
The Board requested for the following updates to come to the next meeting:
- Workforce and OD planning with a clinical focus
- Alternative ways of working

14.

15.

DL

DH

Informatics and IT Committee
The Board noted the March meeting was cancelled due to the number of apologies.
Information Items
Items Arising From The Meeting Requiring Communication Or Risk Register
Consideration
Communication
Observation Policy and Professional Disagreement to be included within either Team
Brief or Midday Mail.

GG &
JSB
with
Comms
Team
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16.

Future Agenda Items
May – LLLB Place Based Care
- Mental Health Strategy and Locality Plan
- 4-hour waits (CRISP)
June – MASC Update

17.

Any Other Business
Clinical Directors
The Chief Executive informed the meeting the Trust is investing money within the clinical
area and part of this work will be to look at appointing Clinical Directors to support the
Divisional Directors, job descriptions are currently being developed and these will focus
on interdisciplinary and multi-disciplinary work. Staff consultation will be launched shortly
and posts will be open to medical staff.
Outpatients
Work is progressing with regarding to embedding the SOP into this area; however it was
recognised that further work is still required before developing this area further. It was
noted a work plan for 2016/17 is currently being developed and relevant people will be
involved in the discussions regarding this.
METS (Manchester Engagement Team)
The Team has now moved into Hexagon Towers.
Staff Appreciation Week
During the week of 18th April 2016 activities have been planned as part of Listening into
Action, based on feedback from staff that they want to feel more appreciated for the
fantastic job they do within the Trust.
Alcohol Problems
Clear communication regarding the service which the Trust is contracted to provide to be
circulated to staff to ensure the Trust is not providing a service which it is not being paid
for.
Service Retraction
Feedback on the Public Consultation Exercise was part of the report that was presented
at March 2016 Trust Board meeting along with preferred idea for the potential reinvestment of £200k. The Board agreed to go ahead with its plans to retract the identified
services and approved the £200k monies for a streamlined Creative Wellbeing Service
(CWS). The Operations CIP Delivery Board will consider the proposed CWS model at its
next meeting before it goes to the Executive Team for final consideration before
commencing the staff consultation.

18.

Date of Next Meeting
12 May 2016, 2.30 – 4.30pm, Boardroom, Chorlton House
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Agenda Item: 25

Transformation Programme Board (TPB)
12 May 2016, 2.30 – 4.30pm
Boardroom, Chorlton House
Present:
John Harrop
Tony Whetton
Maeve Boyle
Deborah Goodman
Ilsa Finigan
Dr Zac Fitzgerald
Patrick Cahoon
Petra Brown
Debbie Hodkinson
Dr Rosie Clarke
Dr Mark Evans
Dr Zac Fitzgerald
Dr Parveen Sharma
Diane Chadwick
Damien Longson

Deputy CEO/Director of Strategy (Chair)
Non-Executive Director
Strategic Programmes Manager
Deputy Director of Operations
(Deputised for Philip King, Chief Operating Officer/Chief Nurse)
Divisional Director Community Place Based Care
Lead Consultant (Inpatients Adults)
Head of Patient Experience (left at 3.45pm)
Chief Pharmacist
Director of Workforce and OD
Lead Consultant (Community Adult – Central)
Lead Consultant (Specialties) (left at 4.15pm)
Lead Consultant (Inpatients Adults) (attended from item 6 onwards)
Lead Consultant (Community Adult) North (attended from item 9 onwards)
Head of Financial Planning (Deputised for Sam Simpson, Director of Finance)
Director of Research, Development & Innovation

In Attendance:
Jane Garnett
Graham Mellors
Bridget Hughes
Diana Paul

Research & Innovation Manager
Head of Strategic Business Development
Divisional Manager, Psychological and Wellbeing Services (attended for item 13)
Personal Assistant (Minutes)
MINUTES

1.

Declaration of Interests
None declared.

Action

2.

Apologies
Dr Taseer Kazmi, Lead Consultant, (Urgent Care)
Richard Barnard, Clinical Director Psychological Services and Wellbeing Services
Philip King, Chief Operating Officer/Chief Nurse
Michele Moran, Chief Executive
Sam Simpson, Director of Finance
Gary Gillett, Deputy Chief Nurse/Director of Quality Assurance
Dr JS Bamrah, Medical Director
David Marsden, Professional Head of OT

3.

Minutes of Meeting – 14 April 2016
The minutes of the meeting were agreed as a true record and will come back to the next
meeting for formal approval.

4.

Matters Arising/Action Log
The action log was reviewed and will be updated for the next meeting.

5.

Devolution Manchester and Mental Health System Update
The Deputy CEO/Director of Strategy informed the meeting there is no new information
from the update provided at the last meeting.
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The following updates were provided by members at the meeting:
- A lot of work is underway to obtain greater economy of work around services with initial
focus on acute care.
- Development of governance arrangements around the greater economy and footprint
work is underway and some groups (Estates/Finance/Pharmacy) have been
established.
- A senior lead has been appointed to lead on the Pharmacy aspect.
- Research and Innovation aspects do not appear to have been included in any of the
work to date.
The Board noted the verbal update.
6.

Feedback on Transformation Workshop
The Head of Strategic Business Development informed the meeting that Mental Health
Commissioners organised a workshop with a range of providers and partners in
attendance and with a specific focus on the mental health aspects of Manchester’s
investment proposal for the Greater Manchester Transformation Fund. It was a positive
workshop with a wide selection of organisations in attendance.
It was noted that a subsequent workshop has been held to which Service Users and
Carers were invited to. The Trust responded to this invitation as positively as possible
within the available timescales.
Each Borough has submitted plans for the Fund based on their Locality Plans.
The Board noted the verbal update.

7.

Consideration of Mental Health Strategy and Associated Work for the Trust for
2016/17
The Deputy CEO/Director of Strategy asked for comments with regard to the Strategy, the
following comments were received:
It is unclear if the strategy has been driven by research evidence.
Number of potential opportunities are:
 To reduce cost and pool resources.
 To develop a Greater Manchester Bed Management System
 To standardise services
 To develop service areas (centres) of expertise and excellence and direct patients
to these centres
 To develop specialist services along similar lines as clinical networks, eg.
Personality Disorders.
Potential barriers could arise where some organisations may not want to share
resources.
Increasing recognition of the need for organisations to collaborate with each other.
£146m was mentioned in the document, no reference or explanation has previously
been made to this financial figure.
There is no needs assessment shown and how this can be addressed.
Health Innovation Manchester - a post has been advertised but there is no mention of
mental health within the role.
Clarity needed around when and how clinical representatives will be involved in the
working groups.
The Deputy CEO/Director of Strategy agreed to raise the 2 latter points.

JH

The Board noted the update.
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8.

Locality Plan and LLLB Place Based Care
The Head of Strategic Business Development informed the meeting the focus of this report
is around the future integration of mental health services into One Team and the
importance of establishing arrangements that will enable continued collaborative working
between the Trust and Commissioners on LLLB pending the outcome of the transaction.
It has been agreed Manchester Provider Board will lead the implementation of phase one
of One Team and report to the Executive Health and Wellbeing Group. Governance
arrangements and a milestone plan are being worked up. Phase one will be implemented
during the course of 2016/17. Over the same period a Local Care Organisation will be set
up to hold the contract for integration services from April 2017.
Clarity regarding the position of mental health is underway in terms of what can be done
this year and plans for the future. Four of the Trust services likely to directly involved
include Health & Wellbeing (now known as Buzz), Adult and Later Life CMHTs and IAPT
services.
The Trust is part of the communications/engagement programme and a network is being
developed within services to ensure staff can obtain a full understanding of the broader
changes which are taking place.
The Kings Fund published the following report in March 2016 ‘Bringing Together Physical
and Mental Health’ where a case for integration has been clearly set out.
The Head of Strategic Business Development was asked to keep the meeting informed
and, if and when required, for a workshop to be set up.
The Board noted the report.

9.

Single Hospital System
The Deputy CEO/Director of Strategy informed the meeting the first stage of the Single
Hospital Service Review has now been completed.
The meeting acknowledged this work will involve real change across the City and
recognised its complexity. It was acknowledged that inclusion of mental health within this
work would be a real opportunity for greater integration within the system as a whole.
The Board noted the report.

10.

Transaction Process - Update
The Deputy CEO/Director of Strategy updated the meeting on the following:
The Trust, Commissioners and other relevant parties contributed to a suite of
documents as part of the Memorandum of Information prepared for the potential
acquiring Trusts to assist with compiling information for their bids;
The current part of the process is known as the ‘clarification period’ where both Trusts
can request clarity on information which they have received noting that any responses
are shared with all parties concerned.
Timeframes for final submission is 1 June 2016 which will be followed by an
evaluation process;
The Trust representatives will be contributing to evaluation process solely in an
advisory capacity;
Engagement process with Trust staff and Service Users/Carers is planned for 17 June
2016 and format has yet to be finalised;
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-

Following evaluation, it is envisaged that a recommendation will be made to the
Transaction Board at the end of June 2016 and then the NHS Improvement
(previously TDA) Board will make the final decision on the preferred acquirer in July
2016;
Following approval of preferred acquirer, the due diligence process will begin;
It is envisaged that the transfer of the Trust will take place during 2016/17.

-

It was noted that NHS Improvement have thanked the Trust with how quickly they have
responded to the requests received. It was agreed that the Deputy CEO/Director of
Strategy would suggest the inclusion of Research and Innovation aspects as part of the
evaluation process.

JH

The Board noted the verbal update.
11.

Professional Disagreements Policy – Next Iteration
The Clinical Leads confirmed that this paper had been recently discussed at their Medical
Managers meeting and some concerns had been raised. Further discussion took place in
the meeting and agreed further consideration needs to be made regarding:
-

What is/are the issues the paper is trying to solve?
Should it be classed as a Standing Operating Procedures document to manage
clinical professional conflicts.
Be clear if concern is around behaviour issues then these should be referred/
managed through other relevant policies.

The Director of Workforce and OD to feedback comments to the Medical Director to ensure
a final version of the document can be presented to the next meeting.

DH

The Board noted the report.
12.

Revised Terms of Reference for SMB (Senior Management Board) and TPB
The Strategic Programmes Manager highlighted the main changes to the TPB terms of
reference. Clarification was requested regarding membership in relation to Clinical
Directors and Clinical Leads. Director of Workforce and OD and Strategic Programmes
Manager agreed to discuss this further with Chief Executive.

DH &
MB
with
MM

The Board noted the new Terms of Reference.
13.

Service Retractions – Proposed Creative Wellbeing Service Model and
Implementation Plan
The Divisional Manager, Psychological and Wellbeing Services attended for this item who
outlined the proposed service model for the £200k reinvestment.
The Strategic
Programmes Manager highlighted some key aspects of the implementation plan for Board
Members to note.
The Board approved the model and asked for clinical members to feedback any clinical
implications and/or concerns to the Divisional Manager, Psychological and Wellbeing
Services and Strategic Programmes Manager by the 30 May 2016.

14.

All

Minutes of Sub Committees
Research & Innovation Committee (R&I)
The Board noted the minutes of 16 May 2016 will come to the next meeting.
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The Director of Research and Innovation and the Research and Innovation Manager
delivered a presentation in relation to the previous year’s work and highlighted the main
key areas. It was agreed a similar presentation should be given to Trust Board.

JH

The meeting agreed further discussion on R&I’s work would be beneficial and for this item
to come back to a future TPB meeting (in August or September 2016).

DP

15.

Workforce & OD Committee
The Board noted the April meeting was cancelled.

16.

Informatics and IT Committee
The Board noted the minutes of 13 April 2016.
The Committee approved the reviewed Terms of Reference.

17.

Information Items
Items Arising From The Meeting Requiring Communication Or Risk Register
Consideration
None were raised.

18.

Future Agenda Items
June – 4-hour waits (CRISP)

19.

Any Other Business
None were raised.
Date of Next Meeting
9 June 2016, 2.30 – 4.30pm, Boardroom, Chorlton House
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Minutes of the Quality Board
Wednesday the 20th April 2016, 12.30 – 14.30
The Boardroom, Chorlton House

Chair:
Present:

Vicki Baxter

Non-executive Director

Philip King
Michele Moran
Gary Gillett
Ilsa Finigan
John Scampion
Petra Brown
Karen Keighley
Sam Simpson
JS Bamrah
Stuart Logan
Gill Mayer
Helen Hobday
Mary Smith
David Marsden

Chief Operating Officer/Chief Nurse
Chief Executive
Deputy Chief Nurse
Divisional Director Community & Place Based Care
Non-executive Director
Chief Pharmacist
Lead Nurse
Director of Finance
Medical Director
Risk Manager
Clinical Audit & Quality Coordinator
Head of Coroners and Mental Health Act Services
Professional Head of Social Work
Professional Head of OT

In attendance: Maeve Boyle
Rita Kenny,
Item
1.

Strategic Programmes Manager (agenda Item 12)
PA (Minutes)
Action

Welcome and apologies for absence
Apologies were received from Patrick Cahoon and Debbie Hodkinson.

2.

Declaration of Interests
No declarations were made.

3.

Minutes of last meeting
The minutes of the 16th of March were approved as an accurate record.

4.

Action Log
As the Chief Operating Officer / Chief Nurse is new to this role, the agenda for
April QB was shortened. Another reason for this was to spend adequate time on
the Quality Account. The action log will be looked at in detail at the May
meeting.
Action: PK and VB to meet on the 28th of April to discuss future agendas
and work plans.

5.

CQUIN Quarterly Report
GG presented the report.
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All CQUINS for the quarter 3 submission were rated as passed by
commissioners following their final review and CQUIN leads are currently
preparing their final reports for the quarter 4 submissions. This is due to be
sent to the City Wide Commissioning and Quality Team by 21st April as per the
reporting schedule. The final financial position following this submission will be
agreed by mid to end May, following the usual processes. The final position will
also be reported in the Trust’s Quality Accounts which are currently in
development.
The CQUIN Scheme for 2016/17 has now been developed and is due to be
agreed for inclusion in this year’s contract. This will include 4 local CQUINS
around IAPT, Rehabilitation peer review, crisis plans and the learning disability
pathway. There will also be 4 Greater Manchester CQUINs around shared care,
crisis concordat, IAPT recovery and IAPT IM&T standards. National CQUINS
for 2016/17 will include aridity around staff health and wellbeing, healthy food,
flu vaccination and cardio metabolic assessment for service users with
psychosis.
At this stage there is an issue in agreeing specific detail regarding the CAMHS
element of the crisis concordat GM CQUIN. However commissioners are aware
of the issues and are supportive of the Trust’s position.
A further update on the final year end position for quarter 4, and the final agreed
CQUIN Scheme for 2016/17 will be presented at the May Quality Board.
6.

CQC Mental Health Act
HH provided an update.
All the MHA polices have been reviewed and updated in line with the revised
Code of Practice.

7.

Mental Health Act Activity Update
MS provided a brief update.
In February 2016 the Committee discussed the subcategories “Detention
appears defective” and “Inappropriate use of MHA”. This doesn’t mean that it
was unlawful and the issue arises due to the lack of categories on the Datix
system. The Datix recording descriptor for MHA implementation incidents has
now been reviewed.
Action: Report to be submitted to QB on a quarterly basis. MS to ensure
this is provided.

8.

MS

IRMCGC Report
SL presented the report to the Committee.
The patient property risk has been removed from the register in light of the audit
monitoring arrangements which are in place. The Committee expressed
concern and sought further assurance.
Action: GG to investigate and to provide more evidence on how the
decision was reached.
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The absence of a permanent consultant on Poplar was discussed. There is a
temporary solution in place with a consultant starting in May.
A visit by the Home Office to HMP is scheduled for the 21st of April. Issues with
security and deliveries at Manchester were discussed and also the quality of
cleaning provide.
Action: PK to discuss with the prison governor and the Infection and PK
Prevention Control Lead Nurse.

9.

Mortality Review Annual Business Plan
SL presented the report.
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.
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.
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.
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.
Suicide scrutiny meetings are held with Prof Nav Kapur and invitations are
issued to other Trusts in the North West. There is a reluctance of the part of
other Trusts to share data with MMHSCT.
Action: MM agreed to discuss with CEOs to encourage sharing of data.

10.

MM

Quality Account
The Quality Account for 2015/16 is currently in production. It is being developed
in line with National Guidance released in February 2016. A production
schedule has been developed to support the delivery of the Quality Account in
line with National Reporting Schedule on 30th June 2016.
Ernst Young have been appointed as the external auditors for this iteration of
the Quality Account and a meeting has already taken place with representatives
from Ernst Young and Trust representatives including; Chief Nurse and Director
Quality Assurance, Deputy Chief Nurse and Deputy Director Quality Assurance
and Head of Patient Experience.
The external auditors have commenced the process of providing assurance for
the mandated quality indicators.
Preliminary feedback is that no significant issues have been identified relating
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to how data for the quality indicators has been produced.
A first draft of the Quality Account 2015/16 has been produced. All nominated
content leads have been advised the deadline for content is Wednesday 13th
April 2016. There are a limited number of cases that information can only be
provided on 21st April 2016, the reason being that data will be released by
external agencies e.g. NRLS.
Following receipt of outstanding further information a further draft of the Quality
Account will be produced. This will be shared with the Executive Team and any
final amendments will be made prior to sending the document to the required
external stakeholders; Clinical Commissioning Groups, Chair of the Health
Scrutiny Committee for Manchester City Council and the Chief Officer of
HealthWatch Manchester.
It is expected that this will take place on 25th April 2016 in line with previous
iterations of the Quality Account.
All external stakeholders will be reminded of the statutory period of 30 working
days to provide feedback on the content of the Quality Account. On receipt of all
feedback, a final version of the Quality Account will be presented at Audit
Committee, where it will be provided with the required assurance opinion prior
to being signed off at the June Trust Board.
As required the Quality Account will be published on the NHS Choice website
and the Trust website on Thursday 30th June 2016 in line with National
requirements.
Action: Any comments or feedback to be sent to GM by close of play on
Thursday the 21st of April.
The Quality Account was approved by Quality Board.
11.

Matters for Escalation
There were no matters for escalation this month.

12.

Any Other Business
Plan for next round of Junior Doctors Industrial Action between 26 – 28th April
2016
The Medical Director and the Strategic Programmes Manager presented the
report.
A letter will be sent from HR to the junior doctors clarifying expectations and
asking for a response on whether they are participating in the industrial action.
The next round of industrial action differs from previous rounds in that no
medical cover will be provided by junior doctors from 8am to 5pm on both
identified days. Cover from 17.00hrs to 08.00hrs on each of the above days will
be emergency cover only. As this reflects our normal out-of-hours cover,
special arrangements do not need to be made.
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In drawing up the plan, the Medical Director and clinical leads have planned on
the assumption that all juniors will be involved in the strike action. In the event
that any juniors do come into work then there is a prioritisation plan for their
redeployment. Based on figure of 104 doctors within the Trust, approximately
50% were at work on day one and 60% on day two for the last round of
industrial action (6th and 7th April 2016).
The Medical Director and Clinical Leads have considered and planned the
following medical cover arrangements for the industrial action period:
Consultant cover for South and North Emergency Departments (A&E Depts)
from 07.55hrs to 17:00hrs on each day of industrial action thus allowing
appropriate medical handovers. These consultants will also be providing on-call
cover for general psychiatry– 09.00hrs to 17.00hrs on each day.
2 Consultants providing cover for Specialist Registrars – 09.00hrs to 17.00hrs
on each day.
Support by consultants to Central A&E Dept as an additional arrangement
noting that no dedicated junior doctor presence is normally provided.
The Medical Director and Clinical Leads have identified that a prioritisation plan
for redeployment of medical resources where junior doctors report for work on
either day of the industrial action as follows (in priority order):
Contribute and/or take-over cover arrangements at North A&E Dept.
Contribute and/or take-over cover arrangements at South A&E Dept.
Specialist registrar (SpR) on-call cover along the lines as per Christmas Day
cover.
Contribute to support arrangements at Central A&E Dept.
Later Life consultants have agreed to provide cover within their locality areas
including cover to inpatient wards and for emergencies (both community and
A&E) for Later Life patients.
A request was made to postpone 4 MH tribunals but this has been refused.
Responsible Clinicians who have MHA sections due to elapse during the strike
period (2 in total) have been asked to consider bringing MHA assessments
forward. ECT sessions will run as planned and an anaesthetist has been
confirmed.
A “command and control” prompt sheet with appropriate contact details will be
issued to all relevant staff.
The number of cancelled outpatient clinics has been kept to a minimum. 6 new
patients and 18 follow ups are being rebooked.
The lack of availability of section 12 approved doctors to assist with any MHA
assessments could present a problem. A rota has been compiled and shared
with neighbouring Trusts. Section 4 (consultant and AMHP) could be used, in
exceptional circumstances, but this is not considered good practice.
Action: GG to alert matrons regarding nurses’ holding power.

GG

Action: Brief update to be provided for Trust Board in April.
Quality Board Minutes
20th April 2016

Page 5 of 6

13.

The Quality Board approved the plan.
Date and time of the next meeting
Wednesday the 18th May 2016, The Boardroom, Chorlton House,
12.30 – 14.30
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√
√
√
√
√
√
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GM HEALTH & SOCIAL CARE DEVOLUTION STRATEGIC
PARTNERSHIP BOARD
MINUTES OF THE MEETING HELD ON 18 MARCH 2016

Bolton CCG

Wirin Bhatiani

Bolton Council

Councillor Cliff Morris
Margaret Asquith

Bolton NHS Foundation Trust

Dave Wakefield
Jackie Bene

Bridgewater Community Healthcare FT

Dorothy Whittaker

Bury Council

Councillor Mike Connolly
Mike Owen

Bury CCG

Stuart North

Central Manchester CCG

Ed Dyson

Central Manchester FT

Darren Banks
Mike Deegan

Christie NHS Foundation Trust

Christine Outram
Roger Spencer

Community Pharmacy GM

Bruce Prentice

Five Borough Partnership NHS Foundation Trust

Simon Barber

GM ACCG’s

Andrea Dayson

GMCA

Andrew Lightfoot
Liz Treacy

GMCVO

Alex Whinnom

GM Dental Advisory Group

Elaine Hawthorne

GM H&SC Devolution Team

Rob Bellingham
Katy Calvin-Thomas
Warren Heppolette
Geoff Little
Wendy Meredith
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Claire Norman
Sarah Senior
Ian Williamson
GM Interim Mayor

Tony Lloyd

GM Interim Mayor’s Office

Clare Regan

GMIST

Julie Connor
Lindsay Dunn

GMLMC/Primary Care

Tracey Vell

GM West Mental Health NHS Foundation Trust

Neil Thwaite

Health Innovation Manchester

Clive Morris

Healthwatch GM Network

Ann Day

Manchester CC

Councillor Richard Leese
Carol Culley

Manchester Mental Health & Social Care Trust

Michelle Moran

North Manchester CCG

Mike Greenwood

Oldham Council

Councillor Jean Stretton
Emma Alexander

Oldham CCG

Majid Hussain

Pennine Acute NHS Trust

Gill Harris

Pennine Care NHS FT

Michael McCourt

PWC

Jonathan House

Rochdale BC

Councillor Richard Farnell
Steve Rumbelow

Salford CC

Mayor Ian Stewart
Jim Taylor

Salford CCG

Hamish Stedman

Salford Royal Foundation Trust

Jack Sharp
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South Manchester CCG

Caroline Kurzeja

Stockport CCG

Ranjit Gill
Gaynor Mullins

Stockport NHS FT

Ann Barnes

Stockport MBC

Councillor Sue Derbyshire
Andrew Webb

Tameside MBC

Councillor Kieran Quinn
Steven Pleasant

Tameside NHS FT

Paul Connellan
Giles Wilmore

Tameside and Glossop CCG

Steve Allinson

Trafford Council

Councillor Michael Young
Helen Jones

UHSM

Silas Nicholls

Wigan Council

Councillor Peter Smith (In the Chair)
Donna Hall

Wigan CCG

Tim Dalton

SPB 22/16

WELCOME AND APOLOGIES

Councillor Peter Smith welcomed all present to meeting of the GM Health and Social
Care Devolution Strategic Partnership Board.
Apologies were received as follows;
Sean Anstee, Sir Howard Bernstein, Eamonn Boylan, Barry Clare, Sir David Dalton,
Chris Duffy, Mike Eeckelaers, Damien Finn, Denis Gizzi, Theresa Grant, Geoff Little,
Dharmesh Patel, Theresa Grant, John Scampion, Martin Whiting, Carolyn Wilkins
and Simon Wooton.

SPB 23/16

MINUTES OF THE MEETING HELD 26 FEBRUARY 2016

The minutes from the meeting held on 26 February 2016 were submitted for
consideration.
Resolved /–
To approve the minutes of the meeting held on 26 February 2016 as a correct
record.
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SPB 24/16

HEALTH & SOCIAL CARE – CHIEF OFFICERS UPDATE

Ian Williamson, Interim Chief Officer, GM Health and Social Care Devolution Team,
updated the Board on the progress to date and a summary of the key work streams
in preparation for taking charge on 1 April 2016.
Following the successful completion of the commitments set out in the Memorandum
of Understanding (MoU) signed in February 2015, the Health and Social Care
Programme Board met for the final time on 11 March 2016. It is proposed that
quarterly meetings will now take place between Head of Paid Service GMCA, NHSE
Chief Financial Officer and the GM Chief Officer.
Locality plans are at various stages of development and a programme of support will
be agreed with localities and put in place to develop 10 robust locality plans. A
transparent view of the progress of locality plans will be summarised and shared with
the Executive and Board in April 2016.
The outcome of consultation with organisations and the public regarding the
Strategic Plan published in December 2015, will be shared with the Board at the
meeting in April 2016.
Resolved /1. To note the report.
2. To agree that summarised locality plans will be brought to the Executive and
Board in April 2016.
3. To agree that the final plan ‘Taking Charge of our Health and Social Care in
Greater Manchester’ (including implementation priorities, public feedback and
financial framework) to be endorsed by the Board in April 2016.

SPB 25/16 TRANSFORMATION FUND CRITERIA
Stuart North, Chief Officer NHS Bury CCG and Katy Calvin Thomas, GM Health and
Social Care Devolution Team, took the Board through a report which provided an
update on and support for continued work to deliver the operating model for the
Transformation Fund.
The paper includes an update on the work to agree the criteria, the key design
questions and the ongoing work to agree the operating principles of the Fund.
There will be £60m Transformation Funding available in 2016/17 and all proposals
will be assessed against the agreed criteria.
The Board requested an update with regard to treatment and financing of existing
Vanguards.
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Resolved /1. To endorse the continuing work on developing the Fund criteria into a range
of ‘test’ questions.
2. To approve the proposed process for operation of the Fund in principle and
note further work to be undertaken to enable full sign off in April 2016.
3. To approve the proposed process for testing early ‘pre-commitments’ to the
Fund in principle and note further work to be undertaken to enable sign off in
April 2016.
4. To note that further work is undertaken on the design features of the Fund
and that a final process will be brought to the Strategic Partnership Board in
April 2016.
SPB 26/16 IMPLEMENTATION PRIORITIES
Katy Calvin Thomas updated the Board on the progress to develop implementation
plans and priorities in the GM Strategic Plan and the locality plans.
The implementation framework has been developed and structured around the five
transformation themes which describe the high level deliverables in years 1 and 2
and then years 3 to 5.
The report provides an update on the progress to develop implementation plans in
the context of the vision to deliver the greatest and fastest possible improvement to
the health and wellbeing of the people of Greater Manchester, the GM Strategic Plan
and the locality plans.
Resolved /1. To note the identified initial priorities for year 1 2016/17.
2. To note that a more detailed implementation plan will be taken through
appropriate governance structures for approval alongside the final Strategic
Plan in April 2016.
SPB 27/16 GM COMMISSIONING FOR REFORM STRATEGY
Steven Pleasant, Chief Executive of Tameside MBC provided the Board an overview
of the work undertaken regarding the production of the GM Commissioning Strategy.
This has been developed under the direction of the Joint Commissioning Board with
input from a series of leadership groups.
The scope of the ambition in the strategy is aligned to the priorities described in the
Strategic Plan and is a driver for Public Service Reform. Particular thanks were
noted to Rob Bellingham, Tim Griffiths and Rachel Pykett for their contribution to the
development of the GM Commissioning for Reform Strategy.
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The Board supported the production of the strategy and highlighted the requirement
to engage the public to transform the role of public services in order to bring about
reform.
It was proposed to approve the Commissioning Strategy as a final draft, with a three
month process which will incorporate further stakeholder engagement, the
completion of an Equality Impact Assessment, further work on the implementation
plan and further assessment of schemes for investment.
Resolved /1. To approve the Commissioning for Reform Strategy as a final draft.
2. To agree the process for the next three months.

SPB 28/16

PRIMARY CARE UPDATE

Gaynor Mullins, Chief Operating Officer Stockport CCG and GM CCG Primary Care
Lead introduced a report which provided an update on the progress being made to
develop Primary Care at scale as a driver towards the delivery of integrated care
across Greater Manchester.
Previous reports have updated the Board on the progress made in localities, since
then there has been significant work with CCG’s to include Primary Care in their
delivery plans.
Dr Tracey Vell, Chair of GM LMCs supplemented this with an update with regard to
the different commissioning powers from 1 April which will support the move towards
integrated care and Primary Care provider involvement in Devolution.
Resolved /1. To note the progress with regard to Primary Care development and its close
connectivity to the wider programme of integrated health and care in GM.
2. To note that the Primary Care governance for devolution is now established
and in place.

SPB 29/16

ESTATES

Geoff Little, Deputy Chief Executive, Manchester CC presented a report which
updated the Board on the progress on the estates work stream and associated
capital requirements, and in particular the development of two Memorandums Of
Understanding (MoUs). It clarifies the purpose of developing two MoUs and presents
for approval the key principles upon which they will be drafted. The MoUs will be
presented to the Board in April for approval.
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Agreeing the MoUs by the end of April is key to enabling other work to commence,
but it is an aggressive timeline that can only be met with support and cooperation of
all GM partners, particularly providers.
Resolved /1. To note the contents of the report;
2. To approve the key principles as the basis for further work to finalise the
MoUs.
3. To share these principles and the proposed process with the relevant people
within organisations.
4. To agree the proposed governance around formally approving the MoUs by
the end of April.

SPB 30/16

LISTENING AND ENGAGEMENT PERIOD

Claire Norman, GM Health and Social Care Devolution Team updated the Board on
the progress between January to March 2016 on the listening and engagement of
the Strategic Plan ‘Taking Charge Together’.
The aims during this period where to increase awareness and understanding of
devolution, actively engage with people on their own health and build new on and
offline networks with partners, voluntary and community sectors and carers.
Once the campaign closes on 31 March the next steps involve collating the feedback
and reporting back to the Board in April with a view to sharing the information with
partners.
Feedback from the Board was that the campaign had been positively received and
helped to deliver a consistent brand for further engagement for partners.
Resolved /To note the progress and next steps.

SPB 31/16

AGEING WELL

Steven Pleasant presented a report that updated the Strategic Partnership on
progress towards establishing a Greater Manchester Ageing Hub. The Strategic
Partnership Board was requested to support the Memorandum of Understanding
with the Centre for Ageing Better to assist the delivery of the work.
From a communications perspective, the Board suggested the use of different
terminology in order to engage the public.
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Resolved /1. To endorse the vision and priorities for the Greater Manchester Ageing Hub.
2. To agree that the Chair of the Board provides a supporting signature to the
Memorandum of Understanding between GMCA and the Centre for Ageing
Better.
SPB 32/16

HEALTH INNOVATION MANCHESTER

Mike Deegan, Central Manchester Foundation Trust provided an overview to the
Partnership of the role that innovation will play in delivering the aspirations of
devolution and increase regional economic growth in the sector.
GM has submitted a place based bid to be awarded a Bio Medical Research Centre.
Shortlisting will take place in April and if successful interviews will take place in early
summer.
Clive Morris, Director, Health Innovation Manchester, provided a paper which
updated the Board on the planning for the creation of Health Innovation Manchester.
He explained that this will be an umbrella ‘organisation’ intended to cohere the
organisations involved with health and lifescience innovation across the conurbation.
Resolved /To note the progress and endorse the next steps.

SPB 33/16

FINANCE, BUDGETING AND REPORTING

Sarah Senior, Chief Finance Officer, GM Health and Social Care Devolution Team
provided a paper to the Board which confirms the draft finance, budgeting and
reporting arrangements to support the Greater Manchester Health and Social Care
Devolution programme.
The paper sets out those NHSE commissioning functions that will transfer to GM and
the proposed approach to establishing the accountability of different bodies under
devolved arrangements from 1st April 2016/17.
The paper has been widely circulated across both GM organisations and national
bodies, and has been commended for approval by both the Strategic Partnership
Board Executive and Programme Board.
Resolved /To approve the paper and its content.
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SPB 34/16

ACCOUNTABILITY AGRREMENT

Rob Bellingham, GM Health and Social Care Devolution Team, presented a report
with attached draft accountability agreement which highlights the statutory functions
and delegated responsibilities between NHS England and Greater Manchester from
2016/17.
The paper and its contents have been widely circulated across both GM
organisations and national bodies, and has been commended for approval by both
the Strategic Partnership Board Executive and Programme Board.
Resolved /To approve the paper and its content.

SPB 35/16

DELEGATION ARRANGEMENTS FOR GM

Rob Bellingham provided a paper to the Board that highlights the proposed changes
to NHS England’s internal delegation arrangements which will enable GM Health and
Social Care ‘go-live’ on 1 April 2016.
The paper and its contents have been widely circulated across both GM
organisations and national bodies, and has been commended for approval by both
the Strategic Partnership Board Executive and Programme Board.
Resolved /To approve the paper and its content.

SPB 36/16

GM TAKING RESPONSIBILITY – RECOVERY IMPROVEMENT AND
DELIVERY

Warren Heppolette, GM Health and Social Care Devolution Team, updated the
Strategic Partnership Board on the proposal of a system-wide improvement and
recovery approach to the GM Health and Social Care system delivery challenges.
The aim is to establish a system which owns the process of assurance and
performance improvement and an approach that recognises the need to manage the
risk of significant under performance.
Members commented that the opportunity exists for the GM Health and Social Care
Partnership to demonstrate it is the best connected public service delivery model in
the country.
Resolved /1. To note the report and the approach described.
2. To agree the next steps and recommendations as set out at section 8 and 10
of the report.
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SPB 37/16

NHS IMPROVEMENT

Ian Williamson, presented a report to the Board that sets out the relationship that has
developed between Greater Manchester and NHS Improvement and sets out the
relationship and working relations relationship that will be in place from April 2016.
The paper and its contents have been widely circulated across both GM
organisations and national bodies, and has been commended for approval by the
Programme Board. The Provider Federation Board are now due to consider the
report.
Resolved /1. To support the proposals in the report.
2. To formally endorse the report with comments from the Provider Federation.
3. To note that further reports will be presented on the development of working
relationships between GM and NHS Improvement in due course.

NEXT MEETING DATES
Future meetings of the Strategic Partnership Board are arranged as follows:
Friday 29 April 2016

GMP HQ, Central Park

Friday 27 May 2016

Stockport TH

Thursday 30 June 2016

TBC

Friday 29 July 2016

TBC
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