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BOARD OF DIRECTORS (Meeting in Public)
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AGENDA – PART 1
ITEM
01
Apologies for Absence

ACTION
To Note

PRESENTED BY
Rupert Nichols, Chair

TIME
1.00pm

02

Service Presentation: Buzz – The Manchester
Health and Wellbeing Service

To Note

1.00pm

03

Declarations of Interest in Agenda Items

To Note

Bridget Hughes, Divisional
Manager (Psychological and
Wellbeing Services)
All

04

Minutes of the Previous Meeting - Joint Board To Approve
of Directors and Council of Governors
meeting held 27th February 2017

Rupert Nichols, Chair

1.30pm

05

Matters Arising from the Previous Meeting

To Note

Rupert Nichols, Chair

06

Chair and Chief Executive Report:

To Note

Rupert Nichols, Chair

06.01 – National and Regional Update

07

08
09
10
11
12

1.30pm

1.35pm

Bev Humphrey, Chief Executive

OPERATIONAL PERFORMANCE
Board Performance Report (January 2017)
To Note
Neil Thwaite,
Deputy Chief Executive/Director
of Development & Performance
GOVERNANCE AND QUALITY
Post CQC Inspection Priority Action Plan
To Note
Deborah Partington, Director of
Manchester Services
Board Assurance Framework (March 2017)
To Approve Andrew Maloney, Director of HR
and Corporate Services
Council of Governor Election – Declaration of To Note
Rupert Nichols, Chair
Results
Register of Interests – Annual Review
To Note
Kim Saville, Company Secretary
Fit and Proper Persons Test – Annual
To Note
Kim Saville, Company Secretary
Declaration

1.40pm

1.55pm
2.05pm
2.15pm
2.20pm
2.25pm

13

HR AND ORGANISATIONAL DEVELOPMENT
National NHS Staff Survey 2016
To Note
Andrew Maloney, Director of
HR and Corporate Services

2.30pm

14

Apprenticeship Levy

2.40pm

15

To Note

Andrew Maloney, Director of
HR and Corporate Services

COMMITTEE REPORTS/MINUTES
Quality Governance Committee:
To Note
Kathy Doran, Non-Executive
Director
15.01 – Minutes of the Meeting held 9th
February 2017 (ratified)

2.50pm

15.02 – Chair’s Report of the Meeting held
9th March 2017

16

ANY OTHER BUSINESS
To Note
All

Any Other Business

2.55pm

DATE AND TIME OF NEXT MEETING
The next Board of Directors’ Meeting will take place on Monday 15th May 2017 at 1.00pm in Meeting Rooms 1
and 2, 1st Floor, The Curve.

RESOLUTION
The Board is invited to adopt the following:
‘That representatives of the press and other members of the public be excluded from the remainder of this
meeting, having regard to the confidential nature of the business to be transacted’

Board of Directors – Part 1
TITLE OF REPORT:

Minutes of the Previous Meeting – Joint Board of Directors and Council of Governors
Meeting held 27th February 2017
27th March 2017
04
Rupert Nichols, Chair
Kim Saville, Company Secretary

DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):
EXECUTIVE SUMMARY:

The Board of Directors are asked to approve the minutes of the previous meeting
held on 27th February 2017, subject to a review by the Council of Governors in April
2017.

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

Minutes of previous Board of Directors meetings

THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
x
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
x
Objective 5 – Enable staff to reach their
achieve their goals
potential and innovate
Objective 3 – Engage in effective partnership
X
Objective 6 – Achieve financial strength and
working
be well-governed
DOES THIS REPORT ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?
If ‘yes’:
DATIX ID

RECOMMENDATIONS:

Strategic Objective

To approve

Description (as per BAF)

No

x
x
x

UNRATIFIED
PUBLIC JOINT BOARD OF DIRECTORS AND COUNCIL OF GOVERNORS MEETING, MONDAY
27th FEBRUARY 2017, 10.20AM, ROOMS 1 AND 2, 1ST FLOOR, THE CURVE
PRESENT:
Board of Directors:
Rupert Nichols
Anthony Bell
Margaret Campbell
Stephen Dalton
Kathy Doran
Gill Green
Ismail Hafeji
Bev Humphrey
Julie Jarman
Andrea Knott
Pauleen Lane
Andrew Maloney
Deborah Partington
Neil Thwaite

-

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

-

Public Governor (Bolton)
Public Governor (Salford)
Staff Governor (Medical)
Public Governor (Other North West)
Lead Governor
Public Governor (Trafford)
Staff Governor (Nursing)
Public Governor (Salford)
Staff Governor (Psychological Therapies)
Public Governor (Trafford)
Service User and Carer Governor

Council of Governors:
Les Allen
Peter Baimbridge
Fareed Bashir
Rob Beresford
Anne Broadhurst
Paul Butcher
Stuart Edmondson
Jonathan Elster
Katie Pownell
Sylvia Seddon
Margaret Willis

IN ATTENDANCE:
Steph Neville
Stakeholder Development Manager
Kim Saville
Company Secretary
Plus, one member of the public (Shirley Porter)
1

No.
32/17

Item
Welcome and Introductions

Action
Noted

33/17

Rupert Nichols, Chair, welcomed Board members, governors and other attendees
to the meeting. He noted the impending changes to the membership and
composition of the Council of Governors, which will come into effect from 1st
April 2017, and the significance of this meeting in that context. The Trust’s three
new Non-Executive Directors (Stephen Dalton, Andrea Knott and Pauleen Lane)
introduced themselves to the Council of Governors.
Apologies for Absence
Noted
Apologies for absence were received from:

34/17

35/17

36/17

• Dr Chris Daly, Medical Director
• Ann Cunliffe, Appointed Governor (Bolton MBC)
• William Gallagher, Public Governor (Bolton)
• Sarah McDonald, Staff Governor (Non-Clinical)
• John McLellan, Public Governor (Salford)
• Eddie Murdoch, Staff Governor (Non-Clinical)
• Phil Saxton, Public Governor (Other North West)
• Julie Turner, Staff Governor (Non-Clinical)
Declarations of Interest

Noted

There were no declarations of interest in agenda items from members of the
Board of Directors or Council of Governors.
Minutes of the Previous Meeting of the Board of Directors held 30th January Approved
2017
The minutes of the Board of Directors meeting held 30th January 2017 were
accepted as a true and correct record by the Board members.
Minutes of the Previous Meeting of the Council of Governors held 6th December Approved
2016

37/17

The minutes of the Council of Governors meeting held 6th December 2016 were
accepted as a true and correct record of the meeting by those governors present.
Matters Arising from the Previous Meetings
Noted

38/17

Rupert Nichols drew the Board members’ attention to the Board of Directors
action log, noting that all agreed actions were on track. He noted that there were
no outstanding actions from previous Council of Governor meetings.
Chair’s Report
Noted
Rupert Nichols presented his Chair’s Report to the governors. He noted the
significant level of activity across the Trust since the previous meeting, including
the completion of the acquisition of Manchester Mental Health and Social Care
NHS Trust (MMHSC). He drew the governors’ attention to a number of key items
2

in his report including the publication of the spring/summer Recovery Academy
prospectus; HSJ’s placing of Bev Humphrey, Chief Executive, in the Top 50 NHS
Chief Executives; the relaunch of the Trust’s website under its new name; and
the changes to the membership of Board Committees following the appointment
of the new Non-Executive Directors. He advised that both Pauleen Lane and
Andrea Knott have undertaken a range of service visits as part of their induction
programme.
With reference to the Trust’s financial performance, Les Allen, Public Governor
(Bolton), sought further understanding of the Trust’s rationale for not accepting
its Control Total in 2016/17. Bev Humphrey advised that the proposed Control
Total would have placed the Trust under undue financial pressure during the
transition to the combined entity. She confirmed that the Trust has agreed a
Control Total for the combined entity for 2017/18.
Jonathan Elster, Public Governor (Salford), welcomed the work to develop shared
values for the combined entity. He requested that a list of locations and dates for Action:
AM/SN
the workshops are circulated to governors.

39/17

Members of the Council of Governors noted the Chair’s Report.
National and Regional Update
Bev Humphrey summarised the national and regional update. From a national
perspective, she highlighted the pressures on mental health services and the
concern that additional funds are yet to reach the front-line. She noted that
commissioners are being asked by NHS Improvement to demonstrate their
investment in mental health services and the Trust is watching this develop at a
regional level. From a Greater Manchester perspective, Bev Humphrey confirmed
that the ten boroughs are continuing the progress the development of their
Locality Plans, which will support the delivery of Greater Manchester’s overarching strategic plan. She noted that the Trust is actively involved in this work in
Bolton, Salford, Trafford and Manchester and that each plan is at a different
stage of development. She also noted the significant pressures on adult social
care and the implications for mental health services.
Bev Humphrey continued by outlining the changes to how acute trusts in the
region are working together. She provided an example from the Provider
Federation Board as to how the ‘chain model’ approach is enabling challenges to
be addressed.
Jonathan Elster referenced recent media coverage regarding 7-day access to GPs
via hubs and questioned the impact for the Trust. Bev Humphrey confirmed that
the integrated care approach includes primary care and that all boroughs are
considering the configuration of GP practices. She noted that a significant
proportion of the Greater Manchester transformation fund has been targeted at
enabling 7-day access and that the Trust’s model of care in Manchester is
focused on working within the 12 neighbourhood teams, each of which aligns
3

Noted

with the configuration of its respective GP practices.
Rupert Nichols reflected on the complexities at a regional level and the influence
of Bev Humphrey in terms of keeping mental health at the forefront of
discussions.

40/17

All noted the report and supported its continued use at Board of Directors and
Council of Governor meetings.
Manchester Mental Health and Social Care NHS Trust (MMHSC) Acquisition – Noted
Update on Progress
Neil Thwaite, Deputy Chief Executive/Director of Development and Performance,
presented an update on progress with the acquisition to the meeting. He
acknowledged the invaluable support and guidance received from the Council of
Governors prior to and during the transaction process.
Neil Thwaite summarised the background to the acquisition and confirmed that
the transaction completed, on plan, on 1st January 2017. He noted the speed of
the transaction in the context of a thorough three-stage due diligence process
and the award of a ‘green’ transaction risk rating from NHSI. He provided a
snapshot of the former organisations (GMW and MMHSC) and an overview of
the scale of the combined entity noting, in particular, the geographic spread of
GMMH.
Neil Thwaite confirmed the detail of the transaction agreement, including the
investment package agreed with Manchester CCGs, Greater Manchester Health
and Social Care Partnership and NHSI. He advised that this investment will enable
the Trust to deliver on the transformation priorities set out in the bid and
outlined the scale of the challenges faced with regard to out of area placements
(OAPs) and agency expenditure. He highlighted the development of a Social
Asset Fund and the benefits of introducing the Living Wage for eligible
Manchester employees. He also confirmed that a number of ‘quick win’
environmental improvements will be undertaken in the next few months to
improve basic standards. Deborah Partington, Director of Manchester Services,
advised that the focus of this work will be on inpatient wards, in particular Park
House in North Manchester.
Neil Thwaite concluded by summarising the organisational change process,
noting that this is an uncertain time for many members of staff. He outlined the
support being provided during this period from an organisational development
perspective, including the work to develop shared values. He summarised the
clinical transformation priorities and the governance structures overseeing these
developments. He noted the continuing role of the Transaction and
Transformation Committee of the Board of Directors, the Manchester Acquisition
Group (MAG) and the two new steering groups which are focused on clinical
transformation and transition and integration. He confirmed that progress is
being tracked via the Post-Transaction Implementation Plan (PTIP) and a benefits
4

tracker.
Jonathan Elster welcomed the plans to deliver improvements to Park House,
noting that the Trust’s findings reflected feedback he has received from service
users. Neil Thwaite set the planned short-term improvements in the context of
the longer-term capital plans. He advised that the Trust is actively involved in the
planning of capital developments across the North Manchester site.
Anne Broadhurst, Lead Governor, extended congratulations to all involved for
the completion of a successful transaction. She also provided feedback from a
service user and carer meeting attended as part of the initial procurement
process.
With reference to the development of a combined performance report for
GMMH, Les Allen indicated that it would be beneficial for governors to
understand how GMMH’s performance compares to the GMW’s and MMHSC’s.
Neil Thwaite assured governors that this would be clarified in the performance
summary. He also noted that performance will continue to be reported on a
Trust-wide basis as well as at borough/CCG level. Rupert Nichols advised that it
would be useful for governors to receive a tracker against the key transformation
deliverables at future meetings.
Rob Beresford, Public Governor (Other North West), sought further
understanding on the Trust’s plans to manage OAPs and redesign the acute care
pathway. Neil Thwaite advised that the development of community services will
be key and assured the meeting that there were no plans to close beds. He noted
that, as a short-term measure, additional beds are being opened in Salford to
enable the repatriation of OAPs. Deborah Partington confirmed that 4 beds
opened on Ewan McColl Ward in September 2016 and a further 10 are planned
to open by the end of March 2017.

41/17

Jonathan Elster requested that governors receive a copy of the presentation Action: KS
slides.
Developing the 2016/17 Quality Account
Approved
Neil Thwaite briefed the meeting on the approach to developing the 2016/17
Quality Account and the timetable for development. He confirmed the statutory
role of the Council of Governors in agreeing a local indicator for external
assurance. He summarised the current Quality Account improvement priorities
of the former GMW and former MMHSC and noted the quarterly assurance
provided to the Quality Governance Committee (QGC) with regard to GMW’s
priorities. He noted that with the increased frequency of QGC meetings, work is
ongoing to reshape how assurance is provided on the Quality Account.
Neil Thwaite drew the meeting’s attention to the six proposed improvement
priorities for GMMH for 2016/17, which are subject to consultation with key
stakeholders. He summarised the rationale for change to the existing priorities,
5

noting in particular the inclusion of carers in Priority 1.
Neil Thwaite outlined the external assurance process, including the two
mandated indicators, and sought the view of governors on the two options
presented for a local indicator (appraisals and complaints). He provided feedback
from KPMG on the potential challenges in auditing complaints. Jonathan Elster
and Anne Broadhurst supported the choice of appraisals as a local indicator. Paul
Butcher, Public Governor (Trafford), suggested serious incidents as an
alternative, with reference to the data presented in the Performance Report. Neil
Thwaite welcomed this suggestion but outlined the potential difficulties in
auditing the robustness of this data. Kathy Doran, Non-Executive Director,
offered the support of the Quality Governance Committee in developing a useful
brief for the auditors in relation to serious incidents. Stephen Dalton, NonExecutive Director, also saw the value in governors receiving feedback on the
way serious incidents are handled, noting that they are a good indicator of care
quality. He also advised that unexpected deaths, albeit not always categorised as
serious incidents, will be a major focus going forward. Gill Green, Director of
Nursing and Operations, committed to delivering a presentation to the July 2017
meeting of the Council of Governors on the management of serious incidents, Action: GG
including trends analysis and lessons learned. On this basis, the governors
approved appraisals as a local indicator for external assurance in the Quality
Account.

42/17

The Board and Council of Governors noted the proposed approach to developing
the Trust’s 2016/17 Quality Account.
Update on Council of Governor Elections
Noted
Kim Saville, Company Secretary, briefed the meeting on progress with the
Council of Governor elections. She advised that, of the 22 elected governor seats
on the newly reconfigured Council of Governors, 19 are up for election. The
three staff governors appointed in September 2016 (Stuart Edmondson, Francis
Wilkinson and Katie Pownell) will continue their term of office. She confirmed
that the nominations phase of the elections concluded at the end of January
2017 and 54 nominations have been received for the 19 seats, indicating a
significant level of interest in the Trust. She noted that one seat – Staff (Medical)
– is uncontested and Dr Victoria Sullivan is elected unopposed. She
acknowledged the 10 existing governors who have put themselves forward for
re-election and wished them every success. She confirmed that the deadline for
returning ballot papers is 5pm on Thursday 9th March 2017 and results will be
declared on Friday 10th March 2017.

43/17

The meeting noted the update.
Lead Governor Verbal Report

Noted

Anne Broadhurst briefed the meeting on her developing role as Carer
Ambassador, noting that she will have regular meetings with Neil Grace, Carer
Lead, in this role as well as participating in CARE Hub meetings. She advised that
6

the next Carers Listening Event will be a smaller, local event given the recent
changes to the Trust.
Anne Broadhurst confirmed that she will continue to be heavily involved in, and
supportive of, the organisation, following her retirement as Lead Governor. She
extended thanks to those individuals who have supported her, and the wider
Council of Governors, over the last nine years and expressed pride in the
organisation and all its staff.
Anne Broadhurst shared an article from the Citizens Advice Bureau regarding a
new benefits cap for service users, which will come into effect from 1st April
2017.

44/17

45/17

Rupert Nichols thanked Anne Broadhurst for her dedication and input on behalf
of the Board of Directors and governors.
Quality Governance Committee – Minutes of the Meeting held 12th January Noted
2017 (Ratified)
Members of the Board of Directors noted the minutes of the Quality Governance
Committee held 12th January 2017.
Quality Governance Committee – Chair’s Report of the Meeting held 9th Noted
February 2017
Kathy Doran, Non-Executive Director, presented her Chair’s Report on the
Quality Governance Committee meeting held on 9th February 2017. She
confirmed that, since January 2017, the Committee now meets on a monthly
basis. She noted that Manchester colleagues have been welcomed to the
Committee post-acquisition and the atmosphere has been positive, with good
engagement from all parties. She advised that work is ongoing to determine how
the Committee can work most effectively going forward, but confirmed ‘deepdives’ will be undertaken on a quarterly basis going forward into areas including
mortality and serious incidents.
In response to a query from Les Allen, Kathy Doran clarified the absence of
reports from a number of the Committee’s sub-groups.

46/17

The meeting noted the Chair’s Report.
Audit Committee – Chair’s Report of the Meeting held 6th February 2017
Andrea Knott presented highlights from her report on the Audit Committee
meeting held on 6th February 2017. She advised that the external audit plan for
2016/17 has been agreed and clarified the audit arrangements for the periods
pre- and post-acquisition. She noted the positive feedback from Mersey Internal
Audit Agency (MIAA) on three recently completed audits and confirmed that the
internal audit plan for the combined entity for 2017/18 will be agreed at the next
meeting of the Audit Committee in April 2017. She also provided an update on
discussions regarding the process for tender sign-off. She noted that following
7

Noted

the meeting it has been agreed that a broader matrix, comprising financial and
non-financial measures, will be used to provide assurance to Non-Executive
Directors on tender risk factors prior to submission.

47/17

The meeting noted the Chair’s Report.
Board Performance Report (December 2016)

Noted

Neil Thwaite presented the closing Board Performance Report for GMW. He
confirmed that the report demonstrates a strong position for the organisation
and drew the meeting’s attention to the highlights outlined on the report cover
sheet, including a ‘good’ rating from the Care Quality Commission (CQC), positive
Friends and Family test and Community Patient Survey results, and achievement
of all NHSI mental health indicators with the exception of the new IAPT recovery
target. He noted that the Trust’s performance against the recovery target
remains one of the highest in the region and the target was missed by a very slim
margin.
Neil Thwaite summarised the exception highlights. He advised that the Trust’s
performance against NHSI’s Single Oversight Framework is indicative as
definitions are not yet confirmed. He also noted that sickness absence rates are
against a locally-agreed target of 5.75%.
Paul Butcher sought further information on the reduction in bed occupancy at
the Gardener Unit. Gill Green briefed Board members and governors on the
transfer of services for youth offenders from HMP Hindley to HMP Wetherby
approximately 18 months ago, and the implications of this for the Trust. She
confirmed that the Trust has established a positive working relationship with
HMP Wetherby and noted that beds at the Gardener Unit are commissioned
under a block contract arrangement.
In response to a query from Jonathan Elster, Neil Thwaite provided a rationale
for the Trust’s performance against the MHSDS – Data Completeness metrics in
the Single Oversight Framework. He noted that following the recent publication
of the indicator definitions, the Trust would have achieved the targets. He
confirmed that once all definitions have been finalised, NHSI will also publish
national benchmarking data. Jonathan Elster also sought assurance on the
management of commissioner expectation of the military veterans service. Bev
Humphrey confirmed that a number of productive meetings have taken place
with commissioners and all parties are supportive of a broader approach to
service provision.

48/17

The meeting noted the December 2016 Board Performance Report.
Chair and Non-Executive Director Appraisal Process 2016/17
Rupert Nichols presented a proposed new approach for Chair and Non-Executive
Director appraisal, which is more targeted towards the specific requirements of
the roles, and is clear and easy to administer. He noted that he had used a similar
8

Approved

approach successfully in other organisations and proposed that this approach
was tested this year and could evolve in future years as required.
Les Allen questioned whether governors should provide feedback on NonExecutive director performance. Rupert Nichols confirmed that responsibility for
Non-Executive Director appraisal rests with the Chair. He noted the relatively
limited interaction between governors and Non-Executive Directors and the
challenges in establishing effective mechanisms for governors to hold NonExecutive Directors to account.

49/17

The Council of Governors approved the proposed new approach to Chair and
Non-Executive Director appraisal.
Any Other Business
Noted

50/17

There were no items of other business.
Closing Remarks

51/17

Rupert Nichols closed the meeting by acknowledging the involvement and effort
of all retiring governors. He noted that the significant, valued contribution of
governors was apparent from his first meeting as Chair of the Council of
Governors, as was the close working relationship between the Council of
Governors and Board of Directors. He summarised the activities of the Council of
Governors over the last 12 months and described governor input as constructive
and supportive. He thanked all governors for their support and expressed hope
that those governors standing for re-election are successful.
Date and Time of Next Meeting
Noted

Noted

The next Board of Directors meeting will take place on Monday 27th March 2017
at 1.00pm in Rooms 1 and 2, 1st Floor, The Curve
The next Council of Governors meeting will take place on Monday 10th April 2017
at 10.30am in Conference Room 7, Ground Floor, The Curve
Certified as a true record of the meeting

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

……………………………………………………………
Date
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Action Log – Part 1

Meeting Minute
No.
July-16
169/16

Item
Service User
Engagement
Strategy 2016 to
2019
Doctors in Training
2016 Contract
Implementation
Reducing Agency
Expenditure

July-16

173/16

Nov-16

263/16

Dec-16

288/16

Board Assurance
Framework

Jan-17

10/17

Board Performance
Report

Jan-17

12/17

Board Assurance
Framework

Action

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

Forecast
Owner
Completion
31/07/2017 Gill Green, Director
of Nursing and
Operations

Update to be brought to Board on cost 31/10/2016
implications of new contract implementation

27/03/2017 Andrew Maloney,
Director of HR and
Corporate Services
Andrew Maloney,
Director of HR and
Corporate Services
Ismail Hafeji,
Director of Finance,
Capital and IM&T

Consideration to be given to future agency 31/03/2017
expenditure targets for the combined entity
and opportunities to influence
Ismail Hafeji to co-ordinate a review of quality 13/04/2017
issues associated with PARIS via the IM&T
Strategy Group and report back to the Quality
Governance Committee in 3-4 months’ time
Gill Green agreed to prepare a briefing note for 27/02/2017
new Board members on the Trust’s clinical
governance arrangements, including the
management of incidents

Risk scores for Risk ID. 2608 (IM&T) and Risk ID. 27/03/2017
2611 (financial sustainability) to be reviewed
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Status

Targets
agreed

Gil Green, Director
of Nursing and
Operations

Briefing
provided
via
induction
meetings

Andrew Maloney,
Director of HR and
Corporate Affairs

Reviewed
- no
change

Meeting Minute
No.
Feb-17
38/17

Feb-17

40/17

Feb-17

41/17

Item
Chair’s Report

Manchester Mental
Health and Social
Care NHS Trust
(MMHSC)
Acquisition –
Update on Progress
Developing the
2016/17 Quality
Account

Action

Agreed
Timescale
List of dates and locations of values workshops 10/03/2017
to be circulated to governors
Jonathan Elster, Public Governor (Salford),
welcomed the work to develop shared values
for the combined entity. He requested that a list
of locations and dates for the workshops are
circulated to governors
Presentation slides to be circulated to 10/03/2017
governors

Gill Green to deliver a presentation to the July 10/07/2017
2017 meeting of the Council of Governors on
the management of serious incidents, including
trends analysis and lessons learned.

Not yet due
Completed on time
In progress and on target
Incomplete and overdue
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Forecast
Owner
Completion
Andrew Maloney,
Director of HR and
Corporate
Services/Steph
Neville, Stakeholder
Development
Manager
Kim Saville,
Company Secretary

Gill Green, Director
of Nursing and
Operations

Status

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

National NHS Staff Survey 2016
27th March 2017
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Andrew Maloney, Director of HR and Corporate Affairs
Andrew Maloney, Director of HR and Corporate Affairs

EXECUTIVE
SUMMARY:

The 2016 National NHS Staff Survey results have now been published.
The summary survey results attached detail the outcomes from staff formerly within
both Greater Manchester West and Manchester Mental Health and Social Care Trust.
The reports detail outcomes against a number of key findings and show in year
progress alongside comparisons with all mental health providers.
The survey results are utilised externally by Regulators as part of their assessment
frameworks. The outcomes from the surveys will be used to inform the Trusts
workforce and organisational development plans for 2017/18.

LINKS TO OTHER KEY N/A
REPORTS/DECISIONS:
LEGAL/REGULATORY The Staff Survey results are used by Regulators to inform their overall assessment of
IMPLICATIONS:
the Trust.
THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
x
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
Objective 5 – Enable staff to reach their
achieve their goals
potential and innovate
Objective 3 – Engage in effective partnership
Objective 6 – Achieve financial strength and
working
be well-governed
DOES THIS REPORT ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?

x

Yes/No

If ‘yes’:
DATIX ID
773
1804

Strategic Objective
Enable staff to reach their
potential and innovate
Enable staff to reach their
potential and innovate

Description (as per BAF)
Higher than planned sickness rates lead to impact upon clinical
delivery and higher bank and agency costs
Lower than agreed compliance with mandatory training leads to
risk that staff are not adequately trained

RECOMMENDATIONS:

The Trust Board are asked to review and discuss the key findings.

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

National & Regional Update
27th March 2017
06.01
Bev Humphrey, Chief Executive
Steph Neville, Stakeholder Development Manager

EXECUTIVE SUMMARY:

To provide the Board of Directors with a monthly update of key National and
Regional issues in relation to the Trusts business.

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

None
None

THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
Objective 5 – Enable staff to reach their
achieve their goals
potential and innovate
Objective 3 – Engage in effective partnership
X
Objective 6 – Achieve financial strength and
working
be well-governed
DOES THIS REPORT ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?
If ‘yes’:
DATIX ID

RECOMMENDATIONS:

Strategic Objective

To note

Description (as per BAF)

No

National and Regional Update
Trust Board –27th March 2017
1.

Introduction

This briefing provides an update for Board members on activities take place nationally and
regionally in relation to business relevant to mental health and the Trust over the past month.
2. National Perspective – some key issues over the past month have included the following:


The Spring Budget announced a series of measures to support the integration of
social care across the next three years - £2bn in total, with £1bn available in the next
year - to allow local authorities to commission new care packages. Later this year a
green paper would outline the governments options for a long term social care
funding solution. Greater Manchester will get further proportionate allocation into its
Transformation Funds.



The Care Quality Commission’s role is to be extended to regulating local council’s
management of social care, assuring how funding is spent and its impact.



Bev Humphrey chaired the NHS Confederations’ Annual Mental Health Networks
Conference on 16th March, with over 100 delegates from across the Public Sector,
Private Sector and Voluntary Sector Providers of Mental Health Care – the key note
speaker included The Secretary of State for Health.

3. Greater Manchester and Local Perspective - some key issues over the past month
have included the following:


Adult Social Care Transformation - the Greater Manchester Heath and Social Care
Partnership Board commissioned an objective review of Social Care provision across
the 10 Boroughs. This has been undertaken by Richard Jones and initial findings
presented to the Strategic Partnership Board and also the Greater Manchester
Provider Federation Board. The significant themes and priorities are being drawn
together as a separate Greater Manchester Transformation Fund Bid that is “over
and above” the 10 individual Borough based Locality Plans but clearly will need “read
across” ...particularly with Integrated Care Organisation proposals.



This approach acknowledges that all of the Boroughs are starting from a
difficult baseline in terms of spending and performance, but even within that there is
significant variation. There will be a GM Steering Group for this piece of work and we
have agreed that Jackie Bene (Chief Executive of Bolton Acute Hospitals Trust) will
be the Provider Board representative. There will be 3 underpinning main workstreams - Care at Home, Support for Carers, and Residential and Nursing Care
Home provision. We have nominated Gill Green to be the Greater Manchester
Provider representative on the latter.



The future of Pennine Acute Trust services is a matter for both the Chain
Development of acute services across the North West sector (ie between Salford
Royal, Wrightington, Wigan and Leigh and Bolton Acute Trusts) and also for the
Single Hospital for Manchester Services, and in particular, the position and issues at
North Manchester General Hospital cuts across both pieces of work. A senior
collaborative group has been established to consider options for how this site could
be used and developed within this wider context. This involves Manchester CCG, the
GM Devolution Team, Central Manchester Foundation Trust, Salford Royal
Foundation Trust, GMMH and Manchester City Council. Bev Humphrey will be our
representative on this piece of work.



Jon Rouse has established a small group to finalise the investment proposals against
the Greater Manchester Transformation Fund to support the priorities already agreed
within the Greater Manchester Strategy, and to ensure Greater Manchester meets
the intentions of the Mental Health Investment Standard set nationally by NHS
Engalnd whilst following a GM specific process as opposed to the National one. It is
intended that this group will meet fortnightly from now until the end of May. Bev
Humphrey is the CE Provider representative on this group and Henry Ticehurst
(Medical Director at Pennine Care Foundation Trust) has volunteered to bring both
Pennine’s geographical perspective to add to GMMH’s and also provide clinical input.



The Gardener Unit on the Trusts Prestwich site has undergone capital
redevelopment to provide 10 beds for young men between the ages of 11 and 18
years with serious mental illness or significant levels of risk. The unit is one of a
number of medium secure adolescent forensic units across the country providing
highly specialised care in a secure environment.

4. Media Coverage – below is a table identifying coverage of some issues of interest to the
Trust:

Story
Schools must do more on mental
health, say School Reporters: Click
here
Andy Burnham launches mayoral
manifesto: Click here
More than 500 people placed in outof-area psychiatric beds in
December: Click here
The Chancellor's Budget 2017, The
NHS, Mental Health and Social
Care: Click here
People in Bury the most anxious in
Greater Manchester: Click here
Mental health campaigner Tom
McAlpine, Chair of mental health
charity Moodswings, dies: Click here
New service to support Greater
Manchester GPs with mental health
problems: Click here
Greater Manchester Mayoral
Election 2017: How important is
NHS to voters? Click here
GMMH Chief Executive, Bev
Humphrey, included in the HSJ Top
50 CEO's in the NHS: Click here
Mental health and NHS
performance, a statement from the
Secretary of State for Health,
Jeremy Hunt: Click here

Date
16 March 2017

BBC News

Media

16 March 2017

Manchester Evening News

8 March 2017

Mental Health Today

8 March 2017

BBC News

6 March 2017

Manchester Evening News
Manchester Evening News

4 March 2017

3 March 2017

Rochdale Online

3 March 2017

BBC News

17 Feb 2017

Health Service Journal

10 Feb 2017

Gov UK

5. Recommendation
The Trust Board is asked to note the contents of the update paper.
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Board Performance Report (January 2017)
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Neil Thwaite, Deputy Chief Executive/Director of Development and Performance
Miranda Washington, Deputy Director of Development and Performance

EXECUTIVE SUMMARY:

The report attached is the first Board Performance Report for Greater Manchester
Mental Health NHS Foundation Trust following the acquisition of Manchester
Mental Health and Social Care Trust (MMHSCT). The report details performance at
the end of January 2017. It demonstrates a good position for the organisation. The
impact of Manchester is highlighted as appropriate within the document.
Highlights include:
• Early Intervention – Continued delivery of the referral to treatment in 2 weeks
target. The increased numbers of referrals to EI services has been noted with
commissioners as this will impact on the delivery of NICE compliant services.
• CQC Community Patient Survey – as highlighted previously the results
presented to November Board highlighted GMW as one of the highest
performing Mental Health Trusts in the country. Manchester results are also
presented this month and in the exception of two areas all scores improved
from 2015.
• CQUIN (Commissioning Quality and Innovation) schemes (p10) – These quality
improvement schemes benefit patients and staff and are all on track to deliver
to plan.
• Staff sickness (p16) – Performance at January is 5.53% cf. 5.75% target set by
the Trust Board. This reflects the impact of lower sickness levels in Manchester
however GMW sickness figures have now reduced for 7 consecutive months
demonstrating a downward trend as a result of the action plan.
Exception highlights include:
• IAPT SOF Operational Performance (p7) – The impact of Manchester current
performance can be seen on the January 17 month position for six week, 18
week, and recovery targets. This will have a continuing impact to the end of
year. As the Board is aware there is a clinical transformation workstream and
recovery plan in place to address this over the coming year.
• SOF Quality Indicators (p8) – NHSI has only recently published these. The Trust
performance is only indicative as no definitions have yet been published. The
Board has considered a separate briefing on the SOF in October 2016.

Governance Indicators (p18) – Trend analysis of patient safety indicators is
provided in the report.
Complaints and Concerns (p26) – These have now shown an upwards trend for the
past twelve months. Every complaint and concern is investigated as appropriate.
•

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

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

THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
x
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
Objective 5 – Enable staff to reach their
achieve their goals
potential and innovate
Objective 3 – Engage in effective partnership
Objective 6 – Achieve financial strength and
working
be well-governed
DOES THIS REPORT ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?

x
x

Yes

If ‘yes’:
DATIX ID
1490

Strategic Objective
Achieve sustainable financial
strength and be well-governed

RECOMMENDATIONS:

To note

Description (as per BAF)
Performance – as a result of the acquisition, and due to the
availability of resources, the Trust may fail to maintain
contracted levels of performance and meet national/local
targets and regulatory standards. This will impact on quality
of care and Trust ratings and could incur financial penalties
and/or intervention from regulators
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Post-CQC Inspection Priority Action Plan
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Deborah Partington, Director of Manchester Services
Lewis Standring, Acquisition and Transition Project Manager and Stuart Edmondson,
Senior Clinical Manager Transition

EXECUTIVE SUMMARY:

The report provides the Board of Directors with an updated position in respect of
the CQC Requirement Notices of the former Greater Manchester West Mental
Health NHS Foundation Trust and Manchester Mental Health and Social Care NHS
Trust. To note – this report was also considered by the Quality Governance
Committee on 9th March 2017.

LINKS TO OTHER KEY
REPORTS/DECISIONS:

Previous Board of Directors papers:

LEGAL/REGULATORY
IMPLICATIONS:

• Post CQC Inspection Action Plan Update – 31st October 2016
• Post CQC Inspection Action Plan Update – 27th June 2016
• Preparation for the Care Quality Commission Inspection – 14th December 2015
GMW and MMHSC CQC Inspection Reports (June 2016 and Oct. 2015 respectively)
Compliance with CQC requirement notices

THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
x
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
x
Objective 5 – Enable staff to reach their
achieve their goals
potential and innovate
Objective 3 – Engage in effective partnership
x
Objective 6 – Achieve financial strength and
working
be well-governed
DOES THIS REPORT ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?

x
x
x

Yes

If ‘yes’:
DATIX ID
2189

Strategic Objective
OBJ 6 – Achieve sustainable
financial strength and be wellgoverned

Description (as per BAF)
Acquisition of MMHSC – failure to deliver the PTIP, including
the agreed transformation priorities and CQC Inspection
recommendations, will have an adverse impact on
operational, financial and clinical performance and the
Trust’s reputation

RECOMMENDATIONS:

The Board of Directors are asked to note the contents of this paper and to advise of
any further issues/points for future consideration.

Post CQC Inspection Priority Action Plan
02nd March 2017

GMW CQC Inspection (Report Published 3rd June 2016)
Requirement Notices and Must Do Actions
Part A – This section of the action plan represents the actions undertaken or to be undertaken as a direct result of the CQC inspection ‘Requirement Notices’. Prior to the Requirement Notices being published the trust had already identified a number of these areas
as concerns and so actions were planned and implemented immediately.
Ref

A

1

Regulation

Core Service

How Regulation Was Not Being Met

Exec
Lead

Support

Update/Action/Comment

Target
Close
Date

Status

Regulation

Wards for older
adults with mental
health problems

Both Bollin and Greenway wards did not comply with
the Department of Health’s guidance on eliminating
mixed sex accommodation.

Gill
Green

Michelle
Anderson
and Helen
Cutts

During and immediately post CQC inspection actions were set to ensure the mixed sex
breaches were resolved:

30/09/16

Complete

30/04/16

Complete

Regulation 10 HSCA (RA)
Regulations 2014

On Bollin ward there was no clear signage to indicate
where members of the opposite sex should not enter.

Dignity and respect
Service users must be treated
with dignity and respect

2

There was a designated female only lounge but on the
day of our inspection this was used for a singing group
which was attended by both males and females.

Child and
adolescent mental
health wards

On Junction 17, there were a number of blanket
restrictions in place including restricted access to
mobile phones and routine searches following periods
of leave.

Completed
by
09/02/16

Status

2) Directorate procedure for managing SSA on the unit devised
and communicate
3) Communication to staff to ensure that they understand
female only lounge is only for females and cannot be used for
mixed groups.

01/03/16

Complete

01/03/16

Complete

4) Bollin Ward - Business case put to EMT re: building works

04/05/16

Complete

5) Final plans, room data sheets signed off and agreed phases of
works.

04/05/16

Complete

6) Work out to tender
7) The reconfiguration works completed

31/05/16
30/09/16

Complete
Complete

1) Temporary signage in place. Permanent signage ordered

On Greenway ward there was only one bath which was
at the end of the female corridor. This meant that
males using the bath would have to pass by female
bedrooms to get to it.

This was a breach of regulation
10(1)(2)(a)(b)

Action

Gill
Green

John
Walker

Complete

Immediately following the CQC inspection Lead CAMHS Consultant Psychiatrist, Dr Shermin
Imran, liaised with a number of Tier 4 CAMHS services across the country, benchmarking the
services practices and sharing issues and challenges. The initial findings from this review
showed a variation in restrictive practices, and that GMW’s services were at the more
restrictive end of the spectrum. This feedback was used in the development of new
guidelines.
All blanket restrictions on J17 have now been reviewed.

There are standards and a procedure which have been developed in collaboration with the
GMW CNT and introduced to support awareness, enable a positive focus and to promote the
teams understanding of blanket restrictions and their use.
The Mobile Telephone Policy for Junction 17 has been reviewed, consulted upon and rolled
out across the service with the support of our young people, the college and the staff team.

B

1

Regulation
Regulation 12 HSCA (RA)
Regulations 2014

2

3

Safe care and treatment
Care and treatment must be
provided in a safe way for
service users
This was a breach of regulation
12(2)(a)(b)(g)

Acute wards for
adults of working
age and
psychiatric
intensive care
units
Acute wards for
adults of working
age and
psychiatric
intensive care
units
Acute wards for
adults of working
age and
psychiatric
intensive care
units

We found that staff were secluding patients in the deescalation room without following the Mental Health
Act code of practice guidance and the trust’s own
policy.

Gill
Green

Richard
Backhouse
and
Michelle
Anderson

Patients were not permitted to leave the de-escalation
room and were restrained and prevented from leaving
by staff.

Gill
Green

Deborah
Partington

Staff lacked awareness of the MHA and the safeguards
that should be followed if patients are secluded in this
way.

Gill
Green

Richard
Backhouse
and Tim
McDougall

Steve
Colgan

Jane
Wilson

Patients were not aware of their rights or protections
that the MHA provides to patients who are secluded.
Staff did not document or report that an incident of
seclusion had occurred.
This meant that patients were secluded and that their
rights and safeguards under the Mental Health Act
were not followed.

4

Acute wards for
adults of working
age and
psychiatric
intensive care
units

We found that two of the wards we visited had out of
date oxygen which had not been replaced despite
regular audits which identified it needed to be
replaced.
Staff had checked the oxygen on a regular basis but
had not acted on the findings of the checks.
In an emergency patients would not have access to
equipment that was suitable for use. This meant that
equipment and medical supplies needed in an
emergency situation were not kept up to date and safe
for patient use.

The CQUIN introduced for 2016/17 for secure services will include CAMHS services and
continue to develop our approach to reducing restrictive practices.
The following actions were set following the CQC inspection to ensure staff throughout the
trust demonstrated good working practice with regards Mental Health Act code and
seclusion:
Action
1) The trust Seclusion Policy has been reviewed and updated to
ensure it is compatible with the Mental Health Act Code of
Practice, Chapter 26. The new policy was rolled out throughout
June 2016 and is stored on Staffnet for staff members to access.

Completed
by
30/06/16

31/12/16

Complete

01/03/16

Complete

Status
Complete

2) A full audit of seclusion has been completed within the annual 31/12/16
Complete
MHA section of the clinical audit programme. The audit included
a structured questionnaire relating to patients who were not
recorded as being secluded following incidents to provide
assurance that any practice that amounts to seclusion is
managed and reviewed in accordance with the requirements of
the Code of Practice, Chapter 26.
3) The revised Seclusion Policy is clear on the relationship
30/06/16
Complete
between seclusion and other interventions and the related
reporting, review and governance requirements. The new policy
was rolled out throughout June 2016 and is stored on Staffnet
for staff members to access.
4) A programme of MHA awareness using e-learning packages
31/05/16
Complete
and classroom learning has achieved 85% coverage of clinical
staff on 27th May 2016.
5) Seclusion is now monitored on a bi-monthly basis by the
30/09/16
Complete
Positive and Safe group. Exception reports are requested where
rates are higher than expected and these are monitored through
the Positive and Safe group.
There is a clear procedure in place (March 2016) for oxygen cylinders to be routinely checked
and authorised by qualified nursing staff.
This procedure is checked on an agreed regular basis by the ward manager and matron of the
Unit.

5

Wards for older
adults with mental
health problems

On all of the wards we found evidence that National
Institute for Health and Care Excellence (NICE)
guidance was not being followed in relation to rapid
tranquilisation. Staff were not monitoring and
recording physical observations after the use of rapid
tranquilisation.

Margaret
Campbell

Jane
Wilson

Action

On Holly ward, we found one incident had not been
logged on the trust incident reporting system. This is a
requirement in the trust policy for rapid tranquilisation.

Forensic wards

7

Child and
adolescent mental
health wards

8

Wards for older
adults with mental
health problems

Rapid tranquilisation was not carried out in accordance
with NICE guidance, as patients did not always have
physical healthcare checks carried out afterwards,
which may put them at risk.
Records showed that staff did not carry out physical
observations following administration of rapid
tranquilisation medication on three separate occasions.
This meant patients were at risk of physical health
complications not being recognised.

Records did not show that leave was routinely risk
assessed prior to authorisation or that the outcome of
any specific period of leave was reviewed consistently.

Completed
by
31/05/16

Status

2) Rapid tranquilisation and seclusion polices have been updated
to refer to the same charts for observations post rapid
tranquilisation. This will ensure that staff become familiar with
the same charts.

31/12/16

Complete

3) GMWs Director of Pharmacy led a piece of work reviewing the
responsiveness of emergency response across all sites. A paper
detailing the benchmarking carried out, mapping RT and wider
PMVA incidents against doctor and Hospital at Night on-site
cover has been completed and considered. The findings from the
report did not prove a need for change.

30/06/16

Complete

4) Standards for emergency response systems for each site are
currently included in the CPR policy. Rapid Tranquilisation policy
has been amended to remove reference to 30 mins response
and refer to CPR policy.

30/06/16

Complete

5) Trust are currently collecting data as part of the RCPsych
Quality Improvement Programme 16a - POMH (Prescribing
observatory for mental health) audit regarding the use of rapid
tranquilisation across the whole of GMW bed based services.
The audit focuses on the use of rapid tranquilisation and the
physical health monitoring as per clinical guidance. The data
collection period is between 5th September and 25th November
and a report will be provided with completed action plans in
March 2017. The Trust Physical Health Group Committee will
receive a full report (from Governance and Audit Department)
and monitor progress of action plans.
6) Hand held devices to be used for completion of observation
charts adjacent to the patient are to be purchased. Once work to
improve the Wi-Fi connection in key areas of the trust is
completed by the end of February, the devices can start to be
used. This will enable staff members to record vital information
post rapid tranquilisation more easily and quickly.

31/03/17

On track

17/03/17

On track

1) GMWs Director of Pharmacy led a piece of work that reviewed
the current rapid tranquilisation policy to ensure robust
monitoring standards in line with vital sign standards and
adherence to NICE guidance. The policy has now been approved
and is now available on Staffnet. A checklist for monitoring has
also been updated in line with vital signs standards.

On Bollin and Greenway wards, staff we spoke to were
not aware of the trust policy in relation to physical
health monitoring following rapid tranquilisation.

6

Following the CQC inspection in February actions around reviewing and improving working
practices regarding rapid tranquilisation were set in place:

Steve
Colgan

Jane
Wilson

Gill
Green
and
Steve
Colgan

Jane
Wilson and
Paul Roper

Gill
Green

Michelle
Anderson
and
Michelle
Aspinall
and Kerrie
Darvill

1) Section 17 leave is included in the MHA e-learning package
that is now mandatory for all qualified clinical staff in in-patient
services.
2) An Audit to be completed of risk assessment prior to leave on
Bollin/Greenway/Holly/Hazelwood/Delamere
3) A form to record patients leave to be implemented across the
unit this will include:
·
What did you do?
·
how did you feel?
·
What were the good points about your leave?

On track

30/11/16

On track

Complete

The actions are set in place to ensure safe working practices on wards for older adults with
mental practices in relation to leave:
Action

31/03/17

Completed
by
31/06/16

Status

30/06/16

Complete

30/06/16

Complete

Complete

·
·
·

Were there any problems?
If there were problems what could we do to make this
better next time?
Carers views on leave

4) Guidance was issued to all Paris users in the June edition of
‘Paris in Practice’

31/07/16

Complete

5) Senior clinicians and IM&T have agreed improvements and
changes in the way that leave is recorded and displayed in Paris.

30/09/16

Complete

6) Clinical leads agreed to postpone the roll out until after the
acquisition completion, at which point SLTs and services would
be engaged.

30/04/17

On track

Clinical Leads and IM&T currently developing plans and
timescales for roll out, including creating and issuing training
materials.
9

Wards for older
adults with mental
health problems

The layout of the wards did not allow staff clear lines of
sight. This risk was not mitigated on any of the wards
by the use of mirrors, risk assessments or staff
observations.

Gill
Green

Deborah
Partington
and
Michelle
Aspinall

To be completed by 30/04/17
During and immediately post CQC inspection actions were set to ensure safe ward
environments:
Action
1) Greenway and Bollin have installed fish eye mirrors as per
CQC Inspection feedback
2) Woodlands have implemented zonal observations on the unit

10

Child and
adolescent mental
health wards

Patients were being nursed in the intensive nursing
suite and were prevented from entering the main ward
area.

Gill
Green

Deborah
Partington
and John
Walker

Completed
by
29/02/16

Status

31/03/16

Complete

1) Local procedures to monitor and support the safe use of
intensive nursing have been introduced across the CAMHS
service. These have been supported with a procedure which was
introduced to monitor the use of safe clothing across all GMW
sites. This procedure ensures that the use of safe clothing across
GMW is adequately monitored and that there is oversight and a
process in place to govern its use.
2) Through the Positive and Safe Group that is chaired by Tim
McDougall, Deputy Director of Nursing, a review of the use of
seclusion, Intensive Nursing Suites and anti-tear clothing across
the Trust, with a particular focus on CAMHS has taken place.
The service has produced a Restrictions of Liberties procedure
document covering the issues of use of seclusion, Intensive
Nursing Suites, anti-tear clothes, keeping safe, and a response to
restrictive practices.
The new Trust seclusion policy is published and has relevance to
CAMHS services.

Complete

30/06/16

Complete

Complete

During and immediately post CQC inspection actions were set to ensure safe use of intensive
nursing suites in our CAMHS service:
Action

31/03/16

Completed
by
31/03/16

Status

30/06/16

Complete

Complete

C

1

Regulation
Regulation 17 HSCA (RA)
Regulations 2014
Good governance

Acute wards for
adults of working
age and
psychiatric
intensive care
units

We found that environmental checks were not
completed in a consistent way and that inappropriate
fixtures and fittings were not replaced in a timely way.

Gill
Green

Julie
Bodnarec

•Ligature point audits were not completed in a
consistent way on each ward.

Action

•The findings of the ligature point audits were not
acted upon without delay.

Systems and processes must
enable the registered person to
maintain securely and accurate,
complete and contemporaneous
record in respect of each service
user,
including decisions taken in
relation to the care and
treatment provided.

As a trust we are always reviewing how our local processes can be strengthened and our
Governance and Facilities teams are currently reviewing how the completion of the ligature
audit process can be improved in the future. The following actions have been set and will be
undertaken to ensure the next Ligature Audit (16/17) is carried out under a new and
improved approach:
Completed
by
16/17
Audit
(31/12/16)

Status

16/17
Audit
(31/12/16)

Complete

Completed
by
31/03/16

Status

2) Informing patients of their rights is included in the MHA elearning package that is now mandatory for all qualified clinical
staff in in-patient services

31/03/16)

Complete

3) Plans are now in place to continuously review and strengthen
our DNAR policy and procedures through Individualised Care
Plans which will include a statement of capacity. This is as part of
our End of Life Care multi-agency group chaired by our Assistant
Director of Nursing which reports to our Nursing Leadership
Board.

30/06/16

Complete

4) As per action 3 above there are a number of work streams
looking at the End of Life policies and procedures and we have
formed links with Greater Manchester End of Life Group to

30/04/17

On track

1) Future audits will be completed by a small team consisting of
a governance and facility lead with support from each local ward
manager.

This meant that in order to mitigate the environmental
risk factors, staff were required to increase patient
observations and complete regular environmental
checks.

31/12/16

Complete

30/04/17

On track

Complete

The ligature Audit 2016/17 has now been completed as agreed.
As planned the audit was completed by a small team consisting
of a Facilities Lead, Governance Lead and Audit Coordinator who
visited all wards and were accompanied by the relevant Ward
Manager. This change in process was agreed in order to ease the
burden on clinical staff and to speed the audit process up. It also
enabled the Trust Facilities Lead to be made aware immediately
of any issues identified relating to any ligature point found in any
of the wards. Action has now been agreed in order to respond to
any high risks ligature points found so that these can be
prioritised using either any remaining 16/17 ligature scheme
monies or out of the 17/18 ligature monies depending on the
urgency required. This change in process for completing the
Trust ligature audit has been welcomed by ward staff and has
proved to be effective in the Trust responding to any ligature
risks found.

This was a breach of regulation
17 (2)(a)(b)(c)(d)(ii)

2) The Governance Department are continuing to trial and
explore potential electronic audit tools on the market for
capturing audit results to use during the 17/18 audit process.
For the 16/17 audit, the team trailed a tool which was used post
audit data collection to store and collect the data.
2

Wards for older
adults with mental
health problems

At both Greenway and Holly wards, discussions around
capacity and best interest were not being documented
in patients care records. This meant that it was difficult
for staff to identify when these decisions would need
to be reviewed and show evidence of this being done,
as a baseline discussion was not recorded.
The recording and reviewing of patients’ rights was
inconsistent across all five wards for people detained
under the Mental Health Act
On Holly ward there was one example of a patient who
had a do not attempt resuscitation form in place but no
capacity assessment and best interest decision were
recorded.

Gill
Green
and
Steve
Colgan

Richard
Backhouse
and
Tim
McDougall

Action
1) A standardised format for recording mental capacity
assessments and best interest assessments for in-patients has
been introduced. This covers the decision requiring
establishment of mental capacity, establishing impairment of the
mind or brain, the four stage functional test of capacity,
engagement of IMCAs, consultation with interested persons,
considerations and the best interests decision.

Complete

ensure that our policies and procedures follow the National
guidance in relation to End of Life and Unified DNAR procedures
which are currently adopted by the Greater Manchester Acute
Hospital Trusts and Greater Manchester Ambulance
Service. This work is ongoing and is expected to be complete
across the Trust by April 2017.

3

Child and
adolescent mental
health wards

Monitoring systems in place had failed to identify that
care was not being delivered safely or effectively due
to insufficient staffing numbers and lack of suitably
trained staff.

Gill
Green

Deborah
Partington
and John
Walker

On Junction 17, we saw 15 missing entries on patient
observation records.
On Junction 17, we saw 19 missing entries on fridge
temperature monitoring records.

D

1

Regulation

Forensic wards

2

3

Staffing
Persons employed by the
service provider in the provision
of a regulated activity must
receive such
appropriate support, training,
professional development,
supervision and appraisal as is
necessary to enable them to
carry out the duties they are
employed to perform.
This was a breach of regulation
18(1)(2)(a)

Action
1) There are daily briefings which monitor the safe
management and allocation of resources across the service
and where there are gaps these are escalated.
2) On Gardener Unit - Experienced staff members have been
introduced from other SSN services to enhance the skill mix.
3) A process of recruitment is underway, with a number of
unqualified and qualified vacancies being recruited to. A
review of all nursing grades has enabled the service to
temporarily recruit more experienced qualified staff to
support the development of the service. Ward Manager posts
have been filled, as have all team leader positions.
4) The recording of observation entries is being monitored
daily, with enhanced emphasis on ensuring these are signed in
line with the GMW policy. There are daily local checks in place,
with further weekly checks by managers and senior nurses.

On 14 wards less than 75% of staff had completed basic
life support training and on 10 wards less than 75% had
completed immediate life support training. This may
put patients at risk should they require life support in
an emergency.

Andrew
Maloney

Acute wards for
adults of working
age and
psychiatric
intensive care
units

A high proportion of staff were not up to date with
training in immediate life support and basic life
support.

Andrew
Maloney

Acute wards for
adults of working
age and
psychiatric
intensive care
units

We found that staff were not adequately trained in
important elements of nursing care.

Regulation 18 HSCA (RA)
Regulations 2014

To ensure safe staffing across CAMHS the following actions were set post CQC inspection:

Gill
Green

Nicky
Littler

Nicky
Littler

Tim
McDougall

Completed
by
31/03/16

Status

31/03/16

Complete

30/04/16

Complete

31/03/16

Complete

1) Training compliance in Basic Life Support (BLS) – 85%
2) To ensure a minimum of 1 trained ILS member of staff to be
on shift per bed based service

Completed
by
31/05/16
31/03/16

Complete

31/05/16

Complete

01/02/17

Complete

Complete

Post CQC inspection 2 Trustwide targets were set:
Action

30/04/16

Status
Complete
Complete

1) All services have been engaged in the implementation of a recovery plan to ensure that
compliance is raised. Enough training places were commissioned across the Trust to support
the achievement of the 85% target by 31st May 2016. Compliance as at 27th May is 85%.
2) To ensure a minimum of 1 trained ILS member of staff to be on shift per bed based service,
this has been built into the rostering capability. A scoping exercise has been completed to
identify the local compliance across each bed based area and arrangements in place to ensure
ILS trained nurse is available across the 24-hour period. The Trust continues to monitor the
overall compliance of ILS Trained staff to ensure training places can be commissioned
appropriately.
Currently all GMW staff have an annual Personal Development Plan which identifies their
training needs. Staff have access to over 50 training courses that support them to deliver
nursing care. Additionally, our Nursing Strategy contains a number of actions to improve
mental and physical health nursing care. The following action will be led by GMWs Deputy
Director of Nursing and the central nursing team:
Action
1) To ensure all staff are adequately trained in important
elements of nursing care in acute wards for adults of working
age and psychiatric intensive care units, as per one of the

Completed
by
01/09/16

Status
Complete

actions in our Nursing Strategy, a training needs analysis has
now been completed, not just in this area but trust wide.

4

Acute wards for
adults of working
age and
psychiatric
intensive care
units

5

Child and
adolescent mental
health wards

6

Child and
adolescent mental
health wards

A high proportion of staff were not up to date with
training in the Mental Health Act and Mental Capacity
Act.

Gill
Green

Richard
Backhouse

Staff had not received service specific training,
including the need to alter the approach when
managing violence and aggression with children and
adolescents.

30/06/16

Complete

Awareness of the MHA through a combination of classroom and e-learning courses, trustwide compliance with MHA training has increased from 19% at 12 February 2016 to 85% at
27th May 2016.

Staff demonstrated a lack of understanding regarding
the Mental Health Act and Mental Capacity Act.
This meant that staff were not aware of the latest
guidance and best practice in relation to safe patient
care and treatment.
There were not always enough staff on duty to deliver
safe care. We found insufficient staffing on duty to
cover enhanced observations and to manage incidents
effectively.

2) The results of the training needs analysis were discussed at
01/02/17
Complete
the Senior Nursing Task and Finish Group and at Nursing
Leadership Board in October 2016, these discussions informed
a report which identifies aggregated training needs and the
top training priorities. The report includes plans to translate
the trust wide training needs analysis into a training
programme for all staff across the organisation.
Mandatory e-learning packages on MHA and MCA are now fully operational on the trust’s elearning hub.

Gill
Green

Deborah
Partington

Post CQC inspection a short term and longer term CAMHS action plan was set in place (action
F1). A mixture of the actions within F1 and the actions within C3 above aim to ensure there is
always enough staff on duty to deliver safe care.

31/07/16

Complete

Gill
Green

John
Walker

Post CQC inspection a plan was set in place to ensure CAMHS staff received appropriate
training and professional development:

30/01/17

Complete

Action
1) Safeguarding Level 2 training – the team have achieved
100% compliance
2) Level 3 Safeguarding (classroom based) has been
developed.

Completed
by
31/03/16

Status

30/11/16

Complete

30/01/17

Complete

31/03/16
31/05/16

Complete
Complete

Complete

Level 3 Safeguarding Children needs were partially met with
an eLearning option for those previously receiving enhanced
level 2.
Classroom level 3 training has been delivered by Helen
Williamson as agreed.
The revised target compliance was to have all qualified nursing
staff trained by 30th November.
3) A programme has been developed with the support of the
CNT to ensure that there is CAMHS specific PMVA training.
Trust PMVA training has been developed to provide a 4-day
training course with the final day providing service (CAMHS)
specific training. It is expected that all new starters will
experience the new style of training and existing staff receive
the update in refresher sessions.
This CAMHS specific training commenced in January 2017 as
planned. AQUA training will run alongside this focus.
The target compliance has been revised to have all nursing
staff trained by 30th January 2017.
4) Achieved above 100% expected standard for MHA training
5) Achieved above 85% expected standard for BLS training

Part B – This section of the action plan represents the concerns as identified internally during and post CQC inspection that haven’t already been addressed in Part A as part of the Requirement Notices.
Ref
E

1

2

Post Inspection Concern

Core Service

Action

Exec
Lead

Support

Progress/Update

MHA and MCA - training uptake
is low and not mandatory.
Concern about staff knowing
and reading people their rights

Trust Wide

This training would be part of the mandatory training
programme going forwards and is already included in
induction. By a combination of these and using 2
recently appointed dedicated trainers the Trust plan to
achieve 85% training compliance by end of May 2016.

Gill
Green

Richard
Backhouse

Through a combination of classroom and e-learning courses, compliance with MHA training
has increased from 19% at 12th February 2016 to 85% at 27th May 2016.

Child and
adolescent mental
health wards

Bespoke MHA training sessions will be delivered to all
CAMHS qualified nursing staff by end of March 2016,
achieving 100% compliance. This will be maintained
through supervision and appraisal processes.

Gill
Green

Richard
Backhouse

Trust Wide

Section 17 leave to be included in the new MHA
mandatory training.

Gill
Green

Child and
adolescent mental
health wards

CAMHS development plan to be developed, to include
peer review.

Gill
Green

Section 17 Leave – lack of
consistency of use of policy and
recording issues

3
F

1

The CQC expressed some
concerns the week prior to the
inspection about the CAMHS
services based on the
information provided by the
Trust pre-inspection. There had
been two escapes from the
Gardener Unit in the previous
months, a number of
safeguarding concerns reported
regarding staff and the CQC
expressed a view that there may
be cultural issues.
During the inspection week, at
the end of day one, the CQC
formally raised a concern
regarding the management of a
young person in seclusion, the
use of INS/seclusion,
understanding of rights amongst
the staff, restrictive practices,
blanket rules and the
appropriateness of restraint
training.

Target
Close
Date
31/05/16

Status

100% of CAMHS staff underwent the training sessions by 31/03/16

31/03/16

Complete

Richard
Backhouse

Section 17 leave is included in the MHA e-learning package

29/02/16

Complete

John
Walker

In March an external review to develop a clear clinical model and strategy for CAMHS which
addresses the specific challenges (some new, some longer standing) faced by J17 (as a tier 4
CAMHS) and Gardener (as an adolescent medium secure service) has been commissioned.
The team undertaking this work includes a number of external CAMHS experts.

16/12/16

On track

Objectives of this work are to:
•
•
•
•
•

Analyse the current culture, practice, model of care and service user profile across
CAMHS services, identifying key current risks and issues.
Assess the likely future demand for Tier 4 and male medium secure CAMHS services.
Determine the most appropriate future clinical vision and strategy ensuring a clear
distinction between the two services.
Identify the most appropriate leadership and workforce model to deliver the agreed
strategy.
Ensure all recommendations are informed by current “best practice” and are cost
effective.

Timescales:
Action
1) Review commissioned and commenced

Completed by
EMT 23rd
March 2016
EMT 27th
April 2016
30th October
2016

Status
Complete

Complete

The CAMHS strategy document is complete (18/01/17)

16th
December
2016

5) Implementation

30/09/17

On track

2) Initial findings on current position
3) Initial draft service development framework is still being
developed. External facilitation has been commissioned to
assist with this work.

Complete
Complete

The CAMHS Steering Group has agreed a revised timescale
and delivery dates for this piece of work to ensure it is as
comprehensive as it can be.
The CAMHS strategy document is complete (18/01/17)
4) Final agreed model and strategy

Complete

Action plan is being developed. Once released, the GM
CAMHS strategy will also inform the action plan

G

1

Mandatory Training – Inspectors
found locally training
compliance seemed to be higher
than reported corporately

Trust Wide

Audit of mandatory training to include cross
referencing of figures at ward/team level using ward
dashboards data and data held locally.

Andrew
Maloney

Nicky
Littler

Oversight is being delivered by the CAMHS steering group, led by Gill Green, Director of
Nursing and Operations.
The GMW Learning Hub is now established as the main Training Compliance record for all
employees across the Trust. Both the Employee Self Service and Manager Self Service
functionality has enabled the workforce to own the data held against them and provide
feedback on any discrepancies that may exist.

30/04/16

Complete

In addition to this extensive work has taken place with individual directorates to ensure that
any local records that they hold are accurately reflected within the Learning Hub and this
work has now been completed.
Ongoing data checks are still taking place with all Directorates, recognising that the system is
still in its infancy, and the need to continue this work will continue over this coming year, and
this will continue to be reported at DMB and Workforce Development Committee.
H

1

2
3

PARIS – Identified mix of skills
and abilities amongst staff
group. Some staff struggled and
CQC showed them how to use
Paris. Older Peoples community
teams worked well with Paris;
Adult teams were seen to be
struggling

Trust Wide

To review the training package that new starters
undergo to ensure the training focuses on the correct
areas.

Ismail
Hafeji

Kerrie
Darvill

New starter training course in place. Plus, ongoing workplace support programme resource
now finalised with 2 trainers: 1 covering District Services and 1 covering Specialist Services.

31/03/16

Complete

Trust Wide

To understand concerns raised during inspection
regarding use-ability and to resolve with Paris Team.

Ismail
Hafeji

Kerrie
Darvill

Mental Health eLearning now complete and available to users. Developments being
introduced on an ongoing basis in response to service needs to increase use-ability.

31/03/16

Complete

Trust Wide

To roll out an easy to use guide developed in District
Services Trustwide (tailored to each area).

Ismail
Hafeji

Kerrie
Darvill

Guidance shared across the directorates.

31/03/16

Complete

Target
Close
Date

Overall
Status

MMHSCT CQC Inspection (Report Published 5th October 2015)
Requirement Notices and Must Do Actions
Core Service

Regulation/Requirement
Notice

Acute wards
for adults of
working age
and
psychiatric
intensive care
units.

Regulation
Regulation 9 HSCA (RA)
Regulations 2014 Personcentred
Care.
How regulation was not being
met
(1) 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

Person
Reported as
Responsible
Chief Nurse

Must Do
(1) The Trust
must ensure
that care plans
are holistic,
personalised
and patient
focussed.

Must Do
(2) The Trust
should ensure

Assurance/Evidence Received

Actions to Confirm Assurance

Assurance/Evidence

Completed

Status

Audits of supervision files and
caseloads.

20/10/2015

Complete

Ward meeting minutes.

31/10/2015

Complete

Trajectory of targets achieved.

Ongoing

Still seeking
assurance

Evidence has been provided by the Quality Lead that indicates that action
was taken in respect of this Must Do action. The Acute & PICU OAP
Transformation Working Group will incorporate this action into their project
plan and seek assurance going forward that care plans are holistic,
personalised and patient focussed.

Chief Nurse

Assurance/Evidence
Revised guidance devised and shared
Records of safe wards mutual help
meetings

Completed
20/10/2015
31/10/2015

Status
Complete
Complete

Manchester Services have developed an inpatient
ward quality priorities action plan, which is monitored
by the Quality Lead.

Person
Responsible
Gill Green
(David Marsden)

06/04/17

Deborah
Partington

06/04/17

The Nursing Directorate have an on-going audit cycle
that looks at assessments and holistic care plans.
(Evidence on file).
02/03/2017: Reviewed within the Transformation
Working Group for Acute & PICU OAP’s.
A training package has been developed and is being
implemented across inpatient services. This is now
mandatory for all qualified staff. Training is available
one day per month for new and existing staff. A
breakdown of the number of staff trained and number
still requiring training requested for the next TWG:
06/04/2017.

Still
seeking
assurance

patients have
access to
activities to
meet their
needs
effectively.

Audit of the content of safe wards
mutual help meetings

February 17

Still
seeking
assurance
Peer to peer group CQUIN reports
31/10/2015
Complete
Ward activities training
30/11/2015
Complete
Audit of ward activity resources
February 16
Still
seeking
assurance
Review of ward activity data
31/12/2015
Complete
Evidence has been provided that indicates that a ward based activities
programme was developed and has commenced. Patients now have access
to activities to meet their needs. The Acute & PICU OAP Transformation
Working Group will incorporate this Must Do action into their project plan
and seek assurance that activities are embedded in clinical practice going
forward.

Peer reviews have been conducted that confirm the
quality of care plans has improved.

(David Marsden)

A ward based activities program has commenced.
Assurance provided; regarding audit of Mutual Help
Meetings provided. (Evidence on file).
David Marsden is the lead for Manchester CPA & care
planning, ward activities and for monitoring Mutual
Help Meetings.
Manchester Matrons are responsible for ensuring the
actions from Mutual Help Meetings are taken forward.
(Evidence on file).
02/03/2017: Reviewed within the Transformation
Working Group for Acute & PICU OAP’s.

(2) Assessments were not
always being reviewed regularly
and whenever needed
throughout the person’s care
and treatment.

Must Do
No must do was
identified.

-

Evidence has been provided that indicates that there is an on-going audit
programme that looks at assessments and care plans. The Acute & PICU OAP
Transformation Working Group will incorporate this Must Do action into
their project plan and seek assurance that assessments are being reviewed
in clinical practice.

There are four core activity groups provided on all
wards. Ward managers have access to an app that
keeps them informed of number of groups provided
and number of service users attended. In addition
there are social and recreational groups provided.
Detailed data of the last three months of activity has
been requested for the next TWG: 06/04/2017.
Manchester Services have developed an inpatient
ward quality priorities action plan, which is being
monitored by the Quality Lead.

Deborah
Partington
(David Marsden)

06/04/17

Paula Solomon
(Adam Morris)

06/04/17

Deborah
Partington

06/04/17

Audit data has been provided (and is on file).
02/03/2017: Reviewed within the Transformation
Working Group for Acute & PICU OAP’s.
Matrons to meet with medical staff and agree the
suite of assessment tools including the risk assessment
to be utilised on the inpatient unit and to be brought
back to the next TWG: 06/04/2017.

(3) 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
(3) The Trust
should ensure
that they work
effectively with
other
professionals.

Must Do
(4) The Trust
must ensure
that patients
have access to
psychological

Chief Nurse

Chief Nurse

Assurance/Evidence
Update Standard Operational Procedures.

Completed
07/02/2017

Status
Still
seeking
assurance
Evidence has been provided that details that there is an on-going audit
programme that looks at assessments and care plans and that standard
operating procedures have been updated. The Acute & PICU OAP
Transformation Working Group will incorporate this Must Do action into
their project plan and seek assurance that CPA standards are being met.
Assurance/Evidence
Completed
Status
The Trust will carry out a review of all Ongoing
Still
psychological services provision with
seeking
commissioners, to inform what services
assurance
are required.
There is evidence that the Trust commenced a quality improvement
programme commencing in 2016 that focusses on improved access to Access
to Psychological Therapies. This Must Do action will be incorporated into the
IAPT and Acute and PICU OAP Transformation Working Groups.

Updated Standard Operating Procedures received.
(Evidence on file).
02/03/2017: Reviewed within the Transformation
Working Group for Acute & PICU OAP’s.
Standard operating procedures are in place in relation
to admission, transfer and discharge. The
development of site based SOP’s, to be taken forward
following further work on the clinical and service
model.
To be taken forward via the Transformation Working
Groups; specific Must Do to be identified in the terms
of reference.
Richard Barnard had commenced a quality
improvement programme in 2016. (Evidence on file).

intervention
and therapies in
accordance with
published
research and
guidance.

(4) There were no nutritional
and hydration assessment
completed to support the
wellbeing and quality of life.

Regulation
Regulation 10 HSCA (RA)
Regulations 2014 Dignity and
respect.
How the regulation was not
being met
(5) 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.

Regulation
Regulation 17 HSCA (RA)
Regulations 2014 Good
governance.
How the regulation was not
being met
(6) In some of the areas visited
there were not systems or
processes to assess, monitor
and improve the quality and
safety of the service.

(7) Some wards did not have
systems and processes that
enable them to identify and
assess risks to the health, safety
and/or welfare of people who
use the service.

Must Do
No must do was
identified.

Must Do
(5) The Trust
must ensure
privacy and
dignity is
promoted.

02/03/2017: Reviewed within the Transformation
Working Group for Acute & PICU OAP’s.

-

Chief Nurse

Must Do
(6) The Trust
must ensure
that there is an
effective system
in place to
monitor and
analyse
incidents.

Chief Nurse

Must Do
(7) The Trust
must have an
effective
governance
system to
ensure
improvements
are made.

Chief Nurse &
Director of
Quality
Assurance

Assurance/Evidence
Evidence of updated nutritional and
hydration assessments provided.

Status
Still
seeking
assurance
Further evidence/Assurance to be sought via the Acute & PICU OAP
Transformation Working Group. The group will also incorporate this Must
Do action into their project plan and seek assurance that nutritional and
hydration assessments are being undertaken in practice.
Assurance/Evidence
Standards regarding how each ward
manages privacy and dignity developed.

Completed
Ongoing

Completed
Ongoing

Status
Still
seeking
assurance
Audit to be completed by matrons.
Ongoing
Still
seeking
assurance
Report compliance against privacy and Ongoing
Still
dignity achievements to PALS.
seeking
assurance
Evidence has been provided that details how this action has been taken
forward. Assurance will be sought by the Acute & PICU OAP Transformation
Group that privacy and dignity is promoted. The Must Do action will be
incorporated into the project plan and monitored.
Assurance/Evidence
Completed
Status
Workshops for community services, 21/09/2016
Complete
followed by rolling events.
Thematic analysis of community incidents. 20/10/2015
Complete
Pulse survey to evaluate access to lessons 31/10/2015
Complete
learned.
Evidence has been provided which details how the service has taken steps to
improve the monitoring an analysis of incidents. The Corporate Nursing
Team will consider going forward and provide further assurance.

Assurance/Evidence
Review of ward dashboards to focus on
improvement areas (exception reporting).
Monthly meetings to review the quality of
service provision. Claims and patient feedback and divisional governance meetings.
Subject specific steering groups chaired by
Heads of Professions.

Completed
31/10/2015

Status
Complete

31/10/2015

Still
seeking
assurance
Complete

31/10/2015

One WTE Psychologist now in post and a further 0.5
WTE out to advert. Awareness training relating to
Personality Disorder provided for 50% of the
Registered staff and a training plan in place to deliver
this to the remainder of the Registered staff. A
training audit on psychological interventions has been
undertaken and to be presented at the next TWG:
06/04/2017.
02/03/2017: Considered in the Transformation
Working Group for Acute and PICU OAP’S. Further
consideration to be given at the next TWG on the
06/04/2017.

Gill Green
(Paula Solomon)

06/04/17

Gill Green
(Tim McDougall &
Gary Gillette)

06/04/17

Governance Team to ensure the integration of
systems and processes.

Gill Green

06/04/17

Governance Team to ensure the integration of
systems and processes.

Gill Green

06/04/17

Corporate nursing team to undertake a quality visit to
the two older adult wards and review nutrition &
hydration assessments
02/03/2017: Reviewed within the Transformation
Working Group for Acute & PICU OAP’s.
Manchester is now incorporated the Trust wide PLACE
inspection scheme. The issue regarding the bays;
these are being managed in line with privacy and
dignity guidance. A review of the environment and
confirmation of how these areas are being managed is
to be undertaken and presented at the next TWG:
06/04/2017.
Report completed and assurance provided by David
Marsden – Quality Lead for Manchester (Evidence on
File).

Evidence has been provided that indicates that the service has taken steps
to address this Must Do action. The Corporate Nursing Team will consider
going forward and provide further assurance.
(8) 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 on
people using the service.

Regulation
Regulation 18 HSCA (RA)
Regulations 2014 Staffing.
How the regulation was not
being met
(9) In some areas there were
insufficient numbers of suitably
qualified, competent, skilled
and experienced persons must
be deployed.

(10) 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.

Community
based mental
health
services for
adults of
working age

Regulation
Regulation 9 HSCA (RA)
Regulations 2014 Personcentred care
How the regulation was not
being met

Must Do
(8) The Trust
must ensure
where
environmental
risks have been
identified action
is taken to
ensure the
safety and wellbeing of
patients.

Acting
Director of
Operations

Assurance/Evidence
Completed
Status
Environmental risk assessments for 11/01/2017
Complete
ligature points on SAFIRE unit to be
updated to include the use of plastic bags
in patients bins and grab rails. (Risk
register to be updated).
Evidence has been provided that details that a ligature audit was undertaken
in January 2017 on SAFIRE ward. Going forward the Acute & PICU OAP
Transformation Working Group will incorporate this Must Do action into
their project plan and seek assurance that assessments continue to be
undertaken.

Meeting arranged with Capital & Estates to consider
priority works to be undertaken.

Andrew Maloney

06/04/17

HR Learning and OD to consider during the
integration.

Andrew Maloney
(Nicky Littler)

30/06/17

Data will be monitored via the Trust systems.

Andrew Maloney

30/06/17

Deborah
Partington
(Stuart
Edmondson &
Mark Gorman)

28/02/17

Ligature audit completed on SAFIRE in January 2017.
(Evidence on file).
02/03/2017: Reviewed within the Transformation
Working Group for Acute & PICU OAP’s.
MTT to liaise with the Assistant Director of Integrated
Governance to organise an ligature audit to be
completed on all wards using the GMMH ligature audit
tool and to facilitate any training that is required for
staff.
The Manchester Matron is to further review SAFIRE
ward and to confirm to the next TWG that there are
no plastic bags in bins and that any grab rails are risk
assessed and managed correctly.

Must Do
(9) The Trust
must ensure
staff are
suitably
qualified,
competent and
skilled.

Chief Nurse &
Director of
Quality
Assurance

Must Do
(10) The Trust
must ensure
there is
sufficient staff
with
appropriate
skills and
competence to
meet the needs
of all patients at
all times.

Chief Nurse &
Director of
Quality
Assurance

Must Do
(11) The Trust
must ensure
that there are
recovery

Chief Nurse &
Director of
Quality
Assurance

Assurance/Evidence
A report that identifies skills and
competencies.

Completed
31/12/2015

Status
Complete

Training and development plan and
performance report.
Benchmark compliance with mandatory 20/10/2015
Complete
training, CPD and revalidation:
Revalidation programme.
Managerial supervision minutes.
CPD plans received by L&D.
Report on the uptake of clinical
supervision.
Human Resources and Learning and OD will consider this Must Do action
going forward and provide assurance.
Assurance/Evidence
Completed
Status
Report that identifies skills and
31/12/2015
Complete
competencies.
Training and development plan.
Performance report.
Benchmark compliance with mandatory
31/12/2015
Complete
training, CPD and revalidation:
Revalidation programme.
Managerial supervision minutes.
CPD plans received by L&D.
Report on the uptake of clinical
supervision.
The service has provided details of the competencies and skills held by staff.
Human Resources and Learning and OD will consider this Must Do action
going forward and provide assurance.
Assurance/Evidence
Caseload checklist devised and used by
team managers to review all case records.

Completed
31/10/2015

Status
Complete

Compliance with training will be monitored by a
performance dashboard.

CPA audit on-going in the Community Teams,
undertaken prior to supervision sessions and data
provided to the audit lead.

Still
seeking
assurance

(11) 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.

(12) 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.

focussed care
plans and
discharge
planning for
each patient to
make sure
patients do not
remain in
services longer
than is clinically
appropriate.
Must Do
(12) The Trust
must ensure
that care and
treatment is
delivered in line
with best CPA
best practice
this includes
medical
representation
at patients CPA
reviews.

Must Do
(13) The
provider 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.

Full audit report on progress to be 12.01.2017
Complete
submitted by the Heads of Profession to
Quality Board.
The service has provided assurance that there is an on-going CPA quality
audit that is being undertaken in community services. The Enhanced CMHT
Transformation Working Group will seek assurance regarding this Must Do
action, and will incorporate and monitor in the group’s project plan.

Medical
Director

Assurance/Evidence
Medical Director and Director of
Operations to ensure that there is medical
representation where appropriate at CPA
reviews. (Evidence via the CPA minutes).
Joint communication to be issued to all
clinical staff.
The Medical Director to liaise with the
GMC to arrange a workshop for clinicians.

Completed
31/10/2015

20/10/2015

Status
Complete

Complete

Still
seeking
assurance
The service has provided information that indicates that measures have been
put in place to ensure CPA best practice. A GMC training event has been
arranged for the 4th May 2017. The Enhanced CMHT Transformation Working
Group will consider this Must Do action going forward and incorporate into
their project plan.

Medical
Director

06/02/2017

Assurance/Evidence
Completed
Status
There is a system in place for managers to 20/10/2015
Complete
cascade and support information from
professional heads and matrons to ensure
implementation of the standards.
Acute and Urgent Care Board minutes.
20/10/2015
Complete
Reinforcement of the requirement to be 31/10/2015
Complete
cascaded via team meetings and
supervision. Minutes and notes provide
evidence.
Audit cycle commenced.
26/01/2016
Complete
Medical Director to be included in the February
Complete
audit feedback in order to ensure 2016
improvements in clinician response is
made.
Evidence has been provided that indicates that this Must Do action has been
addressed. Further clarification and assurance will be sought by the
Enhanced CMHT and Acute & PICU OATS Transformation Working Groups.
This Must Do action will be incorporated into the overarching project plans
and monitored/reviewed by the groups, to ensure that improvements have
been made in practice.

CPA quality audits and reports have been provided.
(Evidence on file).
23/02/2017: Reviewed within the Transformation
Working Group for Enhance CMHT, a workshop
looking at the length of stay for service users within
CMHT’s to be undertaken on the 08/03/2017.

Discussions are currently taking place to improve
medical staffing across the pathways.
A GMC training event has been arranged for the 4th
May 2017. (Evidence on file).

Deborah
Partington
Margaret
Campbell

30/06/17

23/02/2017: Reviewed within the Transformation
Working Group for Enhanced CMHT. CPA best
practice to be considered as part of forthcoming TWG
clinical workshops.

Discussions are currently taking place to improve
multi-disciplinary involvement in CPA process.
23/02/2017: Reviewed within the Transformation
Working Group for Enhanced CMHT. CPA best
practice to be considered as part of forthcoming TWG
clinical workshops.
Audit cycle commenced. (Evidence on file).

30/06/17
Margaret
Campbell
(Ilsa Finigan &
Penny Evans)

Regulation
Regulation 10 HSCA 2008
(Regulated Activities)
Regulations 2010 Assessing and
monitoring the quality of
service provision.
How the regulation was not
met
(13) We found that the provider
did not have systems or
processes established and
operating effectively to assess,
monitor and improve the
quality of service provided in
the carrying on of the regulated
activity (including the quality of
the experience of service users
involved in receiving those
services). This is in breach of
regulation 17 (2)(a) of the
Health and Social.

Regulation
Care Act 2008 (Regulated
Activities) regulations 2010,
which corresponds to
regulation 10 of the Health and
Social Care Act 2008 (Regulated
Activities) Regulations 2014.
How the regulation was not
being met
(14) The provider 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.

(15) The provider did not
ensure that all staff received
mandatory training and
appraisals in line with trust
policy.

Must Do
(14) The Trust
must ensure
there are
systems in place
to effectively
monitor,
improve and
evaluate the
quality of
service
provision across
the service.

Chief Nurse &
Director of
Quality
Assurance

Must Do
(15) 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.

Chief Nurse &
Director of
Quality
Assurance

Must do
(16) The Trust
must ensure
that all staff
receive
mandatory
training and
appraisals in
line with Trust
policy.

Assurance/Evidence
Team dashboards on display in community
offices.
Quarterly aggregation presented to
Quality Board.
Service user and carer feedback to be
included in the team dashboards.

Completed
20/10/2015

Status
Complete

Progress on dashboards to be considered with
Community Services Manager.

11/11/2015

Complete

20/10/2015

Identification of local quality champions at
a team level to ensure dashboards are
used to enhance practice.
Matron to review ‘hotspots’ with teams as
they occur. Evidence in minutes and
matron round summary.
Team managers to discuss improvements
required from the dashboards with teams.

31/10/2015

Still
seeking
assurance
Still
seeking
assurance
Complete

23/02/2017: Reviewed within the Transformation
Working Group for Enhanced CMHT. Workshop set up
to review systems, processes and information to
ensure efficient and effective service provision.

31/10/2015

Deborah
Partington
(Stuart
Edmondson/Mark
Gorman)

27/04/17

Gill Green
(Karen Clancy)

30/06/17

Still
seeking
assurance
Some evidence has been provided that details what systems were put in
place to monitor the effectiveness and quality of service provision following
the CQC inspection. The Transformation Working Group for Enhanced
CMHT’s will seek further assurance going forward and incorporate this Must
Do action into their project plan.

Director of
Workforce
and OD

31/10/2015

Assurance/Evidence
Completed
Status
Workshops for community services 14/09/2015
Complete
followed by a rolling programme of
events.
Thematic analysis of incidents completed 31/10/2015
Complete
by Heads of Operations and Risk Manager.
Automatic incident feed-back established 20/10/2015
Complete
via Datix, so to ensure staff are informed
of remedial actions that have been taken.
Pulse survey to evaluate access to lessons 31/10/2015
Complete
learned and updates via the midday mail
and newsletters.
The service has provided some evidence that details the methods of how
incidents are investigated in line with policy. The Must Do action will be
progressed by the Integrated Governance Team.
Assurance/Evidence
Training
and
development
plan
completed.
To ensure that no service is below a
minimum of 75% compliance for
mandatory training and 50% for personal
appraisal.
Monitored via the performance report.

Completed
31/12/2015

Status
Complete

On-going

Still
seeking
assurance

31/12/2015

Still
seeking
assurance
Complete

Revalidation programme underway which 20/10/2015
will underpin improvements amongst
clinical staff.
The service has provided some assurance that mandatory training
compliance is on an upward trajectory. This Must Do action will be
considered as part of the Enhanced CMHT Transformation Working Group
going forward.

Integrated Governance to ensure integrations of
systems and processes.

Review and report on current adherence to
mandatory training and appraisals.
12/01/2017: Update: Overall compliance above these
standards. Some services that are below are being
targeted.
23/02/2017: Reviewed within the Transformation
Working Group for Enhanced CMHT. To be added as a
specific action to the transformation work plan.

Deborah
Partington
(Stuart
Edmondson &
Mark Gorman)

27/04/17

(16) The provider 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.
Community
based mental
health
services for
older people

Regulation(s)
Regulation 13 HSCA 2008
(Regulated Activities)
Regulations 2010 Management
of medicines
How the regulation was not
being met
(17) We found that the
registered person had not
protected people against the
risk of unsafe medication
arrangements. This was in
breach of regulation 13 of the
Health and Social Care Act 2008
(Regulated Activities)
regulations 2010, which
corresponds to regulation 12 of
the Health and Social Care Act
2008 (Regulated Activities)
Regulations 2014.

Long
stay/rehabilita
tion mental
health wards
for working
age adults

(18) At the office base of the
north east and north west
community mental health
teams, the arrangements for
recording the stocks of
medication and ensuring safe
access to medication were not
adequate.
Regulation
Regulation 12 HSCA (RA)
Regulations 2014 Safe care and
treatment
How the regulation was not
being met
(19) We found that the
registered person had not
protected people against the
risk of unsafe management of
medication. This was in breach
of regulation 13 of the Health
and Social Care Act 2008
(Regulated Activities)
Regulations 2010, which

Must Do
(17) The Trust
must ensure
there are
systems in place
to effectively
monitor,
improve and
evaluate the
quality of
service
provision across
the service.

Lead Nurse &
Director of
Quality
Assurance

Assurance/Evidence
Team dashboards displayed in team
offices.
Regular updates and reports to the Quality
Board.

Completed
20/10/2015

Status
Complete

11/11/2015

Still
seeking
assurance
Complete
Complete

Identification of local quality champions.
31/10/2015
Matron to review ’hotspots’ and team 31/10/2015
managers to discuss improvements
required with individuals/teams. Evidence
via minutes and supervision records.
Some assurance has been provided by the service that indicates that there
are some systems in place to monitor and evaluate service provision. The
Enhanced CMHT Transformation Working Group will incorporate this Must
Do action in its project plan and seek further assurance going forward to
ensure that systems are embedded in practice.

Must Do
(18) The Trust
must ensure
that
appropriate
arrangements
are in place for
the storage and
recording of
medication.

Medical
Director

Must Do
(19) The Trust
must ensure
that medication
records and
agreed
medication
limits of
patients
detained under
the MHA are
correct at
Anson ward.
Also, that
patients are

Medical
Director

Data monitoring to be included in the Trust systems.
Team Managers are able to extract a range of reports
from the AMIGOS system, which enables them to
focus on quality improvement during supervision
sessions.

Andrew Maloney
(Penny Evans)

30/06/17

Margaret
Campbell
(Stuart
Edmondson/Trish
Dwyer)

30/06/17

Still
seeking
assurance

Deborah
Partington
(Petra Brown,
Nick Metcalf &
Shirley Wheeler)

14/04/17

Still
seeking
assurance

23/02/2017: Reviewed within the Transformation
Working Group for Enhanced CMHT. The TWG project
plan in its entirety will provide further evidence of
how the CMHT’s will be monitored and evaluated to
ensure quality of service provision.

Assurance/Evidence
Completed
Status
Community medicines management SOP’s 20/10/2015
Complete
in place and weekly link nurse audits.
Weekly audit in place around general 20/10/2015
Complete
community medicines management.
Team manager responsible for checking 20/10/2015
Complete
medication on a daily basis.
Presentation to community medicines link
nurse event.
The service has provided assurance that indicates that operational
procedures have been updated to ensure that appropriate arrangements are
in place. The Enhanced CMHT Transformation Working Group will carry this
Must Do action forward and incorporate it into the project plan, so to ensure
that changes have been made in clinical practice.

Older Adult Standard Operating Procedure received.
(Evidence on file).

Assurance/Evidence
Completed
Status
Pharmacist appointed to support quality 20/10/2015
Complete
improvements
Lloyds pharmacy provide additional input 20/10/2015
Complete
to ensure that there is timely resolution to
medication supply issues.
Pharmacist to work with the ward 20/10/2015
Complete
manager to ensure side-effects are
discussed and documented.
The service has provided some assurance that indicates that measures have
been put in place to address this Must Do action. The Rehabilitation
Transformation Working Group will consider this Must Do action in their
project plan going forward and ensure that changes have been embedded in
clinical practice.

Pharmacy team to undertake an audit of prescriptions
at Anson Rd and report findings.

23/02/2017: Reviewed within the Transformation
Working Group for Enhanced CMHT. To be added as a
specific action to the transformation work plan.

Service manager to review and provide a report on
information provided to service users regarding
medication.
CQC Monitoring of Mental Health Act (Medicines)
2016-17. Community Audit Report January 2017.
Medicines Optimisation Dashboard. (Evidence on file).
17th February discussed and agreed that the TWG will
review at the next meeting on the 10/03/2017.

corresponds to regulation 12 of
the Health
and Social Care Act 2008
(Regulated Activities)
Regulations 2014.

(20) The MHA medication
records were incorrect on
Anson ward regarding their
agreed medication limits on the
T2 and T3 when checked
against the medication
prescribed to patients. There
was no evidence that the
responsible clinician had
informed patients about the
purpose or side effects of the
medication.
Regulation
Regulation 18 HSCA (RA)
Regulations 2014 Staffing
How the regulation was not
being met
(21) We found the provider did
not have clinical supervision
arrangements in place in order
to ensure that qualified staff
were appropriately supported
in relation to their
responsibilities, to enable them
to deliver care and treatment to
service users safely and to an
appropriate
standard. This was in breach of
regulation 23 of the Health and
Social Care Act 2008 (Regulated
Activities) Regulations 2010,
which corresponds to
regulation 18 of the Health and
Social Care Act 2008 (Regulated
Activities) Regulations 2014.
(22) 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.
Regulation
Regulation 15 HSCA (RA)
Regulations 2014 Premises and
equipment
How the regulation was not
being met

informed about
the purpose or
side-effects of
their
medications.

Must Do
(20) The Trust
must ensure all
qualified
nursing staff
have
appropriate
clinical
supervision.

Must Do
(21) The Trust
must provide a
plan of how bed
bays can be
replaced with
single rooms.
The plan should

Chief Nurse &
Director of
Quality
Assurance

Chief Nurse &
Director of
Quality
Assurance

Assurance/Evidence
Completed
Status
Clinical supervision plan created by ward 30/11/2015
Complete
managers.
Audit against supervision plan.
07/02/2017
Complete
All Anson Road registered nursing staff 07/02/2017
Complete
have identified clinical supervisor.
The service has provided some assurance that indicates that measures have
been put in place to address this Must Do action. The Rehabilitation
Transformation Working Group will consider this Must Do action in their
project plan going forward and ensure that changes have been embedded in
clinical practice.

Assurance/Evidence
Standards devised how each ward area
will manage privacy and dignity.
Audit by matrons.
Discussed at different forums and
documented in minutes.

Completed
30/11/2015

Status
Complete

30/11/2015
30/11/2015

Complete
Complete

Embed assurances regarding supervision
arrangements and on-going monitoring via corporate
nursing team.

Gill Green
(Tim McDougall &
Nick Metcalf)

14/04/17

(Evidence of audit on file). MDT clinical supervision is
on an upward trajectory. David Marsden is the lead
for MDT supervision in Manchester.
Review current supervision arrangements and ongoing monitoring and reporting systems.
17th February discussed and agreed that the TWG will
review at the next meeting on the 10/03/2017.

Meeting held with Capital & Estates and consideration
is being given to priority works to be undertaken.

Deborah
Partington
(Jane Arands &
Julie Turner)

14/04/17

(23) We found that the
premises used by the service
provider were not suitable for
the purpose for which they
were being used. This was in
breach of regulation 15 of the
Health and Social Care Act 2008
(Regulated Activities)
Regulations 2010, which
corresponds to regulation 15 of
the Health
and Social Care Act 2008.

include the
interim
measures that
will be put in
place to ensure
the privacy and
dignity of the
patients using
shared
accommodation
is improved.

Estates plan complied for Acacia ward by 30/11/2015
Complete
November 2015.
Some evidence has been provided that indicates what measures have been
put in place to address this Must Do action. The Rehabilitation
Transformation Working Group will consider this Must Do action going
forward and ensure that appropriate measures are embedded in clinical
practice and reviewed.
Assurance/Evidence
Standards devised how each ward area
will manage privacy and dignity.
Audit by matrons.
Discussed at different forums and
documented in minutes.
Estates plan complied for Acacia ward by
November 2015.

Regulation(s)
Regulation 15 HSCA (RA)
Regulations 2014 Premises and
equipment
Regulation 10 HSCA (RA)
Regulations 2014 Dignity and
respect
(25) How the regulation was
not being met. We found that
the registered person had not
ensured that the privacy and
dignity of some patients was
being met. At SAFIRE 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).

Wards for
older people
with mental
health
problems

Regulation
Regulation 15 HSCA (RA)
Regulations 2014 Premises and
Equipment

Status
Complete

30/11/2015
30/11/2015

Complete
Complete

Corporate nursing team to review current guidance on
ward privacy and dignity and how this is
communicated.

Neil Thwaite

Gill Green
Tim McDougal &
Gary Gillette)

14/04/17

17th February discussed and agreed that the TWG will
review at the next meeting on the 10/03/2017.

Still
seeking
assurance
This Must Do action will be taken forward by the Rehabilitation
Transformation Working Group. Further assurance will be sought by the
group in order to determine whether changes have been made to the clinical
areas and that clear clinical guidance is in place.

(24) 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.
Mental health
crisis services
and health
based places
of safety

Completed
30/11/2015

Environmental areas scoped. Consideration of capital
business case.

Must Do
(22) The Trust
must ensure
that
environmental
risk
assessments for
ligature points
on SAFIRE unit
are updated to
include the grab
rails in the
bathroom and
the use of
plastic bags in
patients bins.

Acting
Director of
Operations

Must Do
(23) The Trust
must ensure
that Cedar and

Chief Nurse &
Director of
Quality
Assurance

30/11/2015

Assurance/Evidence
Completed
Status
Environmental risk assessments for 31/08/2015
Still
ligature points on SAFIRE have been
seeking
appropriately updated and added to the
assurance
risk register to reflect.
Evidence has been provided by the service that indicates that measures were
taken to address this Must Do action. The Transformation Working Group
(Section 136) will consider this action going forward and ensure that
environmental risk assessments/audits are completed and taken forward.

Corporate nursing team to review ligature
assessments on Safire Ward.
Service manager to review and report on the current
safety measures relating to use of plastic bags to
reduce the risk of suffocation.

Gill Green
(Tim McDougal,
Gary Gillette &
Nigel Hird)

06/04/17

Still
seeking
assurance

Gill Green
(Tim McDougall &
Gary Gillette)

30/06/17

Still
seeking
assurance

02/03/2017: Reviewed within the Transformation
Working Group for Acute & PICU OAP’s.
MTT to liaise with the Assistant Director of Integrated
Governance to organise an ligature audit to be
completed on all wards using the GMMH ligature audit
tool and to facilitate any training that is required for
staff.
The Manchester Matron is to further review SAFIRE
ward and to confirm to the next TWG that there are
no plastic bags in bins and that any grab rails are risk
assessed and managed correctly.
Matron to confirm current status in relation to the risk
register.

Assurance/Evidence
Both fridges have now been removed.
Infection prevention report completed,
and all wards to regularly check fridge

Completed
30/09/2015
30/09/2015

Status
Complete
Complete

Corporate Nursing Team to review and report within
the PLACE inspection regime.

How the regulation was not
being met
(26) 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.

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

Regulation(s)
Regulation 17 HSCA (RA)
Regulations 2014 Good
Governance

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
authorised,
their leave is
approved and
their detention
is legally
supported by
the appropriate
documentation
being in place.

Medical
Director

Must Do
(25) Prisoners
should have
regular access
to an on-site
pharmacist,
who should
provide
pharmacy-ledclinics, patient
counselling and
medicine use
reviews,
medication risk
assessments,
and ensure
professional

Head of
Healthcare
Chief
Pharmacist

Regulation 17(2)(a)
How the regulation was not
being met
(27) The provider had not
ensured that patients were not
protected against the risk of
inappropriate or unsafe care
and treatment by means of the
operation of safe systems
designed to assess and manage
risks relating to the health,
welfare and safety of patients.
The Mental Health Act and
Code of Practice and Mental
Capacity Act Deprivation of
Liberty Safeguards were not
being adhered to.

HMP Buckley
Hall

temperatures as part of their daily
infection control audit.
There is assurance that this Must Do action has been addressed and evidence
is on file. The Corporate Nursing Team will consider all ward environments
as part of forthcoming PLACE inspections.

02/03/2017: Reviewed within the Transformation
Working Group for Acute & PICU OAP’s.
Manchester is now incorporated the Trust wide PLACE
inspection scheme. The issue regarding the bays;
these are being managed in line with privacy and
dignity guidance. A review of the environment and
confirmation of how these areas are being managed is
to be undertaken and presented at the next TWG:
06/04/2017.
The forthcoming inspections will provide assurance
that this action has been addressed.

Assurance/Evidence
Completed
Status
Training undertaken on the wards during 31/10/2015
Complete
October 2015 and on-going throughout
2015/16.
Audit of compliance with MHA processes 01/11/2015
Complete
on the two wards.
Work to be undertaken with the Local Ongoing
Still
Authority to determine how DOLS
seeking
processes can be improved.
assurance
The service has provided some assurance that Mental Health Act (1983)
documentation is being completed correctly and people are supported to
understand their rights. The Must Do action will be progressed by the
Integrated Governance Team.

Governance Team to ensure systems regarding Mental
Health Act and Mental Capacity Act (DoLS) are
embedded into current assurance systems.

Assurance/Evidence
Completed
Status
Review the current pharmacy provision 10/02/2017
Complete
with a view to implementing an in house
solution which will provide daily access to
a pharmacist at HMPBH. As an interim
measure, a pharmacist has been
undertaking two sessions per week to
provide some pharmacy support.
Assurance has been provided by the service in respect of this Must Do action.
This action will need to be reconsidered going forward to ensure that the
measures put in place are embedded in clinical practice.

Assurance provided. (Evidence on file).

Evidence of DOLS entries, activity reports, audit and
Mental Health Act Deep Dive paper on file.
Professional Lead for Social Care is responsible for
Manchester DOLS professionally and the Mental
Health Act (1983) AMHP Hub operationally. (Evidence
on file).

Assurances completed.

Gill Green
(Richard
Backhouse & Gary
Gillette)

30/06/17

Jo Daniels
Petra Brown

01/12/17

Complete

standards of
stock
management,
auditing and
dispensing.
Must Do
(26) All health
care
professionals
should be up to
date with
mandatory
training and in
receipt of
documented
clinical
supervision.

Head of
Healthcare

Assurance/Evidence
Completed
Status
Verification of mandatory training will 10/02/2017
Complete
form part of the quarterly appraisal
system. A database will be held in
healthcare with dates of staff clinical
supervision.
Assurance has been provided by the service in respect of this Must Do action.
This action will need to be reconsidered going forward to ensure that the
measures put in place are embedded in clinical practice.

Assurance provided by, Divisional Manager, Prison
Healthcare, HMP Buckley Hall. (Evidence on file).

Jo Daniels

Assurances completed.

Key
Delivered – No further action
On track – Actions underway, no issues
Ongoing – Actions underway however some issues needing attention or further work required to confirm assurance
Not on track to deliver – Urgent action required

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, new timeline given
If actions are not completed within the stated timeline, converts to “Not on track to deliver” the next working day, new timeline given
Urgent action taken by the lead until the action is back on track

01/06/17

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

Board Assurance Framework (March 2017)
27th March 2017
09
Andrew Maloney, Director of HR and Corporate Services
Executive Leads and Kim Saville, Company Secretary

EXECUTIVE SUMMARY:

The Board Assurance Framework (BAF) for GMMH has been updated to reflect the
current position in terms of risks to the delivery of the Trust’s strategic objectives
and priorities.

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

The key reports that link into the BAF are identified in the Controls and Assurances
columns in the report
The BAF is a key assurance document relevant to the Trust’s ongoing compliance
regime with its two external regulators (NHSI and the CQC)

THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
x
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
x
Objective 5 – Enable staff to reach their
achieve their goals
potential and innovate
Objective 3 – Engage in effective partnership
x
Objective 6 – Achieve financial strength and
working
be well-governed
DOES THIS REPORT ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?

x
x
x

No

If ‘yes’:
DATIX ID

RECOMMENDATIONS:

Strategic Objective

Description (as per BAF)

Board members are asked to review the risks and determine whether they are an
accurate representation of the risks to the delivery of the Trust’s strategic
objectives.
Board members are also asked to determine whether the target risk score, once
achieved, can be withstood.

Greater Manchester Mental Health
NHS Foundation Trust

Board Assurance Framework
2016 - 17

TRUST-WIDE PRIORITIES

STRATEGIC
OBJECTIVES

STRATEGIC
CONTEXT

VISION

OPERATIONAL PLAN – KEY PRIORITIES FOR 2016/17
Improved Lives and Optimistic Futures for People Affected by Mental Health and Substance Misuse
Problems

‘Delivering the Forward
View 2016/17-2020/21’

Mental Health
Taskforce
Report

‘Devo
Manc’
Strategic
Plan

Winterbourne, Berwick,
Francis and Keogh
Inquiries and Reports

Promote recovery by
providing high quality care
and delivering excellent
outcomes

Competition - Responding to
tender opportunities (new
and existing business)

Promoting and delivering
quality and performance
agendas

National and local
commissioning
intentions

Closing
the Gap

Everyone Counts:
Planning for Patients
2014/15 – 2018/19

‘Choice’ and
competition

Work with service
users and carers to
achieve their goals

Developing and
strengthening
partnerships

Achieve Quality
Account
Priorities

Engage in effective
partnership working

Reviewing and
improving existing
clinical services

Promoting recovery
through education –
Recovery College

Invest in our
environments

Crisis care
Concordat

CQC
Inspection
Regime

No Health
Without Mental
Health

Financial Climate: Efficiencies
& PBR for Mental Health

Enable staff to reach
their potential and
innovate

Continuous
improvement –acting
on patient experience
feedback

Engage in Devo
Manc
Embed Paris
System

Proactive workforce planning,
development and management

Monitor’s Risk
Assessment
Framework

Achieve sustainable
financial strength and be
well-governed

Supporting the
Redesign of
mental health
services in
Manchester

Delivering the financial plan,
including efficiencies

CLINICAL SERVICE DEVELOPMENT PRIORITIES

•

SPECIALIST SERVICES NETWORK

DISTRICT NETWORK

•
•
•
•
•
•
•
•

Introducing new expanded teams to achieve the new Early Intervention targets – more than 50% of people seen within two weeks and offered
NICE approved packages
Improving the psychological therapies offer by taking the lead provider role for Bolton and developing the Working Well Talking Therapies service
across Greater Manchester
Improving access to psychological therapies – achieving 75% 6 week and 95% 18 week maximum wait targets
Open Braeburn House, a new 28 bedded male recovery service, and work with commissioners across Bolton, Salford, Trafford and Manchester to
develop Rehab and Recovery Services to return out of area placements and further improve pathways
Support the implementation of the Salford Integrated Care Organisation
Capital project to improve in patient and community properties in Bolton
Implement the lead provider RAID model at South Manchester A&E
Continue to develop better pathways and closer working relationships with GP’s, Substance Misuse Services, Housing and CAMHS
Further Development of Woodlands as a centre of excellence for MATs and Older Adults

• Implement capital projects including a new bedroom suite at Gardener Unit and expansion of Junction 17
• To respond to tenders for Lancashire prisons, Bolton SMS, CAMHS and adult secure services (may also be some tenders to retain other contracts in
SMS)
• Implement the new mental health service at HMP Risley and HMP Thorn Cross
• Opening of 4th Ward at Recovery First
• Use expertise to reduce restrictive practice across services
• Continue to develop pathways and closer working relationships with district and specialist services across Greater Manchester
• Extended the provision of Tier 4 inpatient detoxification services to meet the contracting requirements for St Helens and Knowsley
• Central Lancashire Substance Misuse Service service re-design

Board Assurance Framework March 2017
Executive Summary:
This Board Assurance Framework sets out the key strategic-level risks, which could affect delivery of the Trust’s strategic objectives and priorities as outlined in its
Operational Plan for 2016/17 (see diagram on previous page) and Full Business Case for the acquisition of MMHSC. An assessment of risks against the delivery of
the Trust’s strategic objectives forms the structure of this document.
For each strategic objective, specific risks to delivery have been identified along with the control measures that have been established to manage them. Each risk is
then graded using the following methodology:

A list of assurances relied upon to provide evidence that the controls are effective is identified against each of the risks. Any gaps in controls and assurances are
highlighted.

The risks that have been identified are based on a collective assessment by the Trust Board of Directors of the operating environment, and on risk assessment at
Directorate-level across the combined entity. Directorate-level risks are managed via Directorate risk registers and reviewed at the bi-monthly Risk Management
Committee. Key Directorate risks are reviewed by the relevant Director and escalated to the Board Assurance Framework if it is considered they could significantly
impact upon the delivery of strategic objectives.
A summary of the key strategic risks identified in this Board Assurance Framework are as follows:
DATIX
ID

Title

Risk Level
(Current)

2606

Out of Area Placements (OAPs)

Extreme 20

2572

Expenditure on Agency Staff

2189

Acquisition of MMHSC

Change to Risk
Level Since Last
Review

Risk Subtype

Opened

Risk Treatment
Status

Next Review
Date

↔

Board Level Risks

16/01/2017

Reduce

31/07/2017

Extreme 16

↔

Board Level Risks

15/09/2016

Reduce

31/07/2017

Extreme 15

↔

Board Level Risks

16/01/2015

Reduce

31/07/2017

Board Level Risks

03/12/2015

Reduce

31/07/2017

↔

Devolution Greater Manchester and
Sustainability and Transformation
Plans (STPs)

High 12

1490

Performance

High 12

↔

Board Level Risks

01/04/2011

Reduce

31/07/2017

773

Sickness Absence

High 12

↔

Board Level Risks

19/09/2013

Reduce

31/07/2017

1804

Mandatory Training

High 12

↔

Board Level Risks

19/09/2013

Reduce

31/07/2017

2252

Safe Staffing Levels

High 12

↔

Board Level Risks

17/09/2015

Reduce

31/07/2017

2607

Clinical Governance

High 12

↔

Board Level Risks

16/01/2017

Reduce

31/07/2017

2611

Financial Sustainability

High 12

↔

Board Level Risks

16/01/2017

Reduce

31/07/2017

High 12

↔

Board Level Risks

16/01/2017

Reduce

31/07/2017

High 12

↔

Board Level Risks

16/01/2017

Reduce

31/07/2017

High 12

↔

Board Level Risks

16/01/2017

Reduce

31/07/2017

2363

2610
2608
2609

Corporate and Senior Clinical
Management Restructure
Information Management and
Technology (IM&T)
Estates

This Board Assurance Framework will be reviewed again in July 2017. The Audit Committee will test the robustness of systems to support the production of the Board
Assurance Framework through the internal audit plan.

Review Due
31/07/2017
31/07/2017
31/07/2017
31/07/2017

31/07/2017

Treatment
Status

Action Due

Target Risk
High Risk 9 (3x3)

Reduce
Reduce
Reduce
Reduce

Extreme Risk 25 (5 x 5)

High Risk 12 (3 x 4)
High Risk 12 (3x4)
High Risk 8 (2 x 4)

31/07/2017

Actions being checked

Reduce

-Embed actions implemented via deep dive action Actions implemented
plan
require ongoing
- Review of actions against MIAA report underway support

Reduce

Limited assurance
opinion from MIAA
regarding MMHSC
sickness management
processes

- Review of current hard FM and soft FM provision Actions progressing in
line with PTIP.
(by 30/06/2017)
- Commission and undertake new 6 FACET survey
(by 31/08/2017)
- Agree investment programme to address backlog
maintenance and statutory compliance

High Risk 8 (2 x 4)

- Executive leadership provided by Director of HR and
Corporate Services
- Monthly meetings with Directorates
- HR Director meetings with Heads of Operations
- Monthly Board Performance Report
- Trust Board paper - February 2015
- Deep Dive Action Plan - July 2015
- MIAA audit report - significant assurance
- Trust Board paper - January 2016

None identified

13864 to 13867

-Sickness Management -monthly Directorate sickness absence reports
-Designated HR officer and Health and Wellbeing Lead support to Directorates
- Training on absence management for line managers
-New Occupational Health and Counselling Service support for staff
-Monthly monitoring and assurance meetings with Directorates
-Deep dive action plan in place

High Risk 12 (3 x 4)

High Risk 12 (3x4)

- Executive leadership provided by Director of Finance, Capital Independent 6 FACET
and IM&T and Director of HR and Corporate Services
survey not yet
(facilities)
complete
- Progress against PTIP monitored by monthly Transition and
Integration Steering Group
- Oversight provided by EMT MAG
-Statutory compliance checks documentation

PARIS scoping
commenced - former
GMW BI colleagues
learning AMIGOS
system to provide
additional capacity in
interim

Moderate Risk 6 (3x2)

773

01/09/2008

Principal objectives: OBJ 5 - Enable staff to reach their potential and innovate
Sickness Absence - higher than planned
sickness absence rates may impact on
clinical delivery and result in increased
expenditure on bank and agency staffing.
Andrew
Executive
Maloney
Management Team

- Agreed actions set out in PTIP
Actions are ongoing and not yet complete
- Agreed programme of first phase of environmental improvements (i.e. furniture and
furnishings) - improvements identified through completed site and main premises
familiarisation visits with funding subsequently allocated
- Review of estates and facilities roles and structures to enable fit for purpose restructure
- Statutory compliance checks in place

- PARIS scoping (April 2017 to Jan. 2018)
- Review current desktop hardware and plan
migration/replacement (01/04/2017 to
30/09/2017)
- Review current server hardware and licencing
and plan server migration/replacement
(01/04/2017 to 30/09/2017)

10791 & 13868

16/01/2017

2609

Principal objectives: OBJ 4 – Invest in our environments
Estates - failure to deliver a statutory
compliant estate in Manchester, which is
consistent with the Trust-wide quality
Executive
standards, may impact on patient
Ismail Hafeji & Management Team
experience and quality of care.
Andrew
(Manchester
Maloney
Acquisition Group)
(EMT MAG)

30/06/2018

- Executive leadership provided by Director of Finance, Capital None identified
and IM&T (IM&T) and Director of Development and
Performance
- Progress against PTIP monitored by monthly Transition and
Integration Steering Group
- Oversight provided by IM&T Strategy Group (reporting to
EMT) and EMT MAG

31/12/2017

Actions in PTIP are ongoing and not yet
complete.

- Agreed Terms of Reference/Schedule for Quality PTIP being
Governance Committee to be notified to Board of implemented
Directors
- Review of Board Performance report to reflect
Trust-wide Clinical Governance Activity &
Performance
- Datix Task & Finish Group to lead development of
single Datix system/processes - planned 'go live'
date of April 2017
- Alignment of policies - paper to Transformation
and Transaction Committee for approval
- Manchester Services to upgrade to Datix V 12
- Review & update Quality Governance Strategy

28/04/2017

- Agreed actions set out in PTIP
- Review of current AMIGOS support and any proposed developments
- Review of IM&T and Business Intelligence roles and structures to enable fit for purpose
restructure

Completion and
embedding of actions

31/01/2018

- Executive leadership provided by Director of Nursing &
Operations
- Day 1 soft landing (Communication Flows)
- Regular senior meetings to discuss work streams, areas of
concern/challenge
- Progress against PTIP monitored via monthly Transition and
Integration Steering Group and Datix Task and Finish Group

- Capital works
complete on Ewan
MacColl Ward - 4 beds
opened and additional
beds to open in June
2017
- Working groups
established, and Terms
of Reference
developed, to
undertake reviews

31/08/2017

- Two Datix systems in use across the
Trust, plans in place to review and align
system/processes
- Use of Datix modules not consistent
across the Trust
- Datix system does not populate Amigos

- Planned opening of 6 further additional beds on
Ewan MacColl ward (Salford) to repatriate
Manchester OAPs by June 2017
- Review of progress made in reducing OAPs to be
undertaken by commissioners in December 2017
- Review of Manchester bed management policy
and procedures and observation procedures (by
31/05/2017)
- Review of Manchester Home-Based Treatment
Team as alternative to hospital admission (by
30/09/2017)
- Review of 7-day working practices in Manchester
(by 31/12/2017)
- Review of rehabilitation pathway (by
31/05/2017)

30/04/2017

None identified

Implementation of plan
in progress

Action ID

BST OAPs:
- Weekly report on Trust-wide OAPs position to EMT
- Effective bed management system operational across footprint, including one bed base
for BST
- 24/7 Home-based Treatment offer
- 7-day community services
- Agreed actions set out in PTIP
- Single Trust Quality Governance structure with alignment of subgroups
- Quality Governance Schedule for 17/18
- Single PIR/SUI process
- Review of policies, with a schedule of harmonisation from Q1 17/18
- Datix Task and Finish Group established in Feb. 2017 with agreed Terms of Reference

- Continued implementation of recruitment
activity plan
- Implementation of acute care pathway
developments in Manchester line with PTIP - full
implementation of clinical model by 30/06/2018
11521

- Executive leadership provided by Director of Manchester
None identified
Services and Director of Nursing and Operations
- Weekly review by EMT of Trust-wide OAPs position
- Weekly review by commissioners of Manchester OAPs
position
- Oversight of Manchester OAPs by Transaction and
Transformation Committee
- Progress against PTIP monitored via monthly Transformation
Working Group for Adult and PICU OAPs

13853 to 13858

-Embedding of new review and reporting
arrangements
- Further additional capacity (6 beds) from
Ewan MacColl (Salford) not yet available
-Implementation of Acute Care Pathway
developments not yet complete

Extreme Risk 16 (4 x 4)

16/01/2017

2608

Principal objectives: OBJ 2 – Work with service users and carers to achieve their goals
IM&T - failure to deliver a sustainable IT
infrastructure in Manchester, which
Executive
Management Team supports multi-site working and
Ismail Hafeji &
performance reporting requirements, may
(Manchester
Neil Thwaite
Acquisition Group) impact on clinical safety and delivery.
(EMT MAG)

Extreme Risk 16 (4 x 4)

Quality Governance
Committee

Extreme Risk 16 (4 x
4)

Gill Green

Clinical Governance - issues identified with
the embeddedness of clinical governance
systems and processes in Manchester, may
result in incomplete assurance on actions
taken to maintain and improve quality of
care.

Extreme Risk 16 (4 x 4)

16/01/2017

Executive
Gill Green & Management Team
Deborah
& Transaction and
Partington
Transformation
Committee

Extreme Risk 16 (4 x 4)

17/09/2015

2252

2606
2607

16/01/2017

Out of Area Placements (OAPs) - due to the
increasing demand for inpatient beds and
the acuity of patient need, the Trust may
need to continue placing service users in
expensive out of area placements. This will
impact on patient experience, reputation
and the Trust's long-term financial
sustainability.

Progress

13859

Manchester OAPs:
- Agreed actions set out in Post-Transaction Implementation Plan (PTIP)
- Dedicated operational capacity provided by Manchester Transition Team
- 3 x weekly bed management meeting led by Acute Care Pathway (ACP) leaders
- Daily service user review and monitoring process
- 2 x daily capacity report identifying available beds across Manchester
- All OAPs reviewed on weekly basis or more frequently
- All Manchester acute adult inpatients and OAPs reviewed to identify blockages to
discharge
- 24/7 gatekeeping in place across GMMH
- Weekly briefings to Manchester commissioners
- Weekly report on Trust-wide OAPs position to EMT
- 4 additional male beds on Eagleton Ward, Salford from Sept. 2016
- 4 additional male beds on Ewan MacColl Ward, Salford, from March 2017
- Priory beds - contract extended for further six months
- 12-month baseline position established in January 2017
- Non-recurrent funding for OAPs agreed with commissioners for 2017/18

Principal objectives: OBJ 1 - Promote recovery by providing high quality care and delivering excellent outcomes
Safe Staffing Levels - availability of
- Staffing levels defined via shift system review
- Review of levels undertaken and benchmarked nationally
resources and ability to recruit, retain and
- Investment agreed in ward staffing by Trust Board in April 2015
engage staff may compromise the Trust's
- Monitoring of fill rates via Trust Board
ability to sustain safe staffing levels. This
- Ward staffing investment implemented
will impact on quality of care and staff
Gill Green &
- Nurse preceptorship programme developed to enable newly qualified nurses achieve
Quality Governance morale.
Deborah
required standards
Committee
Partington
- Further linkages made with universities (Manchester, Manchester Metropolitan and
Salford) to support recruitment
- Recruitment plan agreed for 2016/17 and being implemented across historical GMW
services (in particular district services)
- Monthly exec review of locum and agency expenditure/usage.

Action Required

13860 to 13863

- Executive leadership provided by Director of Operations and None identified
Nursing and Director of Manchester Services
- Board paper and minutes April 2015
- Monthly Board Performance Report
- Board Paper December 2015
- Directorate Workforce Plans 2016/17 and 17/18
- Board Paper regarding agency controls November 2016

(Likelihood x Consequence) = Risk Level

Current Risk

- National and regional supply shortages
of professional staff
- High reliance in Manchester services on
agency and locum staff across medical
and nursing

Gaps in assurance

High Risk 12 (4x3)

Assurance

Extreme Risk 20 (4 x 5)

Gaps in controls

High Risk 12 (3 x 4)

Controls

High Risk 12 (3 x 4)

Board Committee Description
/ Sub-Group

Initial Risk

Opened

DATIX ID

Exec Lead

Review Due
31/07/2017
31/07/2017
31/07/2017
31/07/2017
31/07/2017

31/07/2017

31/07/2017

Treatment
Status
Reduce
Reduce
Reduce
Reduce

Action Due

Target Risk
Moderate Risk 6 (3x2)

9138

31/05/2017
30/06/2017
31/07/2017

High Risk 8 (2 x 4)

Ongoing

High Risk 8 (2x4)

Implementation of actions agreed against Risk ID
2606 and 2572

Action ID

Actions on track

Reduce

Volatility of agency expenditure and OAPs - Executive leadership provided by Director of Finance, Capital None identified
and IM&T (financial) and Deputy Chief Executive/Director of
Development and Performance
- Progress against PTIP monitored via monthly Clinical
Transformation Steering Group and Transition and Integration
Steering Group with progress reports to EMT MAG
- Independent Auditors opinion
- NHSI monthly monitoring

Implementation of actions agreed at June 2016
and Nov 2016 Board of Directors meetings

Reduce

- Transitional funding package agreed with commissioners
- Commitment in principle received from Greater Manchester Health and Social Care
Partnership for transformation funding
- Financial support committed in signed Transaction Agreement
- Monthly finance report to Board of Directors
- Monthly finance update to Transaction and Transformation Committee
- Controls relating to OAPs and Agency Expenditure as per Risk ID 2606 and 2572
respectively
- Programme Risk Log
- Signed multilateral contract with commissioners and signed contracts with Local
Authorities
- Programme of robust contract monitoring meetings established

Ongoing

Reduce

Current agency spend
above NHSI threshold

CEO, Chair and Executive Director involvement in
local development discussions

High Risk 12 (3x4)

- Executive leadership provided by Director of HR &
Corporate Services.
- Trust Board paper June 16 and November 16.
- Board Performance Report.
- Monthly executive scrutiny meeting.

Further assurance
required regarding
the future shape of
integration in Bolton,
Trafford and
Manchester

Actions in progress

High Risk 12 (3x4)

Controls related to mitigation of risks
identified in Salford ICO business case
require time to embed

Implementation of PTIP by 31/12/2018 timescales agreed for individual actions within
PTIP

High Risk 8 (2x4)

Due diligence process
and Independent
Auditors Report
identify risks that
require mitigation

31/12/2018

- CEO, Chair and Exec Directors involved in governance arrangements across GM
- CEO involvement in shaping MH strategy for GM and specialist commissioning
arrangements.
- Executive involvement in development of Salford ICO business case and governance
proposals and Board of Director sign-off of business case
- Subcontract in place for GMW in Salford ICO
- GMMH member of Manchester Provider Board - represented by Director of Manchester
Services
- GMMH contribution to assessment process for LCO component of Transformation Fund
bid
- Agency mitigation action plan agreed at June 16 Trust Board.
- Agency staff procured via approved frameworks.
- Escalation process in place to authorise breaches of capped rates.
- Recruitment Strategy - 2016.
- Controls and protocol agreed - Nov 2017 Trust Board.

- National staff supply shortages result in
increased need for agency staff
- High reliance in Manchester services on
agency and locum staff

- Executive leadership provided by Chief Executive, Deputy
Chief Executive and Director of Manchester Services
- Trust Board update papers and minutes (Feb. 2016 to Jan.
2016)
- Transaction and Transformation Committee papers and
minutes (with effect from Sept. 2016 onwards)
- Progress against PTIP monitored via monthly Clinical
Transformation Steering Group and Transition and
Integration Steering Group with progress reports to EMT
MAG
- Independent Auditors Report (Grant Thornton)
- NHSI Green Risk Rating
- Secretary of State support for transaction
- Executive leadership provided by Chief Executive
- Feedback from external meetings provided by Executive
Directors at EMT and Board
- Trust Board papers and minutes

Ongoing

31/07/2017

- Actions identified in PTIP not all yet
complete
- Actions in place to mitigate identified
risks not all yet complete

Plan to deliver targets on track - continued
implementation

30/04/2017

High Risk 12 (3 x 4)

- Grant of Acquisition authorised and transaction complete on 01/01/2017
- Dedicated Manchester Transition Team resourced and in place
- Robust programme governance structures established enabling monitoring of progress
against PTIP
- Review undertaken of assurance received against CQC 'must do' actions and considered
by QGC on 12/01/2017 and 09/03/2017
- Programme Risk log developed and maintained, including risks identified through due
diligence and Independent Auditors Report

Phase 2 process to
commence 03/04/17

13869

None identified

-Implementation of plan and Phase 2 ongoing

11856

- Executive leadership provided by Director of Development
and Performance, Director of Nursing and Operations and
Director of Manchester Services
- Directorate Management Board and Trust Board minutes
- Executive Management Team minutes
- MIAA assurance report on data integrity of performance
report.
- KPMG Quality Account Opinion 15/16
- Operational Plan 16/17 and 17-19
- IAPT Board Paper November 2015
- EI Board Paper January 2015

- Board performance reports
None identified
- Directorate Performance Reports
- Data Quality Reports and operating guidance
- Directorate Management Board and Manchester Senior Management Board supported
by local Directorate Hubs
- Performance Measures and Data Quality Group meeting
- Contract Monitoring meetings
- Quality Account priorities monitored via Quality Governance Committee
- Plan agreed to deliver new IAPT targets for historical GMW services considered at Board
- Plan agreed to deliver EI targets for historical GMW services considered at Board
- Actions identified in PTIP to deliver required performance targets and standards (e.g. EI
and IAPT) in Manchester
- £1m recurrent investment secured to support development of Manchester IAPT services

Ongoing monitoring
being undertaken

12560

None identified

-Continued monitoring and performance
management of Directorates via Workforce
Development Committee to enable all to reach
85%
- Integration of GMW and MMHSC mandatory
training programmes being completed

11855

Exec leadership provided by Director of HR and Corporate
Services
- Trust Board paper - Jan 17
- JCNC minutes - 18 Jan 17
- LNC minutes - 17 Jan 17

Current Risk

None identified

High Risk 12 (4x3)

- Agreement reached with trade unions regarding process and timescales
- Agreement reached with executive regarding phase 1 structures
- Action plan in place including statutory consultation requirements and communication
plans
- Phase 1 consultation and voluntary redundancy process completed

High Risk 12 (3x4)

Not all services above
the 85% target
standard

Extreme Risk 15 (3 x 5)

Initial Risk
Extreme Risk 15 (5 x 3)
Extreme Risk 16 (4 x
4)
Extreme Risk 20 (5 x 4)

1490

- Executive leadership provided by Director of HR and
Corporate Services
- Workforce Development Committee minutes
-Directorate Management Board minutes
- Compliance reports
-Monthly Board Performance Report
-MIAA Audit Report - Limited Assurance opinion
- Overall Trust performance above 85%

High Risk 8 (2 x 4)

Transaction and
Transformation
Committee

Lower than adequate compliance levels
for certain services and bank staff

Progress

31/12/2017

Ismail Hafeji,
Neil Thwaite

Financial Sustainability - as a result of the
acquisition of MMHSC, the financial
performance of the Trust may be
compromised. This will impact on the
Trust's ratings and long-term sustainability.

-Induction and Mandatory Training Policy
-Directorate Lead monitoring via monthly reports at WDC and DMB
-Adequate classroom and e-learning provision in place
-Establishments have resources built in to enable release of staff
-Requirement to attend mandatory training a requirement for annual pay progression
-Ward level data provided monthly
-New web based elearning portal implemented

(Likelihood x Consequence) = Risk Level

Action Required

11855

Andrew
Maloney

Expenditure on Agency Staff - due to the
demand on services, and the difficulties in
recruiting and retaining staff, the Trust may
incur increased agency expenditure and
Executive
breach the limits set by NHS Improvement.
Management Team
This will impact on the Trust's financial
performance and may incur sanctions.

Gaps in assurance

High Risk 12 (3x4)

Devolution GM and Sustainability and
Transformation Plans (STPs) - contributing
to the development and implementation of
system-wide plans, including the
Executive
Manchester LCO, may compromise the
Bev Humphrey
Management Team Trust's ability to act in its own best interests
in the short-term.

Assurance

Extreme Risk 16 (4 x 4)

Transaction and
Transformation
Committee

Gaps in controls

11855 & 13853 to 13858

16/01/2017

Bev Humphrey

Acquisition of MMHSC - failure to deliver
the Post-Transaction Integration Plan
(PTIP), including the agreed transformation
priorities and CQC Inspection
recommendations, will have an adverse
impact on operational, financial and clinical
performance and the Trust's reputation.

Controls

High Risk 12 (3 x 4)

16/01/2015

2189
2363

03/12/2015
15/09/2016

2572
2611

01/04/2011

Principal objectives: OBJ 6 - Achieve sustainable financial strength and be well-governed
Performance - as a result of the acquisition,
and due to the availability of resources, the
Trust may fail to maintain contracted levels
of performance and meet national/local
targets and regulatory standards. This will
Gill Green,
impact on quality of care and Trust ratings
Deborah
and could incur financial penalties and/or
Executive
Partington
Management Team intervention from regulators.
and Neil
Thwaite

Extreme Risk 25 (5 x 5)

Transaction and
Transformation
Committee

Corporate and Senior Clinical Management
Restructure - failure to implement a clear,
fair and sensitive organisational change
process may destabilise the workforce and
affect the Trust's ability to deliver its agreed
priorities

Extreme Risk 20 (4 x 5)

Andrew
Maloney

Mandatory Training - lower than agreed
compliance with mandatory training
requirements may mean that all staff are
not adequately trained. This will impact on
Executive
Management Team quality of care and staff morale.

Extreme Risk 20 (5 x 4)

Andrew
Maloney

Board Committee Description
/ Sub-Group

Extreme Risk 25 (5 x 5)

Opened
22/05/2012

1804
2610

16/01/2017

DATIX ID

Exec Lead
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EXECUTIVE SUMMARY:

Voting in the recent elections to the Council of Governors closed on Thursday 9th
March 2017 at 5.00pm. The following paper summarises the results as declared by
the Returning Officer at UK Engage on Friday 10th March 2017.

LINKS TO OTHER KEY
REPORTS/DECISIONS:

•

LEGAL/REGULATORY
IMPLICATIONS:

Update on the Council of Governor Elections – paper to joint Board and Council
of Governors meeting on 27th February 2017
• Proposal and Timetable for the Reconfiguration of the Council of Governors –
paper to Council of Governors meeting on 1st November 2017
Compliance with the Constitution of GMMH

THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
x
Objective 5 – Enable staff to reach their
achieve their goals
potential and innovate
Objective 3 – Engage in effective partnership
x
Objective 6 – Achieve financial strength and
working
be well-governed
DOES THIS REPORT ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?

x
x

No

If ‘yes’:
DATIX ID

RECOMMENDATIONS:

Strategic Objective

Description (as per BAF)

The Board of Directors are invited to note the results of the recent Council of
Governor elections
1

Council of Governor Elections – Declaration of Results
1.

Introduction

1.1

In February 2017, the Board of Directors and Council of Governors received an update on
progress with the elections for the new Council of Governors for Greater Manchester Mental
Health NHS Foundation Trust (GMMH). The elections have been conducted in accordance
with the Model Election Rules, as published by the Foundation Trust Network (now NHS
Providers) and incorporated in the Trust’s constitution, and ran between January and March
2017. The voting system used was Single Transferable Vote (STV).

1.2

54 nominations were received for 19 seats, with only one seat (Staff – Medical) uncontested.
Voting in the elections for the remaining 18 seats closed on Thursday 9th March 2017. This
paper summarises the election results and confirms the tenures of the newly elected
governors.

2.

Declaration of Results

2.1

The following table summarises the results by constituency, as declared by the Returning
Officer at UK Engage on Friday 10th March 2017, and the turnout. The overall turnout was
9.66%, which UK Engage have advised is comparable to other Foundation Trust Council of
Governor elections.
Constituency
Public – Bolton

No. of Seats
2

Public – Salford

2

Public – Trafford

2

Public – City of
Manchester

3

Public – Other
England Wales

2

Service User and
Carer

4

•
•
•
•
•
•

Elected Governors
Albert Phipps
Les Allen (re-elected)
David Sutton
Bryan Blears
Iris Nickson
Margaret Kerr

•
•
•
•
•
•
•

Thomas McAlpine OBE (see para 2.2)
Lynn Howe
Peter Dodd
Robert Beresford (re-elected)
Philip Saxton (re-elected)
Dan Stears
Michael Crouch

Turnout
7.67%
8.47%
11.43%
11.23%

5.41%
9.17%
2

Constituency

No. of Seats

Staff – Medical

1

Staff – Nursing
Staff – Social Care

1
1

Staff – Non-Clinical

1

Elected Governors
• John Adam Hogan
• Margaret Riley (re-elected)
• Dr Victoria Sullivan (elected
unopposed)
• Chris Vogl
• Rick Wright
• Julie Turner (re-elected)

Turnout

N/a
8.17%
13.13%
22.66%

2.2

Following the declaration of results, UK Engage received notification that Thomas McAlpine
OBE, who was elected as a Public Governor in the City of Manchester constituency, had
sadly passed away. Mr McAlpine was Chair of the Manchester mental health charity
Moodswings and was awarded an OBE in 2011 for services to mental healthcare. The Trust’s
constitution provides the option to invite the next highest polling candidate for that seat,
who is willing to take office, to do so. Consequently, Nayla Cookson has filled this vacant
seat in the Public – City of Manchester constituency.

3.

Tenures

3.1

The terms of office of the newly elected governors will commence on 1st April 2017. Tenures
will be staggered, as follows, based on the number of votes received. This is in an effort to
avoid a future situation where the terms of office of the majority of the Council of Governors
expire at the same time.
Constituency
Public – Bolton
Public – Salford
Public – Trafford
Public – City of Manchester
Public – Other England Wales
Service User and Carer

Staff – Medical
Staff – Nursing
Staff – Social Care
Staff – Non-Clinical

Elected Governor
Albert Phipps
Les Allen
David Sutton
Bryan Blears
Iris Nickson
Margaret Kerr
Lynn Howe
Peter Dodd
Nayla Cookson
Robert Beresford
Philip Saxton
Dan Stears
Michael Crouch
John Adam Hogan
Margaret Riley
Dr Victoria Sullivan
Chris Vogl
Rick Wright
Julie Turner

Tenure
3 years
2 years
3 years
2 years
3 years
2 years
3 years
3 years
2 years
3 years
2 years
3 years
3 years
2 years
2 years
3 years
3 years
3 years
3 years

3

4.

Other Considerations

4.1

The first meeting of the new Council of Governors is scheduled for Monday 10th April 2017.
At that meeting, the Council of Governors will be invited to appoint a Lead Governor and to
agree membership of the Nomination Committee of the Council of Governors. Work is
continuing to develop a comprehensive induction programme for all new governors.

4.2

Appointed Governors – communications are underway with those partner organisations
identified in the Trust’s Constitution with regard to the appointment of Appointed
Governors. The terms of office for Appointed Governors will also commence on 1st April
2017 for an initial three-year period.

5.

Recommendations

5.1

The Board of Directors are invited to note the results of the recent Council of Governor
elections.

4

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

Register of Interests – Annual Review
27th March 2017
11
Kim Saville, Company Secretary
As above

EXECUTIVE SUMMARY:

Under the provisions of the Trust’s ‘Constitution’ and ‘Standing Orders for the
Practice and Procedure of the Board of Directors’, the Trust is required to hold a
Register of Interests of Board members. In particular, the Register will include
details of all directorships and other relevant and material interests declared by
both Executive and Non-Executive Directors.
The Register is kept up to date by means of an annual review. The current Register
of Interests is attached for this purpose.

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

Fit and Proper Persons Test – Annual Self-Declaration
Compliance with:
•
•

‘The NHS Foundation Trust Code of Governance’
Constitution for Greater Manchester Mental Health NHS Foundation Trust

THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
Objective 5 – Enable staff to reach their
achieve their goals
potential and innovate
Objective 3 – Engage in effective partnership
Objective 6 – Achieve financial strength and
working
be well-governed
DOES THIS REPORT ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?

X

No

If ‘yes’:
DATIX ID

RECOMMENDATIONS:

Strategic Objective

Description (as per BAF)

Board members are asked to review the attached Register of Interests and update
as required prior to signature.

BOARD OF DIRECTORS
REGISTER OF INTERESTS – ANNUAL REVIEW
1.

Introduction

Greater Manchester Mental Health NHS Foundation Trust is required by the conditions of its NHS Provider
Licence to, at all times, adopt and apply systems and standards of corporate governance, which are suitable
and consistent with best practice guidance including ‘The NHS Foundation Trust Code of Governance’.
Under the provisions of the Trust’s ‘Constitution’ and ‘Standing Orders for the Practice and Procedure of
the Board of Directors’, the Trust is required to hold a Register of Interests of Board members. In particular,
the Register will include details of all directorships and other relevant and material interests, which have
been declared by both Executive and Non-Executive Directors. The purpose of the Register is to identify
where an individual’s interests may potentially be at conflict with, or preferentially enhanced by, their
relationship with the Trust.
The Register is kept up to date by means of an annual review, in addition to updates within the year
recording any changes to interests. Board members are also required to declare any conflicts of interest
that arise in the course of conducting Trust business, specifically at the beginning of each Board of
Directors’ meeting.
The Register of Interests will be maintained by the Company Secretary and will be available for inspection
by members of the public on request and via the Trust’s website.
2. Board Directors
The attached Register provides details of the interests declared by Board Directors as at the end of March
2016.
3. Recommendation
The Board is invited to note and sign the Register of Interests.
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Register of Interests Declared by the Board of Directors – March 2017
Name

Position/Role

Term of
Office

Anthony Bell

Non-Executive Director

31.07.18

Interests Declared
•
•
•
•

Margaret Campbell
Chris Daly
Stephen Dalton
Kathy Doran

Acting Medical Director
Medical Director
Non-Executive Director
Non-Executive Director

N/A
N/A
31.12.19
31.07.18

Gill Green
Ismail Hafeji
Bev Humphrey

Director of Nursing and Operations
Director of Finance, Capital and IM&T
Chief Executive

N/A
N/A
N/A

Julie Jarman

Non-Executive Director

31.07.17

Andrea Knott

Non-Executive Director

31.12.19

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
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Non-Executive Director – Cariocca Enterprises
Non-Executive Director – Inclusion Housing, York
Non-Executive Director – Equity Enterprises Ltd., Equity
Housing Group Ltd., Cheadle Hulme, Cheshire
Vice Principal Commercial – The Grimsby Institute of Further
Education
Nil
Nil
Chief Executive, NHS Confederation
Non-Executive Director - Your Housing Group
Chair, The Reader Organisation
Advisor – NHS Employers Primary Care Contracting Team
Advisor – Prime (UK) Developments Ltd.
Nil
Nil
Chair of NHS Confederation Mental Health Network
Trustee of NHS Confederation
Treasurer of MIND in Salford
Programme Manager – Church Action on Poverty
Trustee – HomeWorkers Worldwide
Company Director of small mineral rights holding company
Vice President for Transformation, AstraZeneca PLC

Date of Entry
onto Register or
Amendment
01.11.16

01.09.16
01.08.16
01.01.17
18.01.17

30.04.12
30.04.12
04.04.16
18.01.17

01.01.17

Name

Position/Role

Term of
Office

Pauleen Lane

Non-Executive Director

31.12.19

Interests Declared
•
•
•
•

•
Andrew Maloney

Director of HR and Corporate Services

N/A

•

Rupert Nichols

Chair

31.06.19

•
•
•
•

Deborah Partington Director of Manchester Services
Neil Thwaite
Deputy CEO/Director of Development &
Performance

N/A
N/A
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Group Manager National Infrastructure, The Planning
Inspectorate
Visiting Lecturer, The University of Manchester
Governor, St. Hilda’s Primary School, Firswood
Member of Central Manchester University Hospitals NHS
Foundation Trust, University Hospital of South Manchester
NHS Foundation Trust and Liverpool Women’s NHS
Foundation Trust
Partner (Martin Rathfelder) is a member of the Manchester
Provider Programme Selection Board and administrator of the
Socialist Health Association
Member of Executive Advisory Council, Manchester
Metropolitan University, Faculty of Business and Law
Director - Eddie Stobart Logistics Ltd.
Director – NeedleSmart Limited
Nil
Nil

Date of Entry
onto Register or
Amendment
30.01.17

22.04.16
18.01.17
01.08.16
30.04.12

Register of Interests declared by the Board of Directors (March 2017)
Certified as a correct record:
Chair

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

……………………………………………………………
Date

Non-Executive Directors

…………………………………………………………
Non-Executive Director – Anthony Bell

……………………………………………………………
Date

…………………………………………………………
Non-Executive Director – Stephen Dalton

……………………………………………………………
Date

…………………………………………………………
Non-Executive Director – Kathy Doran

……………………………………………………………
Date

…………………………………………………………
Non-Executive Director – Julie Jarman

……………………………………………………………
Date

…………………………………………………………
Non-Executive Director – Andrea Knott

……………………………………………………………
Date
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…………………………………………………………
Non-Executive Director – Pauleen Lane

……………………………………………………………
Date

Chief Executive

…………………………………………………………
Chief Executive – Bev Humphrey

……………………………………………………………
Date

Executive Directors

…………………………………………………………
Acting Medical Director
- Margaret Campbell

……………………………………………………………
Date

…………………………………………………………
Medical Director – Chris Daly

……………………………………………………………
Date

…………………………………………………………
Director of Nursing and Operations
- Gill Green

……………………………………………………………
Date

…………………………………………………………
Director of Finance, Capital and IM&T
- Ismail Hafeji

……………………………………………………………
Date
5

…………………………………………………………
Director of HR and Corporate Services
- Andrew Maloney

……………………………………………………………
Date

…………………………………………………………
Director of Manchester Services
- Deborah Partington

……………………………………………………………
Date

…………………………………………………………
Deputy Chief Executive / Director of
Development and Performance
- Neil Thwaite

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

Fit and Proper Persons Test – Annual Declaration
Monday 27th March 2017
12
Kim Saville, Company Secretary
As above

EXECUTIVE SUMMARY:

The Trust ensures the continued ‘fitness’ of those persons to whom the Fit and
Proper Persons Regulations apply through:
• The completion of an annual self-assessment for all Directors
• Annual checks against the Government’s registers for insolvency and
bankruptcy and disqualified directors
• Formal annual appraisal process
• Maintenance of the Register of Interests
The annual appraisal processes for Non-Executive Directors and Executive Directors
will complete by July 2017. A review of the Register of Interests will be undertaken
at the March 2017 meeting of the Board of Directors and the required insolvency
and bankruptcy, and disqualified director, checks will also be carried out by the end
of March 2017.
Board members are asked to review and sign an annual declaration of fitness.

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

•
•

Annual review of the Register of Interests of Board members
Formal annual appraisal process for members of the Board of Directors

Compliance with the Fit and Proper Persons Regulations

THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
Objective 5 – Enable staff to reach their
achieve their goals
potential and innovate
Objective 3 – Engage in effective partnership
Objective 6 – Achieve financial strength and
working
be well-governed
DOES THIS REPORT ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?
If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

No

X

RECOMMENDATIONS:

Board members are asked to review the attached Fit and Proper Persons Declaration
and sign the individual copies, which will be made available by the Company
Secretary at the Board of Directors’ meeting on 27th March 2017.

Annual Declaration for Director and Director-Equivalent Posts
Greater Manchester Mental Health NHS Foundation Trust (“The Trust”)
“Fit and Proper Person” Declaration

1.

It is a condition of employment that those holding director and director-equivalent posts
provide confirmation in writing, on appointment and thereafter on demand, of their fitness to
hold such posts. Your post has been designated as being such a post Fitness to hold such a post
is determined in a number of ways, including (but not exclusively) by the Trust's provider
licence, the Health and Social Care Act 2008 (Regulated Activities) Regulations 2008 ("the
Regulated Activities Regulations") and the Trust's constitution.

2.

By signing the declaration below, you are confirming that you do not fall within the definition
of an “unfit person” or any other criteria set out below, and that you are not aware of any
pending proceedings or matters which may call such a declaration into question.

Provider licence
3.

Condition G4(2) of the Trust’s Provider Licence ("the Licence") provides that the Licensee shall
not appoint as a director any person who is an unfit person, except with the approval in writing
of Monitor.

4.

Licence Condition G4(3) requires the Licensee to ensure that its contracts of service with its
directors contain a provision permitting summary termination in the event of a director being
or becoming an unfit person. The Licence also requires the Licensee to enforce that provision
promptly upon discovering any director to be an unfit person, except with the approval in
writing of Monitor (now NHS Improvement).

5.

An "unfit person" is defined at condition G4(5) of the Licence as:
(a)

an individual:
i. who has been adjudged bankrupt or whose estate has been sequestrated and (in
either case) has not been discharged; or
ii. who has made a composition or arrangement with, or granted a trust deed for, his
creditors and has not been discharged in respect of it; or
iii. who within the preceding five years has been convicted in the British Islands of any
offence and a sentence of imprisonment (whether suspended or not) for a period of not less
than three months (without the option of a fine) was imposed on him; or

iv. who is subject to an unexpired disqualification order made under the Company
Directors' Disqualification Act 1986; or a body corporate, or a body corporate with
a parent body corporate:
i. where one or more of the Directors of the body corporate or of its parent body
corporate is an unfit person under the provisions of sub-paragraph (a) of this
paragraph, or
ii. in relation to which a voluntary arrangement is proposed under section 1 of the
Insolvency Act 1986, or
iii. which has a receiver (including an administrative receiver within the meaning of
section 29(2) of the 1986 Act) appointed for the whole or any material part of its
assets or undertaking, or
iv. which has an administrator appointed to manage its affairs, business and property
in accordance with Schedule B1 to the 1986 Act, or
v. which passes any resolution for winding up, or
vi. which becomes subject to an order of a Court for winding up.
Regulated Activities Regulations
6.

Regulation 5 of the Regulated Activities Regulations states that the Trust must not appoint or
have in place an individual as a director, or performing the functions of or equivalent or similar
to the functions of, such a director, if they do not satisfy all the requirements set out in
paragraph 3 of that Regulation.

7.

The requirements of paragraph 3 of Regulation 5 of the Regulated Activities Regulations are
that:

8.

(a)

the individual is of good character;

(b)

the individual has the qualifications, competence, skills and experience which are
necessary for the relevant office or position or the work for which they are employed;

(c)

the individual is able by reason of their health, after reasonable adjustments are made,
of properly performing tasks which are intrinsic to the office or position for which they
are appointed or to the work for which they are employed;

(d)

the individual has not been responsible for, privy to, contributed to or facilitated any
serious misconduct or mismanagement (whether unlawful or not) in the course of
carrying on a regulated activity or providing a service elsewhere which, if provided in
England, would be a regulated activity; and

(e)

none of the grounds of unfitness specified in Part 1 of Schedule 4 apply to
individual.

the

The grounds of unfitness specified in Part 1 of Schedule 4 to the Regulated Activities
Regulations are:
(a)

the person is an undischarged bankrupt or a person whose estate has had
sequestration awarded in respect of it and who has not been discharged;

(b)

the person is the subject of a bankruptcy restrictions order or an interim bankruptcy
restrictions order or an order to like effect made in Scotland or Northern Ireland;

(c)

the person is a person to whom a moratorium period under a debt relief order applies
under Part VIIA (debt relief orders) of the Insolvency Act 1986;

(d)

the person has made a composition or arrangement with, or granted a trust deed for,
creditors and not been discharged in respect of it;

(e)

the person is included in the children's barred list or the adults' barred list maintained
under section 2 of the Safeguarding Vulnerable Groups Act 2006, or in any
corresponding list maintained under an equivalent enactment in force in Scotland or
Northern Ireland;

(f)

the person is prohibited from holding the relevant office or position, or in the case of
an individual for carrying on the regulated activity, by or under any enactment.

Trust's constitution
9.

A person may not become or continue as a member of the Board of Directors if:
(a)

s/he is a member of the Council of Governors, or is a governor or director of another
NHS Foundation Trust or any other NHS body;

(b)

s/he has been removed from office as a governor of the Trust;

(c)

s/he is a spouse, partner, parent or child of a member of the Council of Governors or
Board of Directors;

(d)

s/he is a member of a local authority’s scrutiny committee covering health matters;

(e)

s/he has been adjudged bankrupt or his/her estate has been sequestrated and (in
either case) has not been discharged;

(f)

s/he has made a composition or arrangement with, or granted a trust deed for, his/her
creditors and has not been discharged in respect of it;

(g)

s/he has, within the preceding five years, been convicted in the British Isles or
elsewhere of any offence and a sentence of imprisonment (whether suspended or
not) for a period of not less than three months (without the option of a fine) was
imposed on him/her;

(h)

on the basis of disclosures obtained through an application to the Disclosure and
Barring Service, s/he is not considered suitable by the trust’s executive director
responsible for human resources;

(i)

s/he is or has been the subject of a sex offender order;

(j)

s/he is the subject of a disqualification order made under the Company Directors
Disqualification Act 1986;

(k)

s/he is incapable by reason of mental disorder, illness or injury of managing or
administering his/her property or affairs;

(l)

in the case of a non-executive director, s/he is no longer a member of the Public
Constituency or the carer class of the Service User and Carers’ Constituency;

(m)

s/he has within the preceding two years been dismissed, otherwise than by reason of
redundancy, from any paid employment with a health service body;

(n)

s/he is a person whose tenure of office as the Chair or as a member or director of a
health service body has been terminated on the grounds that his/her appointment
was not in the interests of the health service, for non-attendance at meetings, or for
non-disclosure of a pecuniary interest;

(o)

s/he has had his/her name removed from any list prepared under Part II of the 2006
Act and, due to the reason(s) for such removal, s/he is not considered suitable by the
trust’s executive director responsible for human resources;

(p)

in the case of a non-executive director, s/he has refused without reasonable cause to
fulfil any training requirements established by the Board of Directors;

(q)

s/he has refused to sign and deliver to the secretary a statement in the form specified
by the Board of Directors confirming acceptance of the trust’s Code of Conduct for
directors.

I acknowledge the extracts from the provider licence, Regulated Activities Regulations and the Trusts
constitution above. I confirm that I do not fit within the definition of an "unfit person" as listed above
and that there are no other grounds under which I would be ineligible to continue in post. I undertake
to notify the Trust immediately if I no longer satisfy the criteria to be a "fit and proper person" or other
grounds under which I would be ineligible to continue in post come to my attention

Name ………………………………

Signed …………………………………………

Position ……………………………………………….

Date ………………………………………………

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

National NHS Staff Survey 2016
27th March 2017
13
Andrew Maloney, Director of HR and Corporate Affairs
Andrew Maloney, Director of HR and Corporate Affairs

EXECUTIVE SUMMARY:

The 2016 National NHS Staff Survey results have now been published.
The summary survey results attached detail the outcomes from staff formerly within
both Greater Manchester West and Manchester Mental Health and Social Care
Trust.
The reports detail outcomes against a number of key findings and show in year
progress alongside comparisons with all mental health providers.
The survey results are utilised externally by Regulators as part of their assessment
frameworks. The outcomes from the surveys will be used to inform the Trusts
workforce and organisational development plans for 2017/18.

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

N/A
The Staff Survey results are used by Regulators to inform their overall assessment of
the Trust.

THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
x
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
Objective 5 – Enable staff to reach their
achieve their goals
potential and innovate
Objective 3 – Engage in effective partnership
Objective 6 – Achieve financial strength and
working
be well-governed
DOES THIS REPORT ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?

Yes

If ‘yes’:
DATIX ID
773

Strategic Objective
Enable staff to reach their
potential and innovate

Description (as per BAF)
Higher than planned sickness rates lead to impact upon
clinical delivery and higher bank and agency costs

1804

Enable staff to reach their
potential and innovate

Lower than agreed compliance with mandatory training
leads to risk that staff are not adequately trained

x

RECOMMENDATIONS:

The Trust Board are asked to review and discuss the key findings.

2016 National NHS staff survey
Brief summary of results from Greater Manchester West Mental
Health NHS Foundation Trust
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4: Full description of 2016 Key Findings for Greater Manchester West Mental Health
NHS Foundation Trust (including comparisons with the trust’s 2015 survey and with
other mental health / learning disability trusts)
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1. Introduction to this report
This report presents the findings of the 2016 national NHS staff survey conducted in Greater
Manchester West Mental Health NHS Foundation Trust.
In section 2 of this report, we present an overall indicator of staff engagement. Full details of how
this indicator was created can be found in the document Making sense of your staff survey
data, which can be downloaded from www.nhsstaffsurveys.com.
In sections 3 and 4 of this report, the findings of the questionnaire have been summarised and
presented in the form of 32 Key Findings.
These sections of the report have been structured thematically so that Key Findings are grouped
appropriately. There are nine themes within this report:

•

Appraisals & support for development

•

Equality & diversity

•

Errors & incidents

•

Health and wellbeing

•

Working patterns

•

Job satisfaction

•

Managers

•

Patient care & experience

•

Violence, harassment & bullying

Please note, two Key Findings have had their calculation changed and there have been minor
changes to the benchmarking groups for social enterprises since last year. For more detail on
these changes, please see the Making sense of your staff survey data document.
As in previous years, there are two types of Key Finding:
-

percentage scores, i.e. percentage of staff giving a particular response to one, or a
series of, survey questions

-

scale summary scores, calculated by converting staff responses to particular
questions into scores. For each of these scale summary scores, the minimum score
is always 1 and the maximum score is 5

A longer and more detailed report of the 2016 survey results for Greater Manchester West
Mental Health NHS Foundation Trust can be downloaded from: www.nhsstaffsurveys.com. This
report provides detailed breakdowns of the Key Finding scores by directorate, occupational
groups and demographic groups, and details of each question included in the core
questionnaire.
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Your Organisation
The scores presented below are un-weighted question level scores for questions Q21a, Q21b,
Q21c and Q21d and the un-weighted score for Key Finding 1. The percentages for Q21a – Q21d
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.

Q21a, Q21c and Q21d feed into Key Finding 1 “Staff recommendation of the organisation as a
place to work or receive treatment”.

Q21a
Q21b
Q21c
Q21d

KF1.

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

Your Trust
in 2016

Average
(median) for
mental
health

Your Trust
in 2015

78%

72%

74%

81%

74%

77%

69%

56%

60%

71%

59%

65%

3.87

3.63

3.72
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2. Overall indicator of staff engagement for Greater Manchester West Mental Health
NHS Foundation Trust
The figure below shows how Greater Manchester West Mental Health NHS Foundation Trust
compares with other mental health / learning disability trusts on an overall indicator of staff
engagement. Possible scores range from 1 to 5, with 1 indicating that staff are poorly engaged
(with their work, their team and their trust) and 5 indicating that staff are highly engaged. The
trust's score of 3.89 was above (better than) average when compared with trusts of a similar type.

OVERALL STAFF ENGAGEMENT

This overall indicator of staff engagement has been calculated using the questions that make up
Key Findings 1, 4 and 7. These Key Findings relate to the following aspects of staff engagement:
staff members’ perceived ability to contribute to improvements at work (Key Finding 7); their
willingness to recommend the trust as a place to work or receive treatment (Key Finding 1); and
the extent to which they feel motivated and engaged with their work (Key Finding 4).
The table below shows how Greater Manchester West Mental Health NHS Foundation Trust
compares with other mental health / learning disability trusts on each of the sub-dimensions of
staff engagement, and whether there has been a significant change since the 2015 survey.
Change since 2015 survey
OVERALL STAFF ENGAGEMENT

Ranking, compared with
all mental health

Increase (better than 15)

Above (better than) average

Increase (better than 15)

Above (better than) average

No change

Above (better than) average

No change

Above (better than) average

KF1. Staff recommendation of the trust as a place
to work or receive treatment
(the extent to which staff think care of patients/service users
is the trust’s top priority, would recommend their trust to
others as a place to work, and would be happy with the
standard of care provided by the trust if a friend or relative
needed treatment.)

KF4. Staff motivation at work
(the extent to which they look forward to going to work, and
are enthusiastic about and absorbed in their jobs.)

KF7. Staff ability to contribute towards
improvements at work
(the extent to which staff are able to make suggestions to
improve the work of their team, have frequent opportunities
to show initiative in their role, and are able to make
improvements at work.)

Full details of how the overall indicator of staff engagement was created can be found in the
document Making sense of your staff survey data.
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3. Summary of 2016 Key Findings for Greater Manchester West Mental Health NHS
Foundation Trust
3.1 Top and Bottom Ranking Scores
This page highlights the five Key Findings for which Greater Manchester West Mental Health
NHS Foundation Trust compares most favourably with other mental health / learning disability
trusts in England.
TOP FIVE RANKING SCORES
KF27. Percentage of staff / colleagues reporting most recent experience of harassment,
bullying or abuse

KF8. Staff satisfaction with level of responsibility and involvement

KF30. Fairness and effectiveness of procedures for reporting errors, near misses and
incidents

KF5. Recognition and value of staff by managers and the organisation

KF17. Percentage of staff feeling unwell due to work related stress in the last 12 months
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This page highlights the five Key Findings for which Greater Manchester West Mental Health
NHS Foundation Trust compares least favourably with other mental health / learning disability
trusts in England. It is suggested that these areas might be seen as a starting point for local
action to improve as an employer.
BOTTOM FIVE RANKING SCORES
! KF18. Percentage of staff attending work in the last 3 months despite feeling unwell
because they felt pressure from their manager, colleagues or themselves

! KF11. Percentage of staff appraised in last 12 months

! KF23. Percentage of staff experiencing physical violence from staff in last 12 months

! KF22. Percentage of staff experiencing physical violence from patients, relatives or the
public in last 12 months

! KF28. Percentage of staff witnessing potentially harmful errors, near misses or
incidents in last month

For each of the 32 Key Findings, the mental health / learning disability trusts in England were placed in order from 1
(the top ranking score) to 28 (the bottom ranking score). Greater Manchester West Mental Health NHS Foundation
Trust’s five lowest ranking scores are presented here, i.e. those for which the trust’s Key Finding score is ranked
closest to 28. Further details about this can be found in the document Making sense of your staff survey data.
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3.2 Largest Local Changes since the 2015 Survey
This page highlights the five Key Findings where staff experiences have improved at Greater
Manchester West Mental Health NHS Foundation Trust since the 2015 survey.
WHERE STAFF EXPERIENCE HAS IMPROVED
KF27. Percentage of staff / colleagues reporting most recent experience of harassment,
bullying or abuse

KF8. Staff satisfaction with level of responsibility and involvement

KF30. Fairness and effectiveness of procedures for reporting errors, near misses and
incidents

KF19. Organisation and management interest in and action on health and wellbeing

8

KF6. Percentage of staff reporting good communication between senior management
and staff

Because the Key Findings vary considerably in terms of subject matter and format (e.g. some are percentage scores,
others are scale scores), a straightforward comparison of score changes is not the appropriate way to establish which
Key Findings have improved the most. Rather, the extent of 2015-2016 change for each Key Finding has been
measured in relation to the national variation for that Key Finding. Further details about this can be found in the
document Making sense of your staff survey data.
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3.2. Summary of all Key Findings for Greater Manchester West Mental Health NHS
Foundation Trust
KEY
Green = Positive finding, e.g. there has been a statistically significant positive change in the Key Finding since the
2015 survey.
Red = Negative finding, e.g. there has been a statistically significant negative change in the Key Finding since the
2015 survey.
Grey = No change, e.g. there has been no statistically significant change in this Key Finding since the 2015
survey.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores
for which a high score would represent a negative finding. For these scores, which are marked with an asterisk
and in italics, the lower the score the better.

Change since 2015 survey
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3.2. Summary of all Key Findings for Greater Manchester West Mental Health NHS
Foundation Trust
KEY
Green = Positive finding, e.g. there has been a statistically significant positive change in the Key Finding since the
2015 survey.
Red = Negative finding, e.g. there has been a statistically significant negative change in the Key Finding since the
2015 survey.
Grey = No change, e.g. there has been no statistically significant change in this Key Finding since the 2015
survey.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores
for which a high score would represent a negative finding. For these scores, which are marked with an asterisk
and in italics, the lower the score the better.

Change since 2015 survey (cont)
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3.2. Summary of all Key Findings for Greater Manchester West Mental Health NHS
Foundation Trust
KEY
Green = Positive finding, e.g. better than average.
Red = Negative finding, i.e. worse than average.
Grey = Average.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores
for which a high score would represent a negative finding. For these scores, which are marked with an asterisk
and in italics, the lower the score the better.

Comparison with all mental health in 2016
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3.2. Summary of all Key Findings for Greater Manchester West Mental Health NHS
Foundation Trust
KEY
Green = Positive finding, e.g. better than average.
Red = Negative finding, i.e. worse than average.
Grey = Average.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores
for which a high score would represent a negative finding. For these scores, which are marked with an asterisk
and in italics, the lower the score the better.

Comparison with all mental health in 2016 (cont)
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3.3. Summary of all Key Findings for Greater Manchester West Mental Health NHS
Foundation Trust
KEY
!

-*

Green = Positive finding, e.g. better than average, better than 2015.
Red = Negative finding, e.g. worse than average, worse than 2015.
'Change since 2015 survey' indicates whether there has been a statistically significant change in the Key
Finding since the 2015 survey.
No comparison to the 2015 data is possible.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some
scores for which a high score would represent a negative finding. For these scores, which are marked with an
asterisk and in italics, the lower the score the better.

Change since 2015 survey

Ranking, compared with
all mental health in 2016

Appraisals & support for development
KF11. % appraised in last 12 mths

No change

KF12. Quality of appraisals

Increase (better than 15)

Average

KF13. Quality of non-mandatory training, learning or
development

No change

Average

No change

Average

No change

Above (better than) average

* KF28. % witnessing potentially harmful errors, near
misses or incidents in last mth

No change

Average

KF29. % reporting errors, near misses or incidents
witnessed in last mth

No change

Above (better than) average

KF30. Fairness and effectiveness of procedures for
reporting errors, near misses and incidents

Increase (better than 15)

Above (better than) average

KF31. Staff confidence and security in reporting unsafe
clinical practice

No change

Above (better than) average

* KF17. % feeling unwell due to work related stress in
last 12 mths

Decrease (better than 15)

Below (better than) average

* KF18. % attending work in last 3 mths despite feeling
unwell because they felt pressure

No change

! Below (worse than) average

Equality & diversity
* KF20. % experiencing discrimination at work in last 12
mths
KF21. % believing the organisation provides equal
opportunities for career progression / promotion
Errors & incidents

Health and wellbeing

KF19. Org and mgmt interest in and action on health
and wellbeing

! Above (worse than) average

Increase (better than 15)

Above (better than) average

No change

Average

No change

Below (better than) average

Working patterns
KF15. % satisfied with the opportunities for flexible
working patterns
* KF16. % working extra hours
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3.3. Summary of all Key Findings for Greater Manchester West Mental Health NHS
Foundation Trust (cont)
Change since 2015 survey

Ranking, compared with
all mental health in 2016

Job satisfaction
KF1. Staff recommendation of the organisation as a
place to work or receive treatment

Increase (better than 15)

Above (better than) average

KF4. Staff motivation at work

No change

Above (better than) average

KF7. % able to contribute towards improvements at
work

No change

Above (better than) average

KF8. Staff satisfaction with level of responsibility and
involvement

Increase (better than 15)

Above (better than) average

KF9. Effective team working

Increase (better than 15)

Above (better than) average

KF14. Staff satisfaction with resourcing and support

Increase (better than 15)

Above (better than) average

KF5. Recognition and value of staff by managers and
the organisation

Increase (better than 15)

Above (better than) average

KF6. % reporting good communication between senior
management and staff

Increase (better than 15)

Above (better than) average

KF10. Support from immediate managers

No change

Above (better than) average

KF2. Staff satisfaction with the quality of work and care
they are able to deliver

Increase (better than 15)

Above (better than) average

KF3. % agreeing that their role makes a difference to
patients / service users

No change

Above (better than) average

KF32. Effective use of patient / service user feedback

Increase (better than 15)

Above (better than) average

* KF22. % experiencing physical violence from patients,
relatives or the public in last 12 mths

No change

Average

* KF23. % experiencing physical violence from staff in
last 12 mths

No change

Managers

Patient care & experience

Violence, harassment & bullying

KF24. % reporting most recent experience of violence

! Above (worse than) average

No change

Average

* KF25. % experiencing harassment, bullying or abuse
from patients, relatives or the public in last 12 mths

No change

Average

* KF26. % experiencing harassment, bullying or abuse
from staff in last 12 mths

No change

Below (better than) average

Increase (better than 15)

Above (better than) average

KF27. % reporting most recent experience of
harassment, bullying or abuse
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4. Key Findings for Greater Manchester West Mental Health NHS Foundation Trust
Greater Manchester West Mental Health NHS Foundation Trust had 1295 staff take part in this
survey. This is a response rate of 42%1 which is below average for mental health / learning
disability trusts in England, and compares with a response rate of 42% in this trust in the 2015
survey.
This section presents each of the 32 Key Findings, using data from the trust's 2016 survey, and
compares these to other mental health / learning disability trusts in England and to the trust's
performance in the 2015 survey. The findings are arranged under nine themes: appraisals and
support for development, equality and diversity, errors and incidents, health and wellbeing,
working patterns, job satisfaction, managers, patient care and experience , and violence,
harassment and bullying.
Positive findings are indicated with a green arrow (e.g. where the trust is better than average, or
where the score has improved since 2015). Negative findings are highlighted with a red arrow
(e.g. where the trust’s score is worse than average, or where the score is not as good as 2015).
An equals sign indicates that there has been no change.

Appraisals & support for development
KEY FINDING 11. Percentage of staff appraised in last 12 months

KEY FINDING 12. Quality of appraisals

1

Questionnaires were sent to all 3051 staff eligible to receive the survey. This includes only staff employed directly by the
trust (i.e. excluding staff working for external contractors). It excludes bank staff unless they are also employed directly
elsewhere in the trust. When calculating the response rate, questionnaires could only be counted if they were received
with their ID number intact, by the closing date.
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KEY FINDING 13. Quality of non-mandatory training, learning or development

Equality & diversity
KEY FINDING 20. Percentage of staff experiencing discrimination at work in the last 12
months

KEY FINDING 21. Percentage of staff believing that the organisation provides equal
opportunities for career progression or promotion

Errors & incidents
KEY FINDING 28. Percentage of staff witnessing potentially harmful errors, near misses
or incidents in last month
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KEY FINDING 29. Percentage of staff reporting errors, near misses or incidents witnessed
in the last month

KEY FINDING 30. Fairness and effectiveness of procedures for reporting errors, near
misses and incidents

KEY FINDING 31. Staff confidence and security in reporting unsafe clinical practice

Health and wellbeing
KEY FINDING 17. Percentage of staff feeling unwell due to work related stress in the last
12 months
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KEY FINDING 18. Percentage of staff attending work in the last 3 months despite feeling
unwell because they felt pressure from their manager, colleagues or themselves

KEY FINDING 19. Organisation and management interest in and action on health and
wellbeing

Working patterns
KEY FINDING 15. Percentage of staff satisfied with the opportunities for flexible working
patterns

KEY FINDING 16. Percentage of staff working extra hours

19

Job satisfaction
KEY FINDING 1. Staff recommendation of the organisation as a place to work or receive
treatment

KEY FINDING 4. Staff motivation at work

KEY FINDING 7. Percentage of staff able to contribute towards improvements at work

KEY FINDING 8. Staff satisfaction with level of responsibility and involvement
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KEY FINDING 9. Effective team working

KEY FINDING 14. Staff satisfaction with resourcing and support

Managers
KEY FINDING 5. Recognition and value of staff by managers and the organisation

KEY FINDING 6. Percentage of staff reporting good communication between senior
management and staff
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KEY FINDING 10. Support from immediate managers

Patient care & experience
KEY FINDING 2. Staff satisfaction with the quality of work and care they are able to
deliver

KEY FINDING 3. Percentage of staff agreeing that their role makes a difference to patients
/ service users

KEY FINDING 32. Effective use of patient / service user feedback
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Violence, harassment & bullying
KEY FINDING 22. Percentage of staff experiencing physical violence from patients,
relatives or the public in last 12 months

KEY FINDING 23. Percentage of staff experiencing physical violence from staff in last 12
months

KEY FINDING 24. Percentage of staff / colleagues reporting most recent experience of
violence

KEY FINDING 25. Percentage of staff experiencing harassment, bullying or abuse from
patients, relatives or the public in last 12 months
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KEY FINDING 26. Percentage of staff experiencing harassment, bullying or abuse from
staff in last 12 months

KEY FINDING 27. Percentage of staff / colleagues reporting most recent experience of
harassment, bullying or abuse
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1. Introduction to this report
This report presents the findings of the 2016 national NHS staff survey conducted in Manchester
Mental Health and Social Care Trust.
In section 2 of this report, we present an overall indicator of staff engagement. Full details of how
this indicator was created can be found in the document Making sense of your staff survey
data, which can be downloaded from www.nhsstaffsurveys.com.
In sections 3 and 4 of this report, the findings of the questionnaire have been summarised and
presented in the form of 32 Key Findings.
These sections of the report have been structured thematically so that Key Findings are grouped
appropriately. There are nine themes within this report:

•

Appraisals & support for development

•

Equality & diversity

•

Errors & incidents

•

Health and wellbeing

•

Working patterns

•

Job satisfaction

•

Managers

•

Patient care & experience

•

Violence, harassment & bullying

Please note, two Key Findings have had their calculation changed and there have been minor
changes to the benchmarking groups for social enterprises since last year. For more detail on
these changes, please see the Making sense of your staff survey data document.
As in previous years, there are two types of Key Finding:
-

percentage scores, i.e. percentage of staff giving a particular response to one, or a
series of, survey questions

-

scale summary scores, calculated by converting staff responses to particular
questions into scores. For each of these scale summary scores, the minimum score
is always 1 and the maximum score is 5

A longer and more detailed report of the 2016 survey results for Manchester Mental Health and
Social Care Trust can be downloaded from: www.nhsstaffsurveys.com. This report provides
detailed breakdowns of the Key Finding scores by directorate, occupational groups and
demographic groups, and details of each question included in the core questionnaire.
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Your Organisation
The scores presented below are un-weighted question level scores for questions Q21a, Q21b,
Q21c and Q21d and the un-weighted score for Key Finding 1. The percentages for Q21a – Q21d
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.

Q21a, Q21c and Q21d feed into Key Finding 1 “Staff recommendation of the organisation as a
place to work or receive treatment”.

Q21a
Q21b
Q21c
Q21d

KF1.

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

Your Trust
in 2016

Average
(median) for
mental
health

Your Trust
in 2015

56%

72%

52%

58%

74%

58%

41%

56%

36%

45%

59%

43%

3.19

3.63

3.11
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2. Overall indicator of staff engagement for Manchester Mental Health and Social
Care Trust
The figure below shows how Manchester Mental Health and Social Care Trust compares with
other mental health / learning disability trusts on an overall indicator of staff engagement. Possible
scores range from 1 to 5, with 1 indicating that staff are poorly engaged (with their work, their team
and their trust) and 5 indicating that staff are highly engaged. The trust's score of 3.54 was below
(worse than) average when compared with trusts of a similar type.

OVERALL STAFF ENGAGEMENT

This overall indicator of staff engagement has been calculated using the questions that make up
Key Findings 1, 4 and 7. These Key Findings relate to the following aspects of staff engagement:
staff members’ perceived ability to contribute to improvements at work (Key Finding 7); their
willingness to recommend the trust as a place to work or receive treatment (Key Finding 1); and
the extent to which they feel motivated and engaged with their work (Key Finding 4).
The table below shows how Manchester Mental Health and Social Care Trust compares with other
mental health / learning disability trusts on each of the sub-dimensions of staff engagement, and
whether there has been a significant change since the 2015 survey.
Change since 2015 survey
OVERALL STAFF ENGAGEMENT

Ranking, compared with
all mental health

No change

! Below (worse than) average

No change

! Below (worse than) average

No change

! Below (worse than) average

No change

! Below (worse than) average

KF1. Staff recommendation of the trust as a place
to work or receive treatment
(the extent to which staff think care of patients/service users
is the trust’s top priority, would recommend their trust to
others as a place to work, and would be happy with the
standard of care provided by the trust if a friend or relative
needed treatment.)

KF4. Staff motivation at work
(the extent to which they look forward to going to work, and
are enthusiastic about and absorbed in their jobs.)

KF7. Staff ability to contribute towards
improvements at work
(the extent to which staff are able to make suggestions to
improve the work of their team, have frequent opportunities
to show initiative in their role, and are able to make
improvements at work.)

Full details of how the overall indicator of staff engagement was created can be found in the
document Making sense of your staff survey data.
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3. Summary of 2016 Key Findings for Manchester Mental Health and Social Care
Trust
3.1 Top and Bottom Ranking Scores
This page highlights the five Key Findings for which Manchester Mental Health and Social Care
Trust compares most favourably with other mental health / learning disability trusts in England.
TOP FIVE RANKING SCORES
KF15. Percentage of staff satisfied with the opportunities for flexible working patterns

KF27. Percentage of staff / colleagues reporting most recent experience of harassment,
bullying or abuse

KF11. Percentage of staff appraised in last 12 months

KF16. Percentage of staff working extra hours

KF29. Percentage of staff reporting errors, near misses or incidents witnessed in the
last month

For each of the 32 Key Findings, the mental health / learning disability trusts in England were placed in order from 1
(the top ranking score) to 28 (the bottom ranking score). Manchester Mental Health and Social Care Trust’s five
highest ranking scores are presented here, i.e. those for which the trust’s Key Finding score is ranked closest to 1.
Further details about this can be found in the document Making sense of your staff survey data.
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This page highlights the five Key Findings for which Manchester Mental Health and Social Care
Trust compares least favourably with other mental health / learning disability trusts in England. It
is suggested that these areas might be seen as a starting point for local action to improve as an
employer.
BOTTOM FIVE RANKING SCORES
! KF1. Staff recommendation of the organisation as a place to work or receive treatment

! KF32. Effective use of patient / service user feedback

! KF4. Staff motivation at work

! KF2. Staff satisfaction with the quality of work and care they are able to deliver

! KF8. Staff satisfaction with level of responsibility and involvement
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3.2 Largest Local Changes since the 2015 Survey
This page highlights the four Key Findings where staff experiences have improved the most at
Manchester Mental Health and Social Care Trust since the 2015 survey. (This is a positive local
result. However, please note that, as shown in section 3.3, when compared with other mental
health / learning disability trusts in England, the scores for Key findings KF12, KF30, and KF31
are worse than average).
WHERE STAFF EXPERIENCE HAS IMPROVED
KF12. Quality of appraisals

KF30. Fairness and effectiveness of procedures for reporting errors, near misses and
incidents

KF15. Percentage of staff satisfied with the opportunities for flexible working patterns

KF31. Staff confidence and security in reporting unsafe clinical practice

Because the Key Findings vary considerably in terms of subject matter and format (e.g. some are percentage scores,
others are scale scores), a straightforward comparison of score changes is not the appropriate way to establish which
Key Findings have improved the most. Rather, the extent of 2015-2016 change for each Key Finding has been
measured in relation to the national variation for that Key Finding. Further details about this can be found in the
document Making sense of your staff survey data.
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3.2. Summary of all Key Findings for Manchester Mental Health and Social Care
Trust
KEY
Green = Positive finding, e.g. there has been a statistically significant positive change in the Key Finding since the
2015 survey.
Red = Negative finding, e.g. there has been a statistically significant negative change in the Key Finding since the
2015 survey.
Grey = No change, e.g. there has been no statistically significant change in this Key Finding since the 2015
survey.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores
for which a high score would represent a negative finding. For these scores, which are marked with an asterisk
and in italics, the lower the score the better.

Change since 2015 survey
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3.2. Summary of all Key Findings for Manchester Mental Health and Social Care
Trust
KEY
Green = Positive finding, e.g. there has been a statistically significant positive change in the Key Finding since the
2015 survey.
Red = Negative finding, e.g. there has been a statistically significant negative change in the Key Finding since the
2015 survey.
Grey = No change, e.g. there has been no statistically significant change in this Key Finding since the 2015
survey.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores
for which a high score would represent a negative finding. For these scores, which are marked with an asterisk
and in italics, the lower the score the better.

Change since 2015 survey (cont)
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3.2. Summary of all Key Findings for Manchester Mental Health and Social Care
Trust
KEY
Green = Positive finding, e.g. better than average.
Red = Negative finding, i.e. worse than average.
Grey = Average.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores
for which a high score would represent a negative finding. For these scores, which are marked with an asterisk
and in italics, the lower the score the better.

Comparison with all mental health in 2016
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3.2. Summary of all Key Findings for Manchester Mental Health and Social Care
Trust
KEY
Green = Positive finding, e.g. better than average.
Red = Negative finding, i.e. worse than average.
Grey = Average.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores
for which a high score would represent a negative finding. For these scores, which are marked with an asterisk
and in italics, the lower the score the better.

Comparison with all mental health in 2016 (cont)
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3.3. Summary of all Key Findings for Manchester Mental Health and Social Care
Trust
KEY
!

-*

Green = Positive finding, e.g. better than average, better than 2015.
Red = Negative finding, e.g. worse than average, worse than 2015.
'Change since 2015 survey' indicates whether there has been a statistically significant change in the Key
Finding since the 2015 survey.
No comparison to the 2015 data is possible.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some
scores for which a high score would represent a negative finding. For these scores, which are marked with an
asterisk and in italics, the lower the score the better.

Change since 2015 survey

Ranking, compared with
all mental health in 2016

Appraisals & support for development
KF11. % appraised in last 12 mths

No change

Average

KF12. Quality of appraisals

Increase (better than 15)

! Below (worse than) average

KF13. Quality of non-mandatory training, learning or
development

No change

! Below (worse than) average

No change

! Above (worse than) average

Equality & diversity
* KF20. % experiencing discrimination at work in last 12
mths
KF21. % believing the organisation provides equal
opportunities for career progression / promotion

No change

Average

Errors & incidents
* KF28. % witnessing potentially harmful errors, near
misses or incidents in last mth

No change

KF29. % reporting errors, near misses or incidents
witnessed in last mth

No change

KF30. Fairness and effectiveness of procedures for
reporting errors, near misses and incidents

Increase (better than 15)

! Below (worse than) average

KF31. Staff confidence and security in reporting unsafe
clinical practice

Increase (better than 15)

! Below (worse than) average

* KF17. % feeling unwell due to work related stress in
last 12 mths

No change

! Above (worse than) average

* KF18. % attending work in last 3 mths despite feeling
unwell because they felt pressure

No change

KF19. Org and mgmt interest in and action on health
and wellbeing

No change

! Above (worse than) average
Average

Health and wellbeing

Average
! Below (worse than) average

Working patterns
KF15. % satisfied with the opportunities for flexible
working patterns
* KF16. % working extra hours

Increase (better than 15)

Above (better than) average

No change

Average
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3.3. Summary of all Key Findings for Manchester Mental Health and Social Care
Trust (cont)
Change since 2015 survey

Ranking, compared with
all mental health in 2016

Job satisfaction
KF1. Staff recommendation of the organisation as a
place to work or receive treatment

No change

! Below (worse than) average

KF4. Staff motivation at work

No change

! Below (worse than) average

KF7. % able to contribute towards improvements at
work

No change

! Below (worse than) average

KF8. Staff satisfaction with level of responsibility and
involvement

No change

! Below (worse than) average

KF9. Effective team working

No change

! Below (worse than) average

KF14. Staff satisfaction with resourcing and support

No change

! Below (worse than) average

KF5. Recognition and value of staff by managers and
the organisation

No change

! Below (worse than) average

KF6. % reporting good communication between senior
management and staff

No change

! Below (worse than) average

KF10. Support from immediate managers

No change

! Below (worse than) average

KF2. Staff satisfaction with the quality of work and care
they are able to deliver

No change

! Below (worse than) average

KF3. % agreeing that their role makes a difference to
patients / service users

No change

! Below (worse than) average

KF32. Effective use of patient / service user feedback

No change

! Below (worse than) average

* KF22. % experiencing physical violence from patients,
relatives or the public in last 12 mths

No change

! Above (worse than) average

* KF23. % experiencing physical violence from staff in
last 12 mths

No change

Managers

Patient care & experience

Violence, harassment & bullying

KF24. % reporting most recent experience of violence

Average

No change

! Below (worse than) average

* KF25. % experiencing harassment, bullying or abuse
from patients, relatives or the public in last 12 mths

No change

! Above (worse than) average

* KF26. % experiencing harassment, bullying or abuse
from staff in last 12 mths

No change

! Above (worse than) average

No change

Above (better than) average

KF27. % reporting most recent experience of
harassment, bullying or abuse
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4. Key Findings for Manchester Mental Health and Social Care Trust
Manchester Mental Health and Social Care Trust had 581 staff take part in this survey. This is a
response rate of 39%1 which is below average for mental health / learning disability trusts in
England, and compares with a response rate of 38% in this trust in the 2015 survey.
This section presents each of the 32 Key Findings, using data from the trust's 2016 survey, and
compares these to other mental health / learning disability trusts in England and to the trust's
performance in the 2015 survey. The findings are arranged under nine themes: appraisals and
support for development, equality and diversity, errors and incidents, health and wellbeing,
working patterns, job satisfaction, managers, patient care and experience , and violence,
harassment and bullying.
Positive findings are indicated with a green arrow (e.g. where the trust is better than average, or
where the score has improved since 2015). Negative findings are highlighted with a red arrow
(e.g. where the trust’s score is worse than average, or where the score is not as good as 2015).
An equals sign indicates that there has been no change.

Appraisals & support for development
KEY FINDING 11. Percentage of staff appraised in last 12 months

KEY FINDING 12. Quality of appraisals

1

Questionnaires were sent to all 1482 staff eligible to receive the survey. This includes only staff employed directly by the
trust (i.e. excluding staff working for external contractors). It excludes bank staff unless they are also employed directly
elsewhere in the trust. When calculating the response rate, questionnaires could only be counted if they were received
with their ID number intact, by the closing date.
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KEY FINDING 13. Quality of non-mandatory training, learning or development

Equality & diversity
KEY FINDING 20. Percentage of staff experiencing discrimination at work in the last 12
months

KEY FINDING 21. Percentage of staff believing that the organisation provides equal
opportunities for career progression or promotion

Errors & incidents
KEY FINDING 28. Percentage of staff witnessing potentially harmful errors, near misses
or incidents in last month
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KEY FINDING 29. Percentage of staff reporting errors, near misses or incidents witnessed
in the last month

KEY FINDING 30. Fairness and effectiveness of procedures for reporting errors, near
misses and incidents

KEY FINDING 31. Staff confidence and security in reporting unsafe clinical practice

Health and wellbeing
KEY FINDING 17. Percentage of staff feeling unwell due to work related stress in the last
12 months
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KEY FINDING 18. Percentage of staff attending work in the last 3 months despite feeling
unwell because they felt pressure from their manager, colleagues or themselves

KEY FINDING 19. Organisation and management interest in and action on health and
wellbeing

Working patterns
KEY FINDING 15. Percentage of staff satisfied with the opportunities for flexible working
patterns

KEY FINDING 16. Percentage of staff working extra hours
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Job satisfaction
KEY FINDING 1. Staff recommendation of the organisation as a place to work or receive
treatment

KEY FINDING 4. Staff motivation at work

KEY FINDING 7. Percentage of staff able to contribute towards improvements at work

KEY FINDING 8. Staff satisfaction with level of responsibility and involvement
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KEY FINDING 9. Effective team working

KEY FINDING 14. Staff satisfaction with resourcing and support

Managers
KEY FINDING 5. Recognition and value of staff by managers and the organisation

KEY FINDING 6. Percentage of staff reporting good communication between senior
management and staff
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KEY FINDING 10. Support from immediate managers

Patient care & experience
KEY FINDING 2. Staff satisfaction with the quality of work and care they are able to
deliver

KEY FINDING 3. Percentage of staff agreeing that their role makes a difference to patients
/ service users

KEY FINDING 32. Effective use of patient / service user feedback
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Violence, harassment & bullying
KEY FINDING 22. Percentage of staff experiencing physical violence from patients,
relatives or the public in last 12 months

KEY FINDING 23. Percentage of staff experiencing physical violence from staff in last 12
months

KEY FINDING 24. Percentage of staff / colleagues reporting most recent experience of
violence

KEY FINDING 25. Percentage of staff experiencing harassment, bullying or abuse from
patients, relatives or the public in last 12 months
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KEY FINDING 26. Percentage of staff experiencing harassment, bullying or abuse from
staff in last 12 months

KEY FINDING 27. Percentage of staff / colleagues reporting most recent experience of
harassment, bullying or abuse
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Apprenticeship Levy
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Andrew Maloney, Director of HR and Corporate Affairs
Juliette Tait, Head of Organisational Development

EXECUTIVE SUMMARY:

With effect from 6th April 2017, the way that apprenticeships are funded in England
is changing. An apprenticeship levy will be introduced which requires all employers,
with a pay bill over £3 million each year, to contribute 0.5% of their gross pay bill.
The Apprenticeship Levy for the Trust will be £1.1 million and in addition to this the
government will provide a “top up” to the Levy of 10%.
This paper sets out the Trusts current position and identifies opportunities to
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Introduction
With effect from 6th April 2017, the way that apprenticeships are funded in England is
changing. An apprenticeship levy will be introduced which requires all employers, with a
pay bill over £3 million each year, to contribute 0.5% of their gross pay bill. The
Apprenticeship Levy for the Trust will be £1.1 million and in addition to this the
government will provide a “top up” to the Levy of 10%.
Funds from the Levy will be accessed through a new Digital Apprenticeship Service
account with specific guidelines over what the funds can be accessed for. Funds cannot
be utilised to support salaries for apprentices and any funds not used within 24 months
will be returned to the Government for distribution to small businesses who have not
been subject to the Levy.
The Department for Education have confirmed that Levy funds can be accessed for: 






Training to achieve the apprenticeship, which could include e-Learning package
development / purchase
Registration, assessment, materials and examination, and end point assessment
Administration related to the delivery of apprenticeships
Residential costs for any residential elements to apprenticeships
Costs for use of premises where these are used for the apprenticeship
Wages and associated costs (such as pension and National Insurance contributions)
for employees directly involved in the delivery of the apprenticeship

In addition to this, the Government has recently announced a target of 2.3% of the
Public Sector workforce to have started an apprenticeship programme in each year. For
the Trust, this will be approximately 115 staff.
An Apprenticeship can be classified in two ways. An apprentice may be an existing
employee, paid at their current band, who undertakes a work based qualification relevant
to the role they are undertaking; or an apprentice can be a new post that is created to
learn a trade or skill at the same time as undertaking a qualification relevant to that role.
In this case the apprentice would earn the national apprentice wage and likely be
supernumerary.
In all cases an apprenticeship must last for a minimum of 1 year and 1 day, work with
experienced staff, learn job specific skills and study for an approved work based
qualification as part of their working week or time.
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Current Position
The Trust currently offers a blended approach to Apprenticeship delivery. For subjects
such as Health and Social Care, Business Administration, Customer Service and
Leadership the Trust is accredited as a training provider and delivers this on a sub
contract basis under Skills for Health. With effect from 1st April 2017 Skills for Health will
no longer be in existence and the Trust has applied and been accepted to be on the
Register of Apprenticeship Training Providers (RoATP). Whilst an extremely positive
move for the Trust, this brings added direct scrutiny by OFSTED and the Skills Funding
Agency.
The Trust also engages with local colleges and training providers to support staff who
want to receive more specialised qualifications or qualifications at a higher level. Under
the new Levy arrangements, for any qualifications that are delivered internally the Trust
will be able to draw back funds from the Levy to support the delivery of this training. If
the Trust engages with external providers, then either all or part of the Levy will be
directed out of the Trust and paid to the training provider that delivers that qualification.
The Trust employs a dedicated Functional Skills Tutor who supports staff to gain the
relevant level of Maths, English and ICT to enable them to enter an apprenticeship
programme. Under the new Levy arrangements the Trust will be able to claim £471 per
learner undertaking any functional skills qualification direct from the Government.
Across Greater Manchester, the Trust has developed an excellent starting position to
embed apprentices and a recent GM review has highlighted that GMMH has the highest
proportion of staff currently on an apprenticeship programme (see table below):

Trust Name
Bolton NHS FT
Bridgewater Community Healthcare NHS FT
CMFT
Christie
Pennine Acute
Salford Royal FT
Stockport NHS FT
Tameside and Glossop Integrated Care FT
UHSM
Pennine Care NHS FT
Greater Manchester Mental Health
North West Ambulance Service

No of
Apprentices
10
28
90
0
40
22
17
29
5
7
66
12

Source: Information collated via GM Apprenticeship Group by GM Apprenticeship Lead.

With this in mind and the recent growth in the Trusts workforce, the Government target
in year one is achievable. For subsequent years, a robust process will need to be built
into recruitment to ensure that new vacancies coming through are reviewed to assess
the appropriateness to be an apprentice role. This will also need to be embedded into
the annual Workforce Planning process.

To run the current apprenticeship provision the team full year costs (including on-costs)
are outlined below:
Post
Apprenticeship Business Manager (0.8 WTE)
Programme Coordinator – Business Administration (0.6 WTE)
Programme Coordinator – Health & Social Care (1 WTE)
Assessor Verifier – Business Administration (0.6 WTE)
Assessor Verifier – Health & Social Care (0.6 WTE)
Functional Skills Tutor (1 WTE)
Administration Officer (1 WTE)
TOTAL

Cost
£35,209
£26,407
£44,011
£18,777
£18,777
£37,775
£20,409
£201,365

Source: GMMH Finance Department (December 2016)

Due to funding arrangements, all current team members are employed on fixed term
contracts, this has meant recruitment to the posts has been challenging and there is a
continual risk that post holders will seek more secure employment.
Based on current projections for learners for a full year, the Trust expects to be able to
draw down from the Levy the following income Subject
Business
Administration
and Customer
Service
–
Level 2
Health
&
Social Care –
Level 2
Leadership &
Management
– Level 5*
TOTAL

Cap
£4000

No. of Learners
44

Total Income
£176,000

£4000

60

£240,000

£6000

15

£90,000

£506,000

*Currently delivered by GMMH Funded OD Manager
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Future Position
Currently all apprenticeships are offered to Bands 1 to 4 in line with standards that are
available. However, apprenticeships can now range from NVQ Level 2 through to Level
7 (Masters Degree). The Trust has therefore started to engage with some Higher
Education Institutions to support the delivery of higher apprenticeships, and will be
delivering its own in house ILM Accredited Level 5 Leadership and Management Course
with effect from May 2017. The Trust has also commenced some initial scoping work in
partnership with Salford Royal to look at jointly linking in with a HEI to deliver a degree
level apprentice in Chartered Management (Level 6) to the workforce.
It is inevitable that some of the Levy funding will be redirected to alternative external
training providers due to the specialist nature of some qualifications. However, to
maximise the use of the Levy and to ensure that as much income as possible can be
redirected back into the organisation the Trust needs to scope additional qualifications

that could be provided internally. This could be the full suite of leadership and
management qualifications, some of the higher level nursing qualifications such as
Assistant Practitioners and the ancillary type qualifications such as maintenance,
housekeeping and hospitality. To be able to deliver qualifications internally the Trust
would need to employ an occupationally competent practitioner to run the programme,
together with an assessor / verifier to support the processes that are needed to satisfy
the requirements of Ofsted. Initial indicative costs associated with such a development
suggest that a further circa £100,000 of investment in the internal team would enable a
further circa £350,000 of Levy funding to be able to be accessed.
To support the development of the career pathway into apprentices Health Education
England (North West) have confirmed that Trusts can access £40,000 for 2 years from
April 2017 to support entry-level vocational learning developments. In order to qualify to
receive the funding Trusts must meet a number of targets linked to engaging with the
local community to implement activities such as pre-employment initiatives and work
experience. HR have started to engage with the Early Intervention Teams to see what
opportunities this may create to support our service users.
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Opportunities and the Future
The creation of the Apprenticeship Levy provides an opportunity to support staff to
develop their skills and gain a recognised qualification. However, the opportunity that
exists to use apprentices to support young people into employment is the one which the
Trust should seek to capitalise on. To advertise posts as true apprenticeships will create
a pipeline of talent from the local community which will contribute to our workforce of the
future, together with partnering with local job centres and schools and colleges to create
pre-employment opportunities. Currently the Trust employs 14 people under the age of
20 therefore the real opportunity lies in creating lifelong career pathways for young
people in our community, and people with live experienced.
With current resources the Trust can utilise approximately 50% of the Levy that has
been paid and thus draw that money back into the Trust. With additional investment,
this could increase to just over 75% of the Levy. Further work needs to be undertaken to
agree how the Trust will spend any remainder through a thorough organisational needs
analysis. Some of this will undoubtedly be used through access to wider apprenticeship
developments across Greater Manchester, such as Nursing Apprentices.
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Actions
The following actions are therefore proposed to be completed in 2017/18: 1) The Learning and Development Team are to develop robust Quality Assurance
processes to ensure OFSTED and Skills Funding Agency requirements are met.
2) Work is undertaken within the HR Department to implement a proactive way to
support the identification of apprenticeship opportunities.
3) Consideration of the additional investment to the Apprenticeship Team, as outlined in
this paper, to support the increase return from the Levy, in addition to the offer of
substantive employment to the current post holders to ensure stability within the
team.
4) Engagement with a Higher Education Provider to support a piece of work that
evaluates the return on investment and understand benefits realisation.

5) A full review is completed of all approved apprenticeship standards to identify viability
for internal delivery.

The Trust Board are asked to note and discuss the report.

Juliette Tait
Head of Organisational Development
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Committee Chair’s Report to the Board of Directors
QUALITY GOVERNANCE COMMITTEE
Date of Board Meeting:

Monday 27 March 2017

Date of Committee Meeting:

Thursday 9 March 2017

Committee Chair:

Kathy Doran

Date of Chair’s Report:

Thursday 9 March 2017

Date of Next Committee Meeting:

Thursday 11 May 2017

Key
Developments

Trustwide CQC Action Plan
- A single Trustwide CQC action plan has been developed, this
includes the amalgamation of recent GMW CQC actions and
Manchester CQC actions.
- This action plan is RAG rated and some areas of work are being
picked up as part of the harmonisation processes or through the
transformation and transactional committee.
Homicide Review
- QGC received an update in regard to 2015.11721 BG by Niche
Patient Safety Healthcare Consultancy Team.
- Progress of the Action plan will be monitored by QGC in May and
externally by NHS England. Subsequent meeting with NHS
England on 2nd March 2017 confirmed an executive summary of
the review is likely to be published in April 2017.
- Niche Consultancy have been commissioned by NHS England to
review the case of 2016/3780.
- The final draft report of this review is anticipated in July 2017.

Any Risks
Identified and
Agreed Actions

Trustwide CQC Action Plan
- A piece of work regarding assurance that CQC actions have been
fully embedded are due to take place, and it is expected that this
will be picked up in the Quality Matters workstream.
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Serious Incidents
- Agreement with commissioners in Manchester for the closure of
serious incidents has been made. A presentation will be utilised
to share the learning from incidents for all serious incidents
before April 2017. A similar piece of work is underway for the
incidents between the period of April 2016 to December 2016.
The closure of incidents is anticipated by the end of March 2017.
Incident Investigation Flow Chart
- QGC were briefed in regard to how incidents are currently
reported and received in GMMH. The 3 day review is now
standard across the organisation.
Safeguarding
- Concerns were raised at the meeting regarding the number of
nursing and residential homes ‘requiring improvement’ from
CQC. It was highlighted that this in particular is impacting the
ability to discharge service users safely. A piece of strategic work
is currently underway in regard to accommodation and the
agreement of community care packages.

Other Items for
the Board’s
Attention

Quality Account
- The quality account priorities for 2017/2018 are in draft. The
priorities have been built upon from 2016/2017 and alignment of
Manchester priorities have been mapped across. A piece of work
to ensure that the priorities are realistic and measurable is being
picked up with key leads.
Safewards
- The implementation of Safewards across GMMH is ongoing, this
continues to be a positive piece of work, that has an impact on
the number of positive and safe incidents across the Trust. A
brief overview of the newsletter and the work input into this was
shared at the meeting.
Notification from CQC regarding MHA
- A notification from CQC regarding the inspection and focus of
assessment and admission using the MHA. This is particularly in
relation to AMHP services across GMMH. The review will take
place on 5th April.
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Minutes of the Quality Governance Committee
Held on Thursday 9 February 2017
9.30am until 11am in Meeting Room 1, First Floor, The Curve
Present
Chair Kathy Doran
Gill Green
Tim McDougall
Sean Lennon
Dr Alice Seabourne
David Marsden
Helen Hobday
Julie Jarman
Andrew Maloney
Andrew Haddock
Margaret Campbell
Dr Jonathan Dewhurst
Stephanie Kennedy
Richard Backhouse
Dr Sodi Mann
Gary Gillett
Dr Boben Benjamin
Dr Shermin Imran
Deborah Partington
Dr David Hughes
Miranda Washington
Patrick Cahoon

Non-Executive Director
Director of Operations and Nursing
Deputy Director of Nursing
Lead Consultant, Manchester Services
Consultant Psychiatrist, Bolton Directorate
Professional Head of OT, Manchester Services
Head of Coroner and Mental Health Act, Manchester Services
Non-Executive Director
Director of HR and Corporate Services
Consultant Psychiatrist, Specialist Network Services
Acting Medical Director
Consultant Psychiatrist, Substance Misuse Services
Trust Professional Lead- Psychological Therapies
Deputy Director of Clinical Governance, Mental Health
Consultant Psychiatrist, Specialist Network
Deputy Chief Nurse & Quality Lead, Manchester Services
Consultant Psychiatrist, Trafford Directorate
Consultant Psychiatrist, CAMHS
Director of Manchester Services
Consultant Psychiatrist, Salford
Deputy Director of Performance and Business Development
Head of Patient Experience, Manchester Services

Guest Sarah Gore

Safewards Leads

107/17 Apologies
Apologies noted from Gail Johnson, Karen Clancy, Matthew Sanderson.
108/17 Welcomes and Introductions
All members were welcomed and introduced.
109/17 Minutes of the previous meeting
The minutes from the 9th February meeting were agreed as accurate record.
110/17 Matters Arising
110/01/17 Quality Governance Committee Scheduled
The plans for the structure of the deep dives to be addressed and brought to QGC in May 2017.
Action: Karen Clancy
110/02/17 Physical Health Care Provision
Gary Gillett advised the group of the ongoing risk and action plans with agreed timescales around the
physical health care provisions. Gary gave assurances that no major risks have been highlighted in the
action plan and updates are ongoing.
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110/03/17 Serious Incident Closure
An approach has been agreed with the CCG in relation to the closure of serious incidents before April
2016. A form of words is to be written and submitted to NHS England regarding the embedding of
learning assurances.
110/04/17 Lone Worker and Manchester Risk Register
Gary Gillet to check lone worker is recorded on the Manchester risk register to support ongoing work to
create a single risk register for GMMH.
Action: Gary Gillett
110/05/17 Mapping of Groups
To be brought to QGC in May.
Action: Gill Green
110/06/17 CARE Hub
A single report will be produced from April 2017.
110/07/17 Mortality
To be brought to QGC in May 2017.

Action: Margaret Campbell

111/17 Trust Wide CQC Action Plan
Deborah Partington advised the group of the post CQC inspection priority action plan. The document
clearly shows the amalgamation of GMW and Manchester services post CQC ‘must do’ actions. The
actions have been rag rated, whereby dark green actions show a ‘completion’ status and light green
actions show an ‘on target’ status.
Deborah highlighted that amber rag rated status identifies work ongoing in the transformation and
transactional committee or work being picked up as part of the harmonisation processes. It was
reiterated that an additional piece of work is being commissioned to ensure that the actions have been
fully embedded across the GMMH footprint.
Andrew Maloney identified that the workforce issues highlighted in the CQC action plans, particularly in
relation to mandatory training, are being picked up in the workforce development committee. Progress
is being made with regards to these actions.
Dr Alice Seabourne raised concerns regarding the compliance with RT policies and procedures, as part of
the CQC action plan, flagged up as part of the AIMS accreditation at Woodlands. This issue is particularly
in relation to the requirement to have a medical review within 30 minutes post rapid tranq and the lack
of confidence that this is readily available in line with the NICE guidance. The committee identified that
this issue does not solely affect Woodlands, but the entirety of GMMH. The group discussed a piece of
work surrounding the hospital at night team review and the submission of a business case to make a
decision regarding the provision of the hospital at night team. A position statement would prove useful
for this group and it was agreed that this would be written for the next QGC.
Further to this, the committee agreed that the timings for the completion of the post CQC action plan
were crucial as a further CQC inspection is expected around Autumn. A piece of work to provide
assurance that the actions from the post CQC action plan are fully embedded is a necessity, as there is
an expectation that actions are fully embedded in the services in GMMH. It was highlighted that this
work is a key part of the Quality Matters team to ensure a system for continuous improvement and to
streamline the CQC key principles.
It was identified that a position statement in May regarding the post CQC action plan would prove
useful for QGC and QGC in July for sign off.
Action: Deborah Partington
112/17 Homicide Review
Gill Green advised the group of the recent NHSE independent investigation report regarding a homicide.
This investigation process was completed by NICHE consultancy, commissioned by NHS England. This
investigation involved several organisation, in which GMW services was one of.
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10 recommendations arose from this investigation and areas of learning have been identified.
6 recommendations were particularly in relation to the CMHT workstreams, looking at the pathways
from forensic services to community adult mental health teams. 4 recommendations related to the
forensic team around the assessment process of the HCR20 and the formulation of CPA for secure
services and the prison system. It was identified that the coordination of care and monitoring of
complex situations were included as part of this homicide investigation review.
The 4 forensic service recommendations have been formulated into an action plan, which is being led by
the senior leadership team at the specialist network services. The first meeting in relation to the
monitoring of this action plan is due to take place in May. From then, quarterly monitoring will be led by
NHS England.
The findings from the report will be published as an executive summary, which is due to be published in
April.
An additional piece of work has been commissioned in relation to a homicide in Manchester services,
which occurred in 2016. This case is currently in the inquest phase but it is expected that NICHE
consultancy will be in contact with clinicians involved in this particular individuals’ care.
113/17 Safewards Newsletter
Sarah Gore attended QGC to provide an update of the positive ongoing work in relation to the
safewards roles across GMMH. Sarah gave a brief overview of the content included in the safewards
newsletter, particularly in relation to the wards embedding safewards into Practice across GMMH.
Sarah gave examples of areas across the footprint of GMMH that have been focused and readily
involved in the safewards projects across the Trust.
Sarah advised the group of the work ongoing with AQuA that has identified positive impacts on the
number of positive and safe incidents across the Trust from both service user and staff perspectives. In
addition to this, trajectories of positive and safe incidents has decreased since the implementation of
safewards. It was highlighted that this piece of ongoing work has been a positive piece of work across
the Trust.
Further to this, Andrew Maloney identified that this piece of work is contributing positively to the
workforce and the supporting of staff. Andrew queried how this could be reflected in terms of
measurable data, it was agreed that this could be looked at.
Deborah Partington queried the support available for those services that may need more support in
embedding safewards. Sarah assured that mechanisms are in place to support services in a tailored way.
114/17 Incident Investigation Flowchart
Tim McDougall gave an overview of the investigation process across GMMH, the reviewing of the
process of investigations is being picked up as part of the Datix Task and Finish Group. Initial alignment
of the incident review process has been completed. As part of this process, the alignment of the level of
investigation process has been agreed.
Kathy Doran identified that it would prove useful to have an idea of the amount of level investigations
ongoing in the Trust to ensure the appropriate resources are in place to support with this process. It was
identified that discussions at previous meeting in relation to the PIR panel would support this as it
would allow following through the process of incidents through to the investigation process.
Stephanie Kennedy identified that there has been a cultural change across the Trust and staff feel more
supported.
115/17 Quality Account
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Miranda Washington advised the group of the developments in relation to the quality account priorities
for 2017/2018. Miranda advised the group that the alignment of GMW and Manchester services quality
account priorities were identified as similar, which supported the amalgamation of the quality account
priorities. The quality account priorities for 2017/2018 are very similar to previous years, but have been
built upon.
The priorities in the infancy have been approved by the council of governors and external stakeholder
presentations have been held. The next phase will include meeting with key individuals, responsible for
these priorities, to ensure that the priorities are realistic and measurable.
Miranda advised that a further piece of work in relation to business plans is underway to map out
alignment to the quality account and CQUINs/KPIs for 2017/2018.
The final draft of the quality account priorities will be available at the QGC in May 2017.
Action: Miranda Washington/Patrick Cahoon
116/17 Sub Committee Reports
116/01/17 Physical Health Care
This report was noted at the committee. CQUIN and KPI targets are on track and a single committee has
been agreed and will commence on the 1 April 2017.
116/02/17 Safeguarding
The report from the Trust Joint Safeguarding meeting was noted at QGC. Gill Green shared issues and
concerns occurring more frequently in relation to nursing and residential homes for service users. This
concern was particularly in relation to the number of nursing homes requiring improvements identified
by CQC, and in addition to this the monies available to support with this. The group identified that this
issue is contributing to the NHS bed crisis and having a knock on effect to services. The group discussed
the additional funding to social services, which has been announced in the budget statement.
Gill assured the group that a strategic direction from the safeguarding group was being looked at to
ensure that service users can be discharged safely.
116/03/17 PIR Panel
Issues have been picked up as part of the agenda, this report is for the committee to note.
116/04/17 Integrated Risk Management and Clinical Governance Committee, Manchester
This report is to note at the committee, this meeting was the final meeting that took place at
Manchester services as the meeting has been disbanded. David Marsden identified that no major risks
have been highlighted and this is being monitored.
117/05/17 Research and Innovation Meeting
Report to note. This is the first combined report for the GMMH research and innovation meeting.
The group discussed the positive research that has been completed by GMMH as a whole.

117/17 Any Other Business
117/01/17 Notification from CQC
Richard Backhouse advised the group of the notification from CQC regarding the inspection and focus of
assessment and admission using the MHA. This focus in particularly around AMHP services across the
whole of Manchester, due to an increase in the MHA usage in the last 12 months. This will be
completed on the 4 April, and GMMH will be 1 of 12 visits nationally. Richard reiterated that this is no
concern around performance and a report will be produced on the function of all services across the
demographics in Manchester.
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118/17 Date and Time of Next Meeting
The next meeting has been scheduled for Thursday 11 May 2017 at 9.30am until 11.30am in Meeting
Room 1 & 2, First Floor, The Curve.
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