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AGENDA – PART 1
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Apologies for Absence

PRESENTED BY
Rupert Nichols, Chair

TIME
1.00pm

Service Presentation: Impact of Access and
To Note
Waiting Time Standards for Early Intervention
in Psychosis Services
Declarations of Interest
To Note

Professor Paul French,
Associate Director

1.05pm

All

1.30pm

04

Minutes of the Previous Meeting of the Board To Approve
of Directors held 27th March 2017

Rupert Nichols, Chair
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Matters Arising from the Previous Meeting
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Rupert Nichols, Chair
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Chair and Chief Executive Report
06.01 – National and Regional Update
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Rupert Nichols, Chair and Bev
Humphrey, Chief Executive

02

03

07

08
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12

ACTION
To Note

STRATEGY AND POLICY
Next Steps on the NHS Five Year Forward
To Note
Bev Humphrey, Chief Executive
View
OPERATIONAL PERFORMANCE
Board Performance Report (March 2017)
To Note
Neil Thwaite,
Deputy Chief Executive/Director
of Strategic Development
GOVERNANCE AND QUALITY
Draft Quality Account 2016/17
To Approve Neil Thwaite, Deputy
CEO/Director of Strategic
Development
Self-Certification on Compliance with the
To Approve Andrew Maloney, Director of HR
Requirements of the NHS Provider Licence
and Corporate Affairs and Ismail
Hafeji, Director of Finance and
IM&T
Conflicts of Interest Policy
To Approve Andrew Maloney, Director of HR
and Corporate Affairs
Guardians of Safe Working
To Note
Chris Daly, Medical Director

1.35pm

1.45pm

1.50pm

2.05pm
2.20pm

2.25pm
2.30 pm

13

COMMITTEE REPORTS/MINUTES
Chair’s Report of the Audit Committee
To Note
Andrea Knott, Non-Executive
th
Meeting held 28 April 2017
Director

14

Any Other Business

ANY OTHER BUSINESS
To Note
All

2.35pm

2.40pm

DATE AND TIME OF NEXT MEETING
The next Board of Directors’ Meeting will take place on Monday 26th June 2017 at 10.00am 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’
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EXECUTIVE SUMMARY:

The Board of Directors are asked to approve the minutes of the previous meeting
held on 27th March 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
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To approve
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No

x
x
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UNRATIFIED
PUBLIC BOARD OF DIRECTORS MEETING, MONDAY 27th MARCH 2017, 1.00PM, ROOMS 1
AND 2, 1ST FLOOR, THE CURVE
PRESENT:
Board of Directors:
Rupert Nichols
Anthony Bell
Margaret Campbell
Stephen Dalton
Chris Daly
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
Medical 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

-

Company Secretary

IN ATTENDANCE:
Kim Saville
No.
69/17

Item
Apologies for Absence

Action
Noted

There were no apologies for absence.

70/17

Rupert Nichols, Chair, welcomed Chris Daly, Medical Director, back to the Board
of Directors following a prolonged period of absence and thanked Margaret
Campbell, Acting Medical Director, for her support during this period.
Service Presentation: ‘buzz’ – The Manchester Health and Wellbeing Service
Noted
The Board of Directors received a presentation on the ‘buzz’ service from Bridget
Hughes, Divisional Manager (Psychological and Wellbeing Services). Bridget
Hughes opened by recognising the positive reception received from new
colleagues since the acquisition. She set the context for the presentation by
briefing Board members on the recent redesign of the service, noting that this
1

followed a £3million reduction in income and has enabled increased focus on
localities and communities. She provided an overview of referral routes into
‘buzz’ and the services provided, which include Wellbeing Advisors, 1:1s,
Community Asset Building (CAB), workforce development, Physical Activity on
Referral Service (PARS) and an Oral Health Improvement Service. She advised
that all services are underpinned by the Knowledge and Library Service. Case
studies were provided to enable greater insight into the work of the Wellbeing
Advisors and PARS. The presentation concluded with a viewing of a YouTube
introduction to ‘buzz’.
Anthony Bell, Non-Executive Director, sought information on how the service
measures effectiveness and the mechanisms for follow-up and re-referral.
Bridget Hughes briefed Board members on the output-focussed key performance
indicators set by public health commissioners, the use of WEMWBS (WarwickEdinburgh Mental Wellbeing Scale) and the challenges of measuring success in
the neighbourhoods. She summarised the different approaches to follow-up in
PARS, 1:1s and CAB, noting that there have been no discharges from the CAB
service to date.
Chris Daly, Medical Director, sought Bridget Hughes’ perspective on integration
with the One Team in the twelve neighbourhoods. Bridget Hughes noted the
scope for neighbourhood teams to further establish themselves. She advised that
‘buzz’ works closely with a variety of different teams/individuals in the
community including CMHTs, case managers and Sure Start. Deborah Partington,
Director of Manchester Services, acknowledged the support from councils and
GPs for ‘buzz’ and described the service as the gateway to building a
neighbourhood model.

71/17

72/17

Rupert Nichols thanked Bridget Hughes for her presentation on behalf of all
Board members.
Declarations of Interest in Agenda Items
Noted
There were no declarations of interest in items on the agenda from members of
the Board of Directors.
Minutes of the Previous Meeting – Joint Board of Directors and Council of Approved
Governors Meeting held 27th February 2017

73/17

The minutes of the joint Board of Directors and Council of Governors meeting on
27th February 2017 were accepted as a true and correct record.
Matters Arising from the Previous Meeting
Noted

74/17

Rupert Nichols drew Board members’ attention to the Board of Directors action
log, noting that all agreed actions were on track. Kim Saville, Company Secretary,
advised that the update on the Doctors in Training contract implementation will
be brought to the May 2017 meeting of the Board.
Chair and Chief Executive Report - National and Regional Update
Noted
Board members noted the national and regional update.
Rupert Nichols provided feedback from the NHS Provider Chair and Chief
Executive Officer (CEO) Meeting held on 23rd March 2017, which included a
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presentation from Chris Hopson, CEO of NHS Providers, and a briefing from Jim
Mackie, CEO of NHS Improvement (NHSI), on the current state of affairs and
associated political tensions. Board members discussed the position of arm’s
length bodies in terms of outcome variations compared to politicians, noting that
variations often stem from variations in funding policies. Rupert Nichols advised
that the year-end deficit forecast currently stands at £800million and noted that
primary legislation will be required in future for STP governance structures. Bev
Humphrey, Chief Executive, advised that the changes proposed by STPs require
implementation by statutory bodies hence the need for primary legislation.
Stephen Dalton, Non-Executive Director, noted the investment in social care in
the recent budget. Bev Humphrey briefed Board members on the findings of the
recent independent review into adult social care spend and performance across
the ten Greater Manchester boroughs, noting the pressures on GMMH to deliver
more in terms of social care.

75/17

With reference to the changing landscape and increasing pressures in the
system, Pauleen Lane, Non-Executive Director, highlighted a potential risk for
GMMH in terms of its agreed investment.
Board Performance Report (January 2017)
Noted
Neil Thwaite, Deputy Chief Executive/Director of Development and Performance,
presented the inaugural performance report for the combined entity. He drew
the Board’s attention to the following key areas of the report:
•

Quick View – CQC Domains: Neil Thwaite confirmed that the dashboard
reflects the position forecast in the Full Business Case. He noted the
impact of the acquisition on performance against the MHSDS priorities
and, in response to a query from Kathy Doran (Non-Executive Director),
confirmed that improvements are required in terms of data
quality/recording and delivery.
With regard to IAPT, Neil Thwaite confirmed that GMW had been ‘green’
against both access targets in December 2016 but Manchester services
require improvement. He assured Board members that transformation
plans are being progressed via the IAPT workstream, but advised that the
position may deteriorate before it improves. He confirmed that, as per
the FBC, the Trust is aiming to achieve the IAPT targets by quarter 1
2018/19.
Neil Thwaite highlighted the achievement of rolling and in month
sickness absence targets and noted that GMW’s improving position and
Manchester’s lower levels of sickness absence have both contributed to
this. In response to queries from Chris Daly and Anthony Bell, Andrew
Maloney (Director of HR and Corporate Services) advised that he has
requested a copy of Mersey Internal Audit Agency’s limited assurance
report on Manchester’s sickness reporting system, which will enable
3

further understanding. He also noted the different approaches to flexible
working in Manchester and the high levels of vacancy and agency
expenditure.
•

Single Oversight Framework (Finance and Use of Resources Ratings) –
Neil Thwaite highlighted the impact of agency expenditure on the
organisation’s overall score (3 as at January 2017, compared to a planned
score of 2). Ismail Hafeji, Director of Finance, Capital and IM&T,
confirmed that this position has been reported to NHSI. Neil Thwaite
drew Board members’ attention to a new section of the report on acute
and PICU Out of Area Placements (OAPs). He clarified the definition of
inappropriate and appropriate OAPs and advised that 8 beds opened in
March 2017 on Ewan MacColl Ward for Manchester patients. Chris Daly
and Pauleen Lane challenged the robustness of the data (%s) presented
on A&E breaches.

•

Quality Account – Pauleen Lane questioned the significance of
Manchester’s three Quality Account improvement priorities being
identified as in progress rather than complete. Neil Thwaite assured
Board members that the Quality Governance Committee will have
oversight of the combined entity’s agreed quality priorities for 2017/18,
which are linked to the transformation workstreams. Neil Thwaite noted
that the final position of 2016/17 priorities will be presented to Board in
May 2017 in the Quality Account. With regard to Manchester’s physical
healthcare priority, Gill Green (Director of Nursing and Operations)
advised that this is being progressed, including through the identification
of fundamental equipment requirements. Julie Jarman, Non-Executive
Director, highlighted the significant progress made against GMW’s
Priority 5 (Positive and Safe).

Julie Jarman sought further clarity on Manchester’s reported position in terms of
safe staffing levels, use of rapid tranquilisation and use of seclusion. Gill Green
advised that this relates to Manchester’s observations policy and confirmed that
a briefing paper will be brought to the May 2017 meeting of the Board of Action: GG
Directors on safe staffing across the organisation. She noted that the Medicines
Management Committee are reviewing the variations in use of rapid
tranquilisation and that this will also be a focus for the Quality Governance
Committee going forward.
Stephen Dalton sought assurance on the 26% increase in complaints in January
2017. Gill Green advised that this spike reflects a small cohort of individuals
making numerous complaints. She assured Board members that there were no
significant emerging themes.
The Board of Directors noted the Performance Report.
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76/17

Post-CQC Inspection Priority Action Plan

Noted

Deborah Partington presented the Post-CQC Inspection Priority Action Plan,
noting that the Quality Governance Committee had considered the plan in
January 2017. She confirmed that all requirement notices and ‘must dos’
identified for GMW and MMHSC have been reviewed. With regard to the former
GMW, she advised that all actions have been delivered or are on track. With
regard to MMHSC, she advised that the ‘must dos’ have been extracted from the
CQC Inspection Report in the absence of an action plan. She noted that further
assurance is being sought in a number of areas via the relevant workstreams.
Kathy Doran advised that the Quality Governance Committee will provide
oversight of the plan going forward.

77/17

The Board of Directors noted the action plan.
Board Assurance Framework (March 2017)
Andrew Maloney presented the Board Assurance Framework, which has been
updated further to the Board’s last review in January 2017. He highlighted the
following updates:
•
•

•

Risk ID 2609 (Estates) – site visits have now concluded with funding
committed to deliver the first phase of environmental improvements
Risk ID 1804 (Mandatory Training) – above 85% compliance rate
currently being sustained across the Trust. Andrew Maloney advised
that, on this basis, once the work to integrate the two training systems
has concluded a recommendation will likely follow to step-down
assurance from the Board to the Workforce Development Committee.
Risk ID 2610 (Corporate and Senior Clinical Management Restructure) –
Andrew Maloney advised that Phase 1 of the process is complete and
Phase 2 has commenced.

Andrew Maloney briefed the Board of Directors on recent discussions with
Mersey Internal Audit Agency and Andrea Knott, Non-Executive Director,
regarding the future development of the assurance framework and the role of
sub-committees and the Audit Committee in risk assurance.
Ismail Hafeji confirmed that the risk ratings for Risk ID 2611 (Financial
Sustainability) had been reviewed in the context of the January 2017 Finance and
Use of Resources score.
In response to a query from Julie Jarman, Andrew Maloney confirmed that the
target risk for Risk ID 2572 (Expenditure on Agency Staff) would not be achieved
by the end of the 2017/18 financial year. He clarified that the due date relates to
the identified milestone actions.
The Board of Directors reviewed and approved the BAF as an accurate
representation of the key risks to the delivery of the Trust’s strategic objectives.
5

Approved

78/17

Council of Governors Election – Declaration of Results

Noted

Rupert Nichols summarised the outcomes of the recent elections to the Council
of Governors. He noted that, since the production of the report, Peter Dodd
(Public – City of Manchester constituency) has stood down and confirmed that
the next highest polling candidate in that constituency will be invited to take
office. Kim Saville provided an update on progress to identify Appointed
Governors to represent the organisation’s partner agencies. She advised that
only one Appointed Governor, representing the University of Salford, has been
appointed to date but members of the Executive Management Team are
continuing to seek interest from other organisations.
Rupert Nichols advised that the first meeting of the Council of Governors will
take place on 10th April 2017 and requested the presence of as many Board
members as possible.

79/17

The Board of Directors noted the results of the recent Council of Governors
elections.
Register of Interests – Annual Review
Noted

80/17

Kim Saville outlined the requirement for Board members to complete an annual
review of the Register of Interests, in addition to providing updates on any
changes to interests throughout the year. Board members reviewed, updated
and signed the Register of Interests.
Fit and Proper Persons Test – Annual Declaration
Noted

81/17

Kim Saville invited individual Board members to review and sign an annual
declaration of fitness in accordance with the requirements of the Fit and Proper
Persons Regulations. She confirmed that Section 9(a) – eligibility for membership
of the Board of Directors - has been updated in the Constitution for GMMH.
National NHS Staff Survey 2016
Noted
Andrew Maloney presented the National NHS Staff Survey 2016 reports for GMW
and MMHSC. He confirmed that the survey is a standardised national survey,
which has been in operation for a number of years. He noted the survey’s validity
with reference to the response rates (in the region of 40%) and use by the CQC
and NHSI in their inspection regimes.
Beginning with GMW’s survey, he highlighted the improvements across the
board. He noted in particular the Trust’s staff engagement rating, which has
improved in year and compares positively to the national average for mental
health trusts, and the positive score for Key Finding 1 (KF1 - staff
recommendation of the organisation as a place to work or receive treatment). He
attributed the in-year improvements to the work undertaken before and during
the CQC inspection and the effective engagement of GMW staff during the
acquisition process. He also noted the increased score on KF19 (organisation and
management interest in and action on health and wellbeing), which reflects the
6

efforts to support frontline staff on this agenda.
Andrew Maloney highlighted the challenges to be addressed based on MMHSC’s
Staff Survey 2016 results. He advised that the 45% response rate to Q21d (‘if a
friend or relative needed treatment, I would be happy with the standard of care
provided by this organisation’) was the lowest score in England and
demonstrated a marked difference to GMW’s response rate of 71%. He also
compared MMHSC’s overall staff engagement score of 3.19 to GMW’s score of
3.87. Andrew Maloney advised that the clinical transformation work,
development of shared values and planned programme of environmental
improvements are expected to have impact positively on future staff survey
results for the combined entity. He confirmed that the development of a Trustwide leadership strategy will follow the values work.
In response to a query from Rupert Nichols, Andrew Maloney advised that the
quarterly staff Friends and Family Test, which is open to the entire workforce,
will indicate progress made in advance of the Staff Survey 2017. Andrew
Action: AM
Maloney to confirm with the CCQ the benchmark to be used in the 2017 survey.
Stephen Dalton noted the positives of the MMHSC results in terms of staff
awareness. Pauleen Lane noted the correlation between MMHSC’s results and
the findings of the CQC inspection in 2015.
Kathy Doran acknowledged GMW’s impressive results, but raised concern about
the % of staff experiencing physical violence from staff (KF23). Bev Humphrey
confirmed that, if reported as an incident, this would be captured on Datix.
Board members discussed the comparable scores for both GMW and MMHSC
against KF22 (percentage of staff experiencing physical violence from patients,
relatives or the public). Deborah Partington advised that where staff experience
violence from relatives or the public, the Trust works with the local security
management specialist and/or the police to manage this.

82/17

The Board of Directors noted the key findings of the GMW and MMHSC National
Staff Survey 2016.
Apprenticeship Levy
Noted
Andrew Maloney briefed Board members on the implications of the introduction
of an apprenticeship levy from 6th April 2017, and the opportunities identified to
maximise the benefits to the organisation. He noted that the Trust’s
apprenticeship levy is £1.1million, plus an additional government-funded ‘top-up’
of 10%.
Andrew Maloney summarised the Trust’s current approach to apprenticeship
delivery and the expected drawdown from the levy on this basis (£506k). Looking
ahead, he advised that to minimise the levy redirected to external training
providers, the Trust is considering ways of broadening its portfolio of
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qualifications/training that can be provided internally. This includes working with
Higher Education Institutes to deliver higher apprenticeships and the provision of
the full suite of leadership and management qualifications, some higher-level
nursing qualifications and ancillary-type qualifications. He drew the Board’s
attention to indicative investment of £100k to support this development, which
would enable a further circa £350k of levy funding to be accessed.
Andrew Maloney highlighted future opportunities to target efforts towards
younger people and create a career pathway. He also confirmed that
consideration was being given to introducing nursing apprenticeships.
Andrew Maloney summarised the actions to be taken and confirmed that the
Trust will evaluate the impact of apprentices as this work progresses. In response
to a query from Anthony Bell, Ismail Hafeji confirmed that the Trust had
accounted for the full levy of £1.1million in the 2017/18 budget.

83/17

84/17

The Board of Directors noted the report.
Quality Governance Committee – Minutes of the Meeting held 9th February Noted
2017
Kathy Doran advised that the draft minutes of the March 2017 meeting had been
provided in error. She circulated the ratified minutes of the February 2017
meeting of the Quality Governance Committee for noting.
Quality Governance Committee – Chairs Report of the Meeting held 9th March Noted
2017

85/17

Kathy Doran presented highlights from the Chair’s Report of the Quality
Governance Committee meeting held on 9th March 2017. She referenced the
previous discussion on the post-CQC inspection action plan and identified the
Quality Matters programme as a key mechanism for seeking assurance on
whether improvements are embedded. She noted that the residual risks and
issues from Manchester’s Quality Board were reviewed in February 2017 and
that these have been assigned to other parts of the business to ensure that
nothing is missed.
Any Other Business
Noted

86/17

There were no items of other business.
Date and Time of Next Meeting

Noted

The next Board of Directors meeting will take place on Monday 15th May 2017 at
1.00pm in Rooms 1 and 2, 1st 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- 2019
Doctors in Training
2016 Contract
Implementation
Board Assurance
Framework

Action

Agreed
Forecast
Owner
Timescale
Completion
Service user engagement kite-mark scheme to 31/12/2016 31/07/2017 Gill Green, Director of
be shared with the HSJ once operational
Nursing and Governance

July-16

173/16

Dec-16

288/16

Feb-17

41/17

Developing the
2016/17 Quality
Account

Mar-17

75/17

Board Performance
Report (Jan.2017)

Update to be brought to Board on cost 31/10/2016 15/05/2017 Andrew Maloney,
implications of new contract implementation
Director of HR and
Corporate Affairs
Ismail Hafeji to co-ordinate a review of quality 13/04/2017 11/05/2017 Ismail Hafeji, Director of
issues associated with PARIS via the IM&T
Finance and IM&T
Strategy Group and report back to the Quality
Governance Committee in 3-4 months’ time
Gill Green to deliver a presentation to the July 10/07/2017
Gill Green, Director of
2017 meeting of the Council of Governors on
Nursing and Governance
the management of serious incidents, including
trends analysis and lessons learned.
Safe staffing briefing paper to be prepared for 15/05/2017 31/07/2017 Gill Green, Director of
May 2017 meeting of the Board of Directors
Nursing and Governance

Mar-17

81/17

National NHS Staff
Survey 2016

Andrew Maloney to contact the CQC to confirm 15/05/2017
the benchmark for the 2017 Staff Survey

Not yet due
Completed on time
In progress and on target
Incomplete and overdue
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Andrew Maloney,
Director of HR and
Corporate Affairs

Status

Paper to
QGC on
11/05/17

CQC have
confirmed
no historical
comparison
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National and Regional Update
Trust Board –15th May 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 recently called General Election means all NHS organisations are now subject
to purdah with specific restrictions applied around activity and conduct. In
particular care needs to be taken until a new Government is formed in not making
decisions or announcements which could influence the election outcome.

§

Next Steps on the NHS Five Year Forward View was published on the 31st March
2017 and defines what still needs to be achieved and is considered in more detail
under a separate Board agenda item.

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

Visit of NHS England’s National Mental Health Director – Claire Murdoch, National
Director and CEO of Central and North West London NHS Foundation Trust will be
visiting Greater Manchester on the 5th May. Whilst she is in the region, she will spend
the afternoon visiting GMMH services – specifically - 42nd Street in Manchester and
Junction 17, John Denmark and Chapman Barker Units on the Prestwich site.

§

Transformation Fund – Greater Manchester Health and Social Care Partnership have
funding agreements in place for six of the ten local areas with the latest being the
confirmation of £28m invested in joined up health and social care for Bolton. Trafford
is one of the remaining areas to reach agreement.

§

Health Innovation Manchester – a business case has been produced aimed at bringing
together academic, industry and clinical partners to speed up the introduction of
innovation in health and social care.

§

Health and Homelessness Strategy for Greater Manchester – the region has been
chosen as an ‘early adopter’ pilot area aimed at the health and social impact of health
and housing across Greater Manchester.

§

Integrated Drug and Alcohol Recovery Treatment Service in Bolton, Salford and
Trafford - a collaborative procurement exercise has commenced over the three
boroughs with a reduction in value of £0.5k overall in comparison with the 16/17
value. The new contract start date will be Oct

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

Date
16 March 2017

BBC News

16 March 2017

Manchester Evening News

8 March 2017

Mental Health Today

8 March 2017

BBC News

6 March 2017

Manchester Evening News

4 March 2017

Media

Manchester Evening News

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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EXECUTIVE SUMMARY:

The following paper provides a summary of the ‘Next Steps on the NHS Five Year
Forward View’ (FYFVNS) as drafted by NHS England and NHS Improvement and
published on 31st March 2017.
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The NHS Five Year Forward View
The Five Year Forward View for Mental Health
Implementing the Five Year Forward View for Mental Health
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The Board of Directors are invited to note this summary of the ‘Next Steps on the
NHS Five Year Forward View’ as published by NHS England on 31st March 2017.
1

2

NEXT STEPS ON THE NHS FIVE YEAR FORWARD VIEW
1.

INTRODUCTION

This paper provides a summary of the ‘Next Steps on the NHS Five Year Forward View’ (FYFVNS) as
drafted by NHS England and NHS Improvement and published on 31 March 2017.
The FYFVNS sets the context of the NHS in 2017 and outlines progress made against the ambitions
set out in the ‘Five Year Forward View’, since its publication in October 2014. It also defines the
NHS’s main national service improvement priorities for the next two years, within the constraints of
what is necessary to achieve financial balance across the health service.
2.

CONTEXT AND PROGRESS

The FYFVNS notes the pressures on the NHS in 2017, which are greater than they have ever been,
and highlights the following five key paradoxes facing the service:
•
•
•
•
•

We’re getting healthier, but we’re using the NHS more i.e. the demand associated with a
growing and ageing population
The quality of NHS care is demonstrably improving, but we’re becoming far more
transparent about care gaps and mistakes
Staff numbers are up, but staff are under greater pressure
The public are highly satisfied with the NHS, but concerned for its future
There is now an underlying consensus about how care needs to change to ‘future proof’ the
NHS, but the ability to do so risks being overtaken by what the CQC has called today’s
‘burning platform’

The document provides what is described as a balanced, but not comprehensive, assessment of the
progress on the ‘Five Year Forward View’ and includes examples of better health, better care and
steps towards financial sustainability (including improved financial grip on areas such as
agency/locum expenditure, Sustainability and Transformation Fund investment and real terms
revenue funding growth). For mental health, identified achievements compared to the position
three years ago include:
•
•
•

Investment upturn – overall mental health funding up £1.4billion in real terms
120,000 more people getting specialist mental health treatment
Dementia diagnosis rate increased from half of people to more than two thirds
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•

•
•

Over two thirds of the country now covered by criminal justice liaison and diversion services
(up from under a quarter) – use of police cells as a place of safety has decreased more than
three-fold
In 2016/17, introduced, and met, the first ever national waiting time standards for mental
health services
Agreed an improvement blueprint by NHS England’s mental health taskforce

3.

SERVICE IMPROVEMENT PRIORITIES

3.1.

Mental Health

Key improvement priorities identified for mental health in 2017/18 and 2018/19 are as follows:
• Talking Therapies – 60,000 more people will get treatment for common mental health
conditions by the end of 2017/18, rising to 200,000 more people by the end of 2018/19
• New and Expectant Mothers – development of 4 new mental health Mother and Baby Units in
East Anglia, the North West, South West and South East and bed numbers boosted in the
current 15 units to increase overall capacity by 49% by 2018/19. Plus, 20 new or expanded
specialist perinatal mental health teams.
• Children and young people – an extra 35,000 children and young people being treated
through NHS-commissioned community services in 2017/18, compared to 2014/15, growing
to an extra 49,000 in 2018/19
• Care closer to home – NHS England to fund 150-180 new CAMHS Tier 4 specialist inpatient
beds, rebalancing beds from parts of the country where more local CAMHS services can
reduce inpatient use
• A&Es – 74 24-hour mental health teams at the Core 24 standard, covering five times more
A&Es by March 2019
• Physical healthcare – an extra 140,000 physical health checks for people with severe mental
illness in 2017/18, rising to 280,000 health checks in 2018/19
• New specialist Transition, Intervention and Liaison (TIL) mental health services for veterans –
available across England from 1 April 2017 and accessed through four areas (self-referral or
referral via a GP, mental health provider or military charity)
• New specifications for mental health provision for people in secure and detained settings to
be in place during 2017
• Investment in mental health provider technology through Mental Health Global Digital
Exemplars (GDEs) – GDEs are the most advanced IT hospitals in the NHS and have committed
to work to become world-class exemplars for the rest of the NHS to learn from. Seven mental
health GDEs have been identified, subject to Treasury capital approvals, of which Mersey Care
NHS Foundation Trust is the most local to GMMH
Key ways in which these improvements will be implemented include:
• Expanding the mental health workforce – 800 mental health therapists embedded in primary
care by March 2018, rising to over 1500 by March 2019
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• Reform of mental health commissioning so that local mental health providers control
specialist referrals and redirect around £350m of funding
• Mental health providers to work with local councils in same way as acute hospitals to reduce
delayed discharges
• Clear performance goals for CCGs and mental health providers, matched by unprecedented
transparency using the new mental health dashboard
• Single national programme management team led by a national mental health director and
national clinical director
3.2.

Urgent and Emergency Care

Key deliverables for urgent and emergency care, which are a mix of actions for both local
organisations and national bodies, include:
• Adjustments to the 95% A&E standard:
o Before September 2017, over 90% of emergency patients are treated, admitted or
transferred within 4 hours (up from 85% currently being delivered)
o The majority of Trusts will have to meet the 95% standard in March 2018
o The NHS overall returns to the 95% standard within the course of 2018
• Every hospital to have comprehensive front-door clinical streaming by October 2017, so that
A&E departments are free to care for the sickest patients
• Every hospital and its local health and social care partners must have adopted good practice to
enable appropriate patient flow, including better and more timely hand-offs between
clinicians, ‘discharge to assess’, ‘trusted assessor’ arrangements, streamlined continuing
healthcare processes and seven day discharge capabilities
• Trusts should work with local councils to ensure that the extra £1bn provided in the March
2017 budget for adult social care is used in part to reduce delayed transfers of care (DTOC),
thereby helping to free up 2,000 to 3,000 acute hospital beds
• Ensure that 85% of all assessments for continuing healthcare funding take place out of
hospital in the community setting
• Implement the ‘High Impact Change Model’ for reducing DTOCs
• Roll-out by spring 2018, 150 standardised new ‘Urgent Treatment Centres’, which will open 12
hours a day, seven days a week and be integrated with local urgent care services
• Implement the recommendations of the Ambulance Response Programme by October 2017,
to end long waits not currently covered by response targets
• Enhance NHS 111 by increasing the proportion of 111 calls receiving clinical assessment by
March 2018. By 2019, NHS 111 will be able to book people into urgent face to face
appointments
• Roll out evening and weekend GP appointments to 50% of the public by March 2018 and
100% by March 2019
To support these changes, the FYFVNS outlines the following measures:
• £100m in capital funding, as announced in the budget, to support modifications to A&Es to
enable clinical streaming by October 2017
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• Clearer local performance incentives – previous local standard contract fines have been
dropped and from April 2017 the rules governing the performance element of the £1.8bn
Sustainability and Transformation Fund (STF) for acute trusts relating to A&E will be amended
in agreement with the Treasury.
3.3.

Primary Care

Key improvement priorities for primary care for 2017/18 and 2018/19 include:
• More convenient access to GP services – ‘streaming’ of patients to offer convenient same day
urgent appointments, whilst preserving continuity of care for patients with more complex
long-term conditions. From October 2017, the new GP contract means that practices who shut
for half days each week will not be eligible for a share of the £88m extended access scheme
• Making available bookable evening and weekend appointments – by March 2018, the ‘NHS
Mandate’ requires that 40% of the country will benefit from extended access, but the aim is to
achieve 50%. By March 2019, this will extend to 100% of the country.
• Boost GP numbers – an extra 5,000 GPs by 2020. Supported by actions to boost GP retention
including the GP Career Plus scheme (supporting experienced GPs in 10 sites across the
country to continue working without the responsibilities of a partnership), the Time to Care
programme, and the new NHS GP Health Service (to support doctors suffering from mental illhealth and addiction).
• Expand multi-disciplinary primary care:
o Increase the number of clinical pharmacists working in GP surgeries from 491 today to
over 900 by March 2018 and over 1,300 by March 2019
o 800 mental health therapists, who will lead the way in integrating physical and mental
healthcare outside of hospital, will be placed in primary care by March 2018 rising to
over 1,500 by March 2019
o HEE is supporting universities to train 3,000 physician associates by 2020
• Modernise primary care premises – over 800 infrastructure projects identified for investment
by 2019.
3.4.

Cancer

Key improvement priorities identified with regard to cancer include to:
• Introduce a new bowel cancer screening test for over 4m people from April 2018
• Introduce primary HPV testing for cervical screening from April 2019 to benefit 3m women per
year
• Expand diagnostic capacity so that England is meeting all 8 of the cancer waiting standards
• Performance incentives to Trusts for achievement of the cancer 62-day waiting standard will
be applied to extra funding available to cancer alliances
• 23 hospitals have received new or upgraded radiotherapy equipment in early 2017, and over
50 new radiotherapy machines in at least 34 hospitals will be rolled out over the next 18
months
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These priorities will be achieved through:
• Targeted national investment, including £130m for a national radiotherapy modernisation
fund. £36m has been spent so far, with a further £94m planned to be spent over the next 18
months
• Expand the cancer workforce
• Performance goals for CCGs and cancer providers, and transparency using the new cancer
dashboard
• Three cancer vanguards creating population cancer budgets so as to integrate commissioning
of cancer surgery, radiotherapy and cancer drugs for 9.6m people
3.5.

Patient Safety

Key improvements for 2017/18 and 2018/19:
• Preventing healthcare acquired infections – by 2020, the level of HCAIs will fall by 50%
• Maternity safety – 44 Local Maternity Systems will be in place from April 2017, leading and
delivering transformation of maternity services
• Learning from deaths – from April 2017, Trusts will be asked to publish data on all deaths
likely to have been caused by problems in care, along with actions taken to learn and prevent
such deaths in future. Data to be provided quarterly and in the annual Quality Account. The
NHS will also improve support to and communication with bereaved families and carers,
improve the standards and understanding of data on harm and mortality, and ensure that
services for people with learning disabilities and mental health problems are a core part of this
learning
• Improving inspections – the CQC will develop a more targeted, responsive and collaborative
approach to regulation, including considering how to regulate new care models and complex
providers
• Improving investigations – the new Healthcare Safety Investigation Branch operational from
April 2017, undertaking up to 30 investigations where learning from patient safety can be
maximised and advising the NHS on how to improve its own investigations
• Reducing medication error –
• Patient Safety Incident Management System (PSIMS) – NHSI will develop and deliver a new
PSIMS
4.

INTEGRATING CARE – STPs, ACOs AND ACSs

The FYFVNS has a chapter dedicated to integrating care, which outlines a number of guiding
principles for transitioning to population-based integrated health systems:
• STPs (referred to as Sustainability and Transformation Partnerships now rather than Plans) –
STPs are not new statutory bodies, they supplement rather than replace the accountabilities
of individual organisations. The way STPs will work will vary according to the needs of
different parts of the country – all STPs will, however, need a basic governance and
implementation ‘support chassis’ to enable effective working
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• Accountable Care Systems (ACSs) – ACSs will be an ‘evolved’ version of an STP that is working
as a locally integrated health system. They are systems in which NHS organisations
(commissioners and providers), often in partnership with local authorities, take on collective
responsibility for resources and population health. Candidates for ACS status will include
successful vanguards, devolution areas and STPs that have been working towards the ACS
goal. ACSs will:
o agree an accountable performance contract with NHS England (NHSE) and NHSI
o manage funding for their defined population, committing to shared performance goals
and a control total across CCGs and providers
o effectively abolish the annual transactional purchaser/provider contract negotiations
o create an effective collective decision-making and governance structure
o demonstrate how their providers will operate on a horizontally integrated basis
o simultaneously also operate as a vertically integrated care system, partnering with GP
practices
o deploy rigorous population health management capabilities that improve prevention
o establish clear mechanisms by which residents within ACS’ defined local population will
still be able to exercise patient choice
• In time, some ACSs may lead to the establishment of an Accountable Care Organisation (ACO)
– in an ACO, commissioners have a single contract with a single organisation for the great
majority of health and care services and for population health in that area
This chapter also outlines areas of policy change associated with these models, including:
• Assessment of STPs – NHSI and NHSE will publish metrics as STP-level in July 2017 that will
align with the Single Oversight Framework and NHSE’s annual CCG Improvement and
Assessment Framework
• Governance of STPs – STPs must:
o Form a Board drawn from constituent organisations and including appropriate nonexecutive participation, partners from general practice and partners in local
government where appropriate
o Establish formal CCG Committees in Common or other appropriate decision-making
mechanisms where needed for ‘strategic decisions between NHS organisations’
o Ensure the STP has the necessary programme management support by pooling
expertise and people from local trusts, CCGs, CSUs and other partners
• Communication of STPs – from 1 April 2017, NHS organisations will have to show that
proposals for significant hospital bed closures, requiring formal consultation, meet one of
three identified ‘common sense conditions’
• Freedoms given to ACSs by national bodies – these will include:
o The ability for local commissioners in the ACS to have delegated decision rights in
respect of commissioning primary care and specialised services
o A devolved transformation funding package from 2018, potentially bundling together
national funding for the General Practice Forward View, mental health and cancer
o A single ‘one stop shop’ regulatory relationship with NHSE and NHSI with streamline
oversight arrangements
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o

The ability to redeploy attributable contracting staff and related funding from NHSE and
NHSI to support the work of the ACS, as well as to free up local administrative cost from
the contracting mechanism

5.

ENABLING STRATEGIES

5.1.

Workforce

The FYFNS recognises that to improve productivity and grow the frontline workforce, particularly in
the above priority areas, will require more training, more recruitment, better retention, greater
return to practice after time out of the workforce, and flexibility as roles and workplaces evolve with
the changes to the shape of healthcare. A number of workforce improvement initiatives for 2017/18
and 2018/19 are identified including:
• The number of newly qualified nurses available to be employed will increase by up to 2,200
more per year in 2019 as a result of an expansion in nurse training places between 2013 and
2016
• A new nurse retention collaborative run by NHSI and NHS Employers to support 30 trusts with
the highest turnover
• A consultation will be launched on creating a new fast-track ‘Nurse First’ route to nursing,
similar to the Teach First programme
• A further 1,500 – 2,000 nurses supported to return to work
• Support for new Advanced Clinical Practice (ACP) nurse roles
• NHSI will publish guidance on effective electronic rostering and support trusts to get best
values from electronic tools to support better job planning and implement newly-issued job
planning guidance
• Undergraduate medical school places will grow by 25% adding an extra 1,500 places, starting
with 500 extra places in 2018 and a further 1,000 from 2019
• Expand GP numbers – over 15,000 GPs to be trained by Health Education England (HEE)
between 2015 and 2020
• Actions to improve working conditions for junior doctors
• Action on staff health and wellbeing – by 2018/19, the CQUIN incentive payment will be paid
to providers that improve staff health and wellbeing by 5% (against a 2015/16 baseline) as
measured by the Staff Survey
• More inclusive employer – including the expansion of the programme to improve employment
opportunities for people with learning disabilities and over four-fifths of trusts setting their
baseline measurement for the new Workforce Disability Equality Standard, and their first year
action plan, in 2018/19
5.2.

Technology and Innovation

The work programmes outlined in the FYFNS are underpinned by an agreed, costed and phased
technology plan, which aims to simplify access to care and support people in managing their own
health. A range of actions are identified including:
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• By summer of 2017, GPs will be able electronically to seek advice and guidance from a hospital
specialist without the patient needing an outpatient appointment
• In summer 2017, an updated online patient appointment system will be launched, providing
patients with the ability to book their first outpatient appointment with access to waiting time
information on a smartphone, tablet or computer
• The NHS e-referral service is currently used by patients to arrange just over half of all referrals
into consultant-led first outpatient appointments. By October 2018, all referrals will be made
via this route, improving patients’ experience and offering real financial and efficiency benefit
• By December 2018, there will be a clear system in place across all STPs for booking
appointments at particular GP practices and accessing records from NHS 111, A&Es and
Urgent Treatment Centres
6.

FUNDING AND EFFICIENCY

The FYFVNS outlines a 10-point plan for the next two years to increase efficiency for the NHS in
England as follows:
1.

Free up to 2,000 to 3,000 hospital beds – using the extra £1bn awarded to adult social care in
the last budget, hospital trusts ‘must now work with their local authorities, primary and
community services to reduce delayed transfers of care’

2.

Further clamp down on temporary staffing costs and improve productivity – Trusts are set a
target of cutting £150m in medical locum expenditure in 2017/18. NHSI will require public
reporting of any locum costing over £150,000 per annum

3.

Use the NHS’s Procurement Clout – NHSI will standardise and improve Trust procurement to
release £350m of savings in 2017/18. All trusts will be required to participate in the Carter
Nationally Contracted Products programme, by submitting and sticking to their required
volumes and using the procurement price comparison tool to switch to better value products.

4.

Get best value out of medicines and pharmacy – NHSI supports trusts to save £250m from
medicines spend in 2017/18 by publishing the uptake of a list of the top ten medicines savings
opportunities, and work with providers to consolidate pharmacy infrastructure

5.

Reduce avoidable demand and meet demand more appropriately – further action to prevent
illness and support health. Relative to mental health, this includes a maintained focus on
diagnosis and post-diagnostic support for people with dementia and their carers. These are
identified as key drivers to keeping people in their own homes, preventing crises and avoiding
unnecessary hospital admission.

6.

Reduce unwanted variation in clinical quality and efficiency – employment of Getting it Right
First Time (GiRFT) methodology to improve theatre productivity. Continued action to reduce the
inappropriate hospitalisation of people with learning disabilities.
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7.

Estates, infrastructure, capital and clinical support services – the NHS and the Department of
Health are aiming to dispose of £2bn of surplus assets over the Spending Review period and the
forthcoming Naylor review will set out the action plan for doing so. The Naylor review also
recommends a new NHS property organisation, a key function of which will be to provide a
single, strengthened source of strategic estates planning expertise for the NHS.

8.

Cut the costs of corporate services and administration – NHSI is targeting savings of over
£100m in 2017/18, as trusts move to consolidate these services, where appropriate across STP
areas. NHSI is also establishing a set of national benchmarks across key corporate functions to
enable trusts to compare performance and identify improvement opportunities. NHS Resolution
(formerly NHS Litigation Authority) is also contributing to cost reduction, as part of a five-year
strategy, by providing support closer to the time of incidents and facilitating local resolution and
learning

9.

Collect income the NHS is owed – the Government has set the NHS the target of recovering up
to £500m a year from non-UK residents. Twenty trusts will pilot new processes to improve the
identification of chargeable patients

10. Financial accountability and discipline for all trusts and CCGs – each provider trust and CCG
will again be set a financial control total, which they must meet. 70% of the STF will be tied to
delivery against control totals. Provider trusts not agreeing control totals will lose their
exemption from contract fines. Trusts missing their control totals may be placed in special
measures.
7.

Recommendation

The Board of Directors are invited to note this summary of the ‘Next Steps on the NHS Five Year
Forward View’ as published by NHS England on 31 March 2017.
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Context
The Board Performance Report is designed to provide assurance to the Trust Board on progress against a range of key performance indicators and highlight any areas
of concern. The key performance indicators reported include both national targets and locally-agreed priorities.
The Trust Board has delegated responsibility for monitoring and managing performance to nominated Executive Directors within the Executive Management Team
(EMT). The Deputy Chief Executive / Director of Strategic Development has overall responsibility for the co-ordination of the performance agenda and provision of business intelligence support. The Director of Operations and Medical Director are responsible for enabling the clinical workforce to deliver the key clinical performance indicators. The Director of Governance and Nursing has responsibility for the governance indicators and reporting. The Directors of Finance and IM&T, and HR and Corporate Affairs, are responsible for progressing performance against their respective targets.
The Trust has systems and procedures in place to assure the quality of data reported to the Trust Board in the Board Performance Report.
Within the Report, the dashboards provide an ‘at a glance’ summary of the Trust’s key performance indicators. Indicators are grouped by source or topic for ease of understanding. ‘Comments’ are used to highlight exceptions and areas of concern to the Trust Board. Details of corrective action required, or taken, in these areas is provided.
The Board Performance Report is under-pinned by more detailed individual Directorate Performance reports. Directorate reports are used to focus action on improving
performance and are reviewed in Network Board meetings and local management forums.

Perspective
Quick View

NHSI Single Oversight Framework

NHSI Single Oversight Framework
NHSI Single Oversight Framework
NHSI Single Oversight Framework
NHSI Single Oversight Framework
Care Quality Commission
CQUIN

CQUIN

CQUIN
CQUIN

Area
Indicators Linked to the 5 Domains
of Quality
Finance and Use of Resources
guide
Single Oversight Framework Rating
Finance and Use of Resources
Membership
Operational Performance Indicators
Summary
Access to CRHT
Early Intervention in Psychosis
MHSDS Data Completeness
IAPT - Recovery and Treated within
6 & 18 Weeks
Quality of Care Indicators Summary
CQC Rating
CQC Visits
Service Reviews
National CQUIN (GMW)
CCG CQUIN - Local (GMW)
CCG CQUIN - Greater Manchester
(GMW)
NHS England - Specialist Network
(GMW)
National CQUIN (Manchester)
CCG CQUIN - Greater Manchester
(Manchester)
CCG CQUIN - Local (Manchester)

Board Performance Report - March 2017 Final Version

Page

Perspective

Area

3

Quality Account
Human Resources

4

Human Resources

Quality Account (GMW)
Sickness Rate
Workforce Overview
Ethnicity
Mandatory Training
Turnover
Safe Staffing Levels
Staff, Friends and Family
Staff Costs
Agency Spend Summary
Financial Summary
Contract Income
Mental Health Clustering
Bed Occupancy
Young People Admitted to Adult
Wards
Infection Control
EMSA Breaches
PLACE
Out of Area Placements
A&E Breaches
Incidents - Patient Safety
Incidents - Staff Safety
Incidents - Positive and Safe
Safeguarding Incidents
Complaints and Concerns
Patient Feedback - SU FFT

Human Resources
5
6

Human Resources / Finance and
Contracts

7
8
9

Locally Agreed Targets

10

Locally Agreed Targets
11

12
13

Integrated
Integrated
Integrated
Integrated

Governance
Governance
Governance
Governance

Complaints and Patient Feedback

Page
14
15
16

17

18

19

20
21
22
23
24
25

2

Quick View—CQC Domains
Safety
Area
SOF 1
CQC
National CQUIN N2b
CCG CQUIN L1
NHS England MH.iii
HR 3
National CQUIN N1a
National CQUIN N1b
National CQUIN N1c

Indicator
Gatekeeping
Registration
Communication with GPs
Suicide Prevention
Reducing Restrictive
Practices
Staffing Levels
NHS Staff Health
Healthy Food
Flu Vaccinations

CQC Domains
RAG
G
G
G
G
G
G
G
G
G

Effectiveness
Area
SOF 4a
SOF 4b
SOF QI
SOF QI
CCG CQUIN GM3
CCG CQUIN GM4
CCG CQUIN L2
NHS England MH.iv
NHS England MH.v
NHSI SOF

Indicator
MHSDS Identifiers
MHSDS Priorities
Settled Accommodation
Employment
Crisis Concordat
Shared Care Protocols
Older Adults Functional
Care
CAMHS Care Pathways
Benchmarking MHD
Outcomes
Operational Performance

RAG
G
R
G
R
G
G
G

Safe
Effective

Caring

MMH
GMW
Requires
Requires
Improvement Improvement
Requires
Good
Improvement

Caring

Good

Responsive

Good

Well Led

Good

Trust Rating

Good

Good
Requires
Improvement
Requires
Improvement
Requires
Improvement

Area
SOF 5a
CCG CQUIN GM 1
NHS England MH.ii
NHSI SOF

Area

Indicator
Early Intervention SOF 2
treatment start within 2
weeks
Cardio Metabolic
SOF 3 / National CQUIN N2a
Assessment
IAPT - Treated within 6
SOF 5b
weeks
IAPT - Treated within 18
SOF 5c
weeks
IM&T & Mental Health
CCG CQUIN GM2
Waiting Times
Physical Health Early
CCG CQUIN L3
Intervention

G
G
G

RAG
G
G
R
R
G
G

Well Led

G
Area
HR 1
HR 2
HR 4
NHSI SOF
NHSI SOF
NHSI SOF
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Indicator
IAPT Recovery
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Sickness In Month
Staff, Friends and Family
Test
Finance and Use of
Resources
Strategic Change
Leadership and
improvement Capability

RAG
G
G
G
A
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NHSI Single Oversight Framework—Overview
Single Oversight Framework
Area

Weighting
0.2

Financial
Sustainability

0.2

Financial Efficency

0.2
0.2

Financial Controls

0.2

Metric

Definition
1
Degree to which the provider's generated income covers its
Capital service capacity
>2.5x
financial obligations
Days of operating costs held in cash or cash-equivalent
Liquidity (days)
forms, including wholly committed lines of credit available for
>0
drawdown
I&E margin
I&E surplus or deficit / total revenue
>1%
Year-to-date actual I&E surplus/deficit in comparison to yearDistance from financial plan
≥1%
to-date plan I&E surplus/deficit
Agency spend
Distance from provider's cap
≤(0)%

Area

Indicator
Quality of Care
Finance and use of resources
Single
Operational Performance
Oversight
Strategic Change
Framework
Leadership and improvement
Capability

Finance and use
of resources
Financial
Sustainability
Financial
Efficency

Plan
G
G
G
G
G

Q1
NA
NA
NA
NA
NA

2016/17
Q2
NA
NA
NA
NA
NA

Q3
G
G
G
G
G

Q4
G
G
G
G

PUBLIC

G

2016/17

Group

<1.25x

(7)-0

(14)-(7)

<(14)

1-0%

0-(1)%

≤(1)%

(1)-0% (2)-(1)%

≤(2)%

0-25%

>50%

25-50%

Mar-17

Q1

Q2

Q3

Q4

Capital service capacity
Liquidity (days)

1
1

1
1

NA
NA

NA
NA

1
1

1
1

1

1

NA

NA

1

1

1

1

NA

NA

2

1

3
2

4
3

NA
NA

NA
NA

3
2

4
3

% of Total
Mem bership

Required
Over or Under
No. of Mem bers
Representation
Representation

Bolton Public

7.17%

285

761

Over

Salford Public

6.04%

210

641

Over

Trafford Public

5.67%

294

601

Over

Manchester Public

21.66%

NW Public

Plan

Distance from financial
Financial Control plan
Agency spend
Overall Score

4

MEMBERSHIP as at Q4 2016-2017

Metric

I&E margin

Score
2
3
1.751.252.5x
1.75x

Sub Total

2,298

8.80%

162

934

Over

49.35%

951

5,235

Over
Over

SERVICE USER & CARER
Service User

12.12%

417

1,286

Carer

1.21%

69

128

Over

13.33%

486

1,414

Over

Health and Social
Care

37.32%

795

3,959

Over

GMMH* TOTAL

100.00%

2,232

10,608

Over

Sub Total
STAFF

Comments:
The Single Oversight Framework was introduced by the NHSI with effect from 1st October 2016 to replace the Monitor Governance and Financial Risk ratings and the
Monitor Mental Health Indicators on Pages 4-8 of this report.
The Trust was planning to achieve a rating of 2 in the “Finance and Use of Resources” metric. As at Month 12 2016/17, a level 3 is being achieved by the Trust due to the
impact on agency spend following acquisition of Manchester and the costs of the former GMW and MMHSC agency expenditure being compared to the GMW target.
*Membership figures are only reported quarterly. Plans have commenced to roll out membership to Manchester during Q4, and the above is the initial position for the new
Greater Manchester Mental Health Foundation Trust.
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NHSI SOF Operational Performance Indicators
SOF Operational Performance Indicators — Summary
The monthly figure provides an indication of performance for the current quarter. The quarter figure is the actual performance from the SOF submission
unless otherwise stated. Manchester figures prior to January 2017 have not been included in YTD or quarterly figures.
Indicator
1. Patients requiring acute care who received
a gatekeeping assessment by a crisis
resolution and home treatment team in line
with best practice standards (UNIFY2)

2015/16
Outturn

Target

Q1

Q2

99.3%

95.0%

99.6%

100.0%

2016/17
Q3

99.6%

Q4

Mar-17

YTD

98.8%

96.9%

99.4%

Comments
The target has been met in month and YTD.
YTD figure is GMW up to December 2016 and
GMMH from January 2017.

2. People with a first episode of psychosis
The target has been met in month and YTD.
begin treatment with a NICE-recommended
73.0%
50.0%
78.6%
89.5%
90.0%
81.2%
86.7%
85.1% Manchester EI Service is provided by R-DASH
package of care within 2 weeks of referral
until April 2017 so is not included in the figures.
(UNIFY2 and MHSDS)
3. Ensure that cardio-metabolic assessment and treatment for people with psychosis is delivered routinely in the following service areas:
a) Inpatient wards
NA
90.0%
NA
NA
NA
NA
NA
NA
The measuring of this indicator is through an
annual audit, the results of which will be
b) Early Intervention in Psychosis services
NA
90.0%
NA
NA
NA
NA
NA
NA
c) Community Mental Health Services
available in April 2017. Please see National
NA
65.0%
NA
NA
NA
NA
NA
NA
CQUIN Indicators for further information.
(people on Care Programme Approach)
4. Complete and valid submissions of metrics in the monthly Mental Health Services Data Set submissions to NHS Digital:
a) Identifier Metrics:Please Note the change in target from 97% to
• NHS Number
95% in October 2016 with the introduction of the
• Date of birth
Single Oversight Framework.
• Postcode
99.5%
95.0%
99.6%
99.6%
99.6%
99.5%
99.5%
NA
The Trust figure is indicative only until June
• Current Gender
2017 due to two separate submissions being
• Registered GP Org Code
made.
• Commissioner Org Code
b) Priority Metrics:In January 2017 new guidance has been
• Ethnicity
distributed advising the removal of ICD 10
• Employment Status (adults only)
coding from the calculation on-going. Two other
• Accommodation Status (adults only)
parts of the indicator, Accommodation Status
• ICD-10 Coding
and Employment Status, were identified as a
concern through PMDQ and actions have been
put in place to reinforce the update of these
NA
85.0%
NA
NA
85.1%
78.8%
78.8%
NA
metrics through the CPA Review process.
The Trust figure is indicative only until June
2017 due to two separate submissions being
made.

5. Improving Access to Psychological Therapies (IAPT)/talking therapies (from IAPT minimum dataset):-

a) Proportion of people completing treatment
who move to recovery (from IAPT minimum
dataset)

46.4%

50.0%

45.3%

50.8%

49.9%

41.6%

40.7%

46.3%

b) Waiting time to begin treatment within 6
weeks of referral

76.9%

75.0%

71.2%

76.3%

82.4%

63.6%

62.1%

72.4%

c) Waiting time to begin treatment within 18
weeks of referral

95.6%

95.0%

95.6%

97.1%

98.3%

90.8%

90.7%

95.0%
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The Trust overall is non-compliant however all
our combined Step 2 and 3 services achieved
50% recovery for March 2017. Salford and
Manchester services (Step 3 only) did not
achieve 50% recovery. The Salford service has
continued to show strong performance for a
Step 3 only service.
As anticipated post the acquisition of the
Manchester IAPT service the overall Trust
position is non-compliant in month and YTD.
As anticipated post the acquisition of the
Manchester IAPT service the overall Trust
position is non-compliant in month.
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NHSI SOF Operational Performance Indicators
1. Access to CRHT on Admission (Gatekeeping)
Directorate
Bolton
Manchester
Salford
Trafford
MHD
GMMH*

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

Target
95.0%

95.0%

Mar-17
97.2%
100.0%
88.9%
100.0%
96.9%

YTD
99.8%
100.0%
98.7%
99.7%
99.4%

Comments: Salford: Within March there was one service user who had 2 readmissions and another who had 1 readmission (totalling 5 admissions). The gatekeeping process had been followed for all of these admissions though the intervention only recorded on the final admission leading to an incorrect gatekeeping record for the month. The system has been reviewed and an additional step has been added to prevent this reoccurring.
*Please note that the GMMH YTD figure does not include Manchester figures prior to January 2017.

YTD
90.0%
85.5%
75.7%
100.0%
85.1%

Comments
All services are within target for March 2017.

2. Early Intervention in Psychosis
Directorate
Bolton
Salford
Trafford
Other
GMMH*

2015/16
79.1%
45.0%
82.6%
100.0%
73.3%

Target
50.0%
50.0%

Mar-17
90.0%
81.8%
85.7%
100.0%
86.7%

*Please note that the Manchester Early Intervention service is currently provided by R-DASH so is not included in the figures.
The service is due to transfer to GMMH starting on 1st April 2017.

4. MHSDS—Data Completeness
Directorate
Bolton
Manchester
Salford
Trafford
FMH
CJS
MHD
CPTS
CAMHS
GMMH*

Apr-16
97.77%

May-16
99.61%

Jun-16
99.64%

Jul-16
99.77%

4a. Identifiers
Aug-16
Sep-16
99.74%
99.74%

Oct-16
99.74%

Nov-16
99.75%

Dec-16
99.73%

95.0%

99.47%
99.39%
99.50%
99.61%
98.14%
99.24%
97.85%
99.40%

99.51%
99.39%
97.87%
97.90%
97.46%
99.42%
99.09%
99.40%

99.63%
99.73%
98.70%
98.32%
97.41%
99.75%
99.59%
99.58%

99.61%
99.70%
98.63%
98.48%
97.18%
99.74%
99.36%
99.60%

99.56%
99.71%
98.65%
98.56%
96.67%
99.86%
99.52%
99.58%

99.51%
99.65%
98.56%
97.97%
97.54%
99.72%
99.33%
99.52%

99.59%
99.63%
98.54%
98.35%
97.35%
99.79%
99.65%
99.55%

99.63%
99.70%
99.36%
98.45%
97.58%
99.78%
99.51%
99.59%

Target

Apr-16

May-16

Jun-16

Jul-16

Oct-16
68.64%

Nov-16
75.34%

Dec-16
79.36%

57.76%
62.22%
80.69%
70.87%
82.38%
53.44%
72.32%
82.04%

60.02%
74.42%
87.73%
76.84%
92.86%
76.12%
77.48%
83.62%

64.86%
77.57%
92.52%
77.11%
95.45%
81.51%
74.82%
85.12%

2015/16
99.7%
NA
99.5%
99.5%
98.8%
98.0%
98.6%
99.5%
99.5%
99.5%

Target

2015/16

95.0%

Directorate
Bolton
Manchester
Salford
Trafford
FMH
CJS
MHD
CPTS
CAMHS
GMMH*

85.0%

85.0%

99.55%
99.78%
98.42%
98.37%
97.14%
99.68%
99.70%
99.58%

4b. Priorities
Aug-16
Sep-16

Jan-17
99.65%
99.90%
99.53%
99.60%
98.20%
98.52%
97.31%
99.78%
99.29%
99.60%

Feb-17
99.64%
99.70%
99.44%
99.61%
97.22%
98.27%
97.86%
99.84%
99.47%
99.50%

Mar-17
99.71%
99.80%
99.49%
99.46%
97.20%
98.01%
97.45%
99.96%
99.57%
99.50%

Jan-17
85.75%
50.60%
74.47%
81.12%
94.44%
95.33%
97.31%
90.84%
79.43%
75.60%

Feb-17
85.86%
50.30%
78.63%
82.60%
95.44%
95.98%
94.29%
88.39%
92.59%
78.70%

Mar-17
93.31%
49.90%
79.84%
82.68%
95.79%
96.82%
87.50%
86.01%
92.59%
78.80%

Comments: The metrics for the Identifiers has not changed from the Monitor Performance Framework indicator. The target has reduced from 97% to 95%.
The metrics for the Priorities has changed from the Monitor Performance Framework Outcomes indicator, and the target has increased from 50% to 85%. All services are working towards
achieving both the new metrics and the new target. In January 2017 new guidance has been distributed advising the removal of ICD 10 coding from the calculation on-going. In addition to
ICD10 coding two other parts of the indicator, Accommodation Status and Employment Status, were identified as a concern through PMDQ and actions have been put in place to reinforce
the update of these metrics through the CPA Review process. *Please note that the GMMH figures do not include Manchester figures prior to January 2017 and are indicative only until
June 2017 due to two separate submissions being made.
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5. IAPT—Clients Moving to Recovery and Treated Within 6 and 18 Weeks of Referral (RTT)
Bolton - IAPT Step 2/3
Referrals Received During Period
% Moving to Recovery
% within <= 6 weeks
% within <= 18 weeks

2015/16 Target
Q1
3463
1,569
43.3%
50
44.7%
86.2%
75
87.3%
100.0%
95
99.7%

Manchester - IAPT
Referrals Received During Period
% Moving to Recovery
% within <= 6 weeks
% within <= 18 weeks

2015/16 Target

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

Q1

Q2
Q3
Q4
Jan
Feb
Mar
1,444
2,508
2,494
789
813
892
49.2% 58.9% 57.6% 54.7% 55.2% 62.8%
89.4% 89.1% 85.2% 90.9% 84.0% 79.1%
99.8% 100.0% 100.0% 100.0% 100.0% 100.0%
Q2

Q3

Q4
1,977
21.6%
27.2%
77.7%

Jan
632
19.7%
26.9%
74.9%

2015/16 Target
Q1
5476
1,098
39.5%
50
35.7%
47.5%
75
52.4%
89.3%
95
90.3%

Q2
1,137
47.2%
53.2%
93.6%

Q3
1,185
37.6%
70.2%
96.0%

Q4
1,273
43.5%
81.2%
99.0%

Jan
Feb
Mar
391
408
474
43.6% 43.5% 43.3%
77.0% 78.9% 87.0%
99.0% 100.0% 98.1%

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

2015/16 Target
Q1
8372
1,895
53.5%
50
52.4%
75.8%
75
75.8%
95.4%
95
96.9%

Q2
1,881
55.9%
84.7%
98.0%

Q3
1,864
51.1%
86.9%
99.1%

Q4
1,863
60.4%
88.2%
98.1%

Jan
697
54.2%
87.9%
97.9%

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

2015/16 Target
Q1
Q2
27
9
12
33.3%
50
40.0% 44.4%
75.0%
75
33.3% 60.0%
100.0%
95
100.0% 90.0%

Q3
40
70.6%
58.8%
82.4%

Q4
Jan
Feb
Mar
64
23
25
16
44.4% 0.0%
66.7% 50.0%
57.1% 0.0% 100.0% 50.0%
85.7% 100.0% 100.0% 50.0%

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

2015/16 Target
50
75
95

50
75
95

Q1
7
-

Feb
639
21.0%
26.7%
77.8%

Feb
555
69.2%
89.3%
98.7%

Mar
706
23.3%
27.9%
79.7%

Mar
611
58.5%
87.4%
97.7%

Q2
Q3
Q4
Jan
Feb
Mar
293
459
461
165
141
155
20.0% 66.7% 36.4% 53.8% 50.0% 21.2%
100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Comments:
Bolton: The combined IAPT Step 2 and 3 service is sustaining RTT compliance and recovery compliance. The latter
reflects exceptional effectiveness figures maintained for the
last two quarters.
Manchester: The (Step 3 only) service is not compliant with
RTT or Recovery targets. Work continues on the IAPT clinical transformation plan which, taking into account the known
negative relationship between socioeconomic deprivation
levels and indices of IAPT clinical effectiveness, will enable
pathway redesign in line with best practice (North and Central Manchester CCG areas have respectively the 2nd and
7th highest deprivation levels in England; South is 14th out
of 209 CCG areas, on average IMD score). This work has
been supported by additional investment from commissioners. Pathway re-design, additional leadership support, capacity and capability building, adequate estates and IT will
see the conditions in place to achieve improved performance by March 2018.
Salford: The service is currently independently compliant
with RTT, despite temporary reductions in staffing. The initiative to better understand and improve recovery in our Step
3 service and within the externally provided Step 2 service
continues. The reported recovery performance for a Step 3
only service remains below 50%.
Trafford: The combined IAPT Step 2 and 3 service is sustaining compliance with RTT and recovery. The latter reflects excellent performance for Q4; whilst quarterly comparisons are not currently available only one CCG in England
averaged above 60% last year.
Military Veterans: The service’s recent compliance has
drifted. This is reflective of the small numbers of treatment
starts per month, making the targets volatile and vulnerable
to patient-initiated delays.
Working Well: The service is now established and discharging more complex longer-term therapy clients, from a
population with on average very high levels of socio economic barriers. This is being reflected in the reduction in
recovery figures. Patient experience and self-reported problem resolution remains very positive.

GMMH*
2015/16 Target
Q1
Q2
Q3
Q4
Jan
Feb
Mar
% Moving to Recovery
46.4%
50
45.3% 50.8% 49.9% 41.6% 40.4% 44.0% 40.7%
% within <= 6 weeks
76.9%
75
71.2% 76.3% 82.4% 63.6% 65.0% 64.1% 62.1%
% within <= 18 weeks
95.6%
95
95.6% 97.1% 98.3% 90.8% 90.4% 91.5% 90.7%
Trust position: As anticipated the Trust is reporting overall non-compliance on IAPT access and recovery targets for March 2017. Work on the implementation of the Manchester IAPT
transformation plan continues and it is anticipated that the necessary conditions for optimal performance on both RTT and Recovery targets for patients receiving care from GMMH will be
in place by the end of March 2018. Until the IAPT transformation plan is fully embedded the overall independent performance position of the Trust in relation to IAPT services will continue
to be adversely influenced.
*Please Note: GMMH figures prior to January 2017 did not include any Manchester figures.
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NHSI SOF Quality of Care Indicators
SOF Quality of Care Indicators — Summary

Mental Health Providers

All Providers

The NHSI are sourcing the performance against the Quality of Care Indicators from external origins (See Data Source column). The figures in the table below are sourced
internally and should be used as an indication of performance only until the official figures are published. Unless stated, no targets have been provided for the indicators.
The NHSI have yet to provide guidance on how any of the Quality Of Care indicators are to be calculated. Figures used in the interim for each indicator have been
noted in the Comments. Figures prior to January 2017 did not include any Manchester figures.
2016/17
Indicator
Data Source
Q1
Q2
Q3
Q4
Mar-17
Comments
In-Month sickness figures have been used to provide an indication of
Staff Sickness
NHS Digital
6.07% 6.02% 5.93% 5.32% 5.09%
performance.
Turnover has been calculated as the number of leavers as a percent of the
Staff Turnover
NHS Digital
0.88% 1.49% 1.30% 1.18% 1.47%
total Trust headcount as an indication of performance.
Executive Team Turnover
Provider Return
TBC
TBC
TBC
TBC
TBC Provision of internal figures are TBC due to lack of guidance from NHSI.
NHS Staff Survey
CQC
NA
NA
NA
NA
NA
Proportion of Temporary Staff
Provider Return
TBC
TBC
TBC
TBC
TBC Provision of internal figures are TBC due to lack of guidance from NHSI.
Aggressive Cost Reduction Plans
Provider Return
TBC
TBC
TBC
TBC
TBC Provision of internal figures are TBC due to lack of guidance from NHSI.
Number of complaints received has been used to provide an indication of
Written Complaints - Rate
NHS Digital
134
98
104
182
71
performance.
Quarterly figure only. Number of staff answering "Extremely Likely" or
"Likely" as a percentage of the total number of staff responding to the FFT
Staff Friends & Family Test - %
NHS England
82%
82%
NA
72%
NA
question "How likely are you to recommend this organisation to friends
Recommended Care
and family if they needed care or treatment?". There is no Staff FFT during
Q3 due to the Staff Survey.
The list of Never Events covered by the Multi-Lateral Contract has been
Occurrence of any Never Events
NHS Improvement
0
0
0
0
0
used.
NHS England/NHS Improvement
All Alerts have been assigned to a Subject Matter Lead and are being
NHS Improvement
0
2
3
1
1
Patient Safety Alerts outstanding
progressed through the relevant Committees.
CQC inpatient/mental health and
CQC
NA
NA
NA
NA
NA
community survey
Number of Service Users answering "Extremely Likely" or "Likely" as a
Mental health scores from Friends
percentage of the total number of service users responding to the FFT
NHS England
82.4% 92.3% 90.3% 83.3% 85.1%
and Family Test - % positive
question "How likely are you to recommend this organisation to friends
and family if they needed care or treatment?"
Admissions to adult facilities of
Whilst there are Under 18's admitted to adult wards, there have been no
NHS Digital
0
0
0
0
0
patients who are under 16 years old
under 16's admitted.
Care programme approach (CPA)
This will be derived from the MHSDS in the future but is not yet publically
follow up - proportion of discharges
available, therefore this is the locally derived figure. The previous Monitor
NHS Digital
99.1% 98.5% 96.8% 98.5% 98.6%
from hospital followed up within 7
definition has been used to calculate the figures internally and the Monitor
days - MHSDS
target of 95% has been applied to provide an indication of performance.
Target: 52%
Figures not available prior to October 2016 as these were part of the
% clients in settled accommodation NHS Digital
NA
NA
78.9% 76.1% 76.1% Monitor Outcomes Measure and not calculated separately. The Target
applied as an indication of performance and was the overall England result
as at July 2016.
Target: 7%
Figures not available prior to October 2016 as these were part of the
% clients in employment
NHS Digital
NA
NA
6.4%
5.7%
5.7% Monitor Outcomes Measure and not calculated separately. The Target
applied as an indication of performance and was the overall England result
as at July 2016.
Potential under-reporting of patient
NHS England
TBC
TBC
TBC
TBC
TBC Provision of internal figures are TBC due to lack of guidance from NHSI.
safety incidents
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Care Quality Commission

Safe
Effective

CQC Visits
MMH
GMW
Requires
Requires
Improvement Improvement
Requires
Good
Improvement

Caring

Good

Responsive

Good

Well Led

Good

Trust Rating

Good

Good
Requires
Improvement
Requires
Improvement
Requires
Improvement

Comments:

A single CQC rating will be provided after the first comprehensive inspection of GMMH.

Directorate

2015/16

CQC Rating

Bolton
Woodlands
Salford
BH
Trafford
Manchester
FMH
SMS
CAMHS
R1

0
0
2
0
2
11
0
0
2

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

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

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

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

Number of Visits 2016/17
Aug
Sep
Oct
Nov
C M C M C M C M
- 1 - - - - - - 1 - - - - - - 1 - - - - - 1
- - - - - - - - - - - - - - - - - - - - - - 1 - 1 - - - 2
- - - - - - - - 1 - - - - - - - - - - 1 - 1

Dec
C M
- - - - - 1
- - - - - 1

Jan
C M
- - - - - - - - - - -

Feb
C M
- - - 1
- - - - 1
- - - -

Mar
C M
- - - - - - - - - - -

Mental Health Act Monitoring:
There were no visits to the Trust during March 2017 for the purpose of Mental Health Act monitoring.

Service Reviews
Community Patient Survey 2016:
The 2016 Community Patient survey highlighted GMW as one of the highest performing Mental Health Trusts in the country. Services have analysed the results and in order to maintain
and improve current performance have identified the following key areas to be addressed in 2017/18:1) Giving information to service users in relation to newly prescribed medicines.
2) Improving awareness of the Out of Hours Crisis Helpline.
3) Establish local directorate forums to support services users to find or keep work, improve their physical health care and access support from people who have experienced the same
mental health problem.
The action plan developed following publication of the survey report for services within Bolton, Salford and Trafford continues to be monitored biannually via the Directorate Management
Board with updates being provided into the quarterly CareHub meetings.
Service users within Manchester also provided positive feedback of their experiences of community mental health services. With the exception of 2 areas, scores improved in all questions
from the 2015 results. The priority areas for ongoing service improvement which will be addressed through the transformation work streams are:1) Health and social care workers listening carefully to service users
2) Service users knowing who to contact out of hours if they have a crisis
3) Service users was given information about their medication in a way they could understand
Fieldwork for the 2017 survey programme has commenced in February 2017. There will be an extended sample of service users covering all 4 district geographical areas within GMMH.
Fieldwork closes on 23rd June 2017.
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CQUIN
National CQUIN (GMW)—5 indicators that are covered by both CCG and NHS England CQUIN schemes. These account for £780,000 towards CCG CQUIN scheme and £342,231 towards NHS England CQUIN
Scheme.
Greater Manchester CQUIN (GMW)—4 indicators that are covered by CCG CQUIN Scheme and account for £585,000.
Local CQUINs (GMW)—3 indicators that are covered by CCG CQUIN Scheme and account for £585,000.
Specialist Network CQUIN—4 indicators that are covered by NHS England Scheme and account for £771,000.
The overall value of the CCG CQUIN is £1,950,000. The overall value of the NHS England CQUIN is £1,113,231

National CQUIN Scheme Indicators carried over from GMW (£780,000 of CCG Contract and £342,231 of NHS England Contract)
Financial Value
CCG
NHSE

Target

N1a

Introduction of health and
well being initiatives for
staff

N1b

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

£195,000

£85,583

N1c

Improving uptake of flu
vaccinations for frontline
clinical staff

£195,000

£85,583

N2a

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

N2b

Communication with
General Practicioners

£195,000

Q1

£85,583

2016/17
Q2
Q3

G

To meet the quarterly milestones

Indicator
Number Indicator

G

G

Q4

YTD

G

G

Comments
The trust has implemented initiatives agreed in the sign off plan
and has actively promoted these services to encourage uptake of
initiatives. A wide range of physical activities have been offered to
staff and mental health initiatives have been introduced; GMMH
maintains a commitment to being a MINDFUL employer and is
also supporting public health initiatives for staff to improve the
overall physical health of the workforce.

G

G

G

G

G

As well as the continued availability of reduced fat snacks,
sugar free and reduced sugar beverages in retail and vending, we
have introduced a range of low fat microwave meals that are
available to purchase for those staff working at night via our
vending machines.

G

G

G

G

G

GMW vaccinated 77.8 % of frontline staff (by 31 st December
2016).

£156,000

£85,583

G

G

G

G

G

The National Audit interim report suggests compliance at 94%
for inpatient services, against a target of 90%, and 86% for
combined community services for Cardio Metabolic Assessment
and Treatment against a target of 65%. An internal electronic
audit for EI service suggests a complianc of 91.6%.

£39,000

-

G

G

G

G

G

This CQUIN was met in Q2 and the audit shared with
Commissioners.

CCG CQUIN Scheme Local Indicators carried over from GMW (£585,000 of CCG Contract)
Indicator

Financial
Value

L1 Suicide
Prevention

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

L2 Older
Adults

Build on progress made last
year.

£68,250

L3
Physical
Health Early
Intervention

Continue provision of cardio
metabolic screening in EI
and build an innovative
solution to improve
engagement.

£48,750

£468,000
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Target

To meet the quarterly milestones

Local CQUINS

Indicator
Number

Q1

2016/17
Q2
Q3

Q4

YTD

G

G

G

G

G

G

G

G

G

G

G

G

G

G

G

Comments
The Suicide Prevention CQUIN has provided a focus to inspire and
motivate staff to explore how local MDTs can work together with
other professionals such as GPs, A&E teams etc. to ensure best
practice is shared around patient safety, self-harm and the suicide
agenda. All milestones for this CQUIN have been met and Action
Plans developed for continuing progress in 2017/18.
All milestones for Q4 have been met. This includes the target for
level 1 and level 2 training to ensure all staff have a psychological
understanding of depression and can competently assess, and
deliver a range of low intensity psychological interventions. In
addition all Older Adult Functional Wards have undergone an
assessment for AIMS accreditation - outcomes are awaited.
An app has been developed and submitted to the relevant App
stores for vetting and uploading. In the meantime the app has
been manually installed on several devices and positive feedback
has been received from a small cohort of service users.
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CQUIN
CCG CQUIN Scheme Greater Manchester Indicators carried over from GMW (£585,000 of CCG Contract)

Greater Manchester CQUINS

GM1 IAPT

Financial
Value

Indicator

Development of indicator to
measure the effectiveness of
psychological interventions.

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

£117,000

£117,000

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

£117,000

GM4
Shared
Care
Protocols

£234,000

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

Target

To meet the quarterly milestones

Indicator
Number

2016/17
Q2
Q3

Q1

Q4

YTD

Comments

G

G

G

G

G

It has been demonstrated that the use of the reliable improvement
indicator illustrates the positive impact of IAPT interventions on
improved service users wellbeing, which is not reflected in the
national recovery figure. Discussion and agreement with
commissioners regarding the on-going reporting of this measure
will be picked up at the Q4 Quality and Performance meeting.

G

G

G

G

G

The Trust has developed robust referral tracker reporting to support
waiting list management and performance is routinely reported in
the Board Report and all Commissioner Performance Reports.

G

G

G

G

G

The previous two years work with the GM partnership CQUIN has
enabled a culture to be established which encourages and
supports partnership working across all agencies.
A local action plan and the GM Crisis Concordat action plan
ensures the focus and direction is there to continue the positive
work evidenced. The challenge for 2017/18 and beyond is
maintaining the momentum, building on the substantive training
programme and engagement of partners which has enabled this
achievement.

G

G

G

G

G

12 week pathways have been developed across district services.
In Salford this was already in place, in Trafford it is being rolled out
and in Bolton the roll out is under discussion with commissioners.

NHS England CQUIN Scheme Specialist Network Indicators carried over from GMW (£771,000 of NHS England Contract)
Fina ncia l
Va lue

MH.ii

Recovery Colleges for
Medium and Low
Secure Patients

£414,000

MH.iii

Reducing Restrictive
Practices within Adult
Secure Services

£262,000

CAMHS

Indica tor

MH.iv

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

MHD

Indica tor
Numbe r

MH.v

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

Ta rge t

Q1

2016/17
Q2
Q3

Q4

YTD

G

G

G

G

G

G

G

G

G

£55,000

G

G

G

G

G

£40,000

G

G

G

G

G

To meet the quarterly milestones

FMH

G

Board Performance Report - March 2017 Final Version

Comme nts
All targets for Q4 met. The final version of the prospectus was signed off
printed with a soft launch. Courses delivered throughout the quarter and
new courses being developed in line with new requirements and needs
analysis. W eekly recovery academy programme publicised. W orking
group, with service user involvement, continues to meet monthly and
peer support workers have commenced in post. A database to record
course enrolment and attendance developed. To demonstrate benefits
and outcomes of the various courses, strategy to evaluate courses
developed. During Q4 93.5% of the target group attended courses at the
Recovery Academy.
All targets for Q4 met. The reducing restrictive practice action plan
continues to be implemented and reducing restrictive practice being
aligned with the Trust’s positive and safe strategy. During Q4, the pilot
for the framework was completed and data collated to demonstrate
positive outcomes. Second version of the framework developed to be
rolled out across all wards during year 2. The service continues to
engage staff of all disciplines and promote safe wards. The service has
worked with the University of Manchester to complete detailed report to
highlight positive changes in practice and identify and address barriers
to change. The service has been asked to submit an article around
reducing restrictive practice to the Royal College of Psychiatrists
Forensic Network for Quality.
All targets for Q4 met. The service continued to work through the
CAMHS Pathway action plan. Audits done on the communications plan
and welcome meetings which highlighted some learning and identified
some areas for improvement. Carers Support W orker continued to
engage with Carers/Family and ensure improvements made during this
CQUIN are maintained e.g. IT Equipment, Visitor Areas. The service
continues to solicit feedback from Carers/Families via discharge
questionnaires, although challenges have been faced getting
Carers/Families to complete these at point of discharge. Report
produced which details how improvements made during this CQUIN will
be embedded into practice and maintained over time. Carers/Families
continue to have representation at SLT meetings.
All targets for Q4 met. National meeting held in Birmingham on
02/02/2017 with representation from all MH and Deafness services
across the country. The meeting was split into inpatient and
community. Several changes to the dataset proposed. The dataset was
also refreshed with data from Q3. Series of conference calls occurred
during Feb/Mar to finalise the dataset and agree a set of national
standards. The Trust will continue to be involved in Sharing Good
Practice events and report the Clinical Reference Group.
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CQUIN
National CQUIN (Manchester)—3 indicators that are covered by CCG CQUIN scheme and account for £666,696.
Greater Manchester CQUIN (GMW)—4 indicators that are covered by CCG CQUIN Scheme and account for £500,020.
Local CQUINs (GMW)—4 indicators that are covered by CCG CQUIN Scheme and account for £500,020.
The overall value of the CCG CQUIN is £1,666,735.

National CQUIN Scheme Indicators carried over from Manchester (£666,696 of CCG Contract )
Indicator
Number Indicator

Financial
CCG

N1a

Introduction of health and
well being initiatives for
staff

N1B

Healthy food for NHS staff,
visitors and patients

N1C

Improving the update of flu
vaccinations for frontline
clinical staff

N3a

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

£133,339

N3b

Communication with
General Practicioners

£33,335

Target

2016/17
Q2
Q3

Board Performance Report - March 2017 Final Version

Q4

YTD

G

G

G

G

G

G

A

A

G

A

A

G

G

G

To meet the quarterly milestones

£166,674

Q1

Comments
There is evidence that full and ongoing implementation of the action
(training) plan has taken place against key milestones during the reporting
period. Activities have included a range of physical health events that have
impacted on mental health and wellbeing.
Following the transaction, a submission was made as Greater Manchester
Mental Health via Unify on 7th April 2017 as required. Work has progressed
with the supplier of the vending machine at Park House including a change
in the equipment at site and a major overhaul of the drinks on offer,
specifically aimed at reducing the volume of high sugar drinks on offer and
removing cans (to further reduce self harm risk). 85% of sales fall into the
sugar free category. The introduction of an additional zero sugar product is
planned from Q1 2017/18. Please note there is no risk attached to the
funding associated with the achievement of these targets for the Trust. This
has been agreed with Manchester commissioners and the funding will be
received.
Although some inpatient areas reported in excess of 75%, Manchester
services report overall compliance at 48%. Despite the offer of the
vaccination and operating clinics in all areas of the City, figures have
remained constant in comparison to the previous three years, and have
remained in line with National figures reported via NHS England. Next
years’ flu campaign will be coordinated with the Corporate Nursing team of
the new Trust, and several meetings have now taken place to ensure that
good practice from 2016/17 has been shared across into Manchester
services. Please note there is no risk attached to the funding associated
with the achievement of these targets for the Trust. This has been agreed
with Manchester commissioners and the funding will be received.
The national audit was undertaken during quarter 4. The results of the audit
are due to be published in May 2017. An interim report has been produced,
and has been shared at the Performance Measures meeting in March 2017,
noting that Manchester services have further work to do on the
recommendations and priority areas this audit has highlighted. The initial
recommendation areas will include; training, equipment and information
systems. Significant challenges have been identified, however a robust plan
is now in place to deliver the requirements in 2017/18.
No submission was required for Q4. Rated as passed overall.
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CQUIN
CCG CQUIN Scheme Greater Manchester Indicators carried over from Manchester (£500,020 of CCG Contract)

Greater Manchester CQUINS

GM1 IAPT

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

Financial
Value

Q1

£100,004

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

£100,004

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

£100,004

GM4
Shared
Care
Protocols

£200,008

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

Target

To meet the quarterly milestones

Indicator
Number

2016/17
Q2
Q3

Q4

YTD

G

G

G

G

G

G

G

G

G

G

G

G

Comments
Manchester services continue to report against the baseline data
for recovery and reliable improvement. Overall recovery outcome
has increased from 20.7% Q1 to 24.2% Q4, with the most notable
increase being in the ‘Planned’ recovery data. There is an
established recovery action plan agreed with Commissioners which
is on target and delivered all quarter milestones.
The reports and Patient trackers that link to AMIGOS for both
services are now operational as required for this CQUIN. Regular
Monthly performance meetings with Commissioners have
continued and there has been the opportunity to raise issues and
review the IAPT and EIP reports at these meetings.
Progress in training partners in 2016/17, based on the evaluation
undertaken of the training and engagement of partners in Q4
2015/16, is based on outcome measures identified in Q4 of
2015/16. A report on how the pathway has improved for 16/17 year
olds, which followed on from the Q3 audit of referrals for 16/17 year
olds to the Emergency Department Mental Health Liaison Teams
and the Mental Health Home Treatment Teams, was also provided.
The work undertaken in Q4 addressed all the areas required by the
revised CQUIN. A final report, summarising the progress made
and outlining challenges ahead along with GMMMG, and local
recommendations was included with the Q4 report.

Indicator
Number

Indicator

L1
Learning
Disability
Trainint

Development of Learning
Disability Training &
Departmental Learning
Disability

Financial
Value

Target

£125,005

L2
Peer Reviews of
Rehabilitati Readmissions to Acute or
on
PICU beds.

£125,005

L3 Acute
Care
Pathway

Acute Care Pathway Individual Crisis Plans in
Care Plans

£125,005

L4 - IAPT

Enhancing Access and
Recovery for Pschological
Therapies

£125,005
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To meet the quarterly milestones

Local CQUINS

CCG CQUIN Scheme Local Indicators carried over from Manchester (£500,020 of CCG Contract)
Q1

2016/17
Q2
Q3

Q4

YTD

G

G

G

G

G

G

G

G

G

G

G

G

Comments
Q4 data informs that 95% of staff have been trained in our elearning package entitled “providing high quality care for vulnerable
patients”. It is evident from the recent review of all Winterbourne
patients within the Manchester services that the e-learning
package and the training has been a benefit to ward staff.
Reasonable adjustments have been made for patients and specific
care plans have been adopted to ensure the most appropriate level
of care.
Peer reviews have been completed for the year to date cohort.
Lessons learnt from each of the peer reviews will be disseminated
by the CQUIN lead via various forums including; Ward Managers’
meetings, multi-disciplinary team (MDT) and Inpatient and
Rehabilitation Care group meetings. The lessons learnt currently
feeds into the on-going service transformation rehabilitation project
plan.
The Q4 report highlights that 94% of service users from the six
Adults of Working Age (AOWA) Community Mental Health Area
teams (CMHATs) are in receipt of their care plan (which includes
their crisis care plan). In addition, 64% of crisis plans (safety
plans) audited were user specific; including early warning signs,
self-management, contact numbers/crisis numbers and actions for
others.
Activity highlights evidence of development of Older Person and
BAME networking and pathways being developed with an increase
in access rates being reported. Q4 data indicates that there has
been an increase of BAME population accessing IAPT over the
last three quarters 1.30%, with the majority of that increase
coming from Central CCG, this is reflective of local population
characteristics. All Q4 targets have been met.
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Quality Account Highlights
Quality Account Priorities carried over from Greater Manchester West
The Quality Account 2015/16 was approved
at the Trust Board in May 2016 following extensive consultation and engagement. KPMG
External Assurance gave GMW the highest
rating in terms of the contents and accuracy
of data.
The Quality Governance Committee continues as in previous years to monitor progress
against the 7 priorities each quarter.
The Board are this month considering the
draft Quality Account which includes highlights for Q4 of MMHCT Services.

Priority One: Listening to and Learning
from Service User Feedback - Q4 Update

Priority Two: improving Outcomes
through the Delivery of RecoveryFocussed Services - Q4 Update

Priority Three: Enhancing the Quality of
Life of People with Dementia and Older
People with Functional Illness - Q4 Update

This report summarises our service user,
carer and volunteer related activity which is
monitored through the Trustwide CAREhub
meeting. Separate Service User and Carer
engagement forums existed in Quarter 4 and
these will be brought together in 2017/18 with
the CAREhub as the single strategic group
responsible for governance and quality assurance.

The IAPT and Early Psychosis pathways now
have comprehensive measurement of recovery outcomes to evaluate recovery at a
symptom based level, but also in relation to
activities such as return to work or education.
This is alongside inclusion of more sophisticated measures such as the Questionnaire
about the Process of Recovery, which recognises the more long term nature of recovery
for people with psychosis.

The Q4 requirements for the Functional Older
Adult CQUIN (Depression Training)
achieved. Older Adults Wards continue to
progress AIMS accreditation, have completed
the self-review and planned peer review
stages and are awaiting accreditation feedback from the Royal College of Psychiatry.
Staff continue to support Dementia Friendly
Communities Agenda through engagement
with local Dementia Action Alliances and
offering Dementia Friends Awareness Sessions. The pain and dementia project continues to progress. A new pain assessment tool
developed and piloted within inpatient dementia wards. A programme of training will
be implemented before the tool is used in
routine care. End of Life Task and Finish
Group continued to meet and consider policy,
practice, care, training and support for all
aspects of end of life care.

Priority Four: Physical Health - Q4 Update

Priority Five: Positive and Safe - Reduce
Conflict in Inpatient Settings - Q4 Update

Priority Six: Staffing - Improving Individual and Organisation Well Being to Enhance Patient Care - Q4 Update

Priority Seven: CAMHS - Safe, Effective
and Collaborative Treatment - Q4 Update

Throughout the year we have continued to
develop and update the Physical Health Interventions Tool to support delivery of CQUIN
targets and demonstrate improved outcomes
for service users across the Trust. We are
already in the process of implementing the
QRISK2 assessment within our clinical information system which will enable clinician’s to
engage with service users about reducing
risk factors and supporting onward referral
where necessary. Importantly staff understand the value of physical health monitoring
for services users and are committed to reducing health inequalities that exist within
individuals experiencing mental health challenges.

We continued to make improvements on all
improvement measures in Q4, bringing these
together in the Positive and Safe forum and a
conference focusing on good practice in our
Safewards programme.

Staff Health and Wellbeing is key to delivery
of high quality care by a motivated and
healthy workforce. The Trust has implemented initiatives agreed in the action plan and
has actively promoted these services to encourage take up of initiatives. Health and
wellbeing activities are overseen by the
steering group comprising senior leads and
subject experts and supported by a network
of 120 champions across the Trust footprint.
Directorate action plans have been developed to address local health and wellbeing
needs and significant work progressed to
provide various activities. Staff survey results
show a positive uptake in staff reporting the
Trust takes positive action on health and
wellbeing showing an increase from 30% in
2015 to 40% in 2016 which is above average
for Mental Health.

The process of the CAMHS Review and a
series of Visioning events has now produced
a ‘Service Development Strategy’ document.
This will be available through the Communication department and used to formulate an
action plan to help achieve our business
planning from 2017 – 2020.
There remain challenges when moving forward which include the national tenders for
CAMHS services and developing a cohesion
with our local colleagues in the GM Partnership.
NHS England will not commission the new
Griffin ward until the national tender process
is progressed. This results in a financial risk
to the Trust and a decision has recently been
made to utilise this resource by providing an
innovative 18-25 year old ‘Transition’ unit.
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Human Resources
Sickness Rate

5.24

6.09

5.88

5.81

5.52

5.36

3.52

3.71

4.04

3.78

4.20

3.88

3.46

3.40

4.07

3.00

3.00

Sickness Absence - Long Term

Directo rate Targe t

6.02

6.40

5.28

6.24
5.65

5.82

1.89

2.10

1.77

1.81

1.83

1.47

O

N

D

J

F

M

1.37

1.93

S

0.00
2016/17

2015/16
GMW/G MMH - S hort term

Corpor ate Target

GMW/G MMH - Lo ng ter m

Target

GMMH* Sickness Rate (%) - Rolling 12 m onths

Directorate Rolling 12 Month Sickness Rates (%) - March 2017

7.00

A

GMMH

Corpor ate

Other
Spe cia list

CAMHS

SMS

FMH

Trafford

Salford

Mancheste r

Bolton

Sickness Absence - Short Term

1.00

2.21

1.47

J

1.01

1.52

1.59

J

1.31

1.82

1.25

M

1.88

1.73

1.41

A

1.64

1.96

1.63

M

1.27
0.00

7.00

6.15

5.45

6.19

6.17

6.20

6.12

6.08

6.00

6.00

5.97

5.94

5.87

5.84

5.53

5.47

5.45

4.78

5.00

2.00

3.77

3.76

3.00

2.72

3.81

4.16

4.22

4.34

4.00

4.38

3.77

3.20

4.40

4.41

4.47

4.32

4.56

3.94

4.58

3.44

3.92

4.62

4.42

3.89

4.62

5.00
4.76

3.00

Directo rate Targe t

Corpor ate Target

1.68

1.71

J

M

1.68

D

1.71

1.65

N

F

1.60

O

1.58

1.61

A

0.00
2015/16
GMW/G MMH - S hort term

S

GMMH

Corpor ate

Other
Spe cia list

Sickness Absence - Long Term

CAMHS

SMS

FMH

Trafford

Salford

Mancheste r

Bolton

Sickness Absence - Short Term

1.00

1.61

1.68

J

1.20

1.56

1.58

J

1.74

1.62

1.71

M

1.64

1.57

1.83

0.00

A

1.60

1.92

1.55

2.00
1.93

M

1.00

5.39

2.00

1.00

4.00

4.00

4.50

3.62

2.85

2.00

6.00

5.61

5.09
4.43

4.78
3.16

5.79

4.27

3.00

3.01
3.71

5.90

5.00

4.44

%

4.23
3.38

6.23

6.00

4.01

5.36

6.39

3.62

5.09

4.89
4.41

%

4.00

5.12

5.01

7.00

6.09

5.87

6.00
5.00

GMMH* Sickness Rate (%) - In Month

Directorate In Month Sickness Rates (%) - March 2017

6.63

%

7.00

2016/17
GMW/G MMH - Lo ng ter m

Target

Sickness: Please note that in smaller Directorates relatively small changes in absolute values can appear as marked fluctuations when expressed as percentages.
At 5.45% the total sickness rate for the 12 months ending March 2017 was 0.02% less than the previous month. The sickness rate comprised 3.77% due to long-term sickness and 1.68%
arising from short term absences.
The March in-month total for the Trust was 0.27% lower than the previous month and at 5.09% was 0.66% below the target rate of 5.75%. Long Term Sickness continues to make up the
majority of the time lost to sickness absence. Bolton had the highest sickness absence rate (6.63%); the lowest rate was recorded in Corporate Services (4.01%).
The average sickness rate for Mental Health/Learning Disability Trusts in the NW for the month of January was 5.9% (latest available data); 0.38% higher than the GMMH rate at that time.
*Please Note: The GMMH graphs did not include any Manchester figures prior to January 2017.
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Human Resources

13

13

12

12

13

13

15

16

14

Mandatory Training
Course Name
Basic Life Support - 1 Year
Equality & Diversity - 3 Year
Fire Safety - 1 Year
Fire Safety - 3 Years
Health and Safety
Intermediate Life Support - 1 Year
Infection Prevention - Level 1 - 2 Year
Infection Prevention - Level 2 - 1 Year
Infection Prevention - Level 3 - 1 Year
Information Governance - 1 Year
Mental Capacity Act
Mental Health Act Code of Practice
Moving & Handling Inanimate Objects - 3 Year
PMVA
PMVA Later Life
Prevent Awareness
Safeguarding Adults Level 1 - 3 Years
Safeguarding Children Level 1 - 3 Years
Safeguarding Children Level 2
Trust Target
Total Compliance
IPDR

Percentage of staff with valid completed mandatory training as at end of the month
Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17
69
85
86
82
79
82
80
78
75
75
72
74
92
93
93
91
91
91
91
91
92
94
93
94
63
70
72
55
64
67
72
76
79
84
81
82
87
90
91
N/A
N/A
N/A
N/A
N/A
NA
N/A
N/A
N/A
69
76
79
80
81
84
85
88
89
94
92
94
56
54
53
50
56
59
57
56
54
52
47
50
86
87
87
88
88
89
89
88
89
94
92
92
75
79
35
62
65
65
71
76
78
81
78
78
65
73
76
75
76
76
76
78
79
82
80
78
93
94
94
93
92
93
93
95
95
87
82
81
58
68
71
74
78
81
82
85
86
89
89
89
66
88
89
88
90
90
90
92
92
91
90
89
81
84
85
85
85
87
86
87
88
92
91
91
65
73
67
66
68
71
71
71
91
73
73
75
54
48
43
41
44
47
51
49
50
49
52
49
84
87
88
87
86
88
88
89
89
90
89
90
90
90
92
91
90
92
91
92
83
91
90
91
91
92
93
92
91
93
92
92
83
91
90
92
71
78
80
81
82
85
85
86
87
88
88
88
85
85
85
85
85
85
85
85
85
85
85
85
79
84
85
82
83
85
86
87
88
88
86
87
68

63

68

75

75

75

64

59

58

68

69

0.00
0.01

Turnover
2.00
1.80
1.60
1.40
1.20
1.00
0.80
0.60
0.40
0.20

2015/16

1.43 1.47

13

0.00
-0.03
-0.02
0.04

M 0.04

14

White
84.78
88.63
Mixed
1.74
1.60
Asian
4.65
6.77
Black
5.76
1.66
Chinese/Other
0.78
1.33
Ethnic group
Not Stated
2.29
*Source: ONS PEEG Estimates for 2009

1.18 1.25

15

Ethnicity

J

730

F 0.06

705

1.39

666

1.39

413

0.82

426

0.82

398

D

400

0.86 0.86

415

N

413

1.52 1.66

439

O 0.13

467

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

1.79 1.83

486

Staff %

S 0.03

Mar-17
4,387
4,754

1.09 1.23

Feb-17
4,367
4,733

A 0.13

Jan-17
4,349
4,733

1.35 1.42

Dec-16
2,855
3,101

J

Nov-16
2,874
3,120

0.84

Oct-16
2,869
3,118

0.84

Sep-16
2,866
3,115

0.06

Aug-16
2,866
3,115

J

Jul-16
2,856
3,103

M 0.13 0.65 0.79

Jun-16
2,844
3,092

1.03 1.03

May-16
2,815
3,055

A

Apr-16
2,786
3,024

1.50 1.63

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

Ethnicity

M 0.13

Workforce Overview

2016/17
Wastage Rate (%)

Fixe d term Co ntr acts & TUP E Tra nsfers

All Other Leavers

76

Workforce Overview: In March the Trust employed 4754 people who work a total of 4387 Full-Time Equivalent; the budgeted FTE exceeded the contracted FTE by 730.
Mandatory Training and IPDR: Overall, the compliance rate was 87% which exceeds the target rate by 2%. Highest levels of compliance were in Equality and D iversity, Health
and Safety, Infection Prevention Level 1, Safeguarding Children Level 1, Moving and Handling Inanimate Objects and Safeguarding Adults Level 1; all exceeded 90%. As at the end of
March 76% of staff had completed IPDRs.
Ethnicity: The majority of GMMH staff described themselves as being of white origin. When compared with the ethnicity of Greater Manches ter, the Trust had a smaller proportion of white employees. GMW had a greater percentage of staff of Black and Mixed origin but was under-represented in the Asian and Chinese/Other category. 2.29% of staff chose not to
state their ethnic origin.
Turnover: During March a total of 70 staff left GMMH. Reasons for leaving included: voluntary resignation (35), retirement (10) and sta ff transferring out of the organisation
from Health and Justice Services (14).
Please Note: None of the above tables and graphs included any Manchester figures prior to January 2017.
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Human Resources
Safe Staffing Levels
Directorate
SMS
FMH
CAMHS
MHD
Bolton
Manchester
Salford
Trafford
GMMH*

Apr-16
Day
Night
100.00%
106.94%
100.26%
109.89%
98.19%

100.00%
105.53%
100.00%
112.00%
99.67%

May-16
Day
Night
100.0%
105.8%
100.0%
100.0%
105.9%

Jun-16
Day
Night

Jul-16
Day
Night
104.8%
103.7%
99.6%
100.0%
103.9%

Aug-16
Day Night
100.0%
108.4%
100.6%
100.0%
103.7%

100.0%
102.8%
98.1%
100.0%
108.2%

Sep-16
Day
Night
100.0%
107.9%
100.2%
100.0%
103.6%

100.0%
102.3%
100.0%
100.0%
112.0%

Oct-16
Day
Night

Nov-16
Day
Night
100.0%
103.4%
100.7%
100.0%
116.3%

100.0%
101.0%
100.7%
100.0%
117.7%

Dec-16
Day Night
100.0%
101.6%
100.0%
100.0%
116.8%

100.0%
101.7%
100.0%
100.0%
118.2%

Jan-17
Day Night
100.0%
100.9%
100.0%
100.0%
120.1%
134.8%
119.2%
100.0%

Feb-17
Day Night
100.0%
102.1%
102.8%
100.0%
114.8%
133.2%
108.9%
100.4%

100.0%
100.8%
105.5%
100.0%
118.2%
140.2%
118.2%
103.6%

Mar-17
Day Night

100.0%
101.9%
99.7%
100.0%
105.1%

100.0%
108.3%
100.4%
100.0%
102.5%

100.0%
103.3%
99.4%
100.0%
103.7%

103.9%
107.3%
100.4%
100.0%
101.7%

100.0%
104.0%
100.0%
100.0%
108.9%

100.0%
101.3%
100.7%
100.0%
110.2%

96.96% 103.41% 108.2% 117.4%
97.83% 100.00% 100.0% 100.0%

105.3%
99.9%

110.6%
100.0%

103.9% 115.2% 105.2% 111.2% 103.1% 108.1% 111.8%
99.7% 100.0% 97.4% 99.7% 97.1% 98.7% 98.2%

117.6%
99.8%

100.0%
101.5%
100.0%
100.0%
117.4%
117.0%
113.6% 124.6% 115.0% 123.6% 109.2%
98.5% 99.7% 97.4% 99.1% 99.5%

100.0%
102.2%
100.3%
100.0%
115.4%
131.1%
109.2%
99.2%

100.0%
100.9%
100.0%
100.0%
118.7%
135.9%
112.5%
99.8%

102.44% 103.55% 104.7% 104.3%

105.0%

103.7%

104.3% 104.8% 104.9% 103.9% 104.2% 103.6% 104.7%

104.6%

105.7% 106.4% 105.0% 106.6% 109.2% 115.4% 115.2% 117.3% 114.2% 114.7%

Comments: Where percentages are in excess of 100% this is because the number of hours worked is greater than the number of hours planne d. This is usually on account of unplanned enhanced observations of service users. Where staffing falls short of 100% an escalation procedure is in place which is reviewed by matrons, senior operations managers and heads of operations. Overall staffing levels are reviewed on a weekly basis by the Deputy Directors of Nursing and Operations.
Please Note: Figures prior to January 2017 did not include any Manchester figures.

Staff, Friends and Family Test—Quarter 4 (2016/17)
Question 1. How likely are you to recom mend this organisation to friends
and fam ily if they needed care or treatment?

58,
5%

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

53, 34,
4% 3%

98,
8%
344,
27%

199, 16%

Extremely Likely
Likely

27,
2%
332,
26%

109,
9%

Extremely Likely
Likely

Neither likely nor unlikely

Neither likely nor unlikely

Unlikely
Extremely Unlikely

Unlikely
215, 17%

Extremely Unlikely

Don't Know
561,
45%

No response

464,
37%

Don't Know
No response

Comments: The results for the first staff FFT for GMMH are now available. The survey was conducted between 15 th and 31st March 2017.They show that 72% of staff
would recommend the Trust as a place to receive care or treatment, in Q2 this was 82%. 64% would recommend the Trust as a place to work, in Q2 this was 71%. The
impact of Manchester services can be seen on these results as expected.
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Human Resources / Finance and Contracts
Staff Costs—Rolling 12 Months

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

M A M J
2015/16

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

M A M J
2015/16

935

714

638

480

506

465

484

472

459

464

538

Bank Costs (000s)

457

800
700
600
500
400
300
200
100

619

1694

1677

494

1448

433

452

575

469

706

626

683

15065

14906

9466

15040

9539

9466

9499

9417

9342

9351

9087

9319

5000

8387

10000

Agency Costs (000s)

660

15000

800
700
600
500
400
300
200
100

1053

Salary Costs (000s)

20000

Agency Spend Summary

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

Staff
Group Plan 1617
Med
3,506,074
Nurs
2,702,400
P&T
1,785,436
A&C
1,046,195
Anc
1,597,313
Total 10,637,418

Budget to
Mar-17
3,506,074
4,088,242
1,785,436
1,046,195
211,471
10,637,418

Actual to
Mar-17
5,618,617
8,333,949
2,371,518
1,404,105
113,167
17,841,355

Variance
YTD
-2,112,543
-4,245,707
-586,082
-357,910
98,304
-7,203,938

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

Financial Summary
Financial
Summary £m
Total Income
Pay Costs
Drug Costs
Other Costs
EBITDA
Depreciation
Interest Receivable
Interest Payable - unwinding of discount
Interest Expense
Non Operating Income
PDC Dividend
Net Surplus/(Deficit)
Non Operating Expenses
Surplus/(Deficit) after Non-Operating Exps
Elements of Comprehensive Income
Total Comprehensive Income
EBITDA % Income

Mar-17
Plan Actual
23.62
27.04
-16.87 -17.66
-0.27
-0.24
-4.51
-7.19
1.97
1.96
-0.50
-0.26
0.02
0.01
-0.02
0.01
-0.02
-0.00
0.00
-0.11
-0.32
-0.69
1.13
0.92
-0.53
4.92
0.60
5.85
-0.00
8.75
0.60
14.59
8.3%
7.3%

YTD
Var
Plan Actual
3.42 193.90 201.64
-0.79 -145.74 -145.99
0.04
-3.28
-3.32
-2.67 -33.16 -40.26
-0.01
11.72
12.06
0.24
-4.90
-4.71
-0.00
0.18
0.11
0.02
-0.21
-0.05
0.01
-0.05
-0.04
-0.11
7.63
9.48
-0.37
-3.80
-4.17
-0.20
10.58
12.67
5.45
(0.53)
4.70
5.25
10.05
17.37
8.75
-0.02
8.74
14.00
10.04
26.11
-1.1%
6.0%
6.0%

FY Comments: The Trust is reporting a surplus on income and
Var
Plan expenditure, before non operating expenses, of £12,733k as at
7.73 168.70 month 12 16/17. This is £2,192k ahead of the planned surplus.
-0.25 -126.78
-0.04
-3.28 Directorate financial positions compared to budget can be found in
-7.10 -26.74 section 5 of the Board Report.
0.33
11.89
0.19
-4.52 Please Note: Any figures prior to January 2017 did not include
-0.08
0.18 Manchester figures, and YTD figures did not include Manchester
figures prior to January 2017.
0.16
-0.21
0.00
-0.21
1.86
-0.21
Mental Health Clustering
-0.38
-3.77
2.09
3.16 Percent Clustered
Percent with Valid Cluster
5.23
(0.53)
Comments
7.32
2.63
Percent Clustered is the total
8.76
(0.02)
number of clients clustered to
16.07
2.61
date, and is an increase of 0.4%
-0.1%
7.0%
from the February 2017 position.

Contract Income
Income £m
Cost & Volume contract income
Block contract income
Clinical Partnership Income
Other Clinical MS income
Private patient income
Non NHS clinical income
Other income
Total income

Plan
0.1
14.2
2.5
3.4
0.0
1.7
1.8
23.6
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Mar-17
Actual
0.0
18.3
2.7
3.5
0.0
(0.2)
2.6
27.0

Var
-0.1
4.1
0.2
0.2
0.0
-1.9
0.8
3.4

Plan
1.2
99.4
22.2
35.4
0.0
20.4
15.3
193.9

YTD
Actual
0.9
105.5
22.2
35.8
0.0
20.4
16.9
201.6

Var
-0.3
6.0
0.0
0.4
0.0
-0.1
1.7
7.7

FY
Plan
1.2
77.2
22.2
35.4
0.0
20.4
12.3
168.7

Percent with a Valid Cluster is the
number of clustered clients for
whom the clustering review is not
yet due, and is an increase of
0.3% from the February 2017
position.
3770 clients remain unclustered.
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Locally Agreed Targets
Bed Occupancy
By Contract
% Occupancy
Bolton
Manchester
Salford
Trafford
Medium Secure
LSS
JDU
CBU
RADAR
J17
Gardener
Bramley Street
Braeburn House

2015/16
Outturn Plan
92
85

By Specialty
% Occupancy
Functional
Organic
Adult
Older People
PICU
Rehab
Perinatal
Medium Secure
LSS
Mental Health &
Deafness
SMS
Young Persons
GMMH*

2016/17
Sep Oct
94
96

Apr
84

May
94

Jun
94

Jul
96

Aug
98

98
96
99
95
84
89
66
80
38
100
56

93
99
96
98
77
97
66
70
40
86
72

95
103
96
96
62
99
59
74
40
73
78

95
100
98
100
60
93
77
74
40
67
76

91
101
97
99
61
79
81
88
45
83
82

91
99
96
99
66
91
75
98
55
78
71

2015/16
Outturn
97
93

Apr
92
95

May
97
93

Jun
97
117

Jul
96
122

Aug
96
102

Sep
100
78

98
91

100
81

98
84

99
84

97
82

99
90

98
80

101
88

99
96

100
99

95
97

99
95

96
98

96
96

98
100

97
99

96
99

98
97

97
97

89

84

77

62

60

61

66

68

83
87
94

82
66
93

87
60
93

88
63
93

89
63
94

80
74
93

87
83
93

88
83
94

98
96
95
97
89
87
67
101
62
87
38

85
85
95
95
78
87
95
90

Nov
93

Dec
93

96
101
97
97
64
86
43
77
57
90
96

103
102
96
97
66
77
77
92
45
88
100

2016/17
Oct
Nov
98
95
88
103

Dec
100
103

92
101
98
97
68
90
79
93
65
83
84

Jan
91
100
104
102
97
94
69
60
95
95
47
89
99

Feb
100
98
104
102
94
96
67
86
73
98
58
99
94

Mar
97
98
104
102
95
96
56
86
78
98
60
98
99

YTD
94
99
97
100
97
97
67
85
73
86
49
86
85

96
97

Jan
101
95
101
99
104
98
85
97
94

Feb
104
97
100
89
104
98
94
94
96

Mar
101
105
101
95
97
100
85
95
96

YTD
98
100
101
95
100
92
88
97
97

64

66

69

67

56

67

76
70
93

77
76
95

68
79
94

83
84
96

84
85
96

82
74
94

Dec

Jan

Feb

Mar

YTD

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

2015/16
Outturn Apr

May

Jun

Jul

Aug

2016/17
Sep Oct Nov

9

1

2

0

1

0

0

0

0

0

0

0

1

5

12

3

0

0

4

0

0

0

0

0

0

0

2

9

Comment: There was 1 Manchester client under 18 admitted to Safire Unit for 2 nights informally following a presentation at A&E by
the support staff at the supported accommodation residence that he lives in. Several attempts were made to find a bed elsewhere before admitting him to Safire Unit. Following the 2 night stay he was discharged back to his normal residence.
Please Note: Figures prior to January 2017 did not include any Manchester figures.
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Comment:
NHS England have confirmed a nationwide drop
in demand for secure young people’s beds. Gardener continues to be challenged for referrals following the transfer of young offenders to
Wetherby coinciding with a reduction in the number of referrals to the Gardener Unit. Improved
links with Wetherby established, and an outreach
approach to ensure referrals are received is ongoing.
Trafford is experiencing high occupancy due to an
increase in demand on Brook Ward (Male Functional).
The low occupancy in JDU/MHD appears to be a
national trend in demand for MHD units. It has
been flagged on the GMW Risk Register with a
robust action plan and monitoring has been put in
place.
*Please Note: The GMMH figure did not include
Manchester services prior to January 2017.

Infection Control
There were no outbreaks of infection during March
2017.

EMSA Breaches
There have been no breaches of Single Sex Accommodation during March 2017.

PLACE
The annual PLACE inspections were undertaken
in Q1 2016/17 and the National results have since
been published by NHS England. GMW scored
higher than the National average across all domains with an overall compliance level of 99.87%
across the organisation. The next PLACE inspection is due to take place in Q1 2017/18 and will be
the first for GMMH.
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Locally Agreed Targets
Out of Area Placements
Inappropriate OAPS
Mar-17

YTD

No. New Total No. New Total
Clients No. Days Clients No. Days
Bolton
2
46
4
88
Manchester
46
949
166
4983
Salford
4
49
28
246
Trafford
1
29
16
188
GMMH*
53
1073
214
5505

Inappropriate OAPS Bed Types (New Clients)
Mar-17

Bolton
Manchester
Salford
Trafford
GMMH*

Adult
Acute
2
40
4
1
47

OA
Acute
0
2
0
0
2

PICU
0
4
0
0
4

Adult
Acute
3
132
24
14
173

Appropriate OAPS
Mar-17

YTD
OA
Acute
0
7
0
1
8

PICU
1
26
4
1
32

YTD

No. New Total No. New Total
Clients No. Days Clients No. Days
Bolton
1
20
6
184
Manchester
1
24
1
24
Salford
0
31
4
105
Trafford
0
0
2
12
GMMH*
2
75
13
325

Comments:
During March 2017 there were 53 new Inappropriate OAPS admitted due to no available bed at GMMH bringing the YTD total to 214 OAPS.
45 Inappropriate OAPS were repatriated or discharged during March 2017, bringing the YTD total to 222.
There were 42 current OAPs as at the end of March although 14 have since been repatriated or discharged (as at 28th April 2017).
*Please Note: The GMMH YTD figures only include Manchester OAPS that were current as at 1st January 2017 and new OAPS since then.
Please note: Due to how OAPS are reported to NHS England, some clients are double counted where the bed type changes, e.g. the client is m oved from an Adult Acute bed to
a PICU bed.

A&E Breaches
Directorate Indicator
Bolton
% Seen in 1 hr
% Seen in 2 hrs
% Seen in 4 hrs
Manchester % Seen in 1 hr
% Seen in 2 hrs
% Seen in 4 hrs
Salford
% Seen in 1 hr
% Seen in 2 hrs
% Seen in 4 hrs
Trafford
% Seen in 1 hr
% Seen in 2 hrs
% Seen in 4 hrs
GMMH*
% Seen in 1 hr
% Seen in 2 hrs
% Seen in 4 hrs

Target
75%
95%
95%
75%
95%
95%
75%
95%
95%
75%
95%
95%
75%
95%
95%

Mar-17
80.4%
92.3%
94.7%
79.9%
91.0%
72.0%
82.0%
100.0%
98.4%
100.0%
100.0%
79.1%
89.6%
99.6%

YTD
82.3%
94.3%
98.0%
81.1%
92.2%
56.6%
70.1%
81.4%
97.7%
97.3%
98.8%
100.0%
78.7%
89.3%
96.8%
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Comments:
Bolton: Team sickness, coupled with surges in both activity and complexity outside of office hours has created a real
challenge to respond, hence the fall in 2 hour response rate. The Bolton Management team have highlighted the issues
the team face out of hours with a view to addressing the issue. This issue has also been taken into consideration in the
proposed A&E diversion - Triage/Ambulatory care briefing paper and its effects on the way in which RAID services are
provided.
Manchester: The 1 hour target has been achieved for the month although the 2 and 4 hour indicators remain below target. Current A&E liaison services have limited capacity to respond to surges in demand and the liaison transformation work will support achieving the 2 hour target. For the 4 hour target, the numbers currently include A&E attendees
who have not been referred, causing the figure to be lower than the actual case. Citywide work is underway to streamline
the data. The 4 hour figures for Manchester are not yet available.
Salford: Performance is improving for the 1 hour and 2 hour targets but remains below target. In -depth analysis of
February data has revealed a peak in A&E attendance during periods when staffing resources are lowest, and this is a
shift from the usual trend. Despite working flexibly within the service and a focus on effective co-ordination of shifts, demand continues to exceed capacity. An audit and review of data quality is being undertaken by senior management to
provide further reassurance.
Trafford: The service has achieved all targets within the month.
*Please Note: The GMMH YTD figures did not include Manchester services prior to January 2017.
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Safety
Incidents—Patient Safety
Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Comments
All RCAs investigations continue to be managed as per Na1
6
5
1
2
0
3
0
2
9
7
8
tional SUI Framework (2015), Trust Incident Policy, and rele14

Never Events

0

0

0

0

0

0

0

0

0

0

1

0

Regulation 28's

1

0

0

0

0

0

0

0

0

0

1

0

Modera te

Major

80

102

11

R1

21
1

SSN Other

10

4
SMS

CAMHS

38

70
60
50

40
30
20

There was one major incident reported in Manchester, service
user was assessed under the MHA and met the threshold for detention and subsequently left the country, upon return was referred for another MHA assessment..

10
0

Please Note: The graphs do not include any Manchester figures prior to January 2017. The increase in the number of incidents from January in graph 2 is attributable to the inclusion of
Manchester.
Serious Incidents Comments:
During the last twelve months there has been an increase in the
number of incidents reported as Serious as demonstrated in Chart
100
4. In accordance with governance procedures all deaths are robustly investigated and monitored through the Trust mortality
80
group.
60
The figures include both Expected and Unexpected deaths.
The in month position for March is as follows: 61 deaths. 2 Inpa40
tient expected (Acute Trust), 2 unexpected inpatient (self-harm)
20
with 1 AWOL,17 community expected, 22 community unexpected
(cause to be confirmed in 11 incidents), 1 unexpected suspicious,
9 under the care of another, 5 expected, 1 unexpected, and 2 not
in receipt of services.
Please Note: The graphs did not include any Manchester figures prior to January 2017. The increase in the number of incidents from January in graph 4 is attributable to the inclusion of Manchester.
3. Serious Incidents Resulting in Death Reported
on Datix YTD to March 2017

70

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

No. Incidents

60

50
40
30

20
10

Mar-17

Feb-17

Jan-17

Dec-16

Nov-16

Oct-16

Sep -16

Aug -16

Jul-16

0

Jun-16

R1

SSN
Other

1

CAMHS

SMS

FMH

Trafford

Salford

Mancheste r

Bolton

2

32

12

57

41

83

110

No. Incidents

120

May-16

44
1

FMH

Trafford

1

4
Salford

Mancheste r

4

42

48
Bolton

1

20

71

40

80

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

Apr -16

60

90

Mar-16

100

No. Incidents

Moderate & Major Incidents Comments:
During March 2017 there were 78 incidents of moderate harm
reported which included incidents with the following categories:
self-harm, accidents, medication errors, intoxication from illicit
substances, hospital acquired infection (swab confirmed E.coli,
service user commenced on antibiotics and discussed with Infection Prevention lead ), patient ill health, violence and aggression,
falls, access, transfer, discharge and staffing levels

1. Moderate & Major Incidents Reported on Datix
YTD to March 2017

Mar-16

120

vant Health & Safety/HR Policies.
All data was extracted from DATIX on 13/04/2017.
Regulation 28: None received during March 2017

Mar-17

7

Feb-17

11

Jan-17

6

Dec-16

7

Nov-16

7

Oct-16

7

Sep -16

6

Aug -16

9

Jul-16

4

Jun-16

4

May-16

6

Apr -16

RCA 2

No. Incidents

RCA 1

Statutory Duty of Candour:
Being Open involves acknowledging, apologising and explaining to service users/carers (face to face) when harm categorised as moderate/severe has occurred following a patient safety
incident during their care. There have been 7 recorded Being Open discussions in March 2017, bringing the YTD total to 66.
Please Note: The YTD does not include any Manchester figures prior to January 2017.
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Safety
4a. Total Num ber of Incidents Recorded on DATIX - Rolling 12 m onths w ith Trend

Mar-17

Feb-17

Jan-17

Dec-16

Nov-16

Oct-16

Sep -16

Aug -16

Jul-16

Jun-16

May-16

Apr -16

Mar-16

No. Incidents

Total Number of Incidents Comments:
Over the last twelve months there has been an increase in the
reporting of all incidents, with the highest being in self-harm
across community and inpatient services and violence and
aggression against staff. The detail in staff safety section provides an update on the work of the Risk & Safety Team to
support actions being taken on reducing violence and aggression against staff. In relation to self-harm there are a small
number of service users accounting for the rise in incidents. A
self-harm policy is due to be ratified in order to provide further
guidance and support for staff. The degree of harm associated
with incidents continues to be reported as insignificant, low
harm with a small percentage moderate and serious triggering
RCA investigation as per Trust Incident Policy. Please Note: The graph did not include any Manchester figures prior to January 2017.
260 0
240 0
220 0
200 0
180 0
160 0
140 0
120 0
100 0

Incidents—Staff Safety

60
40
20

Mar-17

Feb-17

Jan-17

Dec-16

Nov-16

Oct-16

Sep-16

Aug-16

0

Jul-16

R1

SSN
Other

35
1

14

28
CAMHS

SMS

5

16

101
FMH

Salford

6

34
Trafford 3

6

21
Mancheste r

Bolton

4

33

145

100

80

Jun-16

Major perman ent or lon g-te rm har m

100

May-16

No. Incidents

Mo derate harm r equirin g treatment

200

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

Apr -16

Minor harm, may require ai d/supp ort

120

Mar-16

245

300

Violence and Aggression Incidents Causing Injury to
Staff Comments:
The number of incidents recorded during March 2017 was 97,
of which 0 was RIDDOR reportable. The incidents were
spread across the Wards with the highest reported incidents
occurring on Beech Ward (R1) (8), Lightoaks Ward
(Braeburn) (7) and Eagleton Ward (6). YTD there have been
697 incidents recorded, of which 15 have been RIDDOR reportable. The Risk and Safety Team continue to promote the
Safe Working Policy and support staff who have experienced
violence and aggression at work. A Staff Safety Roadshow
was successfully delivered in January and February 2017.
Please Note: The graphs do not include any Manchester
figures prior to January 2017.
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5. Violence and Aggression Incidents Causing
Injury to Staff (Including RIDDOR) YTD to March
2017

7. Accident Incidents Causing Injury to Staff
(Including RIDDOR) YTD to March 2017
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8. Total Accident Incidents Causing Injury to Staff Accident Incidents Causing Injury to Staff Comments:
20
Rolling 12 m onths w ith Trend
The total accident incidents causing injury to staff in March
18
Minor harm, may require ai d/supp ort
40
2017 increased by 2 to 13 compared to February 2017 , but is
16
Mo derate harm r equirin g treatment
still in line with the 5 year average. Of these, 0 were RIDDOR
14
Major
perman
ent
or
lon
g
term
harm
30
reportable. Accidents include: 2 x fall (same level), 1 x needle
12
stick injury, 1 x trap injury, 1 x moving & handling (non10
20
patient), 1 x moving & handling (patient), 1 x exposure to
8
harmful substance, 1 x cut with sharp object (non-medical), 1
6
10
x hit by moving vehicle, 1 x fall (collision), 1 x unknown cause.
4
The breakdown excludes Manchester as their DATIX does
2
not have the “Accident” category.
0
YTD there have been 127 incidents recorded, of which 11
have been RIDDOR reportable. Accidents include: 38 x slips/
trips/falls, 14 x moving & handling (non-patient), 5 x moving &
handling (patient), 4 x burn, 7 x trap, 9 x needle stick injuries,
8 x collision with object, 1 x stretching, 8 x cut with sharp object (non-medical), 2 x hit by moving object, 1 x cut with medical equipment (non-needle stick), 15 x staff injury PMVA, 1 x injured by animal, 3 x staff illness at work, 1 x strain, 2 x exposure to harmful substance, 1 x injury during PMVA training, 1 x unknown cause.
Please Note: The graphs do not include any Manchester figures prior to January 2017.
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Positive and Safe
Incidents—Positive and Safe (Positive Management of Violence and Aggression)
The DoH’s Positive & Safe Programme (2014) outlines requirements for promoting development of therapeutic environments and minimising restrictive practices, including prone restraint.
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12. Incidents that Required the Use of Rapid
Tranquilisation - Rolling 12 m onths w ith Trend
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Incidents Resulting in Use of Seclusion Comments:
Chart 13 shows that during March there were 79 incidents of seclusion
involving 41 service users. Chart 14 represents a YTD gradual increase
in the use of seclusion although the use of seclusion as a proportion of all
incidents has been steadily reducing over the year. Where rates of seclusion are higher than usual or service users are in long term seclusion or
segregation the Trust wide Positive and Safe forum commissions local
assurance reports. Based on March data local assurance reports have
been requested for Eskdale; Phoenix and Hayeswater wards. Please
Note: The graphs do not include any Manchester figures prior to
January 2017.
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13. Incidents Resulting in Use of Seclusion YTD to
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Incidents that Required the use of Rapid Tranquilisation Comments:
Chart 11 shows that during March there were 127 incidents of RT involving 56 service users. Chart 12 shows an increase in the use of RT and
this is partly accounted for by the acquisition of Manchester services. The
Trust wide Positive and Safe forum has been given assurance from all
service areas that the use of RT is always used within a framework of
least restriction and after other interventions have been unsuccessful.
This will be re-audited in Quarter 1 to include Manchester services.
Please note: the graphs do not include any Manchester figures prior to
January 2017. Based on February data local assurance reports have
been requested from Hayeswater, Irwell and Maple House wards.
Please Note: The graphs do not include any Manchester figures prior to January 2017.
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10. V&A Incidents where Restraint Techniques
w ere used - Rolling 12 m onths with Trend
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V&A Incidents where Restraint Techniques were used Comments:
Chart 9 shows the total number of times a restraint technique was used
as a percentage of total incidents. Prone restraint continues to be the
least often used method of restraint. Chart 10 shows a year to date increase in restraint and as a proportion of total incidents. There has been
an increase since January 2017 which is explained by the inclusion of
Manchester restraint data. The Trust wide Positive and Safe forum monitors local assurance reports when rates of restraint, seclusion and RT are
higher than expected. Based on March data local assurance reports have
been requested from Hayeswater ward, Beech ward (R1) and Phoenix
ward.
Please Note: The graphs do not include any Manchester figures prior to January 2017.
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Safeguarding
Incidents—Safeguarding (Quarter 4 2016/17)
Safeguarding data will be reported on a quarterly basis. The next data set will be available in the June 2017 report. Staff report in DATIX when they have initiated a Safeguarding Referral as a consequence of information/observation/disclosures pertaining to the welfare and safety of children, young people and adults from any setting, i.e. Trust and Non Trust
locations. The safeguarding incidents are reviewed by the safeguarding leads and any queries escalated to the Safeguarding Children’s Practitioner, Named Nurse (Children), Named Doctor (Children), Named Doctor (Adults) and Safeguarding Lead (Adults) to ensure that the safeguarding incident is managed as per safeguarding policies and that those reaching the threshold of multiagency procedures are appropriately referred..Q4 does not include Manchester safeguarding information given that the process for recording this type of information will be harmonised with the introduction of a single Datix system review of the safeguarding policies, both of which will support a standard approach to reporting of safeguarding incidents.

Child

Q4 16-17

Q3 16-17

Q2 16-17

Q1 16-17

Q4 15-16

Q3 15-16

Q2 15-16

100

Adult
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Number of hospital-acquired pressure ulcers:
There have been no hospital-acquired pressure ulcers reported
during March 2017.
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18. Type of Action Taken for Adult Safeguarding
Incidents Q4 2016-17

Managed in Service 13 34 10 55
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16. Type of Action Taken for Child Safeguarding
Incidents Q4 2016-17

Contacted police/
PPIU (Public
Protection Invest 7 10
Unit)

11
2
Patient Care

Self Harm

2
Missing Patient

Medication 1

1
Illicit
Substances

Environmental 1

1
2
Contractual /
Fraud

Death

1
Communication

Adult Safeguarding Comments:
The main categories for raising an adult safeguarding concern
in Q4 were V&A and patient care. The patient care incidents
included 5 hospital acquired pressure ulcer reported incidents
all were investigated to identify any learning with two meeting
the criteria for an RCA and reporting to the local authority adult
safeguarding procedures. Violence and Aggression incidents
included: disclosures of financial, physical, sexual and verbal
abuse. The incidents of allegations against staff were reported
through HR processes and multiagency safeguarding procedures.

Rolling 12 Months Comments:
The trend shows that there is consistent reporting of safeguarding across the Trust.

19. Total Incidents Leading to a Safeguarding
Action - Rolling 8 Quarters with Trends
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17. Num ber of Incidents Leading to a
Safeguarding Adults Action Q4 2016-17
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Child Safeguarding Comments: The main incident categories for raising a child safeguarding concern during Q4 included
self-harm, security incident and patient care. The patient care
incidents were not as a consequence of any care delivery or
omissions. Fields within Datix have now been updated to reflect
the type of safeguarding action taken by staff. There were two
Local Authority Designated Officer (LADO) referrals as a consequence of a detained young person going AWOL whilst on overnight leave and restrictive practice, with a door locked, following
a previous incident in the criminal justice service. The four police referrals were as a consequence of three community separate violence and aggression incidents and an incident whereby
a vulnerable adult was looking after young children.

No. Incidents

15. Num ber of Incidents Leading to a
Safeguarding Children’s Action Q4 2017-18

Child Action Taken Legend
CAF: Initiation of a Common Assessment Framework
SOCIA: Referral to Children’s Social Care Services
POLICE: Contacted the police / PPIU (Public Protection
Invest Unit)
OTHER: Other Action taken
LADO: Local Authority Designated Officer (LADO)
CAREPL: Care plan amended
FAMILY: Discussed with family
INTER: Interagency Professionals meeting (TBA)
SGLEAD: Contacted / Discussed with Safeguarding Lead
LIA: Liaison with Children Social Services
OOH: Contacted out of hours Senior Manager
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Complaints and Patient Feedback
Complaints and Concerns
70

District Services - 12 Months to March 2017
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Specialist Services - 12 Months to March 2017
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Trust Wide by Level - 12 Months to March 2017
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Comments:
71 complaints and concerns were recorded across the Trust in March representing a 61% increase from the number of complaints and concerns recorded in February
(44). Complaints and concerns now have an upwards trend over the past twelve months.
During March 2017, 44 complaints at level 2 and above were closed, of which 22 (50 %) were either upheld or partially upheld.
During March 2017 one level 4 complaint was responded to. The complaint was made about Salford Later Life inpatient care and was partially upheld. The upheld aspects of the complaint involved the communication of clinical information to workers and relatives and the support inpatients receive when they are transferred to Acute
Hospitals. Senior managers have introduced regular clinical team meetings to improve communication. The support for inpatients when transferred to Acute Hospitals is
currently being reviewed.
Please Note: The Trust Wide graph does not include any Manchester figures prior to January 2017.

Patient Feedback—Service User Friends and Family Test

70,
2.5%
75,
2.7%

Question. How likely are you to recommend this organisation to
122,
friends and family if they needed care or treatment?
4.3%
YTD Period: March 2017

137,
4.9%

1 - Extremely Likely
2 - Likely

Comment: The Friends and Family Test (FFT) for service users has been fully implemented in all
GMW services. There are a variety of ways in which the FFT is asked and embedded in current
service user experience surveys i.e. electronic surveys and postcards. The FFT results provide
invaluable feedback on what service users think of the care and treatment they have receive, this
feedback helps us to make improvements and scope how we deliver services in the future. For
the month of March 2017, the combined GMMH results showed that of the 626 service users
asked, 85.1% said they would recommend our services to friends and family bringing the YTD
total to 85.7%.

3 - Neither likely nor unlikely
736, 26.1%

1684,
59.6%

4 - Unlikely

Please Note: The graph does not include any Manchester figures prior to January 2017.

5 - Extremely unlikely
6 - Don't Know
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Board of Directors – Part 1
TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Draft Quality Account 2016/17
15th May 2017
09
Neil Thwaite, Deputy Chief Executive/Director of Strategic Development
Miranda Washington, Deputy Director Performance and Service Development

EXECUTIVE SUMMARY:

The 2016/17 draft Quality Account demonstrates our commitment to provide
service users and their families with high quality services. It provides assurance on
quality matters, reviews our 2016/17 quality improvement priorities and sets out
new ambitions for 2017/18. A summary is also presented within the document as to
the previous MMHSCT organisation quality commitments.
Consultation on the Quality Account improvement priorities for 2017/18 received
feedback from a wide range of stakeholders including:• Council of Governors, staff, service users, carers and public representatives
• Quality Governance Committee
• The Board of Directors
• Quality Account improvement leads
• Local commissioners
• Local Healthwatch organisations
The development of the priorities also considered the Greater Manchester Mental
Health Strategy development, the acquisition of MMHSCT and clinical
transformation workstreams, the national guidance ‘Implementing the Five Year
Forward View’ and the national CQUIN scheme for 2017 - 2019.
There has been consistent support to the five GMMH improvement priorities for
2017/18 as suggested to February Board. The feedback received has been
extremely valuable and enabled the further development and refinement of the
detail within the priorities. The 2017 /18 priorities are set out below with some of
the developments highlighted:•
•

Listening to, learning from and acting on service user and carer feedback now includes explicit reference to ‘acting on’ feedback and includes coproduction.
Improving outcomes through the delivery of recovery focused, positive and
safe services - now strengthened with inclusion of care programme
approach and developing a framework for outcome measurement.

•
•
•

•

Enhancing quality of life for people with dementia and older people with a
functional illness - this has a focus on shared learning across the Trust
Improving assessment and treatment of physical health problems and
promote physical health
Reducing the number of service users placed outside of the local area for
care and treatment – includes development of local pathways and
streamlined access to funding
Further improving the effectiveness of IAPT services across the GMMH
footprint – reflects national targets and focus on joint development of
models to meet new targets with commissioners

Full detail is provided in Part 4 of our Quality Account
The Draft Quality Account is being reviewed at the Quality Governance Committee
on 11th May 2017.

LINKS TO OTHER KEY
REPORTS/DECISIONS:

LEGAL/REGULATORY
IMPLICATIONS:

The final Quality Account will include statements from CCGs, Healthwatch and
Overview & Scrutiny Committees (if provided). At the time of writing one statement
has been received from Greater Manchester Healthwatch (Appendix A). In addition,
a statement from KPMG will be provided giving external assurance on the content of
the Quality Account.
Developing the 2016/17 Quality Account paper to Board February 17
Annual Plan
Board Performance
Annual Report
Mandated requirement from NHS Improvement

THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
Yes Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to Yes Objective 5 – Enable staff to reach their
achieve their goals
potential and innovate
Objective 3 – Engage in effective partnership
Yes 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

Yes

RECOMMENDATIONS:

The Board of Directors are asked to :
•
•
•
•

Comment on the draft 16/17 Quality Account
Note the collective response received from local Healthwatch organisations
Note further comments awaited from local CCG’s and external auditors
Delegate responsibility for final sign off of the Quality Account and
Statement of Directors responsibilities (Annex 3) to the Chair and Chief
Executive.
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PART 1 – Our Commitment to Quality
1.1

Chief Executive’s Welcome

I am proud to present this first Quality Account for the newly named Greater Manchester Mental
Health NHS Foundation Trust (GMMH). It has been an extremely exciting year for mental health
services in Bolton, Salford, Trafford and Manchester with the successful acquisition of
Manchester Mental Health and Social Care Trust (MMHSCT) and formation of GMMH on the 1st
January 2017. This gives us an unique opportunity to drive forward the quality of services across
Greater Manchester to improve care and treatment for people with mental health problems and
their carers. Key to this will be our workforce, sharing skills, expertise and best practice to
innovatively transform care.
We look forward to embracing the opportunities over the year ahead to ensure these
improvements are delivered and can be evidenced by service users and carers.
The Quality Account sets out how we progressed against the quality priorities during 2016/17. To
reflect the acquisition we have used the below terminology throughout:Greater Manchester Mental Health NHS Foundation Trust (GMMH) - used to describe the
current position of the combined organisation.
Greater Manchester West Mental Health Foundation Trust (GMW) – used to present information
relating to GMW only.
Achievement of quality improvements by Manchester Mental Health and Social Care Trust
(MMHSCT) during 16/17 is presented in Section 3.4.
Much more information about our achievements and progress against our quality objectives are
detailed in this report. However I have provided some highlights below:CQC Inspection - The results of the former GMW CQC Inspection were announced in June 2016.
This was extremely positive with an overall rating of ‘Good’. The CQC found our staff to be
caring and professional, highlighted that we supported physical health care well,
comprehensively assessed needs and worked hard to engage hard to reach groups. Some areas
for further work were highlighted and these were acted on. We have comprehensive CQC post
action plans in place that also reflect Manchester services to ensure continuous improvements
can be evidenced.
Successful Acquisition – We successfully completed the fastest acquisition process in NHS
history on 1st January 2017 when we acquired Manchester Mental Health and Social Care Trust.
In the three month period since acquisition much progress has been made. Governance
arrangements for the combined organisation have been put in place. There is a comprehensive
post transaction implementation plan in place. A corporate restructure is underway to promote
effective, efficient service provision and key clinical transformation workstreams and recovery
plans are in place to lead transformation of care.
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Patient and Staff Surveys – It is excellent to see that our feedback from patients and staff
support the quality improvements we have developed. The 2016 patient survey highlighted
GMW as one of the highest performing mental health NHS organisations in England for
community mental health care with the highest score in respect of service users overall
experience. The staff survey for 2016 also showed further improvements on already positive
results for GMW. The large majority of our service users would also recommend us to friends or
family.
Development of New Services - We were delighted to expand our Health and Justice services
further with our partnership with Bridgewater Community NHS Foundation Trust in Garth and
Wymott Prisons. In the Summer of 2016 our Chapman Barker Unit was expanded due to us
being successfully placed on Tier 4 Frameworks in areas beyond Greater Manchester to ensure
that we could meet the commissioners requirements. Our business case to redevelop
Hawthorne House in Bolton was approved by our Board late in 2016 and this development is
now underway. We are expecting this service to become operational early in 2018.
This past year has seen further developments for our CBT Training centre which has successfully
won bids to provide training to develop Psychological Wellbeing practitioners to work in both
Children and Young Peoples IAPT services and with people with medically unexplained long term
conditions.
Developing Our Current Services – We have improved our environment for provision of medium
secure adolescent forensic care with the opening of a new building for these ten beds for young
people on our Gardner Unit. We have developed access to consultants in the community in Bolton
with significant capital works on our adult community team bases. This has improved the
environment for service users and their carers. We have improved inpatient environments in
Bolton with the development of single sex wards as from April 17. Our mental health services in
Salford became part of the new Salford Integrated Care Organisation in July 16. This pioneering
organisation is now the prime provider for all adult social services and health care across Salford.
Accolades – We have received many accolades over the past year. Our Early Intervention Service
won a national Positive Practice award for the approach to improving life chances for people with
psychosis. We were also shortlisted for the Health Service Journal Provider Trust of the Year. We
also had record breaking flu vaccine results which put us in the top five most improved NHS trusts
and the top three mental health trusts across the country.
Performance - We have continued to achieve all targets set nationally for mental health trusts in
2016/17 although our performance for Improving Access to Psychological Therapies (IAPT) has
been impacted negatively by the current position in Manchester. This is in line with expectations.
A clinical transformation programme is in place to ensure this is addressed. We have delivered our
CQUIN (Commissioning for Quality and Innovation) schemes, and retained our ‘registration
without conditions’ with the Care Quality Commission (CQC). All of these achievements have been
completed within our funding envelope, as we have met all statutory financial duties in 2016/17.
We have actively engaged in the Greater Manchester agenda and supported the development of
the Greater Manchester Mental Health and Wellbeing Strategy priorities. We have supported the
development of Locality Plans and highlighted the importance of mental health in delivery of
4

transformation across health and social care. We look forward to working on implementing these
plans with our partners.
Our focus in 2017/18 will remain on delivering high quality and timely care that improves
outcomes across the combined organisation. We also plan to sustain our strong track record of
delivering all required financial, performance and quality targets and standards. This includes a
number of key clinical transformation workstreams to improve service delivery in Manchester.
Part 3 of this report outlines the progress we have made in delivering our Quality Account priorities
for 2016/17. In Part 4, you will see that we set out priorities for 17/18 for the combined
organisation. We have listened to feedback during our consultation process and strengthened and
extended the remit of some existing priorities and also developed two new priorities for 2017/18:
•
•

Reducing the number of service users placed outside of the local area for care and
treatment
Further improve the effectiveness of IAPT services across the GMMH footprint

As Chief Executive of Greater Manchester Mental Health NHS Foundation Trust (GMMH), I
can confirm that, to the best of my knowledge, the information contained in this report is
accurate. The ‘Statement of Directors Responsibilities’ at Annex 3 summarises the steps we
have taken to develop this Quality Account and external assurance is provided in the form of
statements from our commissioners, local Healthwatch organisations and Scrutiny
Committees. The report of an external audit undertaken by KPMG, which gives assurance on
the content of this Quality Account, is also included for your information as Annex 2.

Bev Humphrey, Chief Executive
1.2

Quality Assurance

As an organisation that seeks to continually improve, we have taken and will continue to take steps
to quality assure our current activities in order to maximise the service user experience.
Our Trust Board hold ultimate accountability for the quality of services provided by the Trust. In
order to ensure that there is a robust quality assurance, the Board has established a subcommittee with delegated authority to set the strategy for quality and to ensure delivery against
it. The Quality Governance Committee (QGC) is chaired by a non-executive director and has
representation from the Trust Board, lead clinicians from all clinical services and corporate leads
with responsibility for risk and quality management. The structure and business of the Quality
Governance Committee has been informed by an assessment against the national Quality
Governance Framework. The Quality Governance Committee has an agreed Quality Governance
Framework and leads on setting and measuring performance against the Trust’s quality priorities.
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Trust Board and QGC members are visible within clinical services. This provides members with
opportunities to triangulate evidence, speak to service users and staff about their experience and
to ensure that there is an open and transparent culture within the Trust. We have also developed
a programme of peer review visits across inpatient areas to ensure the standards identified as
Good in the CQC inspection Key Lines of Enquiry are continually developed during this time of
organisational change.
GMMH Executive Management Team and Board review intelligence gathered from:
•
•
•
•
•
•
•
•
•
•
•

Service specific performance monitoring frameworks
Quality account priorities
Commissioning for Quality and Innovation (CQUIN)
Contractual Performance Key Performance Indicators
CQC
Intelligent monitoring
Staff and patient surveys
Clinical governance reports (incidents, compliments and complaints)
Corporate governance reports (Compliance with the NHS Improvement Single Oversight
Framework and Monitor ‘Code of Governance’)
Visits to services
Board performance reports and presentations at Board meetings

We work hard to ensure that our performance metrics are predominately RAG rated ‘green’.
However, when there are areas rated ‘red’ we respond. We have had a recovery plan in place in
Salford for delivery of IAPT services which has seen significant improvement. We are also
implementing a clinical transformation plan for IAPT services in Manchester to improve
performance as this will impact during 17/18. Plans to improve this were developed prior to the
acquisition.
Another area that remains a concern is staff sickness which was 6.2%, (to the end of March 2016)
above our target of 5.75%. To address this issue, two projects were put in place, improved sickness
absence management and staff health and wellbeing. Sickness has shown a downward trend from
May 16 as a result of these.
1.3 Improving Staff Health and Wellbeing/Sickness Absence Management
During 2016/17 we have taken forward a number of positive actions to support the health and
wellbeing of our workforce as we recognise the importance of having an engaged, motivated and
healthy workforce in the delivery of high quality care.
We have focussed on both physical and mental wellbeing and introduced a range of support,
including:
•
•
•
•

Health and wellbeing roadshows promoting healthy living
Health checks for staff
Mindfulness training
Promotion of wellbeing materials including sleep therapy, weight management, safe
drinking, healthy eating
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•
•
•
•
•

Walking groups
I Will if You Will campaign
Yoga classes
Reading challenge
Staff small bids fund for Health and Wellbeing initiatives

In addition to our focus on health and wellbeing we have continued to implement robust sickness
absence management processes and support line managers to manage absence effectively. To
support this we have improved the occupational health support for staff and managers by
commissioning an enhanced service that provides:
•
•
•
•
•

Improved access to a range of psychological therapies
Fast track access to physiotherapy
Improved management information to aid case management
Online employee assistance programme
Access to a wide range of health information

We recognise that vacancies and other factors can cause pressure on staff teams and have
focussed our recruitment strategies to both improve the time to fill posts but also continually
promote opportunities within the Trust across a wide geographical footprint. We have attended
local, regional and national job fairs, carried out in-reach into a number of universities and carried
out rolling recruitment for key nursing roles.
1.4 Equality
Underpinning the delivery of the commitments set out in this Quality Account - in particular, the
five quality improvement priorities identified in Part 4 – will be an on-going focus on promoting
equality. We will aim to improve the quality of service, access and outcomes for service users of
all protected equality characteristics. This is a fundamental operating principle for our
organisation and examples of how we will continue to achieve this in 2017/18 include:
•
•
•
•
•
•

Strengthening the data collection of protected characteristics of our service users
Holding local equality engagement events with staff, service users and other stakeholders
to obtain feedback on our equality performance
Benchmarking our equality performance against key priority areas within the NHS Equality
Delivery System 2
Identifying priorities for service development through analysis of protected characteristics
data and other intelligence
Incorporating equality objectives into all business plans
Undertaking equality impact assessments on business cases and plans to ensure they meet
the needs of, and do not disadvantage, service users of any protected characteristics

To ensure that we have considered the implications of this Quality Account on specific groups, and
acted on all opportunities to promote equality, we have undertaken an Equality Impact
Assessment. The outcomes of this assessment are attached as Annex 4. Annex 4 highlights those
quality improvement measures that address specific needs relating to protected characteristics
and confirms that no discrimination has been identified.
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1.5

A Year of Accolades

Alongside achieving one of the fastest NHS transactions in history on 1 January 2017, in
acquiring Manchester Mental Health and Social Care Trust, the hard work of staff has resulted in
many more significant accolades and successes being achieved by the Trust over the last 12
months. This section contains a summary of some of the achievements of the Trust during 201617 to improve service user and carer experience.
The Trust Psychosis Research Unit (PRU) launched a new booklet in April 2016 to help young
people experiencing psychosis for the first time to look after their physical health and maintain a
healthy lifestyle. This is being shared with other mental health trusts and has now being rolled
out in Sydney, Australia with interest from parts of Canada and the United States of America.
In April 2016, the Trust launched its new five year Nursing Strategy, which aims to continue to
build a culture of compassionate care for nursing, ensuring services remain safe, responsive and
of a high quality to guarantee people with mental health and/or alcohol and drug problems
receive the best possible care. The strategy and vision for nursing was developed in collaboration
with professional leads for nursing within each service at the Trust, following a series of
facilitated consultation workshops with nurses.
Later in the month, a Trust project that provides increased support for people in a mental health
crisis received a gold award in ‘Police Project of the Year’ from the national Improvement &
Efficiency Social Enterprise (iESE). The project, the first of its kind in Greater Manchester, placed
a mental health nurse within Stretford Police Station in a partnership between GMW and
Greater Manchester Police (GMP). As part of the Safer Trafford Partnership, a specialist mental
health nurse worked alongside police officers to assess people in a mental health crisis and help
people who need further support.
A dining club for people living with early onset dementia in Salford was launched in May to
coincide with Dementia Awareness Week. The dining club provides a way for people living with
early onset dementia to take part in a social activity that will help improve their self-esteem and
meet people in a similar situation. The Dementia Dining Club was also included in the
Department of Health’s #NHSheroes campaign through their Twitter account @DeptHealthPress.
The #NHSheroes campaign aims to highlight fantastic and innovative work being done by teams
or individuals across the NHS. On Christmas Day Jeremy Hunt started a #12daysofNHSheroes
campaign and our Early Onset Dementia Dining club was promoted on New Year’s Day.
In June, the Trust played host to a Celebration of Volunteering and Learning Event inviting staff,
service users and people living in Greater Manchester to celebrate the achievements of lifelong
learning and the benefits volunteers provide to the Trust. Students from GMW’s different learning
programmes who achieved a qualification in the past 12 months, were awarded with a certificate
of achievement at the ceremony. Volunteers across the Trust were also invited, and nominated
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for ‘Volunteer of the Year’ awards by staff, for making an exemplary contribution to the Trust in
their volunteering role.
The first Service User Engagement Strategy was launched in July, to shape the Trust’s
engagement activities during the next three years. The strategy was developed following
consultation with a total of 129 staff and 73 service users from across Bolton, Salford, Trafford
and the Trust’s Specialist Services Network.
The Edenfield Occupational Therapy department participated in a competition hosted by the
Royal College of Psychiatrists' Quality Network for Forensic Mental Health Services, aimed to
find service user artwork to use on network promotional material. Two pieces of artwork
submitted on behalf of two of our Forensic Services' service users were chosen as the winners.
The artwork was created in partnership with Gerry Halpin MBE, President of the Manchester
Academy of Fine Art.
In September 2016, the Trust was shortlisted for two Health Service Journal Awards.
•

•

The Provider Trust of the Year - to be shortlisted for this category the Trust must
demonstrate excellent engagement between managers and clinicians with collaboration
to drive service improvement and provide excellent patient based care. GMW showed it
had created a culture which encourages openness and transparency to make staff feel
valued and respected.
The Recovery Academy and Apprenticeship Team were also shortlisted in the Workforce
category for Developing a Career Pathway in Mental Health for People with Lived
Experience. The aim of this is to create a workforce representative of the population it
serves by providing a career pathway for people with lived experience of mental health
and/or substance misuse problems, from volunteering through to paid employment.

In October, The Curve, the Trust’s headquarters and a conference, training and meeting venue,
won an award in the ‘Patient Experience’ category at the Institute of Healthcare Engineering
and Estate Management (IHEEM) 2016 Awards. This recognises that the Trust has undertaken
an estates investment that significantly improves the experience of patients and staff. The Curve,
which opened in October 2015, is a great example of this in action.
The Early Intervention Service became an award winner at the national Positive Practice Awards,
which celebrate positive practice in mental health and is supported by NHS England. The service
was announced as the winner of the Early Intervention in Psychosis Award at the annual awards
ceremony for their approach to improving the life chances of people with psychosis. The service
was commended for their work where staff use a variety of initiatives to engage with people
with emerging psychosis to ensure timely assessment and support their recovery
A new training course was launched in October developed by health professionals at GMW in
conjunction with Greater Manchester Police (GMP). The mental health awareness training aims
to de-mystify stigmatise mental health issues. The recruits experienced the journey of a person
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detained by the police under the Mental Health Act, allowing them to see things from a service
user perspective. The opportunity for the Trust to work in partnership with Greater Manchester
Police will equip all front line officers in Salford with the right skills and knowledge to help the
most vulnerable members of society by protecting those in difficulty due to a mental health
crisis.
GMW was also has been highlighted as one of the highest performing mental health NHS
organisations in England when it comes to Community Mental Health care. GMW received the
highest score from service users in England in respect of their overall experience with mental
health services, in the Community Mental Health Survey 2016.
The GMW staff flu vaccine results were record-breaking, 77.8% of our staff chose to be
vaccinated this year, that’s 1,895 GMW staff, even though these vaccinations are entirely
voluntary. The results put GMW in the record number of 75 NHS trusts who reached the 75 per
cent uptake figure, and put us in the top five most improved NHS trusts and the top three mental
health trusts across the country.
Chief Executive Bev Humphrey was included for the second year running in the Health Service
Journal's Top 50 Chief Executives in the NHS, a huge achievement after 11 years at Greater
Manchester Mental Health, and 34 years in the NHS.
The Trust’s mental health liaison service in Salford has been accredited by the Royal College of
Psychiatrists’ until 2019. Salford Mental Health Liaison Service has become one of only two
liaison services in Greater Manchester to be awarded the Royal College’s Psychiatric Liaison
Accreditation Network (PLAN) recognition. The accreditation holds great value because it takes
into account the opinions of stakeholders, notably past and present patients. The service can
only be accredited if patients and carers are satisfied with the overall quality of service.
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PART 2 – Statements of Assurance from the Board for 2016/17
This section of our Quality Account includes mandated information that is common across all
organisations’ Quality Accounts. This information demonstrates that we are performing to
essential standards; measuring clinical processes and performance; and are involved in national
projects and initiatives aimed at improving quality.
2.1

Review of Services

During 2016/17 Greater Manchester Mental Health NHS Foundation Trust provided and/or
sub-contracted a wide range of relevant health services.
Services provided include:
•
•
•
•
•
•
•
•
•

Community and inpatient mental health services
Adult forensic mental health services
Adolescent forensic mental health services
Adolescent psychiatry services
Mental health and deafness services
Community and inpatient alcohol and drug services
Prison healthcare and in-reach services
Working Well Talking Therapies /IAPT/Rehab – primary care psychology
Perinatal services

More detail on the services provided by us can be found on our website – www.gmmh.nhs.uk
GMMH have reviewed all the data available on the quality of care in all of these services.
The data reviewed has covered the three dimensions of quality (clinical effectiveness, safety and
patient experience), ensuring that this Quality Account presents a rounded view of the quality of
services provided. We hope that this will enable readers to gain a clear and balanced
understanding of what quality means to us.
Data has been captured by our robust business and clinical information systems. These systems
include our current integrated clinical information systems (PARIS) and (AMIGOS), integrated risk
management software (DATIX) and finance and contract monitoring systems.
We are taking the opportunity to standardise as many business processes as possible across the
Trust and to reduce the duplicate collection of data. This will include implementation of PARIS as
the clinical information system across the Trust. There are many benefits to be achieved through
this change as PARIS offers flexibility around data collection, integration with other Trust systems
and enhanced reporting, all of which will improve the support for clinical activities.
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A comprehensive training package supported by eLearning, available through the Learning Hub,
ensures that all staff receive the appropriate training needed to ensure effective use of clinical
information systems and the timely recording of information. PARIS supports more flexible access
to patient information for clinical users, which is underpinned by improved audit controls.

The income generated by the relevant health services reviewed in 2016/17 represents 100% of
the total income generated from the provision of relevant health services by GMMH for
2016/17.
2.2

Participation in Clinical Audits and National Confidential Enquiries

During 2016/17, There were 5 national clinical audits and 1 national confidential enquiry
covering relevant health services that GMW provides.
During that period, GMW participated in 100% of the national clinical audits and 100% of the
national confidential enquiries which it was eligible to participate in.
The national clinical audits and national confidential enquiry that GMW was eligible to
participate in during 2016/17 are as follows:
•
•
•
•
•
•

Prescribing Observatory for Mental Health; Prescribing Antipsychotic Medication for
People with Dementia
Prescribing Observatory for Mental Health; Monitoring Patients Prescribed Lithium
Prescribing Observatory for Mental Health; Rapid Tranquillisation in the Context of
Pharmacological management of Acutely-Disturbed Behaviour
Prescribing Observatory for Mental Health: Prescribing High Dose and Combined
Antipsychotics on Adult Psychiatric Wards
National CQUIN Re-Audit of Cardio Metabolic Assessments for Patients with Psychosis
National Confidential Inquiry (NCI) into Suicide and Homicide by People with Mental
Illness (NCI/NCISH)

The national clinical audits and national confidential inquiry that GMW participated in and for
which data collection was completed during 2016/17, are listed below alongside the number of
cases submitted to each audit or inquiry as a percentage of registered cases required of that
audit or enquiry (list and percentages are in the table below).

National Clinical Audits:
Audit Title
Participation
Prescribing Observatory for Mental Health;
Yes
Prescribing Antipsychotic Medication for People
with Dementia

% of cases Submitted
100%
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Prescribing Observatory for Mental Health;
Monitoring Patients Prescribed Lithium.

Yes

100%

Prescribing Observatory for Mental Health:
Rapid Tranquillisation in the Context of
Pharmacological Management of AcutelyDisturbed Behaviour

Yes

100%

Prescribing Observatory for Mental Health:
Prescribing High Dose and Combined
Antipsychotics on Adult Psychiatric Wards

Yes

100%

National CQUIN Re-Audit of Cardio Metabolic
Assessments for Patients with Psychosis

Yes

100%

Further information about the audits is provided below.
Prescribing Observatory for Mental Health
Prescribing Antipsychotic Medication for People with Dementia. Report date 21st November
2016
The clinical standards used for this audit are based on NICE Clinical Guideline 42, Supporting
People with Dementia and their carers’ in health and social care.
The audit looked at whether the clinical indications for antipsychotic treatment was clearly
documented in the clinical records. Of the 98 patients included in the sample frame, only 9 were
prescribed antipsychotic medication and they all had their medication regularly reviewed and the
outcome of the review documented in the clinical records. The medication review should also take
account of therapeutic response and possible side effects. This was evidenced in 63% prescribed
antipsychotic medication.
Prescribing Observatory for Mental Health
Monitoring Patients Prescribed Lithium. Report date February 2017.
The clinical practice standards used for this audit are based on NICE Clinical Guideline 185 (2014)
Bipolar Disorder; Assessment and Management and Quality Standard 95 (2015) Bipolar Disorder
in Adults and looks at the tests/measure that should be completed before initiating treatment
with lithium and also during maintenance treatment.
The guideline states that the following tests/measures should be completed before initiating
treatment with lithium and again during maintenance treatment every 6 months:
a) Renal function tests; urea and electrolytes (U&Es), e-GFR and calcium;
b) Thyroid function tests (TFTs);
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c) Weight or BMI.
A total of 136 patients were included in the sample frame, 5% of patients were treated for less
than a year. Of the remaining 95% of patients established on lithium for more than one year, all
had documented evidence of thyroid function tests. 99.2% had evidence of serum lithium tests,
96% for renal function tests. There was a lower percentage for documented evidence of
weight/BMI and serum calcium measures.
Prescribing Observatory for Mental Health
Rapid Tranquillisation in the Context of Pharmacological Management of Acutely-Disturbed
Behaviour. Report due in June 2017.
The audit standards are based on NICE Clinical Guideline, NG10 Violence and Aggression: Shortterm Management in Mental Health, Health and Community Setting.
NICE guideline NG10 in regard to rapid tranquillisation refers to the use of medication by the
parenteral route (usually intramuscular or, exceptionally, intravenous) if oral medication is not
possible or appropriate and urgent sedation with medication is needed.
The guideline (1.4.37) recommends the use of either intramuscular lorazepam on its own or
intramuscular haloperidol combined with intramuscular promethazine for rapid tranquillisation in
adults. GMW Rapid Tranquillisation policy allows for choice in second line intramuscular
treatments including aripiprazole, olanzapine, haloperidol, haloperidol plus lorazepam as well as
promethazine plus haloperidol.
Following an episode of rapid tranquillisation, NICE guidelines state that physical health
monitoring should take place at least hourly until there are no further concerns. To support this
Trust physical health monitoring is more stringent and states that this should be undertaken every
15 minutes for the first hour then hourly for 4 hours from the start of monitoring.
Data was also collected from clinical records on:
•
•
•
•

Reason(s) why rapid tranquillisation was administered
Type and route of medication administered
Whether the care plan was reviewed
Did a post incident debrief take place

Prescribing Observatory for Mental Health:
Prescribing High Dose and Combined Antipsychotics on Adult Psychiatric Wards
Report due July 2017
The audit standards have been extrapolated from relevant recommendations in the NICE Clinical
Guideline 178, Psychosis and Schizophrenia in Adults: Prevention and Management and from the
Royal College of Psychiatrists (CR190) Consensus statement on high-dose antipsychotic
Medication.
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Data was collected from clinical records on diagnosis, the type of antipsychotic medication
prescribed and dose, other prescribed medications, whether the care plan explicitly mentions
antipsychotic medication and whether physical health checks and side-effect monitoring have
been assessed or measured in the past year.
National CQUIN Re-audit of Cardio Metabolic Assessment for Patients with Psychosis.
Report due in June 2017
This audit seeks to demonstrate that full implementation of appropriate processes for assessing,
documenting and acting on cardio metabolic risk factors in patients with schizophrenia in an
inpatient and community setting.
The standards for the audit are derived from NICE Clinical Guidelines for Schizophrenia (CG82)
and the Lester tool. The aim is to achieve compliance and provide evidence to NHS England that
patients have been screened for all seven cardio metabolic parameters (as per the ‘Lester tool’)
which are:
•
•
•
•
•
•
•

Smoking status
Alcohol
Drugs
Body Mass Index
Blood pressure
Glucose regulation (HbA1C or fasting glucose or random glucose as appropriate)
Blood lipids

Where clinically indicated they were directly provided with, or referred onwards to other services
for interventions for each identified problem.
National Confidential Inquiry (GMW)
National Confidential Inquiry (NCI) into Suicide and Homicide by People with Mental Illness
(NCI/NCISH)
National confidential
inquiry
Suicide
Homicide
Total

Questionnaires
received from NCI
2016/2017
6
1
7

Questionnaires
completed and
returned back to NCI
6
1
7

%

100

The National Confidential Inquiry examines suicides and homicides by people who have been in
contact with secondary and specialist mental health services in the preceding 12 months. Previous
findings of the Inquiry have informed recommendations and guidelines produced by the National
Institute for Clinical Excellence (NICE), the National reporting and learning system (NRLS) and the
Inquiry itself aimed at improving outcomes and reducing suicides rates for individuals with mental
illness.
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The reports of 2 national clinical audits were reviewed by GMMH in 2016/17 and GMMH intends
to take the following actions to improve the quality of healthcare provided as per the table
below:Audit Title
Prescribing Observatory for
Mental Health: Prescribing
Antipsychotic Medication for
People with Dementia
Prescribing Observatory for
Mental Health; Monitoring
Patients Prescribed Lithium

•

Key Actions
Regular monitoring of antipsychotic prescribing is
undertaken on a quarterly basis to ensure that the
clinical record includes the rationale for prescribing
and a clear review date
The Trust scored 91% against the national average of
82% and the audit results indicate that the
monitoring of patients prescribed lithium has
improved since the last audit in 2013
Regular monitoring of patients prescribed lithium to
continue to take place within each service
Awaiting publication of the report, June 2017

•

Awaiting publication of the report, June 2017

•

•

•
National Audit of Cardio
Metabolic Assessment
Prescribing Observatory for
Mental Health: Rapid
Tranquillisation in the Context
of Pharmacological
Management of AcutelyDisturbed Behaviour

We also undertook and reviewed the reports of 91 local trust clinical audits in 2016/17. A full list
of these local audits is included in Annex 5. Recommendations and action plans for each local audit
has been agreed and shared with relevant people/services in line with our Clinical Audit Policy.
If you are interested in learning more about the actions we are taking to improve the quality of
healthcare provided based on the outcomes of these audits, please contact:
Dr Karen Clancy - Deputy Director of Integrated Governance
Tel: 0161 772 3263
E-mail: karen.clancy@gmmh.nhs.uk
All national and local clinical audit reports, and resulting action plans, are reviewed by our NICE
Implementation and Audit Group (NIAG), which meets on a bi-monthly basis and is chaired by
the Trust’s Medical Director, NIAG aims to ensure that actions agreed following audit reports are
supported and completed. The outcomes of discussion at NIAG are reported up to, and
considered at, the Trust’s Quality Governance Committee
2.3

Participation in Clinical Research

One of the most promising research developments in 2016/17 has been the acquisition of
MMHSCT. This means that service users, patients and carers will be able to have wider, faster
access to involvement in high quality research.
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Our approach to Research and Innovation (R&I) remains embedded in the vision and core
objectives of the Trust and focuses on doing all we can to offer our service users the chance to join
in high quality research with its attendant benefits for themselves and the wider NHS.
We are keen to support research so our service users, carers and staff benefit from a thriving and
innovative culture in which they have the choice to be involved. We share the benefits of
involvement in research across the Trust by having researchers, clinical studies officers and clinical
research champions working with the services. This supports development and innovation and
builds staff and service user expertise, contributing to improved services and outcomes with
economic benefit.
The number of patients receiving relevant health services provided or sub-contracted by
Greater Manchester West in 2016/2017 that were recruited during that period to participate in
research approved by a research ethics committee was 742.
In total 1184 patients, staff, relatives and carers participated in a variety of research projects at
GMW during 2016/17. GMW was involved in 150 clinical research studies throughout the year
ending 31 March 2017, 90 of these studies were on the National Institute of Health Research
(NIHR) Portfolio and supported by NIHR Clinical Research Network: Greater Manchester
(CRN:GM).
Our 2016/17 annual project audit showed that 63% of Principal Investigators of studies declared
some level of service user involvement in the research process itself.
Bringing research to our service users
Current legislation and guidance make it clear that research should be embedded as a core
function of the NHS. The Health and Social Care Act 2012 gives the NHS in England a statutory
responsibility to promote health and social care research. The NHS Constitution commits the NHS
to inform patients and the public of research in which they may be eligible to participate. The DH
Mandate 2014 states that NHS England has an objective to ensure that the new commissioning
system promotes and supports participation by NHS organisations and NHS patients in research
funded by both commercial and non-commercial organisations, most importantly to improve
patient outcomes, but also to contribute to economic growth. This includes ensuring payment of
treatment costs for NHS patients taking part in research funded by Government and research
charity partner organisations.
Our Trust R&I has been influential locally and nationally and supports our Quality Account
improvement priorities.
We host and support the Psychosis Research Unit (PRU) which is a joint project between the
University of Manchester and the Trust with Professors Tony Morrison, Alison Yung, Paul French
and colleagues. The aim is to produce world-class research in line with the key research themes of
prevention and early intervention, reducing stigma, creating and promoting treatment choice and
promoting recovery.
17

We continue to work closely with the NIHR Greater Manchester Clinical Research Network
(GM:CRN) to bring more opportunities to join in high quality research to GMMH service users and
carers. GM:CRN supports research staff, clinical studies officers, and clinical research champions
to set up, publicise and recruit participants for a wide range of mental health and dementia
research. Flexible support means that staff can adopt methods of recruitment appropriate to their
role and how service users approach the service in which they work.
The NIHR Portfolio http://public.ukcrn.org.uk/search is a portfolio of high quality funded research
studies. Currently (March 2017) 66 Portfolio studies are open for our service users. These include
pioneering studies led from PRU such as a comparison of cognitive behavioural therapy (CBT), antipsychotic treatment, and a combination of both for people with psychosis and schizophrenia; and
a study of CBT for people at risk of developing bi-polar disorder. Other studies include a European
study led locally by Professor Peter Haddad from our Salford CMHT service comparing different
forms of anti-psychotic medication to see which results in the longest and most effective use by
people with schizophrenia. The world’s largest multi-site Randomised Control Trial of CBT for
people with treatment-resistant schizophrenia is based at PRU and is now in follow-up. We have
also maintained a substantial increase in dementia research; in 2016/17 there were 167
participants in nine high quality NIHR dementia portfolio studies. As at March 2017 there have
been 1030 recruits in year to Portfolio studies.
Service user involvement in research and development
Our record of involving service users in research is very strong. In particular, it is a key feature of
the operation of the PRU. Several members are past or current users of services, and each have
led on successful research projects. Service User Consultants were also highly involved in the £2m
NIHR funded programme of research on Recovery and this has been influential in developing
services here. Collaboration with service users can make research more clinically meaningful and
ethically sound. The research obtains the value of the personal insight and experience of the
service users, and the service users have the benefit of seeing how their personal insights are
valued and shape research.
Professor John Keady helped to set up Open Doors network in GMW as a gateway for service user
involvement/development in dementia research. Open Doors is a user involvement initiative
located within the ‘Reach Beyond’ service user forum at the Meadowbrook Unit, Salford. The mission
of ‘Open Doors’ is to literally “open doors” for people with dementia and their carers, to support the
delivery, development and innovation of dementia services, education and research within
Salford. This involved the first employment of a person with dementia in the NHS specifically to
bring their experience to research and clinical practice. The Open Doors network coordinator has
been involved in a number of dissemination opportunities and publications related to this work.
The Open Doors network is named as a Co-Investigator in the ESRC/NIHR Neighbourhoods and
Dementia study (www.neighbourhoodsanddementia.org), particularly in Work Programme 1
where the Open Doors network is developing their own research study on the meaning of local
neighbourhoods under the facilitation of Dr Caroline Swarbrick. This £4.2m multi-site
Neighbourhoods Study (2014-2019) is funded through the first Prime Minister’s Challenge on
Dementia in 2012 and Professor Keady is Chief Investigator.
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Research is a key theme in developing Woodlands Hospital as a Centre of Excellence with a key
practice development emphasis.
Impact of research
We have an excellent track record of ensuring research and academic knowledge inform and
enhance services, and researchers from our Psychosis Research Unit have had had input into
various evidence-based treatment guidelines following on from their research. Most recently
Professor Peter Haddad has contributed to the British Association for Psychopharmacology
guidelines on Bipolar Disorder (2016) and Depression (2015), and the Royal College of
Psychiatrists’ consensus statement on high-dose antipsychotic medication (2014) and BAP
guidelines on the management of weight gain, metabolic disturbances and cardiovascular risk
associated with psychosis and antipsychotic drug treatment (2016).
Professor Alison Yung, honorary psychiatrist at GMMH, was the first to describe the at at-risk
mental state (ARMS). The rationale was to see if, through early treatment, schizophrenia could
be prevented, or at least have its disability minimised. The research had a major impact
internationally. Clinical services for this previously unrecognised and untreated group have been
established worldwide, including the UK. The instrument developed by Alison used to detect the
ARMS, the Comprehensive Assessment of At-Risk Mental States (CAARMS), has been translated
into 17 languages. The National Institute for Health and Care Excellence (NICE) has treatment
guidelines for the ARMS group. NHS England have included the ARMS group in the Access and
Waiting Time Standards for Early Psychosis. Training in the CAARMS is now in demand
throughout England and being delivered by Alison and fellow employee Dr Sophie Parker.
2.4

Commissioning for Quality and Innovation (CQUIN)

A proportion of GMMH’s income in 2016/17 was conditional upon achieving quality
improvement and innovation goals agreed between GMW and any person or body they entered
into a contract, agreement or arrangement with for the provision of relevant health services,
through the Commissioning for Quality and Innovation (CQUIN) payment framework.
For 2015/16 the value of the CQUIN payment was £3,192,000.
For 2016/17 the value of the CQUIN payment was £3,063,409.
At the time of writing we are pleased to report that we have achieved 100% of GMW agreed
CQUIN schemes up to Q3 for 2016/17 which is a reflection of the hard work of staff across the
organisation. The Q4 Report is under construction and there are no anticipated compliance issues
for GMW CQUINs. We would like to take this opportunity to say ‘thank you and well done’ to
everyone involved. Please see Section 3.4 for detail on delivery of CQUINs for MMHSCT.
There are four categories of CQUINs – national, Greater Manchester, local CCG and NHS England.
In 2016/17 these focused on delivering improvements in the following areas for GMW:
National indicators
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Indicator N1a – Introduction of Health and Wellbeing Initiatives
There are two options to this of which we chose the following:The introduction of health and wellbeing initiatives covering physical activity, mental health and
improving access to physiotherapy for people with MSK issues. A wide range of activities were
delivered. A project plan was required which was subject to peer review.
Indicator N1 b – Healthy Food for NHS Staff, Visitors and Patients
This is aimed at providers improving the health of the food offered on their premises including the
banning of price promotions on, and advertisements for sugary drinks and foods high in fat, sugar
and salt. It also includes ensuring healthy options are available for night staff.
Indicator N1c – Improving the Uptake of Flu Vaccinations for Frontline Clinical Staff
This was aimed at achieving an uptake of flu vaccinations of 75% by Q3. This was met by GMW
and was a significant achievement.
Indicator N2a Cardio Metabolic Assessment and Treatment for Patients with Psychoses
Implementation of appropriate processes for assessing, documenting and acting on cardio
metabolic risk factors for inpatients with psychoses and community patients in Early Intervention
psychosis teams, inpatient wards and in community mental health services for those on CPA. This
is linked to the use of physical health intervention tools and cardio – metabolic tools by staff to
ensure competent undertaking of physical health assessments. A key focus of this CQUIN is
delivery of training to staff.
Indicator N2b – Communication with General Practitioners
A local audit of communication with patients’ GPs is undertaken, demonstrating that, for patients
audited, an up-to-date care plan or a comprehensive discharge summary has been shared with
the GP. This should meet the standards of the Academy of Royal Colleges and includes NHS
number, codes for all primary and secondary mental health diagnoses, medications prescribed
and monitoring requirements, physical health conditions and ongoing monitoring and treatment
needs and Recovery focused healthy lifestyle plans. 90% compliance is required.
Greater Manchester indicators
Indicator GM1 –Development of an Indicator to Measure Effectiveness of Psychological
Interventions
This is aimed at the development of a more valid and sophisticated indicator of the effectiveness
of psychological therapies for people with common mental health problems typically delivered
within stepped care IAPT pathways. Routine recording of this is now in place and shared with
commissioners.
Indicator GM2 – Mental Health Waiting Time Standards and IM&T.
This ensured the development of robust waiting list management for IAPT and EI Pathways which
is routinely reported to commissioners.
Indicator GM3 – GM Crisis Concordat Partnership Working
We continued to further enhance our working between other mental health trusts, acute trusts,
GMP, NWAS and the Fire Service to deliver improved outcomes for patients and support effective
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use of communities’ resources. GMMH have significantly supported delivering the aims and
objectives demanded by the Crisis Care Concordat. This has included the continued working to
reduce police time spent on 136 presentations and has improved support and training for
emergency service staff and developed joint working with CAMHS services.
Indicator GM4 – Review of Shared Care Protocols to Deliver Improved Outcomes for Patients
receiving Oral Anti Psychotics
This was aimed at developing partnership working between primary care teams and mental health
trusts to establish a foundation for common approaches to the initiation, monitoring and review
of oral atypical anti psychotics. The work has supported the Greater Manchester Mental Health
Partnership Board. Pathways have been developed for discussion and much work is ongoing.
Local CCG indicators for GMW
Indicator L1 – Suicide Prevention
This was about implementing best practice and enhancing current policies in suicide prevention.
A multi agency Suicide Prevention Strategy group ensured a collaborative approach. This is a two
year CQUIN and will be retained in 17/18. An external review was commissioned and this informed
the development of an action plan which is being implemented. Training is a key part of this
CQUIN.
Indicator L2 – Older Adult Functional Care (Phase 2)
This CQUIN builds on progress made in 2015/16. The focus is the review of compliance with NICE
guidelines on depression across older adult inpatient and older adult functional services. This
informed the development of a proposed new model to improve the psychological care of this
patient group. Significant training has been rolled out to relevant frontline staff to improve
awareness and psychological approaches to practice. Accreditation for relevant older adult wards
is also being sought via the Royal College.
Indicator L3 – Innovative Solutions for Service User Engagement for patients in Early Intervention
This builds on previous years CQUINs for Early Intervention patients to ensure continued provision
of effective cardio metabolic screening and health improvement for patients and build innovative
solutions. A variety of technological options were reviewed and an approach agreed. An action
plan is in place to roll this out.
NHS England Indicators
Our CQUIN scheme was agreed with NHS England and included quality measures for all our
specialist services commissioned by NHS England (Adult Medium and Low Secure, Young People’s
Forensic Service, the Child and Adolescent Mental Health In-patient Services, and our Mental
Health and Deaf Service). These schemes were:
Recovery Colleges for Medium and Low Secure Patients
Requiring the development of Recovery Colleges to deliver peer-led education and training
programmes within low and medium secure mental health services. The service were able to
expand on the established Edenfield Recovery Academy Campus and co-produce and design a
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prospectus with service users. Two experts by experience have been recruited, and their role in
the delivery of the peer led programmes has been essential in achieving this CQUIN.
Reducing Restrictive Practices within Adult Secure Services
Development, implementation and evaluation of a service specific framework on the reduction of
restrictive practices within adult low and medium secure services. A draft framework has been coproduced and piloted in a number of areas. Based on findings and feedback from these pilot sites,
the principles of positive and safe strategy have been developed and are embedded into the
service training and development program.
Improving CAMHS Care Pathway Journeys by Enhancing the Experience of Family/Carer
A CQUIN aimed at supporting enhanced family and carer involvement and experience of CAMHs
services. The service collected essential data on family and carer experience and used this to
review current practice. The service also benchmarked its performance against other services in
order to establish best practice models. As a result, improvements to visiting areas were made
and a communication action plan was developed and implemented for family and carers. Carer
engagement has increased, and the service are currently developing a Recovery Academy course
for family and carers, which will be introduced later this year.
Benchmarking Deaf Child and Adolescent and Adult MH Services and Developing Outcome
Performance Plans and Standards
This CQUIN involved developing an outcome benchmarking process followed by performance
planning and standard setting. The service were instrumental in delivering the national
benchmarking exercise, hosted a sharing good practice event and conference for Mental Health
and Deafness, increasing awareness and reducing stigma. National standards are being
developed as an outcome of this CQUIN.
Further details of the agreed CQUIN goals and achievements for 2016/17 and for the following
12 month period are available on request from:
Miranda Washington
Deputy Director of Performance and Business Development
Greater Manchester West Mental Health NHS Foundation Trust
Trust Headquarters
The Curve
Bury New Road
Prestwich
Manchester
M25 3BL
Tel: 0161 358 1366
E-mail: Miranda.washington@gmmh.nhs.uk
2.5

Registration with the Care Quality Commission (CQC)
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GMMH is required to register with the CQC. The ratings of the individual Trusts is shown below.
Both former Trusts are registered without restrictions. GMW was rated as Good and MMHSCT
rated as Requires Improvement. The Care Quality Commission has not taken any enforcement
action against either Provider during the reporting period and have not participated in any
special reviews or investigations by the CQC during the reporting period.

Safe
Effective

GMW
MMHSCT
Requires
Requires
Improvement Improvement
Requires
Good
Improvement

Caring

Good

Responsive

Good

Well Led

Good

Trust
Rating

Good

Good
Requires
Improvement
Requires
Improvement
Requires
Improvement

A comprehensive post CQC inspection plan for GMMH is in place covering all actions identified
by the CQC , of which many have already been addressed.
2.6

CQC Mental Health Act Monitoring

Between 1 April 2016 and 31 March 2017 CQC undertook Mental Health Act monitoring visits to
the following GMW wards:
•
•
•
•
•

Bolton: Maple House, Beech, Birch
Salford: Buttermere, Bramley Street, Holly, Copeland, Hazelwood
Trafford: Irwell, Medlock
Specialist services: Buttermere, Junction 17, Loweswater, Newlands, Eskdale, Delaney,
Derwent, Dovedale, Wentworth House, Silverdale
Recovery 1: Cedar, Fir

Areas for improvement identified on these visits have been rigorously addressed through
implementation of the provider action statements that we submit to CQC after each visit.
2.7

Data Quality

The Trust recognises that accurate, complete and timely information is vital to support both the
delivery of safe and efficient patient care and the management, planning and monitoring of its
services.
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GMW submitted records during 2016/17 to the Secondary Uses Service (SUS) for inclusion in
the Hospital Episodes Statistics, which are included in the latest published data (November
2016). The percentage of records in the published data:
•
•

which included the patients valid NHS Number was:
100%
which included the patient’s valid General Practitioner Registration Code was:
99%

Staff are supported with training and guidance to record information accurately. As part of our
work to improve data quality, the information quality team work with data quality contacts across
all services to address any data quality issues.
GMMH will be taking the following actions to further improve data quality in the coming year:
•
•
•
•
2.8

Ensuring that policies and processes of the former GMW and MMHSCT are reviewed
and aligned
Provide feedback and support to staff when data quality errors are identified
Ensure a plan is in place to audit the accuracy of service user information and address
any findings
Communicate key messages regarding accurate recording of clinical activity
Information Governance

We aim to deliver a standard of excellence in Information Governance by ensuring that
information is handled legally, securely, efficiently and effectively in order to deliver the best
possible care to our service users.
We have an established Information Governance Policy, which provides a framework for the
management of all service user, staff and organisational information. Implementing the
requirements of the Information Governance Toolkit is part of this framework. The Information
Governance Toolkit sets national standards for achievement to ensure that organisations maintain
high levels of security and confidentiality of information at all times.
GMW’s Information Governance Toolkit, version 14, for 2016/17 has been successfully
submitted and achieved an overall score of 71% which is graded as ‘satisfactory’ (green).
GMW achieved 95.3% compliance in Information Governance training.

2.9

Clinical Coding

GMW was not subject to the Payment by Results clinical coding audit during 2016/17 by the Audit
Commission.
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2.10

Department of Health Mandatory Quality Indicators

NHS Improvement now incorporates the role of Monitor. NHS Improvement published the Single
Oversight Framework in October 2016. This replaced the Risk Assessment Framework used by
Monitor. We have reviewed the required core set of quality indicators which Trusts are required
to report against in their Quality Accounts and are pleased to provide you with our position against
all indicators relevant to our services for the last two reporting periods (years).
2.10.1 Preventing People from Dying Prematurely - 7 Day Follow-Up
GMW achieved the Monitor target of >95% of patients on Care Programme Approach who were
followed up within 7 days after discharge from psychiatric inpatient care
The latest published benchmark results available for comparison of performance against this
indicator relate to Q3 2016/17. We have therefore also provided the Q1-Q3 position for 2015/16.
These figures exclude the Manchester services as this was prior to Greater Manchester Mental
Health NHS Foundation Trust being formed. Our year end position for 2016/17 is provided in
Section 3.3 of this Quality Account.
Performance

GMW
National Average
Lowest Trust
Highest Trust

CPA 7 Day Follow-Up
Q1-Q3
Q1-Q3
2015/16 (%)
2016/17 (%)

97.6
96.9
83.3
100.0

98.2
96.6
59.5
99.5

We achieved the Monitor 95% target as:
•
•

All of our staff understand the clinical evidence underpinning this target and are committed
to improving clinical outcomes for patients
We have appropriate and well-established mechanisms in place to enable validation of
data, monitoring of data quality and robust performance reporting from Team to Board
and vice versa

We intend to take the following actions to consolidate this high performance, and so the quality
of our services, by:
•
•
•

Continuing to raise awareness of the importance of clinical evidence that supports the
achievement of this indicator
Identifying any potential training issues, as they arise, regarding the collection and timely
recording of data and providing training to address these issues
Continuing to develop our data quality policies and procedures to ensure they remain up
to date and that we maintain a consistent, high level of data quality
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•
•
•

Reviewing the operational delivery of the 7 day follow up procedure through analysis of
our governance information, for example serious untoward incidents, complaints and
associated learning events
Sponsoring audits to identify specific areas for data quality improvement and acting upon
the outcomes of those audits
Contributing, where appropriate, to the data quality requirements of the Information
Governance toolkit

The above actions are key to ensure a consistent high quality approach across the new
organisation.
2.10.2 Enhancing Quality of Life for People with Long-term Conditions – Gatekeeping
GMW achieved the Monitor target of >95% of admissions to acute wards for which the Crisis
Resolution Home Treatment Team acted as a gatekeeper during the reporting period
The latest published benchmark results available for comparison of performance against this
indicator relate to Q3 2016/17. We have therefore also provided the Q1-Q3 position for 2015/16.
The figures below exclude the Manchester services as this was prior to Greater Manchester Mental
Health NHS Foundation Trust being formed. Our year end position for 2015/16 is provided in
Section 3.3 of this Quality Account.
Performance
GMW
National Average
Lowest Trust
Highest Trust

Gatekeeping
Q1-Q3
2015/16 (%)
99.3
96.9
55.0
100.0

Q1-Q3
2016/17 (%)
99.8
98.4
89.0
100.0

We consider that this high percentage is for the same reasons outlined in 2.9.1 above. We intend
to take the actions described in 2.9.1 above to consolidate this high performance and so the
quality of our services.
2.10.4 Ensuring that People have a Positive Experience of Care – Staff Survey
In February 2017, GMW received the results of the 2016 national staff survey. The survey is carried
out independently by the Picker Institute and the aim is to collect the experience and opinions of
our staff on a range of matters such as job satisfaction, wellbeing and raising concerns. We were
pleased to see that we had continued to improve on already positive results from the previous
years survey on a number of key findings.
The areas where GMW compared most favourably with other mental health trusts were:
•

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

Staff satisfaction with level of responsibility and involvement
Fairness and effectiveness of procedures for reporting errors, near misses and
incidents
Recognition and value of staff by managers and the organisation
Percentage of staff feeling unwell due to work related stress in the last 12 months

There have also been improvements in the following areas since the previous year’s survey:
•
•
•
•
•
•
•
•
•
•
•
•

Staff recommendation of the organisation as a place to work or receive treatment
Staff satisfaction with the level of responsibility and involvement
Effective team working
Staff satisfaction with resourcing and support
Recognition and value of staff by managers and the organisation
% reporting good communication between senior management and staff
Staff satisfaction with the quality of work and care they are able to deliver
Effective use of patient/service user feedback
Quality of appraisals
Fairness and effectiveness of procedures for reporting errors, near misses and incidents
% feeling unwell due to work related stress in the last 12 months
Organisation and management interest in and action on health and wellbeing

GMW results compared favourably for specific indicators relating to bullying and equal
opportunities as set out below:Indicator KF 26 - % of staff experiencing harassment, bullying or abuse from staff was 18% (national
average 22%)
Indicator KF21 - % of staff believing that the Trust provides equal opportunities for career
progression or promotion was 89% (national average 87%)
In total, GMW scored above (better than) average on 21 out of the 32 key findings when compared
with all mental health trusts.
We are extremely proud to see these examples of good practice, especially in areas where we
have focused particular attention over the past twelve months, such as improving staff experience
in work through a reduction in incidents of bullying and harassment.
2.10.5 Ensuring People have a Positive Experience of Care – Community Mental Health Patient
Survey
GMW’s ‘patient experience of community mental health services survey 2016 ’ showed GMW
to have scored the highest in the country on a question which shows our staff help service
users with what is important to them and for patients rating their overall experience of the
care they received positively.
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The annual community mental health patient survey undertaken by the Care Quality Commission
compares 58 mental health providers from across the country with results published nationally in
November 2016. As in previous years we used an independent approved contractor (Quality
Health) to run the survey on our behalf in 2016.
The report highlighted GMW as one of the highest performing mental health trusts in the
country and specifically the report demonstrates that GMW service users scored highest in
England in relation to:
•
•
•
•
•

Staff members understanding how their mental health needs affected other areas of
their life
Formal meetings to discuss how their care was working
Help and advice with finding support for financial advice or benefits.
Help from GMW’s mental health services with what is important to them
Their overall experience of the care received

The survey also highlighted GMW services as better than other trusts in England with service
users:
•
•
•
•
•

Being given enough time to discuss their needs and treatment
Discussing and planning the care that will be received
Being involved in deciding treatment
Support to take part in local activities
Involving families

We analysed the findings of the survey to see where we can further improve the care we deliver
and we intend to take the following actions to continue to improve the quality of our services, by:
•
•
•

Giving better information to service users in relation to newly prescribed medicines
Improving awareness of the Out of Hours Crisis Helpline
Establishing local directorate forums to support service users to find or keep work, improve
their physical health care and access support from people who have experienced the same
mental health problem

2.10.6 Ensuring that People have a Positive Experience of Care – Friends and Family Test (FFT)
During 2016/17 we have continued to offer the FFT to all clinical services and continued to explore
different ways to engage with harder to reach groups. For example we have progressed how we
offer the FFT in our prison services and how we get this feedback from carers. Feedback is gained
in a variety of ways including hand held devices with a web based survey; through kiosk facilities
in inpatient reception areas; and in paper form. Towards the end of 2016/17 we procured
electronic devices for gathering feedback across all of our community sites and plan to roll these
out in early 2017/18. At the end of Quarter 3 2016/2017 a total of 2,110 service users answered
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the FFT question which confirmed that the large majority of people who use our services are either
likely or extremely likely to recommend our services to friends or family (see pie chart below).

FFT Results - 1st April 2016 – 31st December 2016
The FFT has an additional free text box that encourages further feedback. Below are some typical
comments from the service users/carers who completed the FFT in 2016/2017;
‘Fast referral, excellent access to this service. It is amazing that these counselling services are
offered free of charge against private charges for this service. I highly recommend’. (Trafford,
psychology service user).
‘‘The service is exemplary, the staff make you feel valued, restored my confidence by making me
realise that I have choices and I can remain substance free” (Chapman Barker Unit, service user)
“I feel safe and looked after”. (Eagleton, Salford service user)
‘My sister was in Woodlands for 17 weeks. The care, compassion and dignity shown to my sister
was outstanding. Nothing was ever too much trouble, this was also shown to myself - it was
always more than "just their job" (Hazelwood Ward Woodlands)
‘The service was helpful to my mother in order to aid her understanding of her current condition
and feelings and assist with making lifestyle changes in order to fully record and help her
wellbeing’ (Salford Memory Services)
‘Without your support, I would be lost’ (Greenway Ward service user, Trafford)
‘Staff been work hard and been relax with me for chat’ (John Denmark Unit service user)
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‘I think it has helped me learn more about life and my condition ‘(Coniston service user, Adult
Forensic Service)
Occasionally we receive feedback where people are dissatisfied with the service they have
received. Whenever we receive such feedback we take action to improve. Below are some
examples of where we have used feedback to improve our services:
‘It would be great if there were volunteers who have lived experience to come and talk to me’
In Quarter 2 we reported that we had been shortlisted for a Health Service Journal Award for the
work we have done to embed Volunteer Peer Mentors and Paid Peer Mentors within our services.
Although we did not win this award, it was a huge achievement to have been shortlisted as one of
eight NHS Trusts out of 2000 applications.
During Quarter 3, we applied for funding from Health Education England to support the
recruitment, and training of Volunteer Peer Mentors in district services. We were awarded just
over £71,000 to recruit 16 people with lived experience. We were also successful in securing 16
places on the nationally accredited level four Institute of Mental Health Peer Mentor Training
Programme.
Recruitment of our volunteers started at the end of Quarter 3 and the training programme
commenced during Quarter 4. This work will be supported by the Trust Peer Mentor Coordinator
who will be on secondment to district services from specialist services.
‘I would like more information about my physical health care’
In 2016/17, there has been an overall improvement in the amount of physical health information
being provided to our service users. We have provided this feedback and progressed through our
physical healthcare leads and continue to run the successful ‘Build a Better You, Exercise for Health
and Wellbeing’ session through our Recovery Academy in 2016/17. In Quarter 3, we redevised
the service user feedback questionnaire to reflect the Trust Values and to amend some of the
questions and have added ‘during your treatment, have your physical health care needs been
met?’ as this is a more appropriate measure of how we deliver physical healthcare to our service
users.
What happens with the results?
The information collected continues to give us invaluable feedback on what service users think of
the care and treatment they have received, which along with other ways of gathering feedback,
has helped us to make improvements and scope how we deliver services in the future.
All feedback, including complaints, carer feedback and service user engagement information is
triangulated and identification of trends/hotspots are considered via the CARE hub on a
quarterly basis. The CAREhub is a virtual network to engage with service users, carers and
volunteers in a number of different ways. CARE stands for Compassionate and Recovery
Focussed Every Time. Each service has an individual action plan, as well as a Trust action plan
that the CARE hub leads are responsible for.
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The FFT monthly results are published and available on NHS Choices (via GMW’s webpage).
2.10.7
Treating and Caring for People in a Safe Environment and Protecting them from
Avoidable Harm – Patient Safety Incidents:
The number and, where available, rate of patient safety incidents reported within GMW, and the
number and percentage of such patient safety incidents that resulted in severe harm or death
We are always saddened to hear about any patient safety incidents that have resulted in harm
and through our incident management process we strive to understand any contributory factors
to the incident and lessons, which we can learn to mitigate future occurrences.
Our incident reporting continues to demonstrate the Trust’s commitment to a consistent,
transparent culture of reporting to enhance learning and mitigate future harm across all our
mental health inpatient and community services, adult forensic and the inpatient and community
alcohol and drug services we provide. The table below provides data on the number of incidents
that have been reported by the Trust to the NRLS and compares this data against the national
average along with the highest and lowest incidents reported by other mental health
organisations. The data indicates that the number of patient safety incidents that result in severe
harm / death is low in comparison to the number of patient safety incidents reported. Our data
submissions have been mapped and are continually reviewed and updated with the NRLS to
ensure that the data reported meets the criteria of the NRLS requirements.
In relation to the number of incidents reported as deaths these are the number of suicide related
deaths and any patient safety incident that directly resulted in the death of a person receiving NHS
funded care.
Reporting
Period

Oct
15March 16
April 15- Sept
15
Oct
14March 15
Oct
15Total number
March 16
of incidents
April 15- Sept
for
Mental
15
Greater
Manchester
West Mental
Health
Foundation
Trust

Number
of
incidents
occurring

Rate per
1000
Bed
days

Number
of
incidents
reported
as severe
harm

Percentage
of incidents
reported as
severe harm

Number
of
incidents
reported
as death

Percentage
of incidents
reported as
death

3,223

32.93

5

0.2

12

0.4

3,259

33.29

4

0.1

17

0.5

2,567

27.79

0

0.0

12

0.5

146,325

Data not
available

501

0.3

1,167

0.8

144,850

Data not
available

492

0.3

992

0.7
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Health
Organisations
Highest value
reported from
any
Mental
Health
Organisation
Lowest value
reported from
any
Mental
Health
Organisation

Oct
14135,995
March 15

Data not
available

500

0.4

941

0.7

Oct
155,572
March 16

60.93

49

0.9

31

0.6

75.08

74

1.1

2

0.0

65.84

122

2.1

0

0.0

Oct
1525
March 16

Data not
available

0

0

0

0

April 15- Sept
8
15
Oct-14-Mar
8
15

Data not
available

0

0

0

0

0

0

0.0

0

0.0

April 15- Sept
6,723
15
Oct
145784
March 15

Data Source: National Reporting and Learning System (NRLS): Mental Health Organisations Organisational incident data by organisation (Next data release Oct 2017)
In this eighteen-month period of reporting all incidents reported as deaths were service users who
were in contact with our outpatient services. These deaths were confirmed by the coroner has
taken own life, misadventure, open conclusion, narrative or physical health related issues. All
incidents of deaths are reviewed within the weekly serious untoward incident panel, with further
scrutiny applied to identify any themes or trends through the Trust Mortality Group, which reports
to the Quality Governance Committee. All deaths are reported in the monthly Board Performance
Report.
The number of severe harm incidents reported during the reporting periods above were attributed
to incidents that resulted in harm linked with falls and self-harm.
During 2016/17, through a CQUIN agreed with our commissioners we have reviewed our Suicide
Strategy to strengthen our intentions over the next five years of how we will continue to develop
our services and work with partners within the local health economy to achieve a reduction in
suicides. This positive work will continue throughout 2017/18. This includes developing standards
to contact service users within 48 hours of inpatient discharge in addition to meeting national
targets for seven day follow up.
The Trust considers that the data is as described for the following reasons:
•

Policy – The Incident, Accident and Near Miss Policy and Procedure (2015-20) is regularly
reviewed in light of national guidance on incident management. All staff are consulted on
any amendments to the policy; the Trust’s Risk Management Committee signs off the
policy, which is accountable to the Audit Committee a sub-committee of the Trust Board.
This policy provides a framework for all Trust employees to identify, manage and report
incidents in order that learning can take place. The policy ensures that reported incidents
are analysed to identify their root causes and to evaluate the likelihood of reoccurrence –
this enables effective mitigating controls to be put in place.
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•

Integrated Risk Management System (Datix) - All incidents are recorded on, and managed
through, the web based Integrated Risk Management System (Datix). Our staff receive
training and dedicated on-going support with Datix. This web-based system enables
prompt sharing of accurate, timely information, which underpins our approach to risk
management and increases our safety profile. This system enables the prompt recording
of any patient incidents directly into PARIS, the electronic patient clinical record.

•

External Reporting – All of our patient safety incidents are reported weekly to the National
Reporting and Learning System (NRLS) via Datix and to external regulators as per policy
and to commissioners as per individual contracting arrangements.

The Trust has taken and intends to take the following actions to continually improve and sustain
our robust incident management reporting by:
•

Review and Lessons Learned - All serious untoward incidents are reviewed by an Executive
Review Panel on a weekly basis. This panel involves two executive directors and is
responsible for commissioning more detailed and, where required, externally-led
investigations to establish the root causes of serious untoward incidents. The Quality
Governance Committee and the Trust Board review the findings from these reports and
the lessons learned. Lessons learned and good practice are shared across the organisation
enabling other services to reflect on their own practice and to identify any training issues,
which are then incorporated into our annual training plans. The sharing of learning is
cascaded in the monthly lessons learnt posters, monthly screenshots quarterly governance
newsletter, lessons learnt events and team meetings. In addition, our lessons learnt are
shared with commissioners through the Quality Monitoring Group and Contract meetings.

•

Quality Walkabouts – Commissioners continue to be supported to undertake quality
walkabouts. These walkabouts enable commissioners to speak with front line staff
delivering care and with service users and their carers’. These conversations provide
further assurance on how we embed the quality agenda in clinical services. The learning
from these walkabouts are discussed at senior leadership team meetings, service team
meetings and formally discussed at the Quality Governance Committee.

•

Duty of Candour –Our Duty of Candour policy has been embedded within our incident
management processes, with audits commissioned to demonstrate the implementation of
the principles. This policy supports clinicians to be transparent and apologize, seek the
views of service users during any incident investigation and offer supported reading of the
investigation report. The use of this policy is evidenced through our Datix system with staff
receiving externally commissioned training on the implementation of this policy. The
implementation of this policy is monitored through the Trusts monthly Board Performance
Report.

•

Continually improving incident reporting and maintaining our culture of learning - All
staff continue to be encouraged and supported to report incidents. All staff receive training
on our incident process and associated policies, which actively encourage the reporting of
patient safety incidents directly involving our service users. Other initiatives to support
incident reporting include our Datix Help Line, our governance newsletter and lessons
learnt events that occur following serious untoward patient safety incidents. NRLS incident
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benchmarking data is discussed at our Quality Governance Committee, shared at senior
leadership team meetings and discussed at Quality meetings with commissioners.
Benchmarking data reports from the NRLS demonstrates that we have a consistent
incident reporting culture with a low degree of harm, this was also highlighted during our
CQC inspection in February 2016.
2.11

Locally Selected Quality Indicator

GMW Council of Governors selected a local indicator for external audit. The locally selected
indicator in 16/17 was appraisals, which links to the staff health and wellbeing improvement
priority.
Over the previous 12 months GMW has made a number of improvements to the appraisal system
and the process to support managers to focus on the quality of the developmental discussion that
should take place.
The Trust has moved to self-service reporting via the GMMH Learning Hub to enable managers to
see at a glance the immediate compliance picture for their team. This means managers now have
full ownership of compliance in terms of recording and also viewing when staff appraisals are due
without the need to rely on complex and bureaucratic reporting procedures.
To coincide with this change, the Trust, in partnership with Union colleagues, developed a new
and improved appraisal form. The new form is less onerous to complete and has a much more
values based approach which relies on more qualitative type of information. This was
accompanied by training sessions in how to hold developmental discussions that was run by the
Trust Organisational Development Manager, and which continue to run throughout the year.
The local target set is 95% and there have been challenges in meeting this. Continued
improvement is expected during 17/18 due to the changes made in the appraisal process as
detailed above. It should be noted that the national staff survey for 2016 demonstrates an
improvement in the quality of the appraisals undertaken within the Trust.
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PART 3 – Review of Quality Performance in 2016/17
3.1

Delivery of Quality Account Priorities for Improvement in 2016/17

We have made significant progress against all of our 2016/17 priorities for improvement.
Summaries of our key achievements are detailed in this section. Each achievement reflects the
immense commitment of our staff, services users and carers to continually improving quality.
We have provided evidence of our key achievements with case studies describing some of the
projects below. Please Section 3.4 for a review of MMHSCT priorities.
Priority 1: Delivering Service Improvements by Listening to and Learning from Service
User Feedback
Aim:- To obtain feedback from a diverse and inclusive range of service users using a broad
variety of methods and technologies.
To apply the learning from feedback to ensure implementation of improvements to
services.
During 2016, we launched our Service User Engagement Strategy (2016-2019). In
consultation with service users, carers and staff we highlighted eight priorities: obtaining
feedback, responding to feedback, communicating issues, shared decision making learning
from experience, shaping service delivery, supporting people’s long-term recovery and
treating people as individuals. The strategy action plan is monitored at the Trust CARE Hub
forum, and reviewed by Senior Leadership Team meetings to support and facilitate local
service improvements where these are required.
Service User Feedback
In consultation with service users we redesigned our service user feedback survey to reflect
the Trust values and this now includes a PREM (Patient Reported Experience Measure). Our
prison services have further adapted this survey for their service user needs. We have
further developed a service user feedback survey for our community substance misuse
services and plan to upload this to the electronic devices in all reception areas in 2017/18.
To expand our feedback platforms we have developed an information flyer and poster for
service users, encouraging them to leave their feedback on the NHS choices and patient
opinion websites. To promptly respond to contemporary feedback mechanisms, our
customer care team and communications department have developed a social media
protocol.
The CARE hub continues to ensure feedback is communicated to service managers, staff
and through to service user and carer networks. Each network has a nominated service
user experience and engagement lead who attends Trust meetings and disseminates
feedback to their senior leadership team. Information is subsequently shared at community
meetings and local newsletters and through local service user forums.
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The CARE hub continues to ensure feedback is communicated to service managers, staff
and through to service user and carer networks. Each network has a nominated service
user experience and engagement lead who attends Trust meetings and disseminates
feedback to their senior leadership team. Information is subsequently shared at community
meetings and local newsletters and through local service user forums.
We continue to publicise our service user feedback and service improvement stories via
splash screens, newsletters and ‘You Said, We Did’ posters in local areas.
To gain further assurance that services are acting and responding to service user feedback,
we have added this standard to our peer review visits (these are based on the NHS Institute
for Innovation and Improvement ‘15 steps challenge’).
Service User Involvement
Following the launch of the service user engagement scheme at the start of Quarter 2,
district and specialist services are creating opportunities and posting them on our ‘Get
Involved’ page of the Trust website. These include opportunities to be part of meetings,
inspections and participation in recruitment and selection panels. The exact numbers of
Service Users and Carers engaged in these activities are reported in the quarterly CARE hub
report.
During Quarter 3, there has been an increase in activity by service users and carers engaged
with corporate services. Both service users and carers helped facilitate the roadshows as
part of the Manchester services transition programme and shared their experiences of
engaging with the Trust with Manchester staff and service users. Service users were also
involved in the recruitment and selection of our new non-executive directors. We have
recently recruited additional inspectors to deliver Patient Led Inspections of the Care
Environment (PLACE) on account of the acquisition of Manchester services.
The Recovery Academy continues to collaborate with a team of 24 service user peer
trainers to produce and deliver our 58 courses on offer to service users, carers and staff.
The new Trust Welcome Day continues to be delivered monthly in partnership with people
with lived experience.
At the end of Quarter 3 there were 164 volunteers across the Trust, of which 40 are peer
mentors. There are 5 peer support apprentices working in Unity Cumbria, and 2 peer
support bank workers working in our low secure and medium secure services. These are in
addition to the 24 peer trainers working at the Recovery Academy.
Recovery Academy
The Recovery Academy is working in partnership with various Education, Training and
Employment providers. This includes the British Sign Language Centre of Excellence; United
Response; Lancashire Wildlife Trust; Edexcel; Open Awards; The Reader Organisation; and
Nordoff-Robbins.
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11 current service users within our adult forensic services are completing a volunteer work
placement external to the Trust.
The Recovery Academy continues to run its Overcoming Stigma course. Service users
continue to facilitate a session on stigma as part of the Trust Welcome Day, and the
communications team continues to share good news stories via the Trust website and social
media.
Learning from complaints
Learning from complaints is published on a quarterly basis and shared with commissioners,
managers and staff throughout the Trust. Analysis of monthly reports is also shared with
senior operational managers for further learning. A complaints assurance framework has
been introduced to assess the quality of complaint responses on a monthly basis.

Case Study Priority 1: Service User Experience - listening to and learning from service
user feedback
In preparation for the acquisition of MHSCT, we held a number of Service User roadshows
in November and December 2016 across the city. These were set up to give Manchester
service users and carers a chance to ask questions about the future of the combined Trust
and to also find out more about Greater Manchester West (as the Trust then was).
Extensive research was carried out to select locations across the city of Manchester and the
roadshows visited six buildings in total, ranging from the Harpurhey Wellbeing Centre in
the north, to Wythenshawe’s Studio One in the south. The places were selected based on
accessibility, usage and areas.
The road shows were advertised both internally and externally, via the Trust’s website and
social media outlets. A video was produced to explain the transition in brief detail and
specific short clips were made for each individual road show, with details of how people
could attend and give feedback.
A booklet was produced, which explained the care priorities for the new organisation. It
also detailed how service users can have genuine say in the running of the Trust, through
being directly involved as members, in paid roles and by volunteering. Details of the
Recovery Academy were also included, along with a ‘question and answer’ section, aimed
at allaying concerns people may have had about changes to their care or services.
Representatives from both Trusts took part in the road shows, including service users from
the former GMW, who spoke to Manchester service users about their experiences. MHSCT
staff attended to talk to existing service users and answer questions about Manchester’s
services.
As well as noting comments made by service users and carers during the events, feedback
was given via postcards, which included pre-paid postage. Furthermore, cardboard boxes
with a postage slot were left at the various locations for people to give their feedback at a
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later date, if they so wished. A specific email address mcrtalk@gmw.nhs.uk was also
created for people to feedback electronically.
The feedback was reported and discussed at meetings set up to oversee the transition
arrangements and several themes have influenced plans on service arrangements for the
future.
What became quickly apparent was the important role many of the venues within
Manchester played in the lives of service users. This enabled GMMH to look at possibilities
for several sites in the forthcoming plans for the Trust’s service transformation.
Other concerns raised by service users included anxiety about ‘out of area care’ and
reducing this. This forms a main part of GMMH’s transformation proposals for the next two
years and is identified as a Quality Account priority for 2017/18.
images: kath locke 2.jpg – GMW and MHSC staff and service users at the Kath Locke
roadshow.

Priority 2 Recovery: Improving Outcomes from the Delivery of Recovery Focused
Services
Aim: To improve outcomes through the delivery of recovery focused services
There continues to be a strong Trustwide interest in recovery outcomes for mental health
and this focus is welcomed. There has been continued development of routine outcome
measures to evaluate recovery across the organisation and numerous tools have been built
into Paris in order to enable this. The IAPT and Early Psychosis pathways now have
comprehensive measurement of recovery outcomes to evaluate recovery at a symptom
based level, but also in relation to activities such as return to work or education. This is
alongside inclusion of more sophisticated measures such as the Questionnaire about the
Process of Recovery, which recognises the more long term nature of recovery for people
with psychosis.
Our Recovery Academy has continued to grow over the course of the year and at the end
of Quarter 4 we have just signed off our ninth prospectus offering 58 courses. There are
now 3,945 students registered with the Recovery Academy, 46% are service users and
carers, and the remaining percentage are staff and other health and social care
professionals. We have successfully recruited over 270 students as part of our research
study in to the effectiveness of the Academy, which measures reduction in symptoms,
impact on stigma, and organisational culture change as a result of the shared learning
environment. We will see the results of this study in year 2 (2017/18).
Following the success of a Recovery Academy Campus in Haverigg prison in 2015/16, the
development of campuses and subsequent prospectuses of learning, are now well
underway at our Edenfield site and HMP Hindley. People with lived experience have been
recruited to work alongside professionals to develop and deliver the prospectus, and in line
with Trust policy, both sites are acknowledging and rewarding contribution through pay,
something which did present more challenging in the forensic and custodial environment.
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We will build on the improvements made in 16/17 to strengthen our reporting of recovery
measures across the organisation. This will include developing Patient Reported Outcome
Measures (PROMs) and roll out of the recovery outcome measure ‘Star’ with service users.

Case Study Priority 2: Recovery
The Recovery Academy produced a book featuring journeys of hope and recovery from
Trust service users, carers, their friends and family. Launched on Work Mental Health Day
(10 October 2017), My Story details real life stories and experiences, covering all aspects of
mental health and addiction. Its aim was to highlight how people with mental health
difficulties have found help and developed techniques to aid their recovery. The book
delivers a positive message of hope - that people dealing with mental health issues are not
alone. The stories collectively show that it is possible to recover from mental health and
alcohol and drug problems with the right treatment and care. The people contributing
creatively, have lived through it, found help and developed techniques to aid their recovery
and we hope their stories will prove to be a source of inspiration to others.
Gill Green, Director of Nursing and Operations for GMMH said:
“We wanted this book to look really different to anything else we’ve produced before and
feature calming imagery to showcase our service users and carers’ poems, stories and
artwork. What this book demonstrates is not only the creativity of those involved, but their
inner strength and resilience to overcome their difficulties and share their experiences to
help others. We’ve been truly moved and inspired by the creative work of our service users
and patients their families and carers”.
Based on some similar themes to My Story, a section of Trust website called ‘Living with…’
was set up to enable service users and carers to tell their stories through first-hand
accounts of life with mental illness and substance misuse. The aim is to provide an insight
into what daily life is like for people in order to increase shared knowledge and to
breakdown possible stigma around illnesses. They also show that people can learn to live
positive lives, despite their difficulties

Priority 3: Enhancing Quality of Life of People with Dementia and Older People with
Functional Illness
Aim: To improve the experiences of people affected by mental illness and problematic
substance misuse by listening to and actin on feedback and ideas received
Roll out of level one and level two psychological interventions in depression training,
achieving 80% compliance in the older adult functional services by the end of March 2017.
An extensive training package was devised based on core competencies in cognitive
behavioural therapy. This aims to ensure all staff have a psychological understanding of
39

depression and can competently assess, and deliver a range of low intensity psychological
interventions for depression as recommended by NICE. The package has been well
received by staff.
The training has two parts:•
•

Level one training (Psychological Approaches Awareness - half day)
Level two training (Psychological Approaches to Practice – 2 days)

The courses continue to be rolled out to older adult functional community teams and older
adult functional inpatient wards. We expect to achieve this target. Compliance at the end
of Q3 as follows:
•
•

Level one - 149 out of 175 staff = 85% (Target for end of Q3 = (70%)
Level two – 114 out of 175 staff = 65% (Target for end of Q3 = (60%)

Undertake a process of application for accreditation on our three older adult functional
wards
The Quality Network for Older Adults Mental Health Services (formerly AIMS-OP) which is
part of the Royal College of Psychiatry, works with wards providing services to older people
to assure and improve the quality of inpatient mental health services. It engages staff and
service users in self and peer review for the purposes of accreditation and quality
improvement. There are 318 standards within the accreditation scheme which are split into
3 levels:
•
•

•

Level one – 100% need to be attained to be accredited
Level two – A minimum of 80% need to be attained to be accredited
Level three – A number of the 17 level three standards must be attained to be
accredited

In August Delamere, Hazelwood and Bollin Wards commenced the period of the self –
review stage of the AIMS (OP) process. Comprehensive evidence was submitted including
a number of audits and staff, patient and carer questionnaires. Peer review visits went
ahead in December 2016. The feedback was as follows:
Delamere Ward
Level one - 92% attained, Level two - 84% attained, Level three - 82% attained.
Hazelwood Ward

Level one - 98% attained, Level two - 97% attained, Level three - 82% attained.
Bollin Ward

Level one- 88% attained, Level two - 88% attained, Level three- 88%.
The final report and evidence for the level one standards that were not met have been
submitted to the Accreditation Committee who meet on 21st March 2017 to consider the
outcome for all three wards.
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Identify and share with our commissioners any perceived gaps in implementing the
stepped model of psychological care agreed in 2015/2016.
In October 2016, a summary report was provided. This highlights the progress made in
relation to the implementation of the community stepped care model of psychological
interventions and the inpatient multi-disciplinary patient focused model of engagement.
The report suggests a number of recommendations which continue to be monitored and
progressed within 2017.
Continuing to work with other agencies and our local communities to support the
Dementia Friendly communities agenda.
The number of staff who have received the training and become ‘Dementia Friends
Champions’ and able to deliver Dementia Friends sessions has risen from 2 staff to 10 staff.
Some of these sessions have included:
•
•
•
•
•

Staff at Moorside Unit in Trafford
Business at Stretford Mall
Greater Manchester Fire and Rescue Service
Greater Manchester Police
Students at Salford College

In December 2016, Bolton Action Alliance held their first meeting, key staff from the Bolton
Directorate attended and will continue to support the work of the Alliance. The lead nurse
for Dementia and Older People has been asked to chair the Bolton Dementia Action Alliance
and continues as vice chair/chair of the Salford Dementia Action Alliance.
Ensure that 80% of people referred to our memory services wait no more than 6 weeks
from referral to their first appointment.
The position in relation to the end of January 2017 is as follows:
Bolton
59.8% (A one stop shop approach to diagnosis is offered in Bolton which
impacts on the first appointment due to the need of scans to inform diagnosis)
Salford
97.5%
Trafford
100%
Ensure that 80% of people referred to our memory services wait no more than 12 weeks
from referral to getting a diagnosis.
The position in relation to the end of January 2017 is as follows:
Bolton
Salford
Trafford

98%
70.5%
63.6%
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Trafford have shown a month on month progress since April 2016.This is due to the
implementation of their refined patient pathway. Plans are in place to reach the target in
Salford.
Undertake an audit of 20 case notes per quarter to ascertain that a minimum of 80% of
people given a dementia diagnosis or their carer receive post diagnostic information as
recommended within NICE Guidance (CG42: Section 1.4 Diagnosis and Assessment of
Dementia).
All three memory teams have reviewed their existing post diagnostic support packs and
confirmed they are compliant with recommendations within NICE guidance. Recording of
this has been added to the clinical information system.
Progress the Dragons Den Funded ‘Pain and Dementia Project’ looking at improving
practice and enhancing staff skills in relation to the assessment and treatment of pain for
patients being cared for on Holly Ward and Greenway Ward.
Work to date includes:
• An extensive review of the literature relating to pain and dementia
• Developing and implementing a questionnaire to gain feedback from medical and
nursing staff in relation to current knowledge and further training needs
• Development of an audit tool and audit undertaken of analgesia use on Greenway
and Holly wards
• Creation of a new pain tool with staff which was piloted, evaluated and amended
accordingly
• In November the project was presented at the National Dementia Congress in
Brighton.
In 2017 there will be a roll out of training for staff on pain assessment and management in
dementia and use of the new tool. This will continue to be supported by Manchester
University.
Develop an ‘End of Life Care’ task and finish group to consider best practice and
determine a programme of work to support staff within the dementia inpatient wards in
the delivery of sensitive and compassionate end of life care.
The Trust End of Life task and finish group has met on a regular basis. A number of work
streams and action plans have been developed as follows:
•
•
•
•
•
•

Implementation of the Unified DNAR - Do Not Attempt to Resuscitate
Advance Care Planning
Service Level Agreement and contracts
Care in the last days and hours of life
Care after death
Bereavement support (service users, carers and staff)
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It has been agreed that the Trust will adopt the principles of the ‘Swan Model’ used within
Salford Royal Foundation Trust. Ancient Romans believed that the swan was a symbol of a
happy death and how this will be implemented across the organisation is being explored.
The programme of work is extensive and is encompassing a multiagency approach in order
to ensure consistency in the support provided to patients at end of life who all have
differing palliative care support services.
It is anticipated that the work will continue to progress into 2017.
Case Study Priority 3: Enhancing the Quality of Life for people with dementia
A new dining club for people living with early onset dementia in Salford was launched
during Dementia Awareness Week in May 2016.The dining club, provides a way for people
living with early onset dementia to take part in a social activity that helps improve their
self-esteem and meet people in a similar situation.
The club meets monthly in different venues of the club’s choosing across Salford. It is held
in an evening so that people who are still in employment can still access peer support.
The club is run by GMMH’s Open Doors project and is facilitated by a member of staff living
with early onset dementia as well as experienced staff with a background in dementia care.
The project aims to create a more dementia friendly city, as the Dining Club will raise
awareness of dementia in Salford and help the venues it visits become dementia friendly
by providing them with Dementia Friends training.
Gill Drummond, Dementia Quality Lead for GMMH, said: “Being diagnosed with dementia
doesn’t mean you have to stop doing the things you love and trying new things. Keeping an
active social life is key to helping someone living with dementia feel happy and motivated.
“Many people living with early onset dementia are in full time employment. This often
means that they miss out on support, which is only available during core working hours.
Our Dining Club provides a valuable social activity, which we all take for granted, as well as
support and information outside of normal working hours to help those living with the
condition.”
During Dementia Awareness Week, the Trust also held creative workshops aimed
specifically at people living with dementia. Those taking part went on to collaborate with
local charity Start, to help create a mural about Salford and Bolton that was installed at
Woodlands Hospital in Little Hulton.
It was launched by former MP for Salford and Eccles, Rt Hon Hazel Blears, who is the Chair
of the Institute for Dementia’s External Advisory Board and a trustee of the Alzheimer
Society
Ms Blears, whose late mum, Dorothy, attended patient groups run at Woodlands Hospital,
said: “Focusing on the design of a hospital environment can significantly help in
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compensating for sensory loss and cognitive impairment as well as contributing to
supporting independence. By working with ground-breaking charities like Start, as well as
patients and carers, the Trust been able to improve Woodlands Hospital environment by
focusing on areas that really matter to people with dementia”.
Manchester based designer, Tim Denton, held art workshops with patients and their
families, staff and volunteers to gain ideas for the work. The final mural is a compilation of
different buildings and scenes from Bolton and Salford. Photographs were taken by Sian
Roberts, a professional photographer and former member of Start in Salford, who went out
to capture the ideas that came out of the workshops. Patients and their families choose
from over 100 photos. The final selection is on display in the main corridor at Woodlands
Hospital and Hazelwood ward.

Priority 4: Supporting Improvements in our service users’ physical health
Aim: To improve the assessment and treatment of physical health conditions in order to
reduce the risks associated with this for our service users
To promote health improvement messages / approaches and signpost service users to
relevant services
The Trust’s physical healthcare monitoring tool (PHIT) will be reviewed in order to ensure
that it is fully integrated with the Lester Positive Cardio Metabolic Health Resource.
The PHIT tool has been improved throughout the year and now includes additional sections
to support the physical health monitoring and risk factors for service users.
We have developed a business case for the integration of the Qrisk2 monitoring tool into
PARIS as a more reliable predictor of risk associated cardio metabolic risk factors to support
ongoing monitoring of service users in high risk group.
The Trust will invest in the provision of upgraded resuscitation equipment, which will be
implemented within our community services.
Procurement of resuscitation equipment has been completed and roll out of the equipment
has commenced with support from Facilities department.
We will provide “Help Yourself to health” checks modelled on the NHS Health Check as
part of its commitment to staff health and wellbeing.
Following successful “help yourself to health” checks over 2016/17 we are meeting to look
at introducing further health checks with HR department throughout 2017/18.
The Nutrition and Dietetic service will review the organisations approach to monitoring
dietetic outcomes.
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Outcome measures were piloted in October in one service and reviewed. It was agreed we
need a different way to measure outcomes for service users where weight management is
not the priority for all. Currently dietetic services are looking at adopting national outcome
measures.
We will work collaboratively with local health improvements services in our community
teams in order to ensure that our patients are signposted to health improvement
interventions.
The Trust has implemented changes to the clinical information system so that we are able
to identify when service users are referred to local health improvement services.
The Trust will work collaboratively with a higher education institute to deliver a bespoke
programme for wound care assessment and management. This will improve the wound
care knowledge base and assessment skills of the nursing workforce.
We have successfully delivered wound care assessment and management courses (3 days)
to a number of identified staff across the Trust by Higher Education Establishment. There
will be further review of the options available for tissue viability across the new Trust.
We will work collaboratively with a higher education institute to deliver a bespoke
programme for long term conditions. This will improve staff knowledge of these
conditions and support them to work with service users to develop self-management
plans.
Evaluation of the long term conditions course was positive and services have indicated we
need to provide further courses. We are looking at the feasibility of providing this on a
rolling basis in line with review of core competencies for clinical staff.
Following the recruitment of a speech and language therapist the Trust will implement a
speech and language therapy service for our district services.
We continue to support the development of speech and language therapy across the Trust,
and are undertaking options appraisal for district services and extending the established
service across specialist services network.
A scoping exercise will be completed in our specialist services in order to determine the
speech and language therapy (SLT) support required to ensure that the needs of our
diverse service user population are met.
Following completion of the scoping exercise we now have SLT available within specialist
services providing comprehensive SLT across the young and adult population. We have
recently seen an increase in waiting times largely due to the success of the service and are
in the process of negotiating extension of this service.
Following a review of physical healthcare documentation in our community clozapine
clinics a standard approach to physical health assessment and monitoring will be fully
implemented.
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The physical health tool used within clozapine clinics is now standardised and there has
been significant improvements in recording and monitoring of physical health across the
clozapine treatment teams including home treatment service.
Case Study Priority 4: Physical Health
A booklet was produced to encourage young people with psychosis to look after their
physical health and maintain a healthy lifestyle.
Developed by the Trust’s Psychosis Research Unit (PRU), the Right From the Start booklet
includes useful questions for young people and their friends and family to ask their
healthcare professionals. The questions are aimed at getting help with stopping smoking,
reducing alcohol consumption and making positive adjustments to diet and lifestyle.
Publicised for the first time in the Recovery Academy’s April 2016 prospectus, the booklet
helps raise awareness of the need for routine checks (like blood, weight and cholesterol),
which might detect symptoms of physical health conditions.
The risk of developing future illnesses like heart attacks, strokes and diabetes is two or
three times higher for people experiencing psychosis. These physical illnesses tend to occur
at a younger age and are the main reason why people who experience psychosis can be
expected to live 15-20 years less than people without psychosis.
Dr David Shiers OBE, Honorary Research Consultant for the PRU at the Trust, said: “It has
been my mission over the last eight years to tackle the premature mortality of people with
psychosis. There needs to be a more holistic awareness of the condition and its potential
impact on physical health and quality of life. And the best opportunity to prevent future
poor health is in the early phase of psychosis.
“There is a lot that can be done to ensure that people with mental health conditions like
psychosis receive the physical healthcare they’re entitled and this booklet aims to raise
awareness of how people experiencing psychosis for the first time can work with their
health team, so they don’t leave their physical health to chance.”
Dr Alan Quirk, Senior Programme Manager (Audits and Research), Royal College of
Psychiatrists’ Centre for Quality Improvement, said: "This is a brilliant and very accessible
resource. GMW’s Psychosis Research Unit have created an innovative way to drive up the
quality of physical health care offered by empowering service users and their families to
find out how health professionals can help them to live healthier lives”.
“This tool has the potential to be truly beneficial through raising people’s expectations
about the physical health care they should receive and by helping shared decision making
to become a reality.”
GMMH has now been approached to share Right From the Start with several mental health
trusts in England. It has already been rolled out in Sydney and soon the rest of New South
Wales, and there is interest from parts of Canada and the United States of America.
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A leading light in the project, Dr Shiers was awarded the OBE in February 2017 for his
services to vulnerable people.
Priority 5: Positive and Safe
Aim: To reduce conflict in inpatient settings
The Positive and Safe network has tracked the impact of our interventions to reduce
restrictive practices through a dashboard showing organisational levels of physical
restraint, seclusion and intra-muscular (IM) medication.
Prone restraint has consistently been the least used method of restraint and the use of
restraint as a proportion of all incidents has reduced during 2016/17. Where use of
restrictive interventions is higher than expected exception reports have been
commissioned. These provide additional assurance that all necessary steps are being taken
to reduce restrictive interventions in service areas. Rates of seclusion and rapid
tranquillisation have been variable during 2016/17 but this has been in the context of
relatively low numbers.
Safewards is at various stages of implementation across Bolton, Salford, Trafford and
specialist services wards. Each area is being monitored on their implementation of the
different Safewards modules. The Trust has been working with the Advancing Quality
Alliance (AQuA) to provide additional support for the implementation and monitoring of
our Safewards programme on Chaucer ward; Holly Ward; Gardener Unit; Maple House;
Brook ward. These wards were identified as having higher rates of restrictive interventions
through a baseline audit. This will be repeated during and after the AQuA project has
completed in 2017/18.
Additionally, we facilitated a number of quality improvement workshops for our Safewards
Champions. There are ongoing action learning sets that will conclude in Quarter 4. Each
ward has an ‘aim’ statement relating to the reduction of restraint and are measuring the
impact of this.
A Safewards newsletter has been produced which summarises our achievements and
progress in many areas. Loweswater received the “Shining Star Award” for January 2017
and was visited by Geoff Brennan from National Star Wards and Safewards. Students
Safewards Champions are also being recruited by the Trust through Salford and Manchester
Universities.
We have reviewed the Prevention and Management of Violence and Aggression (PMVA)
training that we provide for staff and have produced additional training materials for use
with younger people, older people and deaf people. This has included filmed scenarios and
an alignment of the physical training methods used across the new organisation. Restriction
of liberty guidance has been produced for all inpatient service areas based on national
guidance. We have incorporated the Safewards philosophy into our Conflict Resolution
training and PMVA induction programme.
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We are also involved in developing a collaborative, shared syllabus for PMVA across the
Greater Manchester Health and Social Care Project footprint.
The use of Positive Support Plans is being developed across all inpatient areas to help
ensure that restrictive interventions are only used as a last resort and after non physical
interventions have been explored. The principles of Positive Support Planning are evident
across many inpatient areas. This is by use of ‘Calm Down Methods’ and ‘Soft Words’ as
part of Safewards.
As a significant proportion of restrictive interventions are used to support people who self
harm we have produced practice guidance and training for staff which will be rolled out in
2017/18.
The prevention and management of aggression and violence is a key part of our inpatient
quality and safety metrics we piloted in 2016/17 and will roll out across all inpatient areas
in 2017/18.
The Trust will continue to promote least restrictive practice throughout 2017/18 thereby
supporting a culture of positive leadership and professional practice to deliver care and
support which keeps people safe and promotes recovery.
Case Study Priority 5: Positive and Safe
Led by GMMH’s nursing team, the Pause Reflect, Next Steps (PRN) campaign is aimed at
keeping service users safe by looking at alternatives to using medication.
The nurse-led intervention approach encourages people to consider other ways of selfcalming, rather than taking medication.
If people are feeling stressed or anxious there are a number of things that can be done to
improve mental wellbeing and avoid reliance on medication both in hospital at home.
Alternatives to medication include breathing techniques, exercise and avoiding using
alcohol, caffeine and nicotine as coping mechanisms.
The campaign encourages an alternative to the PRN medication approach. PRN is a latin
term Pro Re Natum, which roughly translates as ‘as the need arises’. Therefore, PRN
medication is medicine that is just used when needed. For example, at home this might be
paracetamol for a headache. In a mental health unit, we use medication to help calm a
person who is feeling very agitated or anxious and in extreme circumstances is behaving in
an aggressive manner.
Pause, Reflect, Next Steps is about options, other than medication, being considered first
to see if they might be more helpful or effective.
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As well as verbal advice being given by clinical staff, the message is being spread via leaflets,
posters and the Trust website: www.gmmh.nhs.uk
Image: PRN poster .jpg
Priority 6: Improving Staff Health and Wellbeing
Aim: Improving individual health and organisation wellbeing to enhance patient care

Staff health and wellbeing is key to the delivery of high quality care delivered by a motivated
and healthy workforce. Activities have taken place during 2016/17 to engage staff to
identify the key areas they want the Trust to focus on in the promotion of health and
wellbeing. A staff health and wellbeing network has been established in close partnership
with staff side colleagues. In addition, approximately 100 staff have nominated themselves
to act as health and wellbeing champions.
An enhanced occupational health service commenced in April 2016. The new service offers
fast track physiotherapy and access to psychological therapies. In addition, an online
employee assistance programme is available to support staff with advice, guidance and
raising awareness of wellbeing issues.
A range of initiatives to promote the Five Ways to Wellbeing have taken place and the Trust
has linked with other partners to address public health challenges.
The Staff Health and Wellbeing Strategy is shaped around the Five Ways to Wellbeing. The
Trust has worked in partnership with `I Will If You Will’ to understand current activity levels
of staff and seek staff involvement in the type of activities they want promoted across the
Trust.
Feedback from staff has been used to inform the range of physical activity programmes
carried out in 2016/17, including a ‘Workplace Challenge’ and ‘Active Travel’ to support
sustainable activities Trust wide.
Information to support staff to raise awareness and promote the public health challenges
includes supporting national health promotions, Stoptober and Drink Awareness Week,
with staff awareness sessions provided by lead experts. It is appreciated that these are key
areas that are often difficult to engage staff as such the Trust is working with Lifestyle
Choices and staff health and wellbeing champions to raise awareness and action plan ways
to engage staff.
Lead experts have been appointed to the steering group to guide and support
implementation.
Line management development programmes have been reviewed and updated to
incorporate line manager responsibilities for the health and wellbeing of staff within the
programme content. Specific programmes are available to managers as follows:
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•
•
•
•
•
•

Resilience training
Managing stress in others
Occupational health and wellbeing for managers
Sickness absence management training
Self-awareness and developing reflective practice
Coaching conversations

Staff forums have been developed at a local level in partnership with staff side and
management. The aim is to extend the partnership forums and have forums in place across
all Directorates by the end of the financial year.
Specific guidance has been developed to provide a proactive, supportive and consistent
approach for managers dealing with staff on long term sickness absence. This has a strong
focus on what the individual ‘can do’ and tailored interventions to support this aim
including; temporary redeployment and Keeping in Touch days to maintain contact during
absence to reduce anxiety around a return to work.
A task and finish group has been established, led by Associate Director of HR, to undertake
a review of violence and aggression and ensure a consistent support package is provided
to all staff involved in incidents. A `Safe Working’ policy has been developed which sets out
the expectations for service users and support for staff. A number of health, safety and
wellbeing roadshows have taken place across key areas of the Trust to raise awareness of
the support available and provide information on the Trust values, how to raise a concern
and wider wellbeing issues.

Case Studies Priority 6: Improving Staff Health and Wellbeing
In January and February 2017 the Trust undertook a series of ‘Wellbeing at Work’
roadshows, with the intention of highlighting the importance of making employees feel
safe and supported while carrying out their jobs.
The roadshows visited key locations across the Trust, including Park House in North
Manchester, Edenfield in Prestwich, Meadowbrook at Salford Royal Hospital, Laureate
House in Wythenshawe, Chorlton House in south Manchester and the Waterdale
Restaurant at Trust headquarters.
Booklets and posters were produced to be given to staff and these contained detailed
information on health and wellbeing, Freedom to Speak Up Guardian, health and safety at
work, diversity and more.
GMMH’s Freedom to Speak Up Guardian is Nicky Littler, Associate Director of Human
Resources. She said: "I am really keen to work with staff, managers and staff-side
representatives to help create an open culture. My approach will be based on listening and
learning and developing mechanisms to empower, encourage staff to speak up safely. The
roadshows were an important part of that.
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The roadshows also gave staff the chance to raise concerns and find out about the support
mechanisms in place within the Trust. For example the booklet contained details about
whistle-blowing, health and safety training, the PAM Assist employee assistance
programme and Stonewall’s Diversity Champions Programme. Trust staff were on hand to
explain these in more detail and to point people to further help, if needed.
Dameon Willett, GMMH Risk and Safety Advisor, said: “We held a very successful roadshow
at Hexagon Tower, in Blackley. We spoke to numerous staff regarding health, safety and
welfare, and we received some very positive responses. The format proved very popular
and allowed us to maximise the time spent with staff.”
Image: Wellbeing Roadshow1.jpg – Staff during the Meadowbrook roadshow, holding the
booklets
Priority 7: Child and Adolescent Mental Health Services (CAMHS) –Safe, effective and
collaborative treatment
Aim: To improve the care pathway, clarify models of care and review the skill mix to
ensure that treatment is safe and effective
Service vision and philosophy of care
A review of CAMHS services commenced in April 2016 facilitated by external specialist
adviser who worked closely with members of the senior leadership team. The CAMHS
steering group, led by the Director of Nursing and Operations, delivered oversight of the
process.
The review saw a series of ‘Visioning Events’ involving all key stakeholders including staff,
the young people and their carers or parents. This resulted in a business-planning
framework, an agreed philosophy of care and a service strategy document which outlines
ambitious and exciting service development plans for CAMHS from 2017-2020. These
development plans are based on a rapidly developing context for child and adolescent
mental health services in Greater Manchester which provide a number of opportunities to
enhance GMMH’s service offer.
Gate-keeping and admissions guidance
We are leading developments for a Greater Manchester pathway and crisis response
services which will include the provision of ‘all age’ RAID teams for children and young
people.
GMMH CAMHS have implemented measures to improve accessibility and responsivity
when admission is indicated. Plans are in place to develop a CAMHS wide single point of
access and outreach provision to ensure timely access to a bed and ensures that
alternatives to admission are considered and/or admissions are for the shortest duration
possible. Detail on out of hours processes have been shared and work is ongoing on the
development of clear guidance and protocols that will ensure safe admission whilst
51

managing situations that may present a challenge to the welfare and safety of the individual
or community of young people. We have also introduced regularly meetings with agencies
and stakeholders to improve the flow of communication and enhance the care pathway.
Analysis of the skill mix within the services
A significant amount of work has been completed to ensure that vacancy levels are
managed proactively and that staffing establishments and daily staffing levels meet the
clinical needs of patients. Following an intense period of recruitment, nursing vacancies
within the service have reduced to 3.5% and daily staffing reports ensure high level and
ongoing oversight of staffing related issues.
Sickness levels have reduced and application of policy guidance, staff support and listening
events have produced six consecutive months of levels of sickness below the Trust target.
An aspiration process was also completed with ward based staff which allowed staff to
identify their skills and development opportunities in relation to potential changes to the
clinical model within CAMHS.
Therapeutic day
The importance of a structured and therapeutic day that meets the needs of each young
person has been addressed with the development of a daily diary for each young person.
This is developed around the college day with therapeutic sessions carefully planned to
cause minimal disturbance to the important continuation of the young person’s education
needs.
Following each college day, meaningful physical activities are offered by the Assistant
Practitioner for physical health and the college and ward staff enable ‘after-school’
activities such as cooking, dance, yoga and an art initiative.
Some weekend activities are in place and there is a plan to review and increase out-ofhours provision following the successful recruitment programme.
Define models of care
Work across Greater Manchester has identified that CAMHS needs to practise as a single
system to provide fully integrated and co-located services. We have been actively involved
in this and will be working to take this forward given the pending tender process across
Greater Manchester.
Voice of a young person and their families to inform service improvement
The recruitment of a carer support worker to enable a CQUIN target around improving the
patient pathway and carer experience has shown excellent results. The opportunity for
timely and consistent liaison at the point of admission has led to a clear reduction in
complaints regarding communication and an increase in compliments. The carer support
worker assist in identifying when additional support is required and is developing a carer
support network.
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Young people and their carers have been involved with the interviews when recruiting staff
and the service has successfully co-opted a parent and a carer to represent views at Senior
Leadership Team meetings.
The college and day service continue to progress enhancing the service user experience in
the development of programmes within the Recovery Academy. This includes:
•
•

Service users working to develop a training package to support peers through illness
The “Skills Club GMW” initiative with Hazel Wild. The project involving year 9 pupils
from a local school to address issues of the stigma of mental illness.

Listen to and improve practice based on feedback and incidents
A format has been created in which all serious incidents are addressed through a variety of
lessons-learned approaches. The service has a planned series of learning events to embed
in regular practice. These include:
•
•

A ‘CAMHS Academic programme’ organised by the medical team. This provides a
monthly learning event, which will incorporate a quarterly Lessons Learned agenda
with examples delivered from each clinical area.
The CAMHS Open Forum continues to address lessons learned matters and features
feedback from any recent learning opportunities

Case Study Priority 7- Child and Adolescent Mental Health Service (CAMHS)
The Gardener Unit in Prestwich hailed a ‘fresh start’ in March after a new building was
opened, providing 10 beds for young people with serious mental illness or significant levels
of risk.
The Gardener Unit is one of a number of medium secure adolescent forensic units across
the country providing highly specialised care in a secure environment. The unit contains
ten beds and is for boys between the ages of 11 and 18 years.
Following a review the Trust Board made it a priority to improve the facilities and provide
a better living environment for the young people receiving care.
The development has re-provided a bedroom corridor and living space in light, airy and
spacious surroundings. There is also a tranquil, landscaped outside area.The bedrooms are
modern, with ensuite bathrooms and desks to enable young people to study.
There are a host of communal and private areas to create a less formal atmosphere and
calming lighting is aimed at helping relieve stress.
The décor was developed in partnership with servicer users and after workshops and brainstorming sessions, bespoke artwork was created by a local artist based on suggestions from
those staying on the unit.
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It is hoped the new surroundings will help the service achieve its aims to maximise young
people’s hopes about their futures, enabling them to develop safe independent living and
promoting opportunities for positive achievement.
Images – Gardener Unit1. Jpg.
Left to right: John Walker, GMMH Deputy Director of Operations, Rachel Green, GMMH
Network Operations Manager, Shamine Hall, Gardener Unit Service Manager, Navdeep
Malik, CAMHS Consultant and Paul Roper, GMMH Network Operational Manager.
Gardener Unit2.jpg Visitors viewing the new facilities at the Gardener Unit.

3.2 Performance against Quality Indicators Selected
This section of our Quality Account provides an overview of quality as demonstrated by a range of
indicators. The indicators cover the three domains of quality (experience, effectiveness and
safety).
We have continued to use a number of the same indicators as our previous years’ quality accounts.
For all indicators we have provided historical data, as well as data for 2015/16, to enable you to
understand changes in our performance over time. Figures reflect the latest available position
and include MMHSCT where appropriate. This is made clear in the table.
The Patient Led Assessments of Care Environments (PLACE) formal assessments were conducted
in Q1 and the overall results were excellent. We have seen a slight increase in complaints and
compliments over the last twelve months due to improvements in the way we seek feedback.
Patient Experience
Outcome PLACE inspections.
The assessment evaluates
cleanliness,
condition/appearance,
privacy and dignity and food.

2014/15
96.7%

2015/16
96.26%

2016/17
99.87%

Complaints – total number of
complaints received per
10,000 recorded service user
contacts
Compliments – total number
of compliments received per
10,000 recorded service user
contacts
Clinical Effectiveness

6.3

6.1

7.7

12.9

13.2

14.7

2014/15

2015/16

2016/17

Comments
Last available average score
for Trusts in England was
91.4%
Source: Figure taken from
PLACE formal assessment
inspection results published
by NHS Digital – GMW score
only
Source: PARIS and Datix
(As at Jan 2017) – GMW
figures only as MMHSCT not
collected in this way.
Source: PARIS and Datix
(As at Jan 2017) – GMW
figures only as MMHSCT not
collected in this way.
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Community Mental Health
Survey - % of responses that
rated the services received
from our Trust as good, very
good or excellent

Score –
7.1

Score –
6.9

Score 66.9%

Friends and Family Test –
Service Users – % of Service
Users who responded as
“Extremely Likely” or “Likely”.

87.0%

83.8%

86.7%

Total staff sickness absence
(%) – rolling 12-month
position

5.7%

6.2%

5.5%

Safety
Degree of harm incurred by
service users in incidents
reported to the National
Patient Safety Agency - % of
all incidents reported that
resulted in no obvious harm
% of all patient safety
incidents that resulted in
severe harm or death

2014/15
56.0%

2015/16
71.0%

2016/17
78.3%

0.82%

0.9%

0.4%

Number of under 18s
admitted to our adult mental
health inpatient wards

23

12

4

Scores are based on a scale
of 1 to 10 with 10
representing the best
possible response. For the
2016 survey, the score was
converted to a percentage,
the highest score achieved
on this question (Q40) was
70.9% and the lowest score
54.9%
Source: CQC – GMW Score
only
Source: Friends and Family
Service Users Submission to
Unify.
(Q4 only 2014-15.)
As at Jan 2017 2016-17) GMW figures only Apr-Dec
16, GMMH figures for Jan 17
Average sickness rate for
Mental Health / Learning
Disability Trusts in the North
West is 6% (latest available
data – Dec 16)
Source: Board Performance
Report (January 2017) via
Electronic Staff Record (ESR)
GMW figures only Apr-Dec
16, GMMH figures for Jan 17
Source: Datix
(As at Jan 2017) – GMW
figures only

Further information on this
indicator can be found in
Section 2.9.7 of this Quality
Account
Source: Datix
(As at Jan 2017) –GMW
figures only
Source: Board Performance
Report (Jan 2017) GMW
figures only Apr – Dec 16,
GMMH figures for Jan 17
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3.3

Performance against Key National Priorities

We always work hard to deliver all relevant national priorities and targets. Our performance
against the mental health indicators set out by the Department of Health in ‘Everyone Counts:
Planning for Patients 2015/16 – 2018/19’ and by NHS Improvement (NHSI) in the Single Oversight
Framework are summarised here.
We are registered with Monitor, the regulatory body for Foundation Trusts and have consistently
achieved all required targets and standards for continued registration. The Single Oversight
Framework introduced in October by the NHSI replaces the Monitor Governance and Financial
Risk ratings. We are currently rated at level 3 (month 11) for the Finance and Use of Resources
metric. Similarly we are registered with CQC without conditions, complying with all regulations.
We have established robust mechanisms for monitoring compliance against all the outcomes
detailed in the CQC Compliance Guidance to provide ongoing registration assurances. We are
compliant with the NHS Quality Risk Management Litigation Authority Standards.
Figures reflect the latest available position and include MMHSCT where appropriate. This is made
clear in the table
Indicator

Target

2014/15 2015/16 2016/17 Comments

Care Programme
Approach (CPA)
patients receive
follow-up contact
within 7 days of
discharge

>=95.0% 97.9%

Care Programme
Approach (CPA)
patients have formal
review within 12
months

>=95.0% 96.1%

Admissions to
Inpatient services
had access to Crisis
Resolution Home
Treatment (CRHT)
teams.

>=95.0% 99.3%

Meet commitment to
serve new psychosis

>=95.0% 148.1%

97.0%

98.3%

Of the 1,175 discharges from our
adult services during 2016/17,
1,155 were followed up within 7
days.
2016/17 is YTD position as at end
Jan-17. This includes GMW figures
Apr-Dec 16 and GMMH for Jan 17.

97.6%

95.5%

The position shown is for the
month of March for 14/15 and
15/16.
2016/17 is for the month of Jan 17
GMW only as MMHSCT figures
from a different data set.

99.3%

99.8%

Of our 1015 admissions to
inpatient services during 2016/17,
1013 were gate-kept by our CRHT
teams.
2016/17 is YTD position as at endJan-17. This includes GMW figures
Apr-Dec 16 and GMMH for Jan 17

183.5%

422.7%

2016/17 is the YTD position as at
end Jan-17. This is GMW only as
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Indicator

Target

2014/15 2015/16 2016/17 Comments

cases by Early
Intervention (EI)
teams.
People with a first
episode of psychosis
begin treatment with
a NICErecommended
package of care
within 2 weeks of
referral

another provider is used within
Manchester to provide EI services.
>=50%

-

-

85.6%

Of the 465 completed treatments
during 2016/17, 398 were started
within 2 weeks of referral.
2016/17 is YTD position as at endJan-17. This includes GMW figures
Apr-Dec 16 and GMMH for Jan 17.

Improving access to
psychological
therapies (IAPT): • people with
common mental
health conditions
referred to the IAPT
programme will be
treated within 6
weeks of referral

>=75.0% -

76.9%

75.1%

Of the 4,770 discharges from our
IAPT services during 2016/17, 3,582
were treated within 6 weeks of
referral.
2016/17 is the YTD position as at
end-Jan-17. This includes GMW
figures Apr-Dec 16 and GMMH for
Jan 17.

• people with
common mental
health conditions
referred to the IAPT
programme will be
treated within 18
weeks of referral

>=95.0% -

95.6%

96.1%

Of the 4,770 discharges from our
IAPT services during 2016/17, 4,586
were treated within 18 weeks of
referral.
2016/17 is YTD Position as at endJan-17. This includes GMW figures
Apr-Dec 16 and GMMH for Jan 17

The Early Intervention indicator show a large increase in the number of referrals. This reflects
additional investment from commissioners to meet referral to treatment waiting times and NICE
Guidance for EI services.
It should be noted that our performance for waiting times for IAPT services although remains
Green will be impacted by the current position in Manchester. A recovery plan and clinical
transformation programme is in place to ensure this is addressed.
3.4 Review of Performance and Quality Achievements within Manchester services
This section of the Quality Account provides some examples of quality achievements, good
practice and service developments that specifically relate to Manchester services. It provides an
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overview of some of the key developments achieved throughout the year, and in particular, takes
note of the recognition received from those who use services and external stakeholders.
3.4.1 Quality achievements
Earlier this year, The Manchester Medicines Management Team won an award at the Improving
Medicines Safety Summit. The event, organised by the Greater Manchester Academic Health
Science Network, was specially organised for a range of healthcare professionals from across the
region to come together to learn and share ideas about best practice. The Team won the
Improvement Scientists Award for their work on improving medicines safety with the HMP
Manchester Prison Pharmacy.
In May 2016, Dr Iracema Leroi, a consultant Psychiatrist and lead dementia researcher for
Manchester, had one of her studies featured on BBC Two's Horizon programme. The programme
featured the 'GREAT' study - Goal-orientated cognitive rehab in early stage dementia looked at
how talking to a therapist can really help people handle problems with their memory.
During August, research by our clinical psychologists which looked into young people’s
experiences of living with a parent with bipolar disorder (BD) was published by a prestigious
mental health journal. Conducted by Dr Clare Backer, who works in the Mental Health Home
Treatment Team (Central) at Manchester Royal Infirmary, the study - among the first to involve
interviews with very young children - has been spotlighted by The British Psychological Society.
Also, the South Mersey Community Mental Health Area Team reached the final stage of a
competition to be named the Royal College of Psychiatrists’ ‘Team of the Year’. The team has been
shortlisted for its involvement in the University of Manchester’s CareLoop Study. This pioneering
research project used a mobile phone app to measure schizophrenia patients’ real time
experiences of psychosis.
November 2016 was a particularly positive period for Manchester services. Manchester was
named as one of the two most important research powerhouses for mental health in England.
November 2016 also saw the publication of the CQC report into the national patient survey of
community mental health services. The report highlighted that the organisation’s scores had
improved in 23 out of the 27 areas from 2015. The results in relation to how well service users feel
their care and services are organised, and service user involvement in making decisions around
therapies and treatment, were particularly positive.
November also saw the publication of a report into the carer experience within Manchester. This
was the fourth audit of its type, with improvements in many areas from the 2015 results. Carers
fed back positive experiences in relation to being treated with dignity and respect, being
recognised in their caring role and feeling involved in supporting decisions on behalf of service
users. In addition, three in four carers rated the standard of care 'good to excellent' and more than
75% would recommend our services to friends and family.
During the year, services in Manchester have continued to place a significant emphasis on listening
to the views of service users and their families, and in reflecting and learning from their
experiences. Between April and December 2016, in excess on 10,000 counts of patient feedback
were received from across a range of sources including the established Service User and Carer
Forum, entry and exit questionnaires, the Friends and Family Test, patient reported safety levels
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on inpatient wards, and the innovative digital stories programme to name but a few. There has
been lots of service user engagement. This has included involvement in the delivery of clinical
audit activity, significant inclusion around research and innovation, the delivery of training to front
line staff, involvement in options appraisals and the selection process for a preferred acquirer,
involvement in quality reviews, participation on Trust committees and in the production of digital
stories to support organisational learning.
3.4.2 Divisional good practice, achievements and performance delivery
The following section provides an update on some of the good practice relating to performance
and service delivery across Manchester services. These include the following service areas:
•
•
•
•
•
•
•
•
•
•

Prison healthcare
Safeguarding
A&E liaison service
Urgent care services
Later life services
Psychological services
Adult inpatient services
Medicines management
Trust Library and Knowledge service
Community & Place Based Care Adult and Later Life

Prison Healthcare
Some examples of the key quality achievements of the past year within the Prison division are as
follows:
•
•
•

HMP Buckley Hall was inspected by Her Majesty’s Inspectorate of Prisons and the CQC in
June 2016 where healthcare services were rated as of a good standard
NHS Health checks have been introduced and all patients who meet the criteria are being
offered the opportunity to have a health check-up designed to spot early signs of stroke,
kidney disease, heart disease, type 2 diabetes or dementia
Health trainers have been employed at both sites to help prisoners to assess their lifestyles
and wellbeing, set goals for improving their health, agree action-plans, and provide
practical support and information that will help people to change their behaviour

Safeguarding
Some examples of the key quality achievements of the past year within Safeguarding are as
follows:
•
•

Since April 2016 the Safeguarding team has managed a total of 1586 referrals (up to 31st
December). This increased referral rate indicates that awareness of safeguarding adult’s
across our services continues to improve.
Tackling Domestic Violence and Abuse (DV&A) has been one of the key priorities in 2016
and DV&A Level 3 training is now mandatory within Manchester services. There are now
approximately twenty staff who have received specialist DV&A training from the police and
other partner agencies. Their role is crucial and greatly improves the way our staff respond
to domestic abuse safeguarding enquiries.
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•

There are three Multi-agency Risk Assessment Conference (MARAC) operating in South,
Central and North Manchester sectors of the city. The Trust specialist DV&A advisors
represent the Trust at MARAC where information is shared on the highest risk domestic
abuse cases between representatives of local police, probation, health, children and adults
safeguarding, housing practitioners, substance misuse services, independent domestic
violence advisers and other specialists from statutory and voluntary sectors.

Urgent care services
Some examples of the key quality achievements of the past year within urgent care services are
as follows:
•
•

Manchester’s Gatekeeping team continues to complete gate keeping assessments for
100% of trust inpatient admissions
Bed management continues to operate over 24 hours/7 days a week which has contributed
towards a significantly reduced number of 12 hours breaches

Later life services
Some examples of the key quality achievements of the past year within inpatient and community
based later life services are as follows:
•
•
•

Later life services within Manchester have established and embedded the Dementia
Support Advisor Role within the division
Services developed the Governance Lead Role in support of service developments outlined
in service redesign
Services successfully integrated the Admiral Nurses function into our Community Mental
Health teams

Psychological and Wellbeing Services Division (PAWS)
The division has continued to innovate and transform service delivery in a number of key areas
including:
•
•

•

Psychological services piloted a Healthy Ageing course and structured in feedback stops
throughout the course to gain participant feedback. The course is now being further
developed following feedback received.
Within the Complex Cases Psychological and Psychotherapy Services there is ongoing
delivery of the D58 course, which will enhance Psychodynamic Psychotherapy training for
North West clinicians. This project is in partnership with the Tavistock and Portman NHS
Foundation Trust.
Secondary Care Psychological Services have increased the psychology capacity on the
Mother & Baby Unit (MBU), although input will still be limited. The MBU is a fine example
of integrating research into the clinical realities. Dr Anja Wittkowski (MBU Clinical
Psychologist) is leading a research project on the feasibility of the Baby Triple P Positive
Parenting Programme for mothers with severe mental health difficulties. This project is
running in the MBUs in Manchester and Birmingham

Adult inpatient services
Some examples of the key quality achievements of the past year within adult inpatient services
are as follows:
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•
•

Services have begun to implement and maintain Safewards. There are regular meetings
with the Matrons to monitor progress.
Ward Activity & Wellbeing Groups have been developed in order for staff to deliver 4 key
standard groups to patient each week – Healthy Living, Emotional Regulation, Dual
Diagnosis and Relapse Prevention

Medicines management
Some examples of the key quality achievements of the past year within medicines management
services are as follows:
•
•

Initiated the launch of the ECG project, in liaison with HAELO, which won an award at the
College of Mental Health Pharmacy Conference 2016
The Medicines Management Service co-ordinates a pharmacist joint appointment with
Manchester University focused on medication safety research that supports
undergraduate students in undertaking projects

Trust Library and Knowledge Service
Some examples of the key quality achievements of the past year within the Trust Library and
Knowledge service are as follows:
•
•

•

Knowledge Service staff carried out 37 literature searches, and attended multiple events
across Manchester to promote the service including the research seminar series
The Knowledge Service set up a trial for a new electronic journal during September. From
1st October - 30th November, staff trialled access to Dementia: The International Journal
of Social Research and Practice. Usage will be monitored with a view to subscribing to the
journal from April 2017
The Knowledge Service received a score of 94% in its LQAF

Community & Place Based Care Adult and Later Life
Some examples of the key quality achievements of the past year within adult Community & Place
Based Care Adult and Later Life services are as follows:
•
•
•
•

Our services have rolled out Health and Social Care clinics across the city. These clinics will
allow our service users to work toward their recovery outcomes, and ensure that help and
support can be made available at the right time
Our services developed a Fast Track referral process back into our Community Mental
Health teams
We trialled Non-Medical Prescriber led Out-patient clinics
Our new Community Inclusion Service is now meeting and maintaining its caseload
capacity, achieving outcomes and having consistent throughput.
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PART 4 – Priorities for Quality Improvement in 2017/18
4.1 Consultation feedback
Part 3 of this Quality Account demonstrates the significant improvements made against our quality
improvement priorities in 2016/17.
Consultation on the Quality Account improvement priorities for 17/18 to date have received
feedback from a wide range of stakeholders including the following:•
•
•
•
•

Council of Governors / staff , service users, carer and public representatives
Quality Governance Committee
Trust Board of Directors
Healthwatch
Priority Improvement leads

In addition information from the Greater Manchester Mental Health Strategy, Five Year Forward
View, themes from CQC inspections and commissioning priorities have been considered in the
development of the suggested Quality Account priorities for 17/18.
Some consistent themes following consideration of the above have indicated new priorities would
be appropriate around:
•
•

Reducing the number of service users placed outside of the local area for care and
treatment
Further improving the effectiveness of IAPT services across the GMMH footprint

Support was also given to retain, with further development, the following priority areas;
•

•

•
•

Listening to, learning from and acting on service user and carer feedback – key additions
here were the inclusion of carers in this priority and strengthening this with ensuring we
can evidence acting upon the lessons learnt. We have also now included the principles of
co design and co production.
Improving outcomes through the delivery of recovery focused, positive and safe services –
this combines two of the 16 / 17 priorities to ensure recovery focused services from
inpatient to community services and includes bringing together patient reported outcome
measures, clinician reported outcome measures and patient reported experience
measures in one Trustwide outcomes framework in 17/18
Enhancing quality of life for people with dementia and older people with a functional illness
- this has been retained to ensure we share best practice and learning across the Trusts
new footprint
Improving assessment and treatment of physical health problems – as above this will
ensure best practice is shared across the Trust footprint and joint working with our GP
colleagues strengthened

Following consultation we have not included the below 16/17 priorities as there is assurance they
will remain a key part of the quality agenda addressed via the national CQUIN 17-19 programme.
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•
•

Staff Health and Wellbeing – This is a fundamental priority for the Trust and will remain so
particularly during this time of transformation. The national CQUIN 17 -19 will ensure
continued focus
CAMHS – much progress has been made in the delivery of the Quality Account priority and
continued development will remain key. The national CQUINs 17-19 in both specialist and
district services will drive this agenda forward

4.2 Improvement Priorities 17/18
Given the above our Quality Improvement priorities for 2017/18 are set out below.
QUALITY
DOMAIN
PRIORITY FOR
IMPROVEMENT

Service User Experience, Effectiveness

AIM

Improving the feedback from a diverse and inclusive range of service users
and carers using a broad variety of methods and technologies.

Service User and Carer Experience – Listening to, Learning From and Acting
on Service User and Carer Feedback

Implementing improvements to services from the use of the learning from
this feedback and ensuring service users and carers are aware of the
changes made.
In 2017 / 18 we will:
•
•

•
•
•

•
•

Review and launch a single Service user and Carer Engagement
Committee and define governance structures across the
organisation
Review our existing Service User and Carer Engagement Strategy
and underpinning policies and procedures to ensure a consistent
strategic approach of effectively engaging with service users and
carers is implemented
Support Greater Manchester co-design and co-production
principles within the Trust
Support local services to implement local action plans that
support delivery of the Service User Engagement Strategy
Review our Family and Carers Strategy across the organisation and
ensure priority areas such as carer identification and engagement,
recognition of carer champions and feedback governance
structures are embedded in Trust and local action plans
Maintain our Triangle of Care two gold-star status by extending
the initiative across Manchester services and continuing to
provide updates from all other parts of the organisation
Provide opportunities for service user and carer stories to be
shared at Trust Board, Governor meetings, Trust induction, Staff
training and at the Recovery Academy
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•

•

•

•
•

QUALITY
DOMAIN
PRIORITY FOR
IMPROVEMENT

Effectively utilise opportunities available through Foundation
Trust membership, Health Watch, local service user/carer groups
and voluntary organisations to capture feedback relating to the
service user and carer experience
Develop a process whereby examples of service user and carer
feedback have improved services and influenced practice and
showcase these via the Service User and Carer Engagement
Committee
Review and re-launch the Trust Volunteer Policy to increase the
number of people with lived experience involved in service
delivery, in particular peer mentors in response to our patient
survey results and as part of our commitment to the NHS Five
Year Forward View
Deliver against our objectives agreed with Health Education
England to embed peer mentors within community mental health
services, learning from our successes in specialist services
Begin to take the Trust through the National Investors in
Volunteer Standards in response to the Lampard Review into the
Saville Enquiry

PRIORITY 2
Effectiveness, Safety and Service User Experience
Promoting Recovery – Improving Outcomes through the Delivery of
Recovery Focused, Positive and Safe Services.

AIM

To improve outcomes through the delivery of recovery focussed safe,
positive services across inpatient and community services.

IMPROVEMENT
MEASURES

In 2017 / 18 we will:
•
•
•
•
•

•
•

Continue to reduce restrictive practice including level of prone
restraint and seclusion use across the organisation
Continue embedding the 10 Safewards modules across all
inpatient settings
Incorporate Safewards into Trust wide training programmes
Roll out specific PMVA training for staff working with younger
people, older people and deaf people
Develop a Trustwide Outcomes Framework comprising Patient
Reported Outcome Measures (PROMs), Patient Reported
Experience Measures (PREMs) and Clinician Reported Outcome
Measures (CROMs)
Roll out use of the Mental Health Outcomes Star to support
service users in their recovery
Strengthen the Care Programme Approach with staff and service
users
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•
•
•

QUALITY
DOMAIN
PRIORITY FOR
IMPROVEMENT

Publish the results of the research into the effectiveness of the
Recovery Academy
Expand the Recovery Academy Campus sites to include North,
South and Central Manchester, and more of our prison estates
Tackle the stigma associated with mental health and addiction by
celebrating our service users achievements as part of National
Volunteer Week and the Festival of Learning

PRIORITY 3
Safety, Effectiveness and Service User Experience
Enhancing Quality of Life for People with Dementia and Older People with
Functional Illness

AIM

Improve experiences of older people with mental health problems

IMPROVEMENT
MEASURES

In 2017 / 18 we will:
•

Undertake a process of “sharing our strengths and learning from each
other” as a high priority across the 4 districts (Bolton, Salford, Trafford
and Manchester). This will focus on:
o Facilitating effective practice sharing days and using these as a
reflective exercise to understand the commonalities and unique
characteristics of each district.
o Extending the older adult steering group to include Manchester.
o The facilitation of joint education/training sessions identified
within the effective practice sharing days
o Agreeing how we are going to share learning across the older
adult part of the Trust
o Volunteering to take part in the “Quality Matters” walk rounds

•

Review and refine application of the Mental Capacity Act and Mental
Health Act to evidence:
o Staff have a good awareness and are competent in undertaking
robust capacity assessments.
o We are able to evidence that we are using Mental Health Act,
Mental Capacity Act, Deprivation of Liberty Safeguards interface
appropriately.
o We are attentive to the needs of Black and Minority Ethnic
groups/other protected characteristic groups.

•

Improve transition to reduce risk and promote seamless care
between services. This includes transition between General Adult
Services and Older Adult Services, Memory Assessment Services and
Community Mental Health Teams, Acute Hospital and Inpatient
Services, and inter-district transitions.
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QUALITY
DOMAIN
PRIORITY FOR
IMPROVEMENT

•

Review the information we provide with the aim of providing high
quality information about all aspects of care such as therapies,
medication therapies and aftercare/placements

•

Progress work to further build on our use of non-pharmacological
interventions for behavioural and psychological symptoms of
dementia as per NICE guidance

PRIORITY 4
Safety and Effectiveness
Physical Health – Improve Assessment and Treatment and Promote Health
Improvement

AIM

Improve assessment and treatment of physical health conditions across
inpatient and community services to reduce the risks associated for service
users, and promote health improvement.

IMPROVEMENT
MEASURES

In 2017 / 18 we will:
•
•
•
•
•

•
•

•
•
•

Incorporate the Trust physical health care monitoring tool (PHIT)
with QRisk2 to help improve cardiac risk monitoring
Strengthen our obesity care pathways to provide a weight
management service
Ensure compliance with hospital food standards to encourage
service users to make healthier food choices
Improve end of life care/palliative care and bereavement support
for service users and carers
Provide motivational interviewing training to provide staff with
the necessary skills to support service users to make lifestyle
changes associated with risk behaviours
Provide enhanced physical skills training for our nursing workforce
Reduce the harm associated with falls through the development
of a falls prevention e-learning package and ‘falls prevention care
bundle’ that will be delivered in high risk areas
Implement a speech and language therapy service for our
specialist services
Ensure access to necessary physical healthcare assessment and
monitoring equipment across the new organisation
Work with our commissioners to strengthen communication with
GPs to reflect physical health priorities
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QUALITY
DOMAIN
PRIORITY FOR
IMPROVEMENT

PRIORITY 5
Service User Experience and Effectiveness
Reducing the number of service users placed outside of the local area for
care and treatment

AIM

Ensure effective use of the local health and social care system to reduce
the need for out of area placements and promote ‘place based care’.

IMPROVEMENT
MEASURES

In 2017 / 18 we will:
•
•
•
•
•
•
•
•
•
•
•

Strengthen systems for robust monitoring and case management
of GMMH service users placed out of area
Support the reduction of the number of out of area placements
due to the lack of acute mental health beds for adults and older
people
Support the reduction of the number of out of area placements
due to lack of specialist placements
Progress the development of a local specialist locked
rehabilitation unit in Bolton
Strengthen relationships with Housing providers to develop
innovative approaches across the GM footprint
Review and refine the bed management policies and procedures
across Bolton, Salford, Trafford and Manchester
Work with health and social care commissioners to streamline
processes to access funding
Work with health, social care and third sector partners to develop
pathways in localities to improve the range of choice and reduce
delays to discharge
Work with health, social care and third sector partners in localities
to develop alternatives to inpatient admission
Work with commissioners to ensure we can effectively deliver
24/7 community based treatments and intensive home treatment
Embed discharge planning in the clinical record system and ensure
supports effective Board /ward rounds
PRIORITY 6

QUALITY
DOMAIN
PRIORITY FOR
IMPROVEMENT

Effectiveness

AIM

To understand the determinants of effective treatment and use this
learning to improve the effectiveness of all our services

Further improve the effectiveness of Improving Access to Psychological
Therapy (IAPT) services across the GMMH footprint.
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IMPROVEMENT
MEASURES

In 2017 / 18 we will:
•
•
•
•
•

Analyse the variation in effectiveness within and between services
Ensure that pathways are redesigned if necessary to be
accessible, acceptable and optimally effective given local
population needs and national targets
Improve the clinical effectiveness of our service delivery by
demonstrating 60% reliable improvement across all localities
Continue to reduce waiting times for IAPT services to meet
national targets for 75% of patients to be seen in 6 weeks and 95%
of patients in 18 weeks
Support the development of service models in localities with
commissioners for delivery of integrated IAPT services

This Quality Account gives an overarching picture of some of the work we have done and will do
in the future as part of a much wider comprehensive quality agenda to ensure our services remain
high quality and meet changing needs in a person centered way.
Please feel free to contact us if you would like to know more about any of the priorities for 17/18
or any other quality improvement activity at the Trust.
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ANNEX 1 – Feedback from Key Stakeholders
To be Updated When Received
Feedback from NHS Bolton CCG on behalf of Bolton, Salford and Trafford Clinical
Commissioning Groups (CCG’s)
Feedback from NHS Manchester CCG on behalf of Manchester Clinical Commissioning
Groups (CCGs)
Feedback from Healthwatch
Feedback from Overview and Scrutiny Committees

ANNEX 2

Independent Auditor’s Assurance Report - KPMG

To be Updated When Received
ANNEX 3

Statement of Directors’ Responsibilities in Respect of the Quality Account

The directors are required under the Health Act 2009 and the National Health Service (Quality
Accounts) Regulations to prepare Quality Accounts for each financial year.
NHS Improvement has issued guidance to NHS foundation trust boards on the form and content
of annual quality reports (which incorporate the above legal requirements) and on the
arrangements that NHS foundation trust boards should put in place to support the data quality
for the preparation of the quality report.
In preparing the Quality Report, directors are required to review:
•

the content of the Quality Report to ensure it meets the requirements set out in the NHS
foundation trust annual reporting manual 2016/17 and supporting guidance

•

the content of the Quality Report so that it is not inconsistent with internal and external
sources of information including:

•

board minutes and papers for the period April 2016 to March 2017.

•

papers relating to quality reported to the board over the period April 2016 to March 2017.

•

feedback from commissioners dated XX/XX/20XX (not received as yet)

•

feedback from governors dated 27/02/2017
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•

feedback from local Healthwatch organisations dated 03/05/2017.

•

feedback from Overview and Scrutiny Committee dated XX/XX/20XX (not received as yet)

•

the trust’s complaints report published under regulation 18 of the Local Authority Social
Services and NHS Complaints Regulations 2009, dated 07/07/2016

•

the 2016 national patient survey published November 2016.

•

the 2016 national staff survey published March 2017.

•

the Head of Internal Audit’s annual opinion of the trust’s control environment (to be
discussed at meeting on 22/05/2017)

•

CQC inspection report dated 03/06/2016.

•

the Quality Report ensuring it presents a balanced picture of the NHS foundation trust’s
performance over the period covered

•

the performance information reported in the Quality Report is reliable and accurate

•

there are proper internal controls over the collection and reporting of the measures of
performance included in the Quality Report, and these controls are subject to review to
confirm that they are working effectively in practice

•

the data underpinning the measures of performance reported in the Quality Report is robust
and reliable, conforms to specified data quality standards and prescribed definitions, is
subject to appropriate scrutiny and review and

•

the Quality Report has been prepared in accordance with NHS Improvement’s annual
reporting manual and supporting guidance (which incorporates the Quality Accounts
regulations) as well as the standards to support data quality for the preparation of the
Quality Report.

The directors confirm to the best of their knowledge and belief they have complied with the
above requirements in preparing the Quality Report.
By order of the board
..............................Date.............................................................Chairman
..............................Date.............................................................Chief Executive
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ANNEX 4

1.

Equality Impact Assessment

Does the Quality
Account affect a
group with a
protected
characteristic less or
more favourably
than another on the
basis of:
•

Age

Yes/
Comments
No
No All of the priorities are underpinned by a commitment to
improve the quality of service-access and outcome for
service users of all protected characteristics.
This improvement is supported by recording and analysis
of protected characteristics of service users who provide
feedback.
No

Recording and analysis of service-user protected
characteristics includes age.
The needs of older people are particularly supported
within Priority 3 to improve experiences of older people
with mental health problems.

•

Disability

No

Recording and analysis of service-user protected
characteristics includes disability.

•

Gender Reassignment

No

Data on gender-reassignment of service users is not
currently being collected.

•

Marriage and
Civil
Partnership

No

Available information has not identified any specific
areas of service-user need arising from marriage and civil
partnership.

•

Pregnancy
and
Maternity

No

Physical health issues will be identified through the
physical health improvement measures within Priority 4

•

Race

No

•

Religion or
Belief

No

Recording and analysis of service-user protected
characteristics includes race
Recording and analysis of service-user protected
characteristics includes religion or belief

•

Sex

No

Recording and analysis of service-user protected
characteristics includes gender

•

Sexual
Orientation

No

Recording and analysis of service-user protected
characteristics includes sexual orientation
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Yes/
Comments
No
Yes Priority 5 will consider privacy and dignity in
developments aimed at reducing the number of service
users placed outside of the local area for care and
treatment.

2.

Has the Quality
Account taken into
consideration any
privacy and dignity
or same sex
accommodation
requirements that
may be relevant?

3.

Is there any evidence
that some groups are
affected differently?

No

The Quality Account incorporates collection of protected
characteristic data and targeted objectives for serviceusers who have needs relating to protected
characteristics

4.

If you have identified
potential
discrimination, are
any exceptions valid,
legal and/or
justifiable?
Is the impact of the
Quality Account
likely to be negative?
If so, can the impact
be avoided?
What alternatives
are there to
achieving the Quality
Account without
impact?
Can we reduce the
impact by taking a
different action?

N/a

No discrimination identified

5.
6.
7.

8.

No
N/a
N/a

N/a
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ANNEX 5

Local Clinical Audits Reviewed in 2016/17

TRUST CLINICAL AUDITS
ADVANCING QUALITY / COMMISSION FOR QUALITY AND INNOVATION (CQUIN) /KEY
PERFORMANCE INDICATOR AUDITS
1
Smoking Cessation – Specialist Services
2
CQUIN Improving Dementia Care: Memory Assessment and Treatment Service Team
Improving Patient Care/Experience
3
Advancing Quality Audit of Antipsychotic Prescribing for People with Dementia
Prescribed Antipsychotic Medicat bion at the Point of Discharge
4
Advancing Quality Questionnaire to Carers of Patients with Dementia
5
Advancing Quality Questionnaire to Carers of Functional Older Adults
6
Advancing Quality Audit – Carer Survey (Adult Services)
7
Greater Manchester KPI: Memory Assessment and Treatment Service: Audit of Case
Notes for Carers Views
8
Greater Manchester KPI: Carers Experience and Involvement
9
Communications with GP
10 Learning Disability and CPA (Greenlight Tool Kit)
11 Risk Assessments in Assertive Outreach Team’s
12 Greater Manchester CQUIN Antipsychotic Prescribing and Physical Health
13 Lessons Learned – Serious Incidents
14 Lessons Learned – Thematic Review
15 Audit of the Duty of Candour
CARE QUALITY COMMISSION AUDITS
16 Infection Prevention Annual Audit
17 Infection Prevention Hand Hygiene Audit
18 Safeguarding Children re-audit
19 Admission of Under 18’s to Adult Beds within GMW
PATIENT EXPERIENCE/SAFETY AUDITS, HEALTH AND SAFETY AUDITS
20 Safeguarding Adults
21 Multi-disciplinary Team Record Keeping Annual Audit
22 Accuracy of Service User Data
23 Audit of Ligatures
24 Audit of Choice
MENTAL CAPACITY/MENTAL HEALTH ACT AUDITS
25 Mental Capacity Act
26 Consent to Treatment
27 Patient’s Rights
28 Audit of Seclusion Rooms
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29
30
31

MEDICINES MANAGEMENT AUDITS
Antibiotic Prescribing
Cover Medication Audit
PRN Prescribing

DIRECTORATE SPECIFIC AUDITS
SPECIALIST SERVICES NETWORK
SUBSTANCE MISUSE SERVICES
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53

Audit of Pabrinex Prescription at Chapman Barker Unit compared to NICE and local
guidelines
Audit of Prevention and Management of Delirium Tremens in an Inpatient Detox Unit
Audit of Care Documentation at AIM Trafford
Audit of Changes to the Reception Area at Discover
Audit of Deaths in Central Lancashire
Audit of Management and Clinical Supervision at AIM Trafford
Audit of Unity Opiate Substance Prescribing 2016
Audit of Care Documentation at Discover
Audit of Care Plans at Unity
Audit of Care Documentation at Achieve
Audit of Medical Reviews at AIM Trafford
Audit of Service User’s on Supervised Consumption at AIM Trafford by
Audit of Hepatitis B Vaccination and Hepatitis C Testing at AIM Trafford
Audit of Naloxone Intervention at AIM Trafford
Audit of Atypical Opiate Prescriptions at AIM Trafford
Audit of Routine Notification to Ensure Staff are Following Trust Safeguarding policy
Audit of Substance Misuse Deaths
Re-audit of Clinical Risk Evaluation of Risk Assessment Protocol
Re-audit of Management and Clinical Supervision at AIM Trafford
Re-audit of Injectable Opiates
FORENSIC MENTAL HEALTH SERVICES
Audit of use of Benzodiazepines and Z-drugs as Hypnotics in the Adult Forensic Inpatient
Services
Audit of Lithium Monitoring in GMW Medium & Low Secure Services
CHILD AND ADOLESCENT MENTAL HEALTH SERVICES

54
55
56

Audit of the Application of the Essen Climate Evaluation Schema (EssenCES) to Gardener
Unit
Audit of Seclusion Reviews at Gardener Unit and Junction 17
Audit of A Quality standard of Bipolar Disorder, Psychosis and Schizophrenia of CAMHS
Patients
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57
58

Re-audit of Using Capacity and Consent Assessment Tool
Re-audit of The Application of the Essen Climate Evaluation Schema (EssenCES) to
Gardener Unit
59 Re-audit of The Medical Reports for Mental Health Review Tribunals
60 Re-audit of Physical Monitoring of Patients on Psychotropic Medication Against NICE and
Trust Guidelines
61 Re-audit of Rapid Tranquilisation in CAMHS Inpatient Service
DISTRICT SERVICES
BOLTON MENTAL HEALTH DIRECTORATE
62
63
64
65
66

67
68
69
70
71
72
73
74
75
76
77
78
79
80
81
82
83

Audit of Monitoring of Patients on Prescribed Lithium
Audit on Assessing the Completion of 5(2) forms
Audit of Compliance to the Stepped Care Model of Psychological Interventions within the
Bolton CMHT
Re-audit of Physical Health Monitoring of Learning Disability Patients Currently Taking an
Antipsychotic
Re-audit of compliance against the recommendation by the British Association for
Psychopharmacology regarding substance misuse history and UDS on admission
SALFORD MENTAL HEALTH DIRECTORATE
Audit of the follow up of blood tests taken at admission to an inpatient psychiatric
Audit of the use of PRN Sedation in Woodlands Hospital
Audit of Review of the Quality of Completed Mental Health Act Section Papers
Audit of assessment of capacity to consent to admission and treatment
Audit of Compare the quality of completion of DNACPR forms commenced in Woodlands
Hospital against GMW standards
Audit of MHA1’s readily available in PARIS records of detained patients on Holly Ward
Audit of Treatment with high dose antipsychotics on Copeland, Eagleton, Keats, Chaucer
Wards and in Pendlebury House
Audit of Admission
Audit to establish whether NICE Guidelines PH48 Smoking in Mental Health Services are
being implemented
Audit to assess whether investigations on admission are carried out in a timely fashion
and action appropriately at Woodlands
Re-audit of Nurse to Doctor communication
Re-audit of The use of PRN sedation at Woodlands hospital
Re- audit of Covert Medication on Inpatients at Woodlands
TRAFFORD MENTAL HEALTH DIRECTORATE
Audit of Benchmarking of patients records receiving ECT at Moorside TGH
Audit of Valporate prescription in women of childbearing age in Trafford
Audit of the quality of handover between doctors at Moorside during shift transition and
on call
Audit of timeliness of discharge summaries at the Moorside Unit
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84
85
86
87
88
89

Audit of Assessment of the volume of physical healthcare tasks during on call and shift
transitions for junior doctors
Audit of the Discharge Summaries under Trafford HBTT
Audit of Review the use of the Shared Care Protocol for atypical antipsychotic prescribing
in Trafford Old Age Psychiatry inpatients at the time of discharge
Audit of High Dose Antipsychotic Medication Prescribing for Community Patients in
Trafford North CMHT
Audit of Monitoring of Atypical Antipsychotic Prescribing as per Trafford Shared Care
Protocol
Re-audit of the Quality of Handovers Between Doctors at Moorside during shift transition
and on call
MULTI SITE AUDITS

90
91

The Quality of Medical Reports (CTO) reviews across the Trust
Re-audit of the Use of Section 62 of the MHA in Clinical Practice
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ANNEX 6
AC
AIMS
AMIGOS
AQuA
ARMS
BD
BP
BMI
BNF
CAARMS
CARE Hub

Care Coordinator
Carer
CAMHS
CBT
Chapman
Barker Unit
CCGs
CG
CMHT
CPA
CQC
CQUIN
DATIX
DH
District
Services
DNAR
ECG

Glossary of Terms
Accreditation Committee
Accreditation for Older Adult inpatient beds
Manchester Mental Health current clinical patient record system
Advancing Quality Alliance
At Risk Mental State
Bipolar Disorder
Blood Pressure
Body Mass Index
British National Formulary
Comprehensive Assessment of at Risk Mental States
The CAREhub was created in 2014 to support the Trust to develop a
coordinated approach to Service User and Carer feedback and engagement
for the purpose of service improvement and development. Due to the
diversity of our services and the geographical spread of the Trust, the
CAREhub is a virtual network to engage with Service Users, Carers and
Volunteers in a number of different ways. CARE stands for Compassionate
and Recovery Focussed Every Time.
The professional who, irrespective of their ordinary professional role, has
responsibility for co-ordinating care, keeping in touch with the service user,
and ensuring the care plan is delivered and reviewed as required.
An individual who provides or intends to provide support to someone with a
mental health problem. A carer may be a relative, partner, friend or
neighbour, and may or may not live with the person cared for.
Child and Adolescent Mental Health Services
Cognitive Behavioural Therapy
Specialist service for those with substance misuse needs on the Prestwich site
Clinical Commissioning Groups - groups of GPs are responsible for designing
and commissioning local health services
Clinical Guideline
Community Mental Health Team
Care Programme Approach - a framework for assessing service users’ needs,
planning ways to meet needs and checking that needs are being met.
The Care Quality Commission (CQC) is the independent regulator of all health
and adult social care in England and has responsibility for protecting the rights
of individuals detained under the Mental Health Act.
Commissioning for Quality and Innovation framework, which allows
commissioners to link income to the achievement of quality improvement
goals
The Trust’s Integrated Risk Management Software
Department of Health
Bolton, Salford and Trafford
No not attempt resuscitation
Electrocardiography
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EI
e-GFR
FFT
GM
GMMH
GMP
GMW
HAELO
Healthwatch

Early Intervention
Estimated Glomerular Filtration Rate
Friends and Family Test
Greater Manchester
Greater Manchester Mental Health NHS Foundation Trust
Greater Manchester Police
Greater Manchester West Mental Health NHS Foundation Trust
Innovation and Improvement Science Centre in Salford
Healthwatch will take forward the knowledge and experience of LINks and
aim to make sure that the views of the public and people who use services
are taken into account
HEE
Health Education England
HMP
Her Majesty’s Prison
HR
Human Resources
HSJ
Health Services Journal
IAPT
Improving Access to Psychological Therapies: National programme aiming to
improve access to evidence-based talking therapies in the NHS through an
expansion of the psychological therapy workforce and supporting services.
ICO
Integrated Care Organisation
iESE
Improvement and Efficiency Social Enterprise
IM
Intra-muscular
Junction 17
Inpatient unit for Child and Adolescent mental health services on the
Prestwich site
John Denmark Inpatient unit for deaf mental health services on the Prestwich site
Unit
KPI
Key Performance Indicator
KPMG
Professional Service Company and Auditors
LINks
Local Involvement Networks (see Healthwatch)
LQAF
Library Quality Assurance Framework
MATS
Memory Assessment Services
MBU
Mother and Baby Unit
MDT
Multi Disciplinary Team
MH
Mental Health
MMHSCT
Manchester Mental Health and Social Care Trust
Monitor
The independent regulator of NHS Foundation Trusts
MSK
Musculoskeletal
NIAG
NICE Implementation and Audit Group (NIAG)
NG
NICE Guidelines
NICE
National Institute for Clinical Excellence: Independent organisation
responsible for providing national guidance on promoting good health and
preventing and treating ill health
NIHR
National Institute for Health Research: The NIHR commissions and funds a
range of NHS and social care research programmes
NRLS
National Reporting and Learning System
NWAS
North West Ambulance Service
OPS
Operations
PARIS
PARIS: GMW current electronic patient record system.
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PAWS
PCFT
PICU
PLACE
PLAN
PMVA
PRN
PRU
QCG
RAG
RAID
RCT
R&I
Rt Hon
SLT
Specialist
services
SOF
SUS
U & ES
YTD

Psychological and Wellbeing Services Division
Pennine Care NHS Foundation Trust
Psychiatric Intensive Care Unit
Patient-Led Assessments of the Care Environment
Psychiatric Liaison Accreditation Network
Prevention and Management of Violence and Aggression
Pro Re Natum (as the need arises)
Psychosis Research Unit
Quality Governance Committee
Red Amber Green
Rapid Assessment Interface and Discharge
Randomised Control Trial
Research and Innovation
Right Honourable
Speech and Language Therapy
Adult Forensic Service, Adult and Youth Specialised Services (AYSS), and
Alcohol and Drugs Directorate (ADD)
Single Operating Framework
Secondary Uses Service: Source of comprehensive data to enable a range of
reporting and analysis
Urea and Electrolytes
Year to Date
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CONTACT US: For more information about anything contained in this Quality Account, please contact:
Miranda Washington
Deputy Director of Service and Business Development
Greater Manchester West Mental Health NHS Foundation Trust
The Curve
Bury New Road
Prestwich
Manchester M25 3BL
Telephone: 0161 358 1366
E-mail: Miranda.washington@gmw.nhs.uk
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The Old Town Hall
5 Irwell Place
Eccles
Salford
M30 0FN
Appendix A

0330 355 0300
feedback@healthwatchsalford.co.uk
www.healthwatchsalford.co.uk
Monday, 08 May 2017

Greater Manchester Mental Health
Foundation Trust
Trust Management Offices
1st Floor, The Curve
Bury New Road
Prestwich
M25 3BL

Dear Ms Humphrey,

Re: Greater Manchester Mental Health Quality Account 2016/17

The Greater Manchester network of Healthwatch have reviewed the GMMH
Quality Account for 2016/17 and find that it is a fair reflection of the
services provided by the Trust.

We are particularly pleased to see strong engagement with the Greater
Manchester devolution agenda. We were also very pleased to see that
Carers has been re-instated as a priority area for development. There
has clearly been a great deal of effort put into involving service users and
Healthwatch Salford is a company limited by guarantee: company no. 9563358. Healthwatch Salford
is registered as a charity with the Charities Commission: registered charity no. 1171170

The Old Town Hall
5 Irwell Place
Eccles
Salford
M30 0FN
carers during the past year. The Trust has also undertaken significant
research and innovation and this, too, is to be commended.

We agree that data collection and recording are of the utmost importance
and support measures to continue to improve in this area. Although we
would have liked to have seen more locality based breakdowns of data,
we recognise that this is not yet available because of national data set
collection but we hope it soon may be, to allow more targeted work to
take place in each Healthwatch.

In terms of specific areas, we strongly support the two new priorities of
out of area placements and IAPT. In the case of IAPT, implementation
plans for Salford and the newly acquired Manchester service are
particularly important. We look forward to seeing evidence of inroads
being made into unemployment figures thereby supporting people into, or
remaining, in work.

We welcome the focus on improvements in supporting staff generally, and
particularly in relation to protected equality characteristics.

The following areas are of particular note: -

1. End of Life care for people with dementia – we will await with
interest the outcome of the ‘Swan’ initiative.
2. We noted the variation in waiting times for dementia diagnosis,
particularly those at Bolton where clinicians choose to wait for scans
before providing a definitive diagnosis.
3. Waiting times for dementia diagnosis in general are in need of
improvement.

Healthwatch Salford is a company limited by guarantee: company no. 9563358. Healthwatch Salford
is registered as a charity with the Charities Commission: registered charity no. 1171170

The Old Town Hall
5 Irwell Place
Eccles
Salford
M30 0FN
4. Strongly support physical health initiatives as in some areas of GM
there are very significant years of life lost. This is particularly the
case in Trafford.
5. Again, strongly support guidance on self-harm being rolled out as
this is ‘a big ticket’ issue in GM, and in Manchester in particular.
(We highly commend the work undertaken across Greater
Manchester in relation to the suicide strategy and
audit).
6. We have been very concerned about CAMHS (Thrive) and will watch
with interest progress made following the service review.
Although early days, we note the progress made in relation to the
acquisition of the Manchester service and wish the Trust well. We look
forward to hearing about the progress of the merger and to note a
particular interest in relation to how the Trust proposes to develop its
information architecture and digital infrastructure.

We would like to take this opportunity – particularly following last year’s
review – to recognise the efforts the Trust has taken in 2016/17 to
involve Healthwatch in developing its priorities and we hope that our
contribution has been helpful.

Yours sincerely

Delana Lawson
Chief Officer
Healthwatch Salford
Healthwatch Salford is a company limited by guarantee: company no. 9563358. Healthwatch Salford
is registered as a charity with the Charities Commission: registered charity no. 1171170
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M30 0FN
And on behalf of Healthwatch Bolton, Healthwatch Trafford and
Healthwatch Manchester
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is registered as a charity with the Charities Commission: registered charity no. 1171170
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Board of Directors – Part 1

Self-Certification on Compliance with the Requirements of the NHS Provider Licence
15th May 2017
10
Andrew Maloney, Director of HR and Corporate Affairs and Ismail Hafeji, Director of
Finance and IM&T
Kim Saville, Company Secretary

EXECUTIVE SUMMARY:

NHS foundation trusts are required to self-certify their compliance with three key
conditions of the NHS Provider Licence after year-end. The following paper outlines
these conditions and summarises the evidence to support self-certification against
Conditions G6 (Systems for Compliance with Licence Conditions and Related
Obligations) and CoS7 (Availability of Resources).

LINKS TO OTHER KEY
REPORTS/DECISIONS:

• Draft GMMH Annual Report and Accounts 2016/17
• Operational Plan 2017-19
• Clinical Contracts and CQUIN Performance Requirements 2017/18 to 2018/19 –
Report to Board of Directors in February 2017
Compliance with the requirements of the NHS Provider Licence

LEGAL/REGULATORY
IMPLICATIONS:

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
2611

Strategic Objective
Obj. 6 – Achieve sustainable
financial strength and be
well-governed

RECOMMENDATIONS:

Description (as per BAF)
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

The Board of Directors are asked to review the requirements of Conditions G6 and
CoS7 of the Provider Licence and agree self-certification responses for each.
1

2

Self-Certification on Compliance with the Requirements of the NHS Provider Licence

1.

Introduction

1.1

NHS foundation trusts are required to self-certify whether or not they have complied with
the conditions of the NHS provider licence, have the required resources available if providing
commissioner requested services (CRS) and have complied with governance requirements.

1.2

Providers need to self-certify the following after the year-end:
NHS Provider
Licence
Condition
Condition G6(3)

Condition FT4(8)
Condition
CoS7(3)

Self-Certification Requirement

Deadline for SelfCertification

The provider has taken all precautions necessary 31 May 2017
to comply with the Licence, NHS Acts1 and NHS
Constitution
The provider has complied with required 30 June 2017
governance arrangements
If providing commissioner requested services, 31 May 2017
the provider has a reasonable expectation that
required resources will be available to deliver
the designated service

1.3

The aim of self-certification is for providers to carry out assurance that they are in
compliance with the conditions. The template attached as Appendix 1 has been provided by
NHSI to support the Board’s assurance process in relation to Condition G6 and CoS7.

1.4

The Board of Directors are asked to self-certify the Trust’s compliance with Conditions G6(3)
and CoS7(3) at its meeting on 15 May 2017. Self-certification on Condition FT4(8) will be
sought at the Board of Directors meeting on 26 June 2017.

NHS Acts – the NHS Act 2006, the Health and Social Care Act 2008, the Health Act 2009 and the Health and
Social Care Act 2012
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2.

Condition G6 – Systems for Compliance with Licence Conditions and Related Obligations

2.1

Condition G6 requires NHS foundation trusts to:
•

•
•

have processes and systems that identify risks to compliance with the conditions of the
Provider Licence, any requirements imposed on it under the NHS Acts, and the requirement
to have regard to the NHS Constitution in providing health care services for the purposes of
the NHS
take reasonable mitigating actions to prevent those risks and a failure to comply from
occurring
annually review whether these processes and systems are effective

2.2

Using the template attached as Appendix 1, the Board of Directors are invited to review the
requirements of Condition G6 and confirm, or not confirm, that all precautions necessary
were taken against the risk of failure to comply in 2016/17.

2.3

In making their declaration, the Board of Directors should consider, in particular, the Annual
Governance Statement as set out in the Annual Report 2016/17. The Annual Governance
Statement describes the Trust’s system of internal control and the processes in place to
identify, prioritise and evaluate risks to the achievement of the Trust’s policies, aims and
objectives and to manage any risks efficiently, effectively and economically. Key elements of
the system of internal control include the Trust’s Risk Management Framework and
approach to Board assurance, the Board committee structure, the annual business planning
process and the Trust’s approach to performance management. Feedback from internal and
external audit are also a key source of assurance on the Trust’s compliance with its
obligations.

2.4

NHSI also require that the Board of Directors take into account the views of governors when
signing off their self-certification. These views have been sought and will be fed back to the
Board on 15 May 2017.

2.5

Providers must publish their G6 self-certification within one month following the deadline
for sign-off.

3.

Condition CoS7 – Availability of Resources

3.1

Only NHS foundation trusts designated as providing commissioner requested services (CRS)
must self-certify under Condition CoS7(3).

3.2

CRS are services commissioners consider should continue to be provided locally even if a
provider is a risk of failing financially and which will be subject to regulation by NHS
Improvement. Providers can be designated as providing CRS because there is no alternative
provider close enough, removing the services would increase health inequalities and
removing the services would make other related service unviable.
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3.3

For GMMH, those services identified as ‘mandatory services’ in its Terms of Authorisation as
an NHS Foundation Trust automatically became classified as CRS in April 2013. These
services will remain designated as CRS whilst ongoing service reviews, which are scheduled
to complete by October 2017, are conducted by commissioners across Greater Manchester.

3.4

The template attached as Appendix 1 requires the Board of Directors to select ‘confirmed’
for one of three declarations about the resources required to provide designated services
and comply with Condition CoS7. The views of governors on the availability of resources
have also been sought.

3.5

In making their declaration against Condition CoS7, the Board of Directors should give
consideration to the Trust’s operational plan for 2017-19, as agreed by the Board of
Directors in November 2016 and considered by the Council of Governors in December 2016.
The operational plan demonstrates how the Trust will sustain its position as a financially
stable organisation, which continues to deliver a retained income and expenditure surplus in
both years and reports a Use of Resources rating of 1 or 2 from 2017/18 onwards. The
operational plan takes into account local and national financial challenges, supports the
Trust’s plans for service redesign and transformation, and makes pragmatic use of both
internal and external funding sources.

3.6

The Board of Directors should also consider the Trust’s position with regard to contractual
income for clinical services, including CRS. As reported to the Board of Directors in February
2017, all clinical contracts have been agreed and signed off with commissioners for 2017/18.

4.

Audits

4.1

From July 2017, NHS Improvement will contact a select number of NHS foundation trusts to
ask for evidence that they have self-certified. Providers are no longer required to submit
self-certifications to NHSI.

5.

Recommendations

5.1

The Board of Directors are asked to review the requirements of Conditions G6 and CoS7 of
the Provider Licence and agree self-certification responses for each using the templates
provided.
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Appendix 1 – Self-Certification Template (Condition G6 and CoS7)

Declarations required by General condition 6 and Continuity of Service condition 7 of the NHS
provider licence

The board are required to respond "Confirmed" or "Not confirmed" to the following
statements (please select 'not confirmed' if confirming another option). Explanatory
information should be provided where required.
1&2
1

3
3a

3b

3c

General condition 6 - Systems for compliance with license conditions (FTs and NHS trusts)
Following a review for the purpose of paragraph 2(b) of
licence condition G6, the Directors of the Licensee are
satisfied that, in the Financial Year most recently ended,
the Licensee took all such precautions as were necessary in
order to comply with the conditions of the licence, any
requirements imposed on it under the NHS Acts and have
had regard to the NHS Constitution.
Continuity of services condition 7 - Availability of Resources (FTs designated CRS only)
EITHER:
After making enquiries the Directors of the Licensee have a
reasonable expectation that the Licensee will have the
Required Resources available to it after taking account
distributions which might reasonably be expected to be
declared or paid for the period of 12 months referred to in
this certificate.
OR
After making enquiries the Directors of the Licensee have a
reasonable expectation, subject to what is explained
below, that the Licensee will have the Required Resources
available to it after taking into account in particular (but
without limitation) any distribution which might
reasonably be expected to be declared or paid for the
period of 12 months referred to in this certificate.
However, they would like to draw attention to the
following factors (as described in the text box below)
which may cast doubt on the ability of the Licensee to
provide Commissioner Requested Services.
OR
In the opinion of the Directors of the Licensee, the
Licensee will not have the Required Resources available to
it for the period of 12 months referred to in this certificate.

Please
Respond

Please
Respond

Please
Respond

Please
Respond
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Statement of main factors taken into account in making
the above declaration
In making the above declaration, the main factors which
have been taken into account by the Board of Directors
are as follows:
[e.g. key risks to delivery of CRS, assets or subcontractors
required to deliver CRS, etc.]

Signed on behalf of the board of directors, and, in the case of Foundation Trusts, having
regard to the views of the governors

Signature

Signature

Name

Name

Capacity [job title here]
Date

Capacity [job title here]
Date

Further explanatory information should be provided below where the Board has been
unable to confirm declarations under G6.
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•
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be well-governed

x

DOES THIS REPORT ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?

No

If ‘yes’:
DATIX ID

RECOMMENDATIONS:

Strategic Objective

Description (as per BAF)

The Board of Directors are invited to approve the ‘Conflicts of Interest Policy’ and its
operation with effect from 1st June 2017

Conflicts of Interest Policy
Responsible Directors:

Andrew Maloney, Director of HR and Corporate Affairs
Ismail Hafeji, Director of Finance and IM&T

Document Author:

Kim Saville, Company Secretary

Document Type:

Policy

Target Audience:

All staff

Document Purpose/Scope:

This policy aims to help staff manage conflict of interest
risks effectively by introducing consistent principles and
rules, providing simple advice about what to do in common
situations and supporting good judgement about how to
approach and manage interests.

Date Approved:
Approved by:

Board of Directors

Implementation Date:

1 June 2017

Review Date:

1 June 2020

Date of Equality Impact
Assessment:

3 May 2017

NB: Do not retain a paper version of this document. Always view electronically from the Trust
staffnet to ensure it is the correct version.

Draft Version: 0.2

Replaces Version: 0.1

Review Date: 1 June 2020

Version
0.1
0.2

Author
Kim Saville, Company
Secretary
Kim Saville, Company
Secretary

Version Control
Date
Changes
11/04/2017 First draft
25/04/2017 Incorporation of comments from
Andrew Maloney, Ismail Hafeji, Chris
Daly, Jane Wilson and Kathryn
Harney

2

Contents
1 Policy Summary.................................................................................................................................. 4
2 Introduction ....................................................................................................................................... 5
3 Purpose .............................................................................................................................................. 5
4 Key terms ........................................................................................................................................... 5
5 Interests ............................................................................................................................................. 6
6 Staff .................................................................................................................................................... 7
7 Decision-Making Staff ........................................................................................................................ 7
8 Identification, Declaration and Review of Interests .......................................................................... 8
8.1
Identification and Declaration of Interests (including gifts and hospitality)........................... 8
8.2
Proactive Review of Interests .................................................................................................. 8
9 Records and Publication .................................................................................................................... 8
9.1
Maintenance ........................................................................................................................... 8
9.2
Publication ............................................................................................................................... 9
9.3
Wider Transparency Initiatives................................................................................................ 9
10 Management of Interests – General.............................................................................................. 10
11 Management of Interests – Common Situations........................................................................... 10
11.1
Gifts ................................................................................................................................... 10
11.2
Hospitality.......................................................................................................................... 11
11.3
Outside Employment ......................................................................................................... 12
11.4
Shareholdings and Other Ownership Issues...................................................................... 13
11.5
Patents............................................................................................................................... 13
11.6
Loyalty Interests ................................................................................................................ 14
11.7
Donations .......................................................................................................................... 14
11.8
Sponsored Events .............................................................................................................. 15
11.9
Sponsored Research .......................................................................................................... 15
11.10
Sponsored Posts ................................................................................................................ 16
11.11
Clinical Private Practice ..................................................................................................... 16
12 Management of Interests – Advice in Specific Contexts ............................................................... 17
12.1
Strategic Decision-Making Groups .................................................................................... 17
12.2
Procurement...................................................................................................................... 18
13 Dealing with Breaches ................................................................................................................... 19
13.1
Identifying and Reporting Breaches .................................................................................. 19
13.2
Taking Action in Response to Breaches............................................................................. 19
13.3
Learning and Transparency Concerning Breaches ............................................................ 20
14 Review............................................................................................................................................ 20
15 Associated Documentation............................................................................................................ 20
Annex 1 – Declaration of Interests Form ............................................................................................ 22

3

1 Policy Summary
Adhering to this policy will help to ensure that we use NHS money wisely, providing best value for
taxpayers and accountability to our service users for the decisions we take.
As a member of staff you should…
•

•

•

•

•

•

Familiarise yourself with this policy and
follow it. Refer to the guidance for the
rationale behind this policy
https://www.england.nhs.uk/wpcontent/uploads/2017/02/guidancemanaging-conflicts-of-interest-nhs.pdf

As an organisation we will…
•

Ensure that this policy and supporting
processes are clear and help staff
understand what they need to do.

•

Identify a team or individual with
responsibility for:

Use your common sense and judgement to
consider whether the interests you have
could affect the way taxpayers’ money is
spent

o

o

Regularly consider what interests you have
and declare these as they arise. If in doubt,
declare.
NOT misuse your position to further your
own interests or those close to you
NOT be influenced, or give the impression
that you have been influenced by outside
interests

o
o

Keeping this policy under review to
ensure they are in line with the
guidance.
Providing advice, training and support
for staff on how interests should be
managed.
Maintaining register(s) of interests.
Auditing this policy and its associated
processes and procedures at least
once every three years.

•

NOT avoid managing conflicts of interest.

•

NOT interpret this policy in a way which
stifles collaboration and innovation with
our partners

NOT allow outside interests you have to
inappropriately affect the decisions you
make when using taxpayers’ money
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2 Introduction
Greater Manchester Mental Health NHS Foundation Trust (the ‘organisation’), and the people who
work with and for us, collaborate closely with other organisations, delivering high quality care for our
patients.
These partnerships have many benefits and should help ensure that public money is spent efficiently
and wisely. But there is a risk that conflicts of interest may arise.
Providing best value for taxpayers and ensuring that decisions are taken transparently and clearly, are
both key principles in the NHS Constitution. We are committed to maximising our resources for the
benefit of the whole community. As an organisation and as individuals, we have a duty to ensure that
all our dealings are conducted to the highest standards of integrity and that NHS monies are used
wisely so that we are using our finite resources in the best interests of patients.
3 Purpose
This policy will help our staff manage conflicts of interest risks effectively. It:
•
•
•

Introduces consistent principles and rules
Provides simple advice about what to do in common situations.
Supports good judgement about how to approach and manage interests

This policy should be considered alongside these other organisational policies:
•

•
•
•
•
•
•
•
•
•

Constitution of Greater Manchester Mental Health NHS Foundation Trust, including the
Standing Orders for the Practice and Procedure of the Board of Directors and the Standing
Orders for the Practice and Procedure of the Council of Governors
Scheme of Reservation and Delegation
Standing Financial Instructions
Anti-Fraud and Corruption Policy
Procurement Strategy 2016 - 2019
How to Buy Goods and Services Policy
Medicines Management Policy and Procedures
Volunteering Policy
Raising Concerns and Whistleblowing Policy
Disciplinary Policy

4 Key terms
A ‘conflict of interest’ is:
“A set of circumstances by which a reasonable person would consider that an individual’s ability
to apply judgement or act, in the context of delivering, commissioning, or assuring taxpayer
5

funded health and care services is, or could be, impaired or influenced by another interest they
hold.”
A conflict of interest may be:
•
•

Actual - there is a material conflict between one or more interests
Potential – there is the possibility of a material conflict between one or more interests in the
future

Staff may hold interests for which they cannot see potential conflict. However, caution is always
advisable because others may see it differently and perceived conflicts of interest can be damaging.
All interests should be declared where there is a risk of perceived improper conduct.
5 Interests
Interests can arise in a number of different contexts. A material interest is one which a reasonable
person would take into account when making a decision regarding use of taxpayers’ money because
the interest has relevance to that decision.
Interests fall into the following categories:
•

•

•

•

Financial interests:
Where an individual may get direct financial benefit1 from the consequences of a decision
they are involved in making.
Non-financial professional interests:
Where an individual may obtain a non-financial professional benefit from the consequences
of a decision they are involved in making, such as increasing their professional reputation or
promoting their professional career.
Non-financial personal interests:
Where an individual may benefit personally in ways which are not directly linked to their
professional career and do not give rise to a direct financial benefit, because of decisions they
are involved in making in their professional career.
Indirect interests:
Where an individual has a close association2 with another individual who has a financial
interest, a non-financial professional interest or a non-financial personal interest and could
stand to benefit from a decision they are involved in making.

This may be a financial gain, or avoidance of a loss.
A common sense approach should be applied to the term ‘close association’. Such an association might arise,
depending on the circumstances, through relationships with close family members and relatives, close friends
and associates, and business partners.

1
2
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6 Staff
At Greater Manchester Mental Health NHS Foundation Trust we use the skills of many different
people, all of whom are vital to our work. This includes people on differing employment terms, who
for the purposes of this policy we refer to as ‘staff’ and are listed below:
•
•
•
•
•
•
•

All salaried employees;
All prospective employees – who are part-way through recruitment;
Contractors and sub-contractors;
Bank and agency staff;
Committee, sub-committee and advisory group members (who may not be directly
employed or engaged by the organisation);
Individuals with honorary contracts whose substantive employer is not the Trust; and
Individuals working for the Trust in an unpaid capacity, including governors on the Council of
Governors

Staff are invited to refer to a range of frequently asked questions for specific staff groups, published
by NHS England at www.england.nhs.uk/ourwork/coi, to understand the issues posed and how this
policy and the associated guidance (‘Managing Conflicts of Interest in the NHS – Guidance for Staff
and Organisations’) applies to them.
7 Decision-Making Staff
Some staff are more likely than others to have a decision making influence on the use of taxpayers’
money, because of the requirements of their role. For the purposes of this guidance these people are
referred to as ‘decision making staff.’
Decision-making staff in this organisation are:

•
•
•
•
•
•
•
•

Executive and non-executive directors (including the Chair) who have decision-making roles
which involve the spending of taxpayers’ money
Governors on the Council of Governors
Members of advisory groups which contribute to direct or delegated decision-making on the
commissioning or provision of taxpayer funded services
All staff on Very Senior Managers (VSM) local pay frameworks
All consultant medical staff
Those at Agenda for Change Band 8c and above
Administrative and clinical staff who have the power to enter into contracts on behalf of the
organisation
Administrative and clinical staff involved in decision making concerning the commissioning of
services, purchasing of goods, medicines, medical devices or equipment, and formulary
decisions
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8 Identification, Declaration and Review of Interests
8.1 Identification and Declaration of Interests (including gifts and hospitality)
All staff should identify and declare material interests at the earliest opportunity (and in any event
within 28 days of the interest arising). If staff are in any doubt as to whether an interest is material
then they should declare it, so that it can be considered. Declarations should be made:
•
•
•
•

On appointment with the organisation
When staff move to a new role or their responsibilities change significantly
At the beginning of a new project/piece of work
As soon as circumstances change and new interests arise (for instance, in a meeting when
interests staff hold are relevant to the matters in discussion)

A declaration of interest(s) form is attached as Annex 1 to this policy. Forms can also be requested
directly from Kim Saville, Company Secretary (kim.saville@gmmh.nhs.uk).
Declarations should be made to Kim Saville, Company Secretary via:
• email (kim.saville@gmmh.nhs.uk
or
• post (1st Floor, The Curve, Bury New Road, Prestwich, Manchester, M25 3BL
The Company Secretary is responsible for implementing this guidance, including:

•
•
•
•

Reviewing current policies and ensuring they are in line with this guidance
Providing advice and support for staff on how interests should be managed
Maintaining register(s) of interests
Auditing policy, process and procedures relating to this guidance at least every three years

After expiry, an interest will remain on register(s) for a minimum of 6 months and a private record of
historic interests will be retained for a minimum of 6 years.
8.2 Proactive Review of Interests
We will prompt decision-making staff to review declarations they have made on an annual basis (in
March) and, as appropriate, update them or make a nil return.
9 Records and Publication
9.1 Maintenance
The organisation will maintain the following registers of interest:
•

Register of Interests of Members of the Board of Directors
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•
•
•

Register of Interests of Members of the Council of Governors
Register of Interests of Other Decision-Making Staff
Register of Gifts and Hospitality

All declared interests that are material will be promptly transferred to the relevant register by the
Company Secretary.
9.2 Publication
We will:
•
•
•
•

•
•

Publish the interests declared by members of the Board of Directors in the Register of
Interests of Members of the Board of Directors
Publish the interests declared by governors in the Register of Interests of Members of the
Council of Governors
Publish the interests declared by other decision-making staff (as defined in Section 7 of this
policy) in the Register of Interests of Other Decision-Making Staff
Publish any gifts and hospitality declared by any member of staff in the Register of Gifts and
Hospitality – refer to Sections 11.1 and 11.2 of this policy for further information on the
management of gifts and hospitality
Refresh this information on an annual basis (in March every year)
Make this information available in a prominent place in the ‘About Us’ pages of the Trust’s
website (www.gmmh.nhs.uk)

If decision-making staff have substantial grounds for believing that publication of their interests should
not take place then they should provide reasons for this on their Declaration of Interests form and
contact the Company Secretary to explain why. In exceptional circumstances, for instance where
publication of information might put a member of staff at risk of harm, information may be withheld
or redacted on public registers. However, this would be the exception and information will not be
withheld or redacted merely because of a personal preference.
9.3 Wider Transparency Initiatives
Greater Manchester Mental Health NHS Foundation Trust fully supports wider transparency initiatives
in healthcare, and we encourage staff to engage actively with these.
Relevant staff are strongly encouraged to give their consent for payments they receive from the
pharmaceutical industry to be disclosed as part of the Association of British Pharmaceutical Industry
(ABPI) Disclosure UK initiative. These “transfers of value” include payments relating to:
•
•
•
•

Speaking at and chairing meetings
Training services
Advisory board meetings
Fees and expenses paid to healthcare professionals
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•
•

Sponsorship of attendance at meetings, which includes registration fees and the costs of
accommodation and travel, both inside and outside the UK
Donations, grants and benefits in kind provided to healthcare organisations

Further information about the scheme can be found on the ABPI website:
http://www.abpi.org.uk/our-work/disclosure/about/Pages/default.aspx
10 Management of Interests – General
If an interest is declared but there is no risk of a conflict arising then no action is warranted. However,
if a material interest is declared then the general management actions that could be applied include:
•
•
•
•

restricting staff involvement in associated discussions and excluding them from decisionmaking
removing staff from the whole decision-making process
removing staff responsibility for an entire area of work
removing staff from their role altogether if they are unable to operate effectively in it
because the conflict is so significant

Each case will be different and context-specific, and Greater Manchester Mental Health NHS
Foundation Trust will always clarify the circumstances and issues with the individuals involved. Staff
should maintain a written audit trail of information considered and actions taken. If disputes arise as
to the most appropriate management action, advice should be sought from the Company Secretary.
Staff who declare material interests should make their line manager, Professional Lead or the
person(s) they are working to aware of their existence.
11 Management of Interests – Common Situations
This section sets out the principles and rules to be adopted by staff in common situations, and what
information should be declared on the Declaration of Interests form.
11.1

Gifts

Staff should not accept gifts that may affect, or be seen to affect, their professional judgement.
Gifts from suppliers or contractors:
•
•

Gifts from suppliers or contractors doing business (or likely to do business) with the
organisation should be declined, whatever their value.
Low cost branded promotional aids such as pens or post-it notes may, however, be accepted
where they are under the value of £63 in total, and need not be declared.

3

The £6 value has been selected with reference to existing industry guidance issued by the ABPI:
http://www.pmcpa.org.uk/thecode/Pages/default.aspx
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Gifts from other sources (e.g. patients, families, service users):
•
•
•

•
•
•

Gifts of cash and vouchers to individuals should always be declined.
Staff should not ask for any gifts.
Gifts valued at over £50 should be treated with caution and only be accepted on behalf of
Greater Manchester Mental Health NHS Foundation Trust (i.e. for transfer into the
organisation’s charitable funds), not in a personal capacity. These should be declared by
staff.
Modest gifts accepted under a value of £50 do not need to be declared.
A common sense approach should be applied to the valuing of gifts (using an actual amount,
if known, or an estimate that a reasonable person would make as to its value).
Multiple gifts from the same source over a 12-month period should be treated in the same
way as single gifts over £50 where the cumulative value exceeds £50.

11.1.1 What should be declared
•
•
•
•

11.2
•
•
•

Staff name and their role with the organisation.
A description of the nature and value of the gift, including its source.
Date of receipt.
Any other relevant information (e.g. circumstances surrounding the gift, action taken to
mitigate against a conflict, details of any approvals given to depart from the terms of this
policy).
Hospitality
Staff should not ask for or accept hospitality that may affect, or be seen to affect, their
professional judgement.
Hospitality must only be accepted when there is a legitimate business reason and it is
proportionate to the nature and purpose of the event.
Particular caution should be exercised when hospitality is offered by actual or potential
suppliers or contractors. This can be accepted, and must be declared, if modest and
reasonable. Senior approval must be obtained.

Meals and refreshments:
•
•
•

•

Under a value of £25 - may be accepted and need not be declared.
Of a value between £25 and £754 - may be accepted and must be declared.
Over a value of £75 - should be refused unless (in exceptional circumstances) senior
approval is given. A clear reason should be recorded on the organisation’s register(s) of
interest as to why it was permissible to accept.
A common sense approach should be applied to the valuing of meals and refreshments
(using an actual amount, if known, or a reasonable estimate).

4

The £75 value has been selected with reference to existing industry guidance issued by the ABPI
http://www.pmcpa.org.uk/thecode/Pages/default.aspx
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•

Value limits apply to individual recipients of hospitality and groups of staff. Where
hospitality is accepted by a group of staff, and this has a total value of between £25 and £75,
this should be declared by the individual responsible for organising the hospitality.

Travel and accommodation:
•
•

Modest offers to pay some or all of the travel and accommodation costs related to
attendance at events may be accepted and must be declared.
Offers which go beyond modest, or are of a type that the organisation itself might not
usually offer, need approval by senior staff, should only be accepted in exceptional
circumstances, and must be declared. A clear reason should be recorded on the
organisation’s register(s) of interest as to why it was permissible to accept travel and
accommodation of this type. A non-exhaustive list of examples includes:
o offers of business class or first class travel and accommodation (including domestic
travel)
o offers of foreign travel and accommodation.

11.2.1 What should be declared
•
•
•
•

11.3
•
•
•

Staff name and their role with the organisation.
The nature and value of the hospitality including the circumstances.
Date of receipt.
Any other relevant information (e.g. action taken to mitigate against a conflict, details of any
approvals given to depart from the terms of this policy).
Outside Employment
Staff should declare any existing outside employment on appointment and any new outside
employment when it arises.
Where a risk of conflict of interest arises, the general management actions outlined in this
policy should be considered and applied to mitigate risks.
Where contracts of employment or terms and conditions of engagement permit, staff may
be required to seek prior approval from the organisation to engage in outside employment.

The organisation may also have legitimate reasons within employment law for knowing about outside
employment of staff, even when this does not give rise to risk of a conflict.
11.3.1 What should be declared
•
•
•
•

Staff name and their role with the organisation.
The nature of the outside employment (e.g. who it is with, a description of duties, time
commitment).
Relevant dates.
Other relevant information (e.g. action taken to mitigate against a conflict, details of any
approvals given to depart from the terms of this policy).
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11.4
•

•

•

Shareholdings and Other Ownership Issues
Staff should declare, as a minimum, any shareholdings and other ownership interests in any
publicly listed, private or not-for-profit company, business, partnership or consultancy which
is doing, or might be reasonably expected to do, business with the organisation.
Where shareholdings or other ownership interests are declared and give rise to risk of
conflicts of interest then the general management actions outlined in this policy should be
considered and applied to mitigate risks.
There is no need to declare shares or securities held in collective investment or pension
funds or units of authorised unit trusts.

11.4.1 What should be declared
•
•
•
•

11.5
•

•

•

Staff name and their role with the organisation.
Nature of the shareholdings/other ownership interest.
Relevant dates.
Other relevant information (e.g. action taken to mitigate against a conflict, details of any
approvals given to depart from the terms of this policy).
Patents
Staff should declare patents and other intellectual property rights they hold (either
individually, or by virtue of their association with a commercial or other organisation),
including where applications to protect have started or are ongoing, which are, or might be
reasonably expected to be, related to items to be procured or used by the organisation.
Staff should seek prior permission from the organisation before entering into any agreement
with bodies regarding product development, research, work on pathways etc., where this
impacts on the organisation’s own time, or uses its equipment, resources or intellectual
property.
Where holding of patents and other intellectual property rights give rise to a conflict of
interest then the general management actions outlined in this policy should be considered
and applied to mitigate risks.

11.5.1 What should be declared
•
•
•
•

Staff name and their role with the organisation.
A description of the patent.
Relevant dates.
Other relevant information (e.g. action taken to mitigate against a conflict, details of any
approvals given to depart from the terms of this policy)
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11.6

Loyalty Interests

Loyalty interests should be declared by staff involved in decision making where they:
•

•
•
•

Hold a position of authority in another NHS organisation or commercial, charity, voluntary,
professional, statutory or other body which could be seen to influence decisions they take in
their NHS role.
Sit on advisory groups or other paid or unpaid decision-making forums that can influence
how an organisation spends taxpayers’ money.
Are, or could be, involved in the recruitment or management of close family members and
relatives, close friends and associates, and business partners.
Are aware that their organisation does business with an organisation in which close family
members and relatives, close friends and associates, and business partners have decisionmaking responsibilities.

11.6.1 What should be declared
•
•
•
•

11.7
•

•

•

•
•

Staff name and their role with the organisation.
Nature of the loyalty interest.
Relevant dates.
Other relevant information (e.g. action taken to mitigate against a conflict, details of any
approvals given to depart from the terms of this policy).
Donations
Donations made by suppliers or bodies seeking to do business with the organisation should
be treated with caution and not routinely accepted. In exceptional circumstances they may
be accepted but should always be declared. A clear reason should be recorded as to why it
was deemed acceptable, alongside the actual or estimated value.
Staff should not actively solicit charitable donations unless this is a prescribed or expected
part of their duties for the organisation, or is being pursued on behalf of the organisation’s
own registered charity or other charitable body and is not for their own personal gain.
Staff must obtain permission from the organisation if in their professional role they intend to
undertake fundraising activities on behalf of a pre-approved charitable campaign for a
charity other than the organisation’s own.
Donations, when received, should be made to a specific charitable fund (never to an
individual) and a receipt should be issued.
Staff wishing to make a donation to a charitable fund in lieu of receiving a professional fee
may do so, subject to ensuring that they take personal responsibility for ensuring that any
tax liabilities related to such donations are properly discharged and accounted for.

11.7.1 What should be declared
•

The organisation will maintain records in line with the above principles and rules and
relevant obligations under charity law.
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11.8
•

•
•

•

•
•

•

Sponsored Events
Sponsorship of events by appropriate external bodies will only be approved if a reasonable
person would conclude that the event will result in clear benefit to the organisation and the
NHS.
During dealings with sponsors there must be no breach of patient or individual
confidentiality or data protection rules and legislation.
No information should be supplied to the sponsor from whom they could gain a commercial
advantage, and information which is not in the public domain should not normally be
supplied.
At the organisation’s discretion, sponsors or their representatives may attend or take part in
the event but they should not have a dominant influence over the content or the main
purpose of the event.
The involvement of a sponsor in an event should always be clearly identified.
Staff within the organisation involved in securing sponsorship of events should make it clear
that sponsorship does not equate to endorsement of a company or its products and this
should be made visibly clear on any promotional or other materials relating to the event.
Staff arranging sponsored events must declare this to the organisation.

11.8.1 What should be declared
•

11.9
•
•
•

•
•

The organisation will maintain records regarding sponsored events in line with the above
principles and rules.
Sponsored Research
Funding sources for research purposes must be transparent.
Any proposed research must go through the relevant health research authority or other
approvals process.
There must be a written protocol and written contract between staff, the organisation,
and/or institutes at which the study will take place and the sponsoring organisation, which
specifies the nature of the services to be provided and the payment for those services.
The study must not constitute an inducement to prescribe, supply, administer, recommend,
buy or sell any medicine, medical device, equipment or service.
Staff should declare involvement with sponsored research to the organisation.

11.9.1 What should be declared
•
•

The organisation will retain written records of sponsorship of research, in line with the
above principles and rules.
Staff should declare:
• their name and their role with the organisation.
• Nature of their involvement in the sponsored research.
• relevant dates.
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•

Other relevant information (e.g. what, if any, benefit the sponsor derives from the
sponsorship, action taken to mitigate against a conflict, details of any approvals
given to depart from the terms of this policy).

11.10 Sponsored Posts
•
•
•

•
•

External sponsorship of a post requires prior approval from the organisation.
Rolling sponsorship of posts should be avoided unless appropriate checkpoints are put in
place to review and withdraw if appropriate.
Sponsorship of a post should only happen where there is written confirmation that the
arrangements will have no effect on purchasing decisions or prescribing and dispensing
habits. This should be audited for the duration of the sponsorship. Written agreements
should detail the circumstances under which organisations have the ability to exit
sponsorship arrangements if conflicts of interest which cannot be managed arise.
Sponsored post holders must not promote or favour the sponsor’s products, and
information about alternative products and suppliers should be provided.
Sponsors should not have any undue influence over the duties of the post or have any
preferential access to services, materials or intellectual property relating to or developed in
connection with the sponsored posts.

11.10.1 What should be declared
•
•

The organisation will retain written records of sponsorship of posts, in line with the above
principles and rules.
Staff should declare any other interests arising as a result of their association with the
sponsor, in line with the content in the rest of this policy.

11.11 Clinical Private Practice
Clinical staff should declare all private practice on appointment, and/or any new private practice
when it arises5 including:
•
•
•

Where they practise (name of private facility).
What they practise (specialty, major procedures).
When they practise (identified sessions/time commitment).

For consultants, this declaration should be additional to any annual declaration given as part of their
job planning process.

Hospital Consultants are already required to provide their employer with this information by virtue of Para.3
Sch. 9 of the Terms and Conditions – Consultants (England) 2003: https://www.bma.org.uk//media/files/pdfs/practical advice at work/contracts/consultanttermsandconditions.pdf
5
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Clinical staff should (unless existing contractual provisions require otherwise or unless emergency
treatment for private patients is needed):
•

•
•

Seek prior approval of their organisation before taking up private practice. Prior approval
should be sought from an individual’s local operational line manager and/or Professional
Lead.
Ensure that, where there would otherwise be a conflict or potential conflict of interest, NHS
commitments take precedence over private work.6
Not accept direct or indirect financial incentives from private providers other than those
allowed by Competition and Markets Authority guidelines:
https://assets.publishing.service.gov.uk/media/542c1543e5274a1314000c56/NonDivestment_Order_amended.pdf

Hospital Consultants should not initiate discussions about providing their Private Professional Services
for NHS patients, nor should they ask other staff to initiate such discussions on their behalf.
11.11.1 What should be declared
•
•
•
•

Staff name and their role with the organisation.
A description of the nature of the private practice (e.g. what, where and when staff practise,
sessional activity, etc.).
Relevant dates.
Any other relevant information (e.g. action taken to mitigate against a conflict, details of any
approvals given to depart from the terms of this policy).

12 Management of Interests – Advice in Specific Contexts
12.1

Strategic Decision-Making Groups

In common with other NHS bodies, Greater Manchester Mental Health NHS Foundation Trust uses a
variety of different groups to make key strategic decisions about things such as:
•
•
•
•

Entering into (or renewing) large-scale contracts.
Awarding grants.
Making procurement decisions.
Selection of medicines, equipment, and devices.

The interests of those who are involved in these groups should be well known so that they can be
managed effectively. For this organisation these groups are:

•

Board of Directors

These provisions already apply to Hospital Consultants by virtue of Paras.5 and 20, Sch. 9 of the
Terms and Conditions – Consultants (England) 2003: https://www.bma.org.uk/-/media/files/pdfs/practical
advice at work/contracts/consultanttermsandconditions.pdf)
6
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•
•
•
•
•
•
•

Council of Governors
Executive Management Team (EMT)
Capital Investment Group (CIG)
Medicines Management Group(s)
Research and Innovation Committee
Physical Healthcare Committee(s)
Local stakeholder groups established to make specific procurement decisions

These groups should adopt the following principles:
•
•
•
•

Chairs should consider any known interests of members in advance, and begin each meeting
by asking for declaration of relevant material interests.
Members should take personal responsibility for declaring material interests at the
beginning of each meeting and as they arise.
Any new interests identified should be added to the organisation’s register(s).
The vice chair (or other non-conflicted member) should chair all or part of the meeting if the
chair has an interest that may prejudice their judgement.

If a member has an actual or potential interest the chair should consider the following approaches and
ensure that the reason for the chosen action is documented in minutes or records:
•
•
•
•
•

Requiring the member to not attend the meeting.
Excluding the member from receiving meeting papers relating to their interest.
Excluding the member from all or part of the relevant discussion and decision.
Noting the nature and extent of the interest, but judging it appropriate to allow the member
to remain and participate.
Removing the member from the group or process altogether.

The default response should not always be to exclude members with interests, as this may have a
detrimental effect on the quality of the decision being made. Good judgement is required to ensure
proportionate management of risk.
12.2

Procurement

Procurement should be managed in an open and transparent manner, compliant with procurement
and other relevant law, to ensure there is no discrimination against or in favour of any provider.
Procurement processes should be conducted in a manner that does not constitute anti-competitive
behaviour - which is against the interest of patients and the public.
Those involved in procurement exercises for and on behalf of the organisation should keep records
that show a clear audit trail of how conflicts of interest have been identified and managed as part of
procurement processes. At every stage of procurement steps should be taken to identify and manage
conflicts of interest to ensure and to protect the integrity of the process.
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Advice on the conduct and management of procurement processes should be sought from the
organisation’s Procurement Team located within the Finance Department.
13 Dealing with Breaches
There will be situations when interests will not be identified, declared or managed appropriately and
effectively. This may happen innocently, accidentally, or because of the deliberate actions of staff or
other organisations. For the purposes of this policy these situations are referred to as ‘breaches’.
13.1

Identifying and Reporting Breaches

To ensure that interests are effectively managed staff are encouraged to speak up about actual or
suspected breaches. Every individual has a responsibility to do this.
Staff who are aware about actual breaches of this policy, or who are concerned that there has been,
or may be, a breach, should report these concerns to Kim Saville, Company Secretary
(kim.saville@gmmh.nhs.uk), in the first instance, if they feel comfortable doing so.
Further information on mechanisms for raising concerns, and how concerns will be investigated, are
set out in the organisation’s ‘Raising Concerns and Whistleblowing Policy’. The organisation’s ‘AntiFraud and Corruption Policy’ outlines the specific actions to be taken, and reporting options, if fraud
is discovered or suspected.
The organisation will investigate each reported breach according to its own specific facts and merits,
and give relevant parties the opportunity to explain and clarify any relevant circumstances.
Following investigation the organisation will:
•
•
•
•
13.2

Decide if there has been or is potential for a breach and if so what the severity of the breach
is.
Assess whether further action is required in response – this is likely to involve any staff
member involved and their line manager, as a minimum.
Consider who else inside and outside the organisation should be made aware
Take appropriate action as set out in the next section.
Taking Action in Response to Breaches

Action taken in response to breaches of this policy will be in accordance with the disciplinary
procedures of the organisation and could involve organisational leads for staff support (e.g. Human
Resources), fraud (e.g. Local Counter Fraud Specialists), members of the management or executive
teams and organisational auditors.
Breaches could require action in one or more of the following ways:
•

Clarification or strengthening of existing policy, process and procedures.
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•
•

Consideration as to whether HR/employment law/contractual action should be taken
against staff or others.
Consideration being given to escalation to external parties. This might include referral of
matters to external auditors, NHS Protect, the Police, statutory health bodies (such as NHS
England, NHS Improvement or the CQC), and/or health professional regulatory bodies.

Inappropriate or ineffective management of interests can have serious implications for the
organisation and staff. There will be occasions where it is necessary to consider the imposition of
sanctions for breaches.
Sanctions should not be considered until the circumstances surrounding breaches have been properly
investigated. However, if such investigations establish wrongdoing or fault then the organisation can
and will consider the range of possible sanctions that are available, in a manner which is proportionate
to the breach. This includes:
•

•
•
•

13.3

Employment law action against staff, which might include
o Informal action (such as reprimand, or signposting to training and/or guidance).
o Formal disciplinary action (such as formal warning, the requirement for additional
training, re-arrangement of duties, re-deployment, demotion, or dismissal).
Reporting incidents to the external parties described above for them to consider what
further investigations or sanctions might be.
Contractual action, such as exercise of remedies or sanctions against the body or staff which
caused the breach.
Legal action, such as investigation and prosecution under fraud, bribery and corruption
legislation.
Learning and Transparency Concerning Breaches

Reports on breaches, the impact of these, and action taken will be considered by the Audit Committee
of the Board of Directors on, at least, an annual basis.
To ensure that lessons are learnt and management of interests can continually improve, anonymised
information on breaches, the impact of these, and action taken will be made available for inspection
by the public upon request.
14 Review
This policy will be reviewed in June 2020 unless an earlier review is required. This review will be led
by the Company Secretary.
15 Associated Documentation
Freedom of Information Act 2000
ABPI: The Code of Practice for the Pharmaceutical Industry (2014)
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ABHI Code of Business Practice
NHS Code of Conduct and Accountability (July 2004)
NHS England: Managing Conflicts of Interest in the NHS – Guidance for Staff and Organisations
(February 2017)
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Annex 1 – Declaration of Interests Form

DECLARATION OF INTERESTS FORM
Name

Role

Description of Interest

Relevant Dates
From
To

Comments

Please see below for information on how to populate the above boxes
The information submitted will be held by Greater Manchester Mental Health NHS Foundation Trust for personnel or other reasons specified on this
form and to comply with the organisation’s policies. This information may be held in both manual and electronic form in accordance with the Data
Protection Act 1998. Information may be disclosed to third parties in accordance with the Freedom of Information Act 2000 and published in registers
that Greater Manchester Mental Health NHS Foundation Trust holds.
I confirm that the information provided above is complete and correct. I acknowledge that any changes in these declarations must be notified to
Greater Manchester Mental Health NHS Foundation Trust as soon as practicable and no later than 28 days after the interest arises. I am aware that if
I do not make full, accurate and timely declarations then civil, criminal, internal disciplinary, or professional regulatory action may result.
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I do / do not [delete as applicable] give my consent for this information to be published on registers that Greater Manchester Mental Health NHS
Foundation Trust holds.
If consent is NOT given please give reasons:

Signed:

Date:

Please return this form to Kim Saville, Company Secretary via:
• post (1st Floor, The Curve, Bury New Road, Prestwich, Manchester, M25 3BL
or
• email (kim.saville@gmmh.nhs.uk)

GUIDANCE NOTES FOR COMPLETION OF DECLARATION OF INTERESTS FORM:
Name and Role:

Insert your name and your position/role in relation to Greater Manchester Mental Health NHS Foundation Trust

Description of
Interest:

Provide a description of the interest that is being declared. This should contain enough information to be meaningful (e.g.
detailing the supplier of any gifts, hospitality, sponsorship etc.). That is, the information provided should enable a reasonable
person with no prior knowledge to read this and understand the nature of the interest.
Types of interest:
Financial interests – This is where an individual may get direct financial benefits from the consequences of a decision they
are involved in making
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Non-financial interests – This is where an individual may obtain a non-financial professional benefit from the consequences
of a decision they are involved in making, such as increasing their professional reputation or status or promoting their
professional career
Non-financial personal interests – This is where an individual may benefit personally in ways which are not directly linked to
their professional career and do not give risk to a direct financial benefit, because of decisions they are involved in making in
their professional career
Indirect interests – This is where an individual has a close association with another individual who has a financial interest, a
non-financial professional interest or a non-financial personal interest who would stand to benefit from a decision they are
involved in making
A benefit may arise from both a gain or avoidance of a loss
Relevant Dates:

Detail here when the interest arose and, if relevant, when it ceased

Comments:

This field should detail any action taken to manage an actual or potential conflict of interest. It might also detail any
approvals or permissions to adopt a certain course of action
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Board of Directors – Part 1
TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Guardians of Safe Working
15th May 2017
12
Chris Daly, Medical Director

EXECUTIVE SUMMARY:

This is the first quarterly report for the Trust Board.
Systems are in place for exception reporting and analysis but it has not been
possible to collect and analyse all the data required to populate the entire report.
The Guardians of Safe Working Hours expect that this will not be a problem moving
forward.
All but one of the exception reports have concerned junior doctors either exceeding
their contracted hours (due to emergencies) or missing part(s) of breaks. One has
concerned missing an educational opportunity.

LINKS TO OTHER KEY
REPORTS/DECISIONS:
LEGAL/REGULATORY
IMPLICATIONS:
THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
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

RECOMMENDATIONS:

Strategic Objective

To Note

Description (as per BAF)

No

x
x

QUARTERLY REPORT ON SAFE WORKING HOURS:
DOCTORS IN TRAINING
Introduction
High level data
Number of doctors in training (total):
(information from MMHSCT sites awaited)

77 (74 wte) – old GMW sites

Number of doctors in training on 2016 TCS (total):
(information from MMHSCT sites awaited)

15 (14.4 wte) - old GMW sites

Amount of time available in job plan for guardian to do the role:

2 hours per week (old GMW
sites) and 4 hours per week
(old MMHSCT sites)
0.25 WTE
0.25 PAs per trainee

Admin support provided to the guardian (if any):
Amount of job-planned time for educational supervisors:
Rota

Total number
of posts

Number of
trainees this
rotation

WTE trainees
this rotation

Bolton CT 1:9

7

6

6

Bolton
Middlegrade 1:8

4

4

4

Salford CT 1:11

12

10

9.2

8

3

3

Salford ST 1:11

Shortfall
*Bolton FY2
trainees work on
the on-call rota and
they have an
allocation of 1 BBT
(Broad Based
Training) trainee
1 each rotation who
is in an unbanded
post so the on-call
rota allocation is
full even though
rotation slots are
not.
They have 1 Long
Term Sickness
*3 Specialty
Doctors work on
this rota also, there
0 is due to be 1 more
once S12 approval
is gained
2.8 *1 Long Term
Sickness
5 * 2 ST's based at
Prestwich work on
1

Trafford CT 1:10

11

8

8

Trafford
Middlegrade 1:8

3

3

2.6

12

10

9.4

Prestwich CT
1:12

Forensic ST 1:9

Manchester CT
North 1:13

6

5

5

this rota so on-call
rota allocation is
actually 5, this rota
also used to have 1
Specialty Doctor
working on it but
this arrangement
has now ceased.
1 ST trainee is on
Maternity Leave
* There is an
additional GP
vacancy to what is
usually allocated;
sometimes we are
allocated 6 across
3 Bolton, Salford and
Trafford,
sometimes 7.
We have 7 post
allocations but this
time with 5 filled
across the Trust.
* There are 2
Specialty Doctors
also working on the
0.4 rota and recruiting
for 2 more who will
have the option to
be included in this
rota.
* 2 Long Term
Sickness and 1
Occupational
2.6
Health restriction
to On-Call Duties
* 4 ST's based
between
Lancashire Care
1 and Mersey Care
also contribute to
this rota so the
rota allocation is
full.
The information for
the Manchester
rotas is being
collated and will be
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available for the
next report.
The information for
the Manchester
rotas is being
collated and will be
available for the
next report.
The information for
the Manchester
rotas is being
collated and will be
available for the
next report.
The information for
the Manchester
rotas is being
collated and will be
available for the
next report.

Manchester CT
South 1:13

Manchester Old
Age ST nonresident 1:8

Manchester
General Adult
ST non-resident
1:8

Exception reports (with regard to working hours)
Exception reports by rota working hours
Specialty
No. exceptions
No. exceptions
carried over from raised
last report
Bolton CT 1:9
0
0
Bolton
0
0
Middlegrade 1:8
Salford CT 1:11
0
5
Salford ST 1:11
0
0
Trafford CT 1:10
0
0
Trafford
0
0
Middlegrade 1:8
Prestwich CT 1:12 0
0
Forensic ST 1:9
0
0
Manchester CT
0
1
North 1:13
Manchester CT
0
0
South 1:13
Manchester Old
0
0
Age ST nonresident 1:8
Manchester
0
0
General Adult ST
non-resident 1:8
Totals
0
6

No. exceptions
closed

No. exceptions
outstanding

0
0

0
0

0
0
0
0

5
0
0
0

0
0
1

0
0
0

0

0

0

0

0

0

1

5

3

Exception reports by grade
Grade
No. exceptions
carried over from
last report
FY1
0
FY2
0
CT1-3
0
ST 4-6
0
Total
0
Exception reports (response time)
Addressed within
48 hours

No. exceptions
raised

No. exceptions
closed

No. exceptions
outstanding

0
0
6
0
6

0
0
1
0
1

0
0
5
0
5

Addressed within
7 days

Addressed in
longer than 7
days

Still open

1

5

1

5

No. exceptions
closed

No. exceptions
outstanding

0
0

0
0

1
0
0
0

0
0
0
0

0
0
0

0
0
0

0

0

0

0

0

0

1

0

FY1
FY2
CT1-3
ST 4-6
Total
Exception reports (with regard to training/academic issues)
Exception reports by rota training/academic
Specialty
No. exceptions
No. exceptions
carried over from raised
last report
Bolton CT 1:9
0
0
Bolton
0
0
Middlegrade 1:8
Salford CT 1:11
0
1
Salford ST 1:11
0
0
Trafford CT 1:10
0
0
Trafford
0
0
Middlegrade 1:8
Prestwich CT 1:12 0
0
Forensic ST 1:9
0
0
Manchester CT
0
0
North 1:13
Manchester CT
0
0
South 1:13
Manchester Old
0
0
Age ST nonresident 1:8
Manchester
0
0
General Adult ST
non-resident 1:8
Totals
0
1

4

Exception reports by grade
Grade
No. exceptions
carried over from
last report
FY1
0
FY2
0
CT1-3
0
ST 4-6
0
Total
0

No. exceptions
raised

No. exceptions
closed

No. exceptions
outstanding

0
0
1
0
1

0
0
1
0
1

0
0
0
0
0

Exception reports (response time)
Addressed within
48 hours

Addressed within
7 days

Still open

F2
CT1-3
ST 4-6
Total

0
0
0
0

Addressed in
longer than 7
days
0
0
0
0

0
1
0
1

0
0
0
0

Note: Any employer who still has doctors on the old 2002 contract (almost all employers until
October 2017 and lead employers (and associated host organisations) for some time after this) will
additionally need to include information on hours monitoring/diary card exercises to ensure that
assurance can be given for all doctors in training, not only those on the new TCS.
The required monitoring was undertaken but the returns were not sufficient to provide valid data.
The monitoring process will therefore be re-run.
a)

Work schedule reviews

There have been none in the quarter.
b) Locum bookings
The information for the quarter from February to April 2017 is being collated and checked. The final
information can only be provided after the end of the quarter and this means that we only have three
days to get it all AND analyse it. This is not possible so this information will be included in the next
quarterly report.
c) Fines
No fines have been levied in this quarter.
Qualitative information
Dr Remy McConvey, GoSWH, Manchester services
Introduction
5

I am the GoSWH for the Manchester part of the trust. I work with Dr Kenny Ross and with Amanda
Heaton from HR to deliver my role in accordance with the NHS Employers guidance and contractual
arrangements for junior doctors on the 2016 contract.
There are junior doctors working at FY1, FY2, CT, GPT and higher training levels on the new contract.
There has been only one exception report returned for doctors in the Manchester part of the trust. It
was resolved within two weeks of submission (submitted 3rd March, resolved 17th March).
There have been no work schedule reviews and no fines.
The first meeting of the junior doctors’ forum for the whole trust took place on 10/02/17. The
intention is for these meetings to take place on a quarterly basis.
I have attended the following meetings/ events as part of my role:
-

-

DRS4 training
Junior doctors communication meetings at Laureate House (South) and Park House (North)
Educational session for new junior doctors in post – February 2017 (after incoming of new
cohort)
GMMH Medical Training Committee
Meetings for psychiatric Guardians in the NW
Regional meetings for GoSWH at Wythenshawe and Whiston Hospitals.

Issues:
-

-

-

-

Training for educational supervisors and workload for them. There have been concerns that
the additional activities required to meet the needs of the contract would place an
unmanageable burden on consultants acting as clinical or educational supevisors. This has not
yet proved to be the case but remains under consideration. Training for educational/ clinical
supervisors is being offered on May 24th and will be open to consultants from all parts of the
trust. It is being delivered in the same format as training already offered in the old GMW
footprint. We will need to continue offering training across the trust on an annual basis.
Prior to the introduction of the new contract, there had been a longstanding issue with
workload for Core and GP trainees at Park House. This has been resolved by moving a junior
doctor from the central site to provide extra cover. Feedback from juniors has been that this
has been helpful in reducing overload on them.
There have been significant issues for junior doctors across the Manchester directorate in
terms of problems with IT. In particular, juniors have reported spending excessive amounts of
time trying to access clinical systems in the acute trusts to review blood and other
investigation results.
Some doctors on the 2016 contract reported that they did not receive a login for the DRS4
system used to make exception reports. This was dealt with by HR.
Some supervisors have reported that their trainees did not receive a generic work schedule.
They were advised to liaise with HR directly.
It is surprising how few exception reports there have been. I will continue to attend meetings
with juniors to encourage them to use the system appropriately.

The Board is asked to note the content of the report. Reports will be submitted on a quarterly basis
going forwards. If any board member would like to have an informal discussion re the operation of
the new contract, they are welcome to contact me (email: remy.mcconvey@gmmh.nhs.uk).
6

Dr Kenny Ross, GoSWH, Bolton, Salford, Trafford and Specialist Services (Prestwich site).
I am the GoSWH for the non-Manchester part of the Trust. I work with Dr Remy McConvey and
Amanda Heaton and her team in medical Staffing to deliver my role in accordance with the NHS
Employers guidance and contractual arrangements for junior doctors on the 2016 contract.
There are junior doctors working at FY1, FY2, CT, GPT and higher training levels on the new contract.
There has been only one exception report returned for doctors in the non-Manchester part of the
Trust. It remains open.
There have been no work schedule reviews and no fines.
I have attended the following meetings to discharge my responsibilities as GoSWH:
1. The LNC held on 15 March 2017.
2. The training update organised by NHS Employers in London on 14 March 2017.
3. The Trust Junior Doctors’ Forum held on 10 February 2017.
4. I attended a meeting with RealTime Rostering, Amanda Heaton and Junior Doctor
Representatives.
5. I have met with Amanda Heaton and members of her team regularly.
6. I attend the North-West GoSWH in Mental Health Trusts meeting – most recently 13 April
2017 at Prestwich Hospital.
Issues reported:
1. There have been concerns expressed by Salford juniors about daytime cover for vacant posts.
They have been encouraged to report any episodes of missed educational opportunities. I
have stressed that they cannot be paid more for working the same hours even if they are
busier. Medical Staffing are aware and arrangements are being put in place to reduce the
chances of educational opportunities being missed.
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Andrea Knott, Non Executive Director

EXECUTIVE SUMMARY:

The Board is asked to note the report from the Audit Committee Held 28th April 2017

LINKS TO OTHER KEY
REPORTS/DECISIONS:
LEGAL/REGULATORY
IMPLICATIONS:
THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
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

RECOMMENDATIONS:

Strategic Objective

To Note

Description (as per BAF)

No

x

Committee Chair’s Report to the Board of Directors
Audit Committee Meeting
Date of Board Meeting:

15th May 2017

Date of Committee Meeting:

28th April 2017

Committee Chair:

Andrea Knott

Date of Chair’s Report:

28th April 2017

Date of Next Committee Meeting:

22nd May 2017

Key Developments

Any Risks Identified
and Agreed Actions

Other Items for the
Board’s Attention

•

Internal audit and anti-fraud plans for 2017/18 reviewed
and approved. 10% cost saving from combining the 2
trust plans to be held as contingency given the increased
risks this year.

•

Internal audit reports and findings across several areas
reviewed. Quality spot checks rated ‘limited assurance’;
Audit Committee would like to reinforce the need to
consider trust wide implications and action plans are
considered when issues are found rather than the
response being limited to fixing the issues in the
particular areas reviewed.

•

Draft annual accounts reviewed in detail – no major
issues / concerns to report

•

Audit Committee requested and received assurance
around the plans in place to comply with the new IR35
regulations (off payroll workers)

•

Internal audit review of BAF and subsequent discussions
are leading to recommendations for strengthening
governance and oversight of the key risks across the
Trust. This will require discussion at the Board and the
Audit Committee would like to see this scheduled for
one of the first Board Development Sessions.

N/A
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