BOARD OF DIRECTORS (Meeting in Public)
Monday 26 June 2017
10.00 am, Meeting Rooms 1 and 2, 1st Floor, The Curve
AGENDA – PART 1
ITEM
01
Apologies for Absence

ACTION
To Note

PRESENTED BY
Rupert Nichols, Chair

TIME
10.00am

02

Service Presentation: Health and Justice

To Note

10.00am

03

Declarations of Interest

To Note

Matt Paterson, Strategic Lead
for Health and Justice and
Simon Plunkett, Clinical Lead
All

04

Minutes of the Previous Meeting of the Board To Approve
of Directors held 15 May 2017

Rupert Nichols, Chair

05

Matters Arising from the Previous Meeting

To Note

Rupert Nichols, Chair

06

Chair and Chief Executive Report

To Note

Rupert Nichols, Chair and Bev
Humphrey, Chief Executive

07

OPERATIONAL PERFORMANCE
Board Performance Report (April 2017)
To Note
Neil Thwaite,
Deputy Chief Executive/Director
of Strategic Development

10.30am

10.35am

10.40am

08

GOVERNANCE AND QUALITY
Self-Certification on Compliance with the NHS To Approve Andrew Maloney, Director of HR
Provider Licence Governance Condition
and Corporate Affairs

10.50am

09

Modern Slavery – Updated Statement

To Approve

10.55am

10

Annual Statement of Fire Safety 2016/17

To Note

Andrew Maloney, Director of HR
and Corporate Affairs
Andrew Maloney, Director of HR
and Corporate Affairs

11.00am

11

COMMITTEE REPORTS/MINUTES
To Note
Andrea Knott, Non-Executive
Director
11.01 – Minutes of the Meeting held 28
April 2017 (ratified)
Audit Committee:

11.05am

11.02 - Chair’s Report of the Audit
Committee Meeting held 22 May 2017
12

Quality Governance Committee:

To Note

12.01 - Minutes of the Meeting held 11 May
2017 (ratified)

Kathy Doran, Non-Executive
Director

11.10am

12.02 - Chair’s Report of the Meeting held 8
June 2017

13

ANY OTHER BUSINESS
To Note
All

Any Other Business

11.15am

DATE AND TIME OF NEXT MEETING
The next Board of Directors’ Meeting will take place on Monday 31 July 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’

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

Minutes of the Previous Meeting of the Board of Directors held 15th May 2017
26th June 2017
04
Rupert Nichols, Chair
Kim Saville, Company Secretary

EXECUTIVE SUMMARY:

The Board of Directors are asked to approve the minutes of the previous meeting
held on 15th May 2017

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

Minutes of previous Board of Directors meetings

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

RECOMMENDATIONS:

Strategic Objective

To approve

Description (as per BAF)

No

x
x
x

UNRATIFIED
PUBLIC BOARD OF DIRECTORS MEETING, MONDAY 15th MAY 2017, 1.00PM, ROOMS 1
AND 2, 1ST FLOOR, THE CURVE
PRESENT:
Board of Directors:
Rupert Nichols
Anthony Bell
Chris Daly
Gill Green
Ismail Hafeji
Bev Humphrey
Julie Jarman
Andrea Knott
Pauleen Lane
Andrew Maloney
Deborah Partington
Neil Thwaite

-

Chair
Non-Executive Director
Medical Director
Director of Nursing & Governance
Director of Finance and IM&T
Chief Executive
Non-Executive Director
Non-Executive Director
Non-Executive Director
Director of HR & Corporate Affairs
Director of Operations
Deputy Chief Executive/Director of Strategic Development

-

Company Secretary
Care Quality Commission (CQC)
Care Quality Commission
Lead Governor
Public Governor (City of Manchester)
Service User and Carer Governor

IN ATTENDANCE:
Kim Saville
Zena Rostron
Kirsty McKennell
Les Allen
Nayla Cookson
John Hogan

No.
Item
101/17 Welcome and Introductions

Action
Noted

Rupert Nichols welcomed Zena Rostron and Kirsty McKennell from the Care
Quality Commission, and the three governors in attendance (Les Allen, Nayla
Cookson and John Hogan), to Part 1 of the meeting.
102/17 Apologies for Absence
Noted
Apologies for absence were received from:
•
•

Stephen Dalton, Non-Executive Director
Kathy Doran, Non-Executive Director
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Pauleen Lane, Non-Executive Director, joined part-way through the public
meeting.
103/17 Service Presentation: ‘What has been the Impact of the EIP Access and Waiting Noted
Times Standard?’
Paul French, Associate Director, delivered a presentation on the impact of the
new access and waiting times standard for early intervention in psychosis (EIP)
services. He summarised the background to the introduction of the standard and
outlined its requirements, including access to a range of NICE concordant
interventions to maximise outcomes. He highlighted the change in age range for
EIP services from 14 to 35 years to 14 to 65 years, and noted the introduction of
the At Risk Mental State for psychosis assessment.
Paul French provided an update on the Trust’s positive progress against the
standard during the final quarter of 2016/17, in terms of treatment starts within
2 weeks, 6 weeks and 12 weeks. He benchmarked the Trust’s performance
against other Trusts in the North of England and England.
Paul French drew the Board’s attention to the Trust’s ‘Right from the Start’
leaflet, which is focused on physical health and empowering young people. He
noted that the leaflet had been funded initially by the Dragons’ Den and was now
used by Trust’s across the country and overseas. He also briefed Board members
on the Trust’s involvement in the ‘Hoax Our Right to Hope’ art project, which has
been funded by the Arts Council England and challenges the stigma of psychosis.
He highlighted the increasing prevalence of psychosis in the former GMW
(Bolton, Salford and Trafford) since 2011/12. He noted that this position is
reflected in other Trusts and outlined a range of likely factors impacting on
prevalence, including that people are now being seen at an earlier stage.
Paul French concluded by summarising the Trust’s influential role in terms of
research and training, and the continued focus on delivery of high quality
interventions.
Chris Daly, Medical Director, sought Paul French’s views on the impact of
duration of untreated psychosis on prognosis. Paul French advised that a
reduction in duration of untreated psychosis was being seen in younger people,
but that there would continue to be a need for a range of different interventions
to change and alter prognosis. He noted that data was enabling the impact of
interventions to be understood.
In response to a query from Anthony Bell, Non-Executive Director, regarding prereferral screening Paul French noted that sufficiently strong screening systems
were not yet in place.
Rupert Nichols thanked Paul French for an interesting and informative
presentation. He noted the importance, from a Board development perspective,
for the Board to receive briefings on such specialised areas of service delivery.
104/17 Declarations of Interest

Noted

There were no declarations of interest.
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Minutes of the Previous Meeting of the Board of Directors held 27 March 2017
The minutes of the previous meeting were accepted as a true and correct record.
105/17 Matters Arising from the Previous Meeting

Approved

Noted

Rupert Nichols directed the Board to the action log. He noted that the safe
staffing briefing (item 75/17) has been deferred to the July 2017 meeting of the
Board of Directors.
With regard to action 288/16, Julie Jarman, Non-Executive Director, advised that
the Quality Governance Committee received a briefing on PARIS on 11 May 2017.
She noted that further actions were agreed by the Committee, which have been
fed-back to Ismail Hafeji, Director of Finance and IM&T, and will be overseen by
the Committee.
With regard to action 81/17, Andrew Maloney, Director of HR and Corporate
Affairs, confirmed that the NHS Survey Centre have advised that it is unlikely that
any prior year survey data will be used as a comparator in next year’s Staff
Survey.
106/17 Chair and Chief Executive Report - National and Regional Update
Noted
Bev Humphrey, Chief Executive, summarised the key headlines from the National
and Regional Update briefing for Board members. She advised that since the
briefing had been produced, Andy Burnham had been elected as Mayor of
Greater Manchester. She noted that Andy Burnham is a strong champion for
mental health and that a meeting is being arranged with the new Mayor to
advance the City’s mental health strategy.
Bev Humphrey advised that the allocation of the Greater Manchester
Transformation fund to localities is continuing. She assured the Board of the
Trust’s involvement in the allocation of funds for mental health priorities and
advised that a further update on this will be provided as part of the June 2017
Board Development Session.
Bev Humphrey extended thanks to the IM&T team for the support given in
response to the recent cyber-attack. Ismail Hafeji, Director of Finance and IM&T,
outlined the actions taken by IM&T. He confirmed that a patch released by
Microsoft was applied to all former GMW workstations and services on its
release in March 2017, and that patches were applied to MMHSC servers on 12
May and 13 May.
He advised that a risk still remains with regard to external emails and, for that
reason, MMHSCT email accounts have been temporarily disabled from receiving
external emails. He noted that, across the Greater Manchester system, the
majority of organisations have coped well with the threat and support has been
readily offered to those organisations who have experienced significant
difficulties.
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In response to a query from Andrea Knott, Non-Executive Director, Ismail Hafeji
provided assurance to Board members with regard to the Trust’s arrangement
for secure data back-up. He noted that the Trust’s investment in contingency
arrangements over the last few years has proved beneficial.
Action: KS
Rupert Nichols commended the on-call support provided by IM&T and requested
that a thank you be circulated to members of staff on behalf of the Board.
The Board of Directors noted the National and Regional Update.
107/17 Next Steps on the NHS Five Year Forward View

Noted

Bev Humphrey presented a summary of the ‘Next Steps on the NHS Five Year
Forward View’ (FYFVNS), which was published on 31 March 2017. She highlighted
the mental health service improvement priorities, noting that the priorities have
been broken down to a Greater Manchester-level to understand how far the
region is from the targets. She confirmed that the former GMW services, for
example RAID, are already meeting the required standards and assured Board
members that the transformation plans for Manchester address the FYFVNS
priorities. She advised that action to achieve the priorities across Greater
Manchester will focus on addressing variabilities.
She drew the Board’s attention to the section on STPS (Sustainability and
Transformation Partnerships), ACOs (Accountable Care Organisations) and ACSs
(Accountable Care Systems). She confirmed that the governance arrangements
established to support GM devolution are enabling the management of the STP.
With regard to ACSs and ACOs, she referenced the Trust’s role in the Salford ICO
vanguard and its continuing contribution to the development of Manchester’s
Local Care Organisation (LCO).
Bev Humphrey referenced the 10-point plan outlined for funding and efficiency.
She noted the significant challenge facing the organisation in relation to agency
expenditure and the ongoing work to understand approaches to this in
Manchester. She also noted the in progress, significant rationalisation of the
Trust’s corporate services following the acquisition.
Pauleen Lane, Non-Executive Director, raised a point of clarification regarding
the absence of a legal framework for STPs. Both Bev Humphrey and Rupert
Nichols confirmed that this remains a significant issue, to which a clear answer is
yet to be provided. Bev Humphrey noted that the GM devolution governance
arrangements enable a clearer, shared understanding of the STP across the
conurbation.
The Board of Directors noted the summary of the FYFVNS.
108/17 Board Performance Report (March 2017)
Neil Thwaite, Deputy Chief Executive/Director of Strategic Development,
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Noted

presented the 2016/17 year-end Board Performance Report. He confirmed that
the report incorporates the performance of Manchester services from January
2017 onwards. He drew the Board’s attention to the summary, noting that the
Trust’s performance remains positive overall and that any areas for improvement
and in line with those identified in the Full Business Case (FBC).
Neil Thwaite outlined the action being taken to address those KPIs identified as
‘Red’ at year-end. With regard to the MHSDS priorities, he assured Board
members that a robust plan is in place to achieve this target by Quarter 3
2017/18. He noted that the ‘Red’ position recorded against the IAPT targets
highlights the impact of the MMHSCT acquisition. He briefed Board members on
the comprehensive transformation plans for IAPT services, which include the
procurement of a new clinical information system. He noted there is a robust
workstream in place to achieve the targets by Quarter 1 2018, but raised
awareness that performance will appear to deteriorate in advance of that, as
action is taken to address long waiters. Ismail Hafeji addressed the ‘Amber’ rating
for Finance and Use of Resources. He noted that this is due to the costs of the
former GMW and MMHSCT agency expenditure being compared to the GMW
target, rather than a pro-rata target for the combined entity, following the
acquisition.
With regard to the Care Quality Commission, Neil Thwaite confirmed that the
Trust will be inspected again during the 2017/18 financial year. He noted GMW’s
excellent performance in the Community Patient Survey 2016 and confirmed
that the sampling for the 2017 Patient Survey commenced in February 2017 i.e.
shortly after the acquisition. Neil Thwaite confirmed that the overall CQUIN
performance is ‘Green’. Board members acknowledged the hard work of all staff
involved in achieving this position and agreed that a thank you should be sent on Action: KS
behalf of the Board to acknowledge this. Neil Thwaite noted that two former
MMHSCT CQUINs were not fully achieved, but confirmed that agreement has
been reached with commissioners that there will be no financial impact. He
advised that a CQUIN scheme for the combined entity has been agreed for
2017/18.
Andrew Maloney, Director of HR and Corporate Affairs, briefed Board members
on the performance of the former GMW and former MMHSCT within the overall
Staff Friends and Family Test results. He noted that this demonstrates work to do
in Manchester, whilst also providing assurance of the impact of the acquisition
on GMW staff.
Board members noted the position in terms of Out of Area Placements (OAPs).
Deborah Partington, Director of Manchester Services, provided assurance as to
the proactive, day-to-day management of OAPs. She advised that where
individuals are placed out of area, their length of stay is now reducing. She set an
expectation, however, that the OAP position will plateau until the longer-term
improvements to the wider system are completed.
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Gill Green summarised the Trust’s performance in relation to its key safety
indicators. She noted the significant achievement in rolling-out Datix across the
Trust last week, which will enable consistency of reporting. She confirmed that
the 2017/18 programme of PLACE inspections has commenced and that an
interim position will be reported to a future meeting of the QGC in advance of
the publication of the national report. With regard to positive and safe, Gill
Green assured Board members that there has been no cause for concern, to
date, in terms of Manchester’s approach to rapid tranquilisation and seclusion.
She assured Board members that the staff Wellbeing Strategy is embedded, and
noted the intention to further develop the Post-incident Debriefing Team by
September/October. Gill Green drew the Board’s attention to adult safeguarding
and the reported nine serious incidents. She noted that these are attributable to
nursing homes/residential homes and that this issue is being monitored by the
QGC. In terms of complaints, Gill Green reported that the increase in complaints
in February and March is not service-specific. She advised, however, that an issue
is emerging, in the Trust and across Greater Manchester, in terms of delayed
care packages. She assured the Board that this will also be monitored via the
QGC.
In response to a query from Chris Daly on safe staffing levels and observations,
Gill Green assured Board members that staffing levels are benchmarked. She
confirmed that a group has been established to review how observation levels
are determined and implemented in Manchester, and that the outcome from
this work is expected in Quarter 2 and will be shared with the QGC.
Pauleen Lane sought clarity on the narrative provided on the Trust’s performance
against the IAPT recovery target. Neil Thwaite outlined the impact of Step 3
provision only in Salford and Manchester on recovery rates. Pauleen Lane
challenged the assurance provided to the Board on the quality and success of
IAPT services. Neil Thwaite advised that IAPT has been identified as a quality
improvement priority in the 2017/18 Quality Account. Deborah Partington
referenced the IAPT presentation to Board in October 2016 and the quality
measures monitored locally and escalated to Trust quality groups and
governance forums.
Julie Jarman, Non-Executive Director, raised a concern with regard to compliance
with PMVA Later Life mandatory training. Gill Green advised that the Trust is
currently transitioning to a bespoke later life training package and that
compliance is expected to improve.
Neil Thwaite noted the challenges in presenting data pre- and post- the
acquisition, particularly where absolute numbers can give a misleading
impression of growth.
The Board of Directors noted the Performance Report.
109/17 Draft Quality Account 2016/17
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Noted and
Approved

Neil Thwaite presented the current draft Quality Account 2016/17 for the
Board’s review. He noted that the Board approved the process for development
of the Quality Account in February 2017, and that the Board and Council of
Governors have also given views on the future improvement priorities. He
advised that the draft presented to Board was also reviewed by the QGC on 11
May 2017.
Neil Thwaite summarised the engagement with key stakeholders in developing
the Quality Account and drew the Board’s attention to the positive, joint
response received from Healthwatch. He advised that the CCGs are also
statutorily required to provide feedback and that this will be included in the final
Account. Board members noted this response and the awaited response from
CCGs. Neil Thwaite summarised the quality improvement priorities for 2017/18,
which mirror the Manchester transformation workstreams. He also confirmed
that this year’s Dragons Den process is underway.
Neil Thwaite summarised the initial feedback received from the Trust’s external
auditor (KPMG) following their audit of the two nationally mandated indicators
and the indicator selected by the Council of Governors (appraisals). He advised
that KPMG have indicated that the Trust will receive an unqualified opinion,
which is the best available and is a significant achievement given the integration
of the two organisations. Board members noted that the external auditors final
report is outstanding.
Neil Thwaite invited comments from Board members prior to the submission of
the final Quality Account to NHSI on 31 May 2017. He also drew the Board’s
attention to the Statement of Directors Responsibilities in Annex 3, which
requires Directors to confirm, to the best of their knowledge and belief, that they
have reviewed the listed documents in preparing the Quality Account.
In response to a query from Andrea Knott, Non-Executive Director, Neil Thwaite
confirmed that the IAPT year-end performance will be incorporated in the final Action: NT
draft report. Neil Thwaite also assured Board members that the reference to the
Audit Commission, which is part of a mandated statement, will be updated for
accuracy.
The Board of Directors approved the delegation of responsibility for the final
sign-off of the Quality Account and Statement of Directors Responsibilities to the
Chair and Chief Executive.
110/17 Self-Certification on Compliance with the Requirements of the NHS Provider Approved
Licence
Andrew Maloney outlined the requirement for NHS foundation trusts to selfcertify compliance with Condition G6 (Systems for Compliance with Licence
Conditions and Related Obligations) and Condition CoS7 (Availability of
Resources) of the NHS provider licence by 31 May 2017. He noted that selfcertification against Condition FT4 (Governance Arrangements) was required by
7

30 June 2017 and would be considered at the Board of Directors meeting on 26
June 2017. He also noted that providers are no longer required to submit their
self-certifications to NHSI. NHSI will contact a select number of NHS foundation
trusts in 2017 to seek evidence of self-certification.
With regard to Condition G6, Andrew Maloney drew the Board’s attention to the
Annual Governance Statement, part of the draft 2016/17 Annual Report, when
assessing compliance. He outlined the Trust’s system of internal control, as
described in the Annual Governance Statement. With regard to Condition CoS7,
Andrew Maloney invited Board members to consider the Trust’s operational plan
for 2017-19, which demonstrates how the Trust will sustain its position as a
financially stable entity, and the agreed contractual income for clinical services
for 2017/18.
Andrew Maloney noted that the views of experienced governors have been
sought on the self-certification, and that these views should be taken into
account by the Board when making their declaration. Of those governors who
provided comments, all provided assurance of compliance against Conditions G6
and CoS7.
The Board of Directors reviewed the requirements of Conditions G6 and CoS7 of
the Provider Licence and confirmed compliance with both Conditions using the
templates provided by NHSI.
111/17 Conflicts of Interest Policy
Approved
Andrew Maloney presented the proposed new ‘Conflicts of Interest Policy’,
which aims to help staff to manage conflict of interest risks. He advised that the
Policy has been developed in accordance with guidance published by NHS
England in February 2017 and incorporates model policy content with some local
additions. He noted that the guidance, and therefore the Policy, come into force
from 1 June 2017. He confirmed that, subject to Board approval, the Policy will
be publicised to staff in advance of that date and staff will be supported to make
declarations.
The Board of Directors approved the ‘Conflicts of Interest Policy’ and its
operation with effect from 1 June 2017.
112/17 Guardians of Safe Working
Noted
Chris Daly provided an overview of the first, quarterly Guardians of Safe Working
Report on safe working hours for doctors in training. He advised that Dr Remy
McConvey is currently the Guardian of Safe Working (GoSWH) for Manchester
services and Dr Kenny Ross is the GoSWH for Bolton, Salford, Trafford and
specialist services. He advised that the Trust may move to a single GoSWH role in
future. He noted that part of the GoSWH role includes reviewing the rota list to
identify any shortfall and to review exception reports with regard to working
hours. He also noted that this was a new process, which will gather pace as it is
embedded.
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Anthony Bell sought understanding on the challenges faced in gathering
information from certain sites. Chris Daly advised that the Trust had taken the
decision to not make it a contractual obligation to make the returns, but this may
need to be reconsidered. Andrew Maloney noted the need to better connect the
GoSWHs with the Trust’s Medical Staffing Team.
The Board of Directors noted the Quarterly Report on Safe Working Hours.
113/17 Chair’s Report of the Audit Committee Meeting held 28 April 2017

Noted

Andrea Knott provided a summary of the Audit Committee meeting held on 28
April 2017. She highlighted key activities undertaken by the Committee, including
reviewing and approving the internal audit and anti-fraud plans for 2017/18, and
reviewing the draft Annual Report and Accounts in detail. Ismail Hafeji confirmed
that the cost saving realised from combining the two former organisations’
internal audit and anti-fraud plans will be held as a contingency. Andrea Knott
also briefed Board members on recent internal audit findings, noting that a
‘limited assurance’ had been given in terms of Quality Spot Checks and that the
Audit Committee had reinforced the need for learning to be shared across the
organisation.
With regard to agreed actions going forward, Andrea Knott summarised the
Committee’s discussions with regard to strengthening the Trust’s assurance
framework and oversight of key risks. She noted the intention for this to be
considered as part of the June 2017 Board Development session.
114/17 Any Other Business
Noted
There were no items of other business.
115/17 Date and Time of Next Meeting

Noted

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
116/17 Resolution
The Board of Directors adopted the resolution ‘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’.
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
Developing the
2016/17 Quality
Account

Feb-17

41/17

Mar-17

75/17

Board Performance
Report (Jan.2017)

May-17

106/17

Chair and Chief
Executive Report

May-17

108/17

Board Performance
Report

Mar-17

109/17

Draft Quality
Account 2016/17

Action

Agreed
Forecast
Owner
Timescale
Completion
Service user engagement kite-mark scheme to 31/12/2016 30/09/2017 Gill Green, Director of
be shared with the HSJ once operational
Nursing and Governance
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
A ‘thank you’ to be circulated to IM&T staff, on 26/05/2017
behalf of the Board, in recognition of their hard
work during the recent cyber attack
A ‘thank you’ to be circulated to staff involved 26/05/2017
in the achievement of the 2016/17 CQUIN
schemes, to recognise their hard work
Year-end performance data to be incorporated 31/05/2017
into final Quality Account

Not yet due
Completed on time
In progress and on target
Incomplete and overdue
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Kim Saville, Company
Secretary
Kim Saville, Company
Secretary
Neil Thwaite, Deputy CEO

Status
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Board Performance Report (April 2017)
26th June 2017
07
Neil Thwaite, Deputy Chief Executive/Director of Development and Performance
Miranda Washington, Deputy Director of Development and Performance

EXECUTIVE SUMMARY:

This report is the first for 2017/18 and reflects the new and / or updated targets to
be achieved. The report details performance as at the end of April 2017. It
demonstrates a good position for the organisation. The impact of Manchester on
achievement of IAPT targets can be seen. This is as expected on acquisition.
Highlights include:
• Early Intervention – Continued delivery of the referral to treatment in 2 weeks
target. The increased numbers of referrals to EI services continue to be raised
with commissioners as this will impact on the delivery of NICE compliant
services.
• CQUIN (Commissioning Quality and Innovation) schemes (p10) – These have
been updated to reflect the new national and Greater Manchester wide targets.
There is one local CQUIN scheme for 2017/18 for Suicide Prevention. All the
CQUIN schemes have identified leads to progress them. These quality
improvement schemes benefit patients and staff and a full quarterly update will
be provided to Board.
• Quality Account Priorities (p12) – These have been updated to reflect the new
priorities for implementation in 2017/18. All have identified leads to progress
this.
• Staff sickness (p13) – Performance in April is 5.42% compared with the 5.75%
target set by the Trust Board demonstrating continued improvement. This does
reflect the impact of lower sickness levels in Manchester however sickness
figures have now reduced for 12 consecutive months demonstrating a
downward trend as a result of the implementation of the action plan.
Exception highlights include:
• IAPT SOF Operational Performance (p5) – The impact of Manchester current
performance can be seen on the April 17 month position. This will have a
continuing impact to the end of year. As the Board is aware there is a clinical
transformation workstream in place to address this over the coming year.

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

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

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

x
x

Yes

If ‘yes’:
DATIX ID
1490

Strategic Objective
Achieve sustainable financial
strength and be well-governed

RECOMMENDATIONS:

To note

Description (as per BAF)
Performance – as a result of the acquisition, and due to the
availability of resources, the Trust may fail to maintain
contracted levels of performance and meet national/local
targets and regulatory standards. This will impact on quality
of care and Trust ratings and could incur financial penalties
and/or intervention from regulators

Board Performance Report
April 2017
Final Version

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 Nursing and Governance 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
Quality Account
Human Resources

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
CCG CQUIN - Local
NHS England - Specialist Network
Quality Account
Sickness Rate
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Perspective

3
Human Resources

4

5

Human Resources

Human Resources / Finance and
Contracts
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Locally Agreed Targets
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11
12
13

Locally Agreed Targets
Integrated Governance
Integrated Governance
Integrated Governance
Integrated Governance
Complaints and Patient Feedback
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Area
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

Page
14

15

16

17

18
19
20
21
22
23

2

Quick View—CQC Domains
Safety
Area
SOF 1
CQC
National CQUIN N1a
National CQUIN N1b
National CQUIN N1c
National CQUIN N3b
National CQUIN N5
CCG CQUIN L1

CQC Domains

Indicator
Gatekeeping
Registration
NHS Staff Health
Healthy Food
Flu Vaccinations
Communication with GPs
Transition from CAMHS
Suicide Prevention
Reducing Restrictive
Practices

RAG
G
G
G
G
G
G
G
G

NHS England MH4

Discharge & Resettlement

G

NHS England MH5
HR 3

Transition from CAMHS
Staffing Levels

G
G

NHS England MH3

National CQUIN N4

Indicator
MHSDS Identifiers
MHSDS Priorities
Settled Accommodation
Employment
Operational Performance
Frequent A&E Attenders'
Support

Safe
Effective

RAG
G
G
G
G
G
G

MMH

Requires
Requires
Improvement Improvement
Requires
Good
Improvement

Caring

Good

Responsive

Good

Well Led

Good

Trust Rating

Good

G

Effectiveness
Area
SOF 4a
SOF 4b
SOF QI
SOF QI
NHSI SOF

GMW

Caring

Good
Requires
Improvement
Requires
Improvement
Requires
Improvement

Area
SOF 5a
NHSI SOF
NHS England MH2

RAG
R
G
G

Responsiveness
Area

Indicator
Early Intervention SOF 2
treatment start within 2
weeks
Cardio Metabolic
SOF 3 / National CQUIN N3a
Assessment
IAPT - Treated within 6
SOF 5b
weeks
IAPT - Treated within 18
SOF 5c
weeks
National CQUIN N9a-e
Risky Behaviours

RAG
G
G
R
R
G

Well Led
Area
NHSI SOF
NHSI SOF
NHSI SOF
HR 1
HR 2
HR 4
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Indicator
IAPT Recovery
Quality of Care
Recovery Colleges

Indicator
Finance and Use of
Resources
Strategic Change
Leadership and
improvement Capability
Sickness Rolling 12
Months
Sickness In Month
Staff, Friends and Family
Test

RAG
G
G
G
G
G
G

3

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

Q1

2017/18
Q2

Q4

Plan

Apr-17

1
1

2
1

I&E margin

Distance from financial
Financial Control plan
Agency spend
Overall Score

1

2

1

3

1
1

3
2

<1.25x

(7)-0

(14)-(7)

<(14)

1-0%

0-(1)%

≤(1)%

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

≤(2)%

0-25%

>50%

25-50%

Group

% of Total
Mem bership

Required
Over or Under
No. of Mem bers
Representation
Representation

PUBLIC

2017/18
Metric

4

MEMBERSHIP as at Q4 2016-2017

Q3

G

Capital service capacity
Liquidity (days)

Score
2
3
1.751.252.5x
1.75x

Q1

Q2

Q3

Q4

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

8.80%

2,298
162

934

Over

Sub Total
49.35%
SERVICE USER & CARER

951

5,235

Over

Service User

12.12%

417

1,286

Over

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:
NHS Improvement’s Single Oversight Framework oversees the financial and operational performance of Providers, compared to the Trust’s Operational Plan and the
Mental Health Indicators on pages 4-8 of this report.
The Trust is planning to achieve a rating of 1 in the “Finance Use of Resources Metric’. As at month 2 2017/18 a level 2 is being achieved by the Trust.
*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. The 2016/17 Outturn included Manchester figures from January 2017.
2017/18
2016/17
Indicator
Outturn
Target
Q1
Q2
Q3
Q4
Apr-17
YTD
Comments
1. Patients requiring acute care who received
a gatekeeping assessment by a crisis
99.4%
95.0%
100.0%
100.0% The target has been met in month and YTD.
resolution and home treatment team in line
with best practice standards (UNIFY2)
2. People with a first episode of psychosis
begin treatment with a NICE-recommended
85.1%
50.0%
85.0%
85.0% The target has been met in month and YTD.
package of care within 2 weeks of referral
(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 2018. 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:The Trust figure is indicative only until June
• NHS Number
2017 due to two separate submissions being
• Date of birth
made.
• Postcode
99.5%
95.0%
There is no MHSDS submission for April 2017
• Current Gender
so data has not been extracted. April's figures
• Registered GP Org Code
will be provided in May's report.
• Commissioner Org Code
b) Priority Metrics:Accommodation Status and Employment
• Ethnicity
Status, have been identified as a concern
• Employment Status (adults only)
through PMDQ and actions have been put in
• Accommodation Status (adults only)
place to reinforce the update of these metrics
through the CPA Review process.
78.8%
85.0%
The Trust figure is indicative only until June
2017 due to two separate submissions being
made.
There is no MHSDS submission for April 2017
so data has not been extracted. April's figures
will be provided in May's report.
5. Improving Access to Psychological Therapies (IAPT)/talking therapies (from IAPT minimum dataset):The Trust overall is non-compliant however all
our combined Step 2 and 3 services achieved
a) Proportion of people completing treatment
50% recovery for April 2017 along with Salford
who move to recovery (from IAPT minimum
46.3%
50.0%
39.9%
40.3% as a Step 3 Only service. The Salford service
dataset)
has continued to show strong performance for a
Step 3 only service. Manchester services (Step
3 only) did not achieve 50% recovery.
As anticipated post the acquisition of the
b) Waiting time to begin treatment within 6
72.4%
75.0%
64.0%
65.4% Manchester IAPT service the overall Trust
weeks of referral
position is non-compliant in month and YTD.
As anticipated post the acquisition of the
c) Waiting time to begin treatment within 18
95.0%
95.0%
91.2%
91.6% Manchester IAPT service the overall Trust
weeks of referral
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

2016/17
99.8%
100.0%
98.7%
99.7%
99.4%

Target
95.0%

95.0%

Apr-17
100.0%
100.0%
100.0%
100.0%
100.0%

YTD
100.0%
100.0%
100.0%
100.0%
100.0%

Comments:
All services are within target for April 2017
Please note: The 2016/17 outturn did not include Manchester figures prior to January 2017.

YTD
90.0%
87.5%
70.0%
100.0%
85.0%

Comments
All services are within target for April 2017.
Please note: Manchester Early Intervention service was provided by R-DASH prior to April 2017 so is not included in the
2016/17 figures. The service transferred to GMMH on 1st April 2017.

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

2016/17
90.0%
NA
85.5%
75.7%
100.0%
85.1%

Target

50.0%

50.0%

Apr-17
90.0%
87.5%
70.0%
100.0%
85.0%

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

Bolton
Manchester
Salford
Trafford
FMH
CJS
MHD
CPTS
CAMHS
GMMH

2016/17
99.7%
99.8%
99.5%
99.5%
97.2%
98.0%
97.5%
100.0%
99.6%
99.5%

Target

2016/17
93.3%
49.9%
79.8%
82.7%
95.8%
96.8%
87.5%
86.0%
92.6%
78.8%

Target

95.0%

95.0%

85.0%

85.0%

Apr-17
-

May-17

Jun-17

Jul-17

4a. Identifiers
Aug-17
Sep-17

Oct-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Apr-17
-

May-17

Jun-17

Jul-17

4b. Priorities
Aug-17
Sep-17

Oct-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Comments: The 2016/17 outturn is the position as at the end of March 2017. Due to no submission to NHS Digital for April 2017 dataset, the data has not been extracted. April
figures will be provided in May’s report.
Accommodation Status and Employment Status have been 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: The 2016/17 outturn did not include Manchester figures prior to January 2017 and the figures are indicative only until June 2017 due to two separate submissions
being made.
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NHSI SOF Operational Performance Indicators
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

2016/17 Target
8015
52.8%
50
87.9%
75
99.9%
95

Q1

Q2

Q3

Q4

Apr
719
59.0%
75.4%
99.2%

May

Jun

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

2016/17 Target
1977
21.6%
50
27.2%
75
77.7%
95

Q1

Q2

Q3

Q4

Apr
537
19.3%
30.4%
78.7%

May

Jun

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

2016/17 Target
4693
41.1%
50
62.7%
75
94.4%
95

Q1

Q2

Q3

Q4

Apr
325
51.4%
87.4%
98.2%

May

Jun

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

2016/17 Target
7503
54.9%
50
83.4%
75
98.0%
95

Q1

Q2

Q3

Q4

Apr
545
51.5%
88.7%
98.2%

May

Jun

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

2016/17 Target
125
53.3%
50
53.5%
75
88.4%
95

Q1

Q2

Q3

Q4

Apr
23
14.3%
0.0%
100.0%

May

Jun

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

2016/17 Target
1220
43.2%
50
100.0%
75
100.0%
95

Q1

Q2

Q3

Q4

Apr
120
50.0%
100.0%
100.0%

May

Jun

GMMH
% Moving to Recovery
% within <= 6 weeks
% within <= 18 weeks

2016/17 Target
46.3%
50
72.4%
75
95.0%
95

Q1

Q2

Q3

Q4

Apr
40.3%
65.4%
91.6%

May

Jun

Comments:
Bolton: The combined IAPT Step 2 and 3 service is sustaining RTT compliance and recovery compliance.
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. 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. The initiative to better understand and improve
recovery in our Step 3 service and within the externally provided Step 2 service continues. As can be seen, Recovery
for this Step 3 only service has been achieved in month.
Trafford: The combined IAPT Step 2 and 3 service is sustaining compliance with RTT and recovery.
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.
Trust position: As anticipated the Trust is reporting overall
non-compliance on IAPT access and recovery targets for
April 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: The 2016/17 Outturn figures do not include Manchester figures prior to January 2017.
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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.
2017/18
Indicator
Data Source
Q1
Q2
Q3
Q4
Apr-17
Comments
In-Month sickness figures have been used to provide an indication of
Staff Sickness
NHS Digital
4.94%
performance.
Turnover has been calculated as the number of leavers as a percent of the
Staff Turnover
NHS Digital
1.43%
total Trust headcount as an indication of performance.
Executive Team Turnover
Provider Return
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 Provision of internal figures are TBC due to lack of guidance from NHSI.
Aggressive Cost Reduction Plans
Provider Return
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
32
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
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
used.
NHS England/NHS Improvement
All Alerts have been assigned to a Subject Matter Lead and are being
NHS Improvement
NA
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
84.6%
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
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
95.2%
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%
The Target applied as an indication of performance and was the overall
% clients in settled accommodation NHS Digital
England result as at July 2016.
There is no MHSDS submission in April 2017 so data has not been
extracted. April's figures will be provided in May's report.
Target: 7%
The Target applied as an indication of performance and was the overall
% clients in employment
NHS Digital
England result as at July 2016.
There is no MHSDS submission in April 2017 so data has not been
extracted. April's figures will be provided in May's report.
Potential under-reporting of patient
NHS England
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
GMW
MMH
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

2016/17

CQC Rating

Bolton
Woodlands
Salford
BH
Trafford
Manchester
FMH
SMS
CAMHS
R1

1
1
4
0
1
0
8
0
1
3

Apr
C M
- - - - - - - 2
- - - -

May
C M

Jun
C M

Jul
C M

Number of Visits 2017/18
Aug
Sep
Oct
Nov
C M C M C M C M

Dec
C M

Jan
C M

Feb
C M

Mar
C M

Mental Health Act Monitoring:
There were two CQC MHA Monitoring visits during April 2017. These were to Hayeswater Ward (MSU - FMH) on 10th
April and Isherwood Ward (LSU - FMH) on 24th April. Provider Action Statements have been completed for both. Additionally there was a CQC focused MHA Trust wide visit 5th April and the main aim of this was to collect information on the uses of compulsory powers and to gather evidence on the management of local AMPH services.

Service Reviews
Community Patient Survey 2017:
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.A further additional sample of 3000 service users, split across the four geographical areas will also be commissioned. The results of this wider sample will be used to track ongoing quality improvement on a geographical basis.
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CQUIN
National CQUIN (GMW)—12 indicators that are covered by both CCG and NHS England CQUIN schemes. These account for a total of £1,871,542 towards the CCG CQUIN scheme from the Multi-Lateral Contract, the Salford ICO contract and the Manchester MH Contract. It is still to be agreed with NHS England how much monies are involved.
Local CQUIN—2 indicators that are covered by CCG CQUIN Scheme and account for a total of £374,308 from the Multi-Lateral Contract, the Salford ICO contract and the Manchester MH Contract.
Specialist Network CQUIN—4 indicators that are covered by NHS England Scheme. The financial value is still to be agreed with NHS England.
The overall value of the CCG CQUIN is £3,743,084, including the Reserve Financial Control. The overall value of the NHS England CQUIN is still to be agreed.

National CQUIN Scheme Indicators (£1, 871,542 of CCG Contract and £342,231 of NHS England Contract)
Financial Value
CCG
NHSE

Target

Q1

2016/17
Q2
Q3

Q4

YTD

Comments
Work towards Q1 milestones is in progress. An update will be
provided at the end of Q1 in June's report.
Work towards Q1 milestones is in progress. An update will be
provided at the end of Q1 in June's report.

£124,769

TBC

G

£124,769

TBC

G

£124,769

TBC

G

Work towards Q1 milestones is in progress. An update will be
provided at the end of Q1 in June's report.

G

Work towards Q1 milestones is in progress. An update will be
provided at the end of Q1 in June's report. This indicator also
applies to the Inpatient wards within FMH but is covered by the
monies from the CCG.

G

Work towards Q1 milestones is in progress. An update will be
provided at the end of Q1 in June's report.

G

Work towards Q1 milestones is in progress. An update will be
provided at the end of Q1 in June's report.

Work towards Q1 milestones is in progress. An update will be
provided at the end of Q1 in June's report.

£299,447

£0

£74,862

NA

£374,308

NA

£374,308

TBC

G

To meet the quarterly milestones

Indicator
Number Indicator
Improvement of health and
N1a
wellbeing of NHS Staff
Healthy food for NHS staff,
N1b
visitors and patients
Improving uptake of flu
N1c
vaccinations for frontline
clinical staff
Demonstrate Cardio
metabolic Assessment and
Treatment for Patients with
N3a
Psychoses in: Inpatient
Wards, Early Intervention
Psychosis and CMHT
(patients on CPA)
Collaboration with Primary
N3b
Care
Reduce the number of
attendances to A&E for
those within a selected
cohort of frequent attenders
who would benefit from
N4
mental health and
psychosocial interventions,
and establish improved
services to ensure this
reduction is sustainable.
Transitions out of Children
N5
and Young People’s Mental
Health Services (CYPMHS)
N9a

Tobacco screening

£18,715

TBC

G

N9b

Tobacco Brief Advice

£74,862

TBC

G

N9c

Tobacco Referral and
Medication Offer

£93,577

TBC

G

N9d

Alcohol Screening

£93,577

TBC

G

N9e

Alcohol Advice Referral

£93,577

TBC

G
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Work towards Q1 milestones is in progress.
provided at the end of Q1 in June's report.
Work towards Q1 milestones is in progress.
provided at the end of Q1 in June's report.
Work towards Q1 milestones is in progress.
provided at the end of Q1 in June's report.
Work towards Q1 milestones is in progress.
provided at the end of Q1 in June's report.
Work towards Q1 milestones is in progress.
provided at the end of Q1 in June's report.

An update will be
An update will be
An update will be
An update will be
An update will be
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CQUIN
CCG CQUIN Scheme Local Indicators (£374,308 of CCG Contract)

L1

Indicator

Financial
Value Target

Suicide Prevention - To
implement best practice and
£374,308
enhance current policies in
suicide prevention strategies.

Reserve Financial Control

£1,497,234

Q1

2016/17
Q2
Q3

Q4

YTD

To meet the quarterly
milestones

Local CQUINS

Indicator
Number

Comments

G

Work towards Q1 milestones is in progress. An update will be
provided at the end of Q1 in June's report.

G

The CCG’s will advise on compliance as this is dependent on the
whole STP delivery of control total. GMMH has a risk reserve to
contribute to the offset of this if required.

Indicator
Financial
Number Indicator
Value
Target
Recovery Colleges for
MH2
Low and Medium
TBC
Secure Patients
Reducing Restrictive
Practice within Low and
MH3
TBC
Medium Secure
Services
Discharge &
Resettlement (All
MH4
TBC
Specialist MH Inpatient
Services)
MH5

CAMHS Inpatient
Transitions

TBC
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To meet the quarterly milestones

CAMHS

All

FMH

NHS England CQUIN Scheme Specialist Network Indicators (£TBC of NHS England Contract)
Q1

2016/17
Q2
Q3

Q4

YTD

Comments

G

Work towards Q1 milestones is in progress. An update will be provided
at the end of Q1 in June's report.

G

Work towards Q1 milestones is in progress. An update will be provided
at the end of Q1 in June's report.

G

Work towards Q1 milestones is in progress. An update will be provided
at the end of Q1 in June's report.

G

Work towards Q1 milestones is in progress. An update will be provided
at the end of Q1 in June's report.
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Quality Account Highlights
Quality Account Priorities
The Quality Account 2016/17 was approved at the Trust Board in May 2017 following extensive consultation and engagement. KPMG External Assurance gave GMMH 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 6 priorities each quarter.
Priority One: Listening to, Learning From and Acting on
Service User and Carer Feedback

Priority Two: improving Outcomes through the Delivery
of Recovery-Focused, Positive and Safe Services.

An update will provided for Quarter 1 in the June 2017 report.

An update will provided for Quarter 1 in the June 2017 report. An update will provided for Quarter 1 in the June 2017 report.

Priority Four: Physical Health - Improve Assessment and
Treatment and Promote Health Improvement

Priority Five: Reduce the Number of Service Users
Placed Outside of the Local Area for Care and Treatment

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

An update will provided for Quarter 1 in the June 2017 report.

An update will provided for Quarter 1 in the June 2017 report.

An update will provided for Quarter 1 in the June 2017 report.
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Priority Three: Enhancing the Quality of Life of People
with Dementia and Older People with Functional Illness
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Human Resources
Sickness Rate

5.24

5.88

5.81

5.52

5.36

3.52

3.71

4.04

3.78

4.20

3.88

3.46

4.94

3.67

5.39

3.00

2.87

2.74

Sickness Absence - Long Term

Directo rate Targe t

6.12
5.27

6.00

6.48

5.65

5.65

6.01

1.81

1.83

J

F

1.28

1.77

D

1.47

2.10

N

1.89

1.93

A

1.37

2.21

A

M

O

S

2016/17

2015/16
GMW/G MMH - S hort term

GMW/G MMH - Lo ng ter m

Target

GMMH* Sickness Rate (%) - Rolling 12 m onths
7.00

5.90

5.42
5.03

5.00

0.00

Corpor ate Target

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

7.00

1.00

J

1.28

1.52

0.80

J

SMS

FMH

Trafford

Salford

Mancheste r

Bolton

Sickness Absence - Short Term

1.29

1.82

0.68

M

1.42

GMMH

1.10

0.00

Other
Spe cia list

1.39

CAMHS

1.39

A

2.16

1.06

1.73

2.00

1.00

6.20

6.19

6.00

6.12

6.08

6.00

5.97

5.94

5.87

5.84

5.53

5.47

5.45

5.42

3.77

3.77

3.76

3.00

2.72
2.00

3.81

4.16

4.22

4.34

4.00

4.38

3.77
3.56

4.40

4.19

4.47

4.15

4.56

3.86

4.62

3.46

3.89

%

4.57

3.83

4.58

5.00
4.88

3.00

Directo rate Targe t

Corpor ate Target

1.71

F

1.65

1.71

J

A

1.68

D

1.68

1.65

N

M

1.60

O

GMMH

Corpor ate

CAMHS

SMS

FMH

Sickness Absence - Long Term

Other
Spe cia list

Sickness Absence - Short Term

Trafford

Salford

Mancheste r

Bolton

0.00

1.00

1.58

1.65

S

1.17

1.61

1.47

A

1.71

1.61

1.86

J

1.82

1.56

1.79

J

1.60

1.62

1.81

M

1.56

1.57

2.00

0.00
A

1.00

3.40

4.00
3.67

2.00

%

3.54

5.26

3.49

6.09
5.61

5.09

4.27

4.48

2.91

3.39

Corpor ate

%

4.78

4.90

5.79

5.00

4.29

4.07

4.59

4.00
3.00

4.94

5.90

6.00

4.50

4.78

5.00

6.23

5.77

5.08

3.62

5.94

6.00

7.00

%

6.17

5.96

4.00

GMMH* Sickness Rate (%) - In Month

Directorate In Month Sickness Rates (%) - April 2017

7.00

2015/16
GMW/G MMH - S hort term

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 5.42% the total sickness rate for the 12 months ending April 2017 was 0.03% less than the previous month. The sickness rate comprised 3.77% due to long-term sickness and 1.65%
arising from short term absences.
The April in-month total for the Trust was 0.15% lower than the previous month and at 4.94% was 0.81% below the target rate of 5.75%; rates have decreased for six consecutive months.
Long Term absences continue to make up the majority of the time lost to sickness. Salford had the highest sickness absence rate (6.17%); the lowest rate was recorded in Corporate Services (3.54%).
The average sickness rate for Mental Health/Learning Disability Trusts in the NW for the month of February was 5.6% (latest available data); 0.24% 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
Workforce Overview
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
Apprenticeships - Number on program
Apprenticeships - GMMH %
Apprenticeships - Public Sector Target

Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18
4,371
4,739
828
37
82
1.7%
2.3%

IPDR

73

Staff %

Ethnicity

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

White
84.62
88.63
Mixed
1.79
1.60
As ian
4.68
6.77
Black
5.84
1.66
Chines e/Other
0.76
1.33
Ethnic group
Not Stated
2.32
*Source: ONS PEEG Es tim ates for 2009

-0.16
0.05
0.03
0.08
-0.02
0.03

2015/16

1.43 1.47

1.37 1.43

A 0.06

1.18 1.25

0.82 0.82

J

M 0.04

2016/17
Wastage Rate (%)

Fixe d term Co ntr acts & TUP E Tra nsfers

F 0.06

1.39 1.39

D

0.86 0.86

N

1.52 1.66

O 0.13

S 0.03

1.09 1.23

A 0.13

J 0.06

0.84 0.84

0.50

J

1.00

M 0.130.65 0.79

1.50

1.35 1.42

2.00

1.79 1.83

Turnover

1.03 1.03

Course Name
Basic Life Support - 1 Year
Equality & Diversity - 3 Year
Fire Safety - 1 Year
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

Ethnicity
Percentage of staff with valid completed mandatory training as at end of the month
Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18
73
94
82
94
52
93
81
76
82
89
87
92
75
52
90
91
92
88
85
87

A

Mandatory Training

All Other Leavers

Workforce Overview: In April the Trust employed 4739 people who work a total of 4371 Full-Time Equivalent; the budgeted FTE exceeded the contracted FTE by 828. As at the end of
April there were 82 apprentices in GMMH; this represents 1.7% of the workforce and the national target is 2.3%.
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 Diversity, 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 73% 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 Manchester, 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. 2.32% of staff chose not to state their
ethnic origin.
Turnover: During April a total of 68 staff left GMMH. Reasons for leaving were: voluntary resignation (42), retirement (14) and 12 staff left for a variety of other reasons.
Please Note: The Turnover graph does not included any Manchester figures prior to January 2017.

Board Performance Report - April 2017 Final Version

14

Human Resources
Safe Staffing Levels
Apr-17
Day
Night

Directorate
SMS
FMH
CAMHS
MHD
Bolton
Manchester
Salford
Trafford

100.00%
102.33%
100.00%
100.00%
109.76%
131.91%
107.41%
98.65%

GMMH

113.96% 114.13%

May-17
Day
Night

Jun-17
Day
Night

Jul-17
Day
Night

Aug-17
Day Night

Sep-17
Day
Night

Oct-17
Day
Night

Nov-17
Day
Night

Dec-17
Day Night

Jan-18
Day Night

Feb-18
Day Night

Mar-18
Day Night

100.00%
100.18%
100.00%
100.00%
111.43%
137.27%
109.56%
99.05%

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.

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,
4%

98,
8%

344,
28%

199, 17%

Extremely Likely

109,
9%

332,
27%
Extremely Likely

Likely
Neither likely nor unlikely

Likely
215, 18%

Neither likely nor unlikely

Unlikely
561,
46%

Extremely Unlikely

Unlikely
464,
38%

Extremely Unlikely

Comments: The results for the first staff FFT for GMMH show that 72% of staff would recommend the Trust as a place to receive care or treatment and 64% would recommend the Trust as a place to work. The survey was conducted between 15 th and 31st March 2017.
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Human Resources / Finance and Contracts
Staff Costs—Rolling 12 Months

10000

1000
500

M J J A S O N D J F M A M
2016/17
2017/18

800
700
600
500
400
300
200
100

M J J A S O N D J F M A M
2017/18
2016/17

Bank Costs (000s)

538
464
459
472
484
465
506
480
638
714
935
681
661

1500

9087
9351
9342
9417
9499
9466
9539
9466
15040
14906
15065
15077
15670

15000

5000

Agency Costs (000s)

2000

683
626
706
469
575
452
433
494
1448
1677
1694
1379
1378

Salary Costs (000s)

20000

Agency Spend Summary

M J J A S O N D J F M A M
2017/18
2016/17

Staff
Budget to Actual to Variance
Group Plan 1718 May-17
May-17
YTD
Med
4,244,000
707,333
910,178 -202,844
Nurs
2,304,000
384,000
666,470 -282,470
P&T
1,571,000
261,833
313,098
-51,265
A&C
91,000
15,167
121,536 -121,536
Anc
3,324,000
554,000
719,583 -165,583
Total 11,534,000 1,922,333 2,730,863 -823,697
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
Profit/Loss on asset disposal
PDC Dividend
Net Surplus/(Deficit)
Non Operating Expenses
Surplus/(Deficit) after Non-Operating Exps
Elements of Comprehensive Income
Total Comprehensive Income
EBITDA % Income

May-17
Plan Actual
23.60
24.53
-17.44 -17.71
-0.39
-0.32
-4.29
-5.07
1.48
1.43
-0.53
-0.55
0.02
0.00
-0.03
-0.01
0.00
0.00
0.00
0.00
-0.34
-0.38
0.59
0.50
0.00
0.00
0.59
0.50
0.00
-0.00
0.59
0.50
6.3%
5.8%

Var
0.92
-0.27
0.07
-0.78
-0.05
-0.01
-0.01
0.02
0.00
0.00
-0.03
-0.10
0.00
-0.10
-0.00
-0.10
-0.5%

YTD
Plan Actual
47.21
47.50
-34.88 -34.85
-0.78
-0.78
-9.17
-9.46
2.38
2.41
-1.06
-1.09
0.03
0.01
-0.07
-0.03
0.00
0.00
0.00
0.00
-0.69
-0.81
0.60
0.50
0.00
0.00
0.60
0.50
-0.00
-0.00
0.60
0.50
5.0%
5.1%

May-17
Plan Actual
0.3
0.3
15.3
15.4
2.5
2.5
3.0
3.2
0.0
0.0
2.5
3.3
23.6
24.6

Var
0.0
0.1
0.0
0.1
0.0
0.8
1.0

YTD
Plan Actual
0.6
0.7
30.6
30.6
4.9
4.9
6.0
6.1
0.0
0.0
5.0
5.3
47.2
47.6

FY
Comments:
Var
Plan
The Trust is reporting a surplus of £508k on income and expendi0.29 289.47
0.04 -209.27 ture, before non operating expenses as at month 2 17/18. This is
0.01
-5.24 £90k behind the planned surplus.
-0.30 -61.39
0.04
13.58
Directorate financial positions compared to budget can be found in
-0.03
-6.36 section 5 of the Board Report.
-0.02
0.19
0.04
-0.39
0.00
0.00
0.00
0.00
-0.12
-4.65 Mental Health Clustering
-0.09
2.36 Percent Clustered
Percent with Valid Cluster
0.00
(0.50)
Comments
-0.09
1.86
Percent Clustered is the total
0.00
(0.02)
number of clients clustered to
-0.09
1.84
date, and is a decrease of 1.2%
0.0%
4.7%

Contract Income
Income £m
Cost & Volume contract income
Block contract income
Clinical partnership income
Other Clinical MS income
Private patient income
Non clinical income
Total income
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Var
0.0
0.1
0.0
0.0
0.0
0.3
0.4

FY
Plan
3.8
191.5
29.6
31.9
0.0
32.6
289.5

from the March 2017 position.
Percent with a Valid Cluster is the
number of clustered clients for
whom the clustering review is not
yet due, and is a decrease of
1.4% from the March 2017 position.
3983 clients remain unclustered.
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Locally Agreed Targets
Bed Occupancy
By Contract
% Occupancy
Bolton
Manchester
Salford
Trafford
FMH
JDU
CBU
RADAR
J17
Gardener
Bramley Street
Braeburn House
MacColl Ward
By Specialty
% Occupancy
Adult
Older People
PICU
Rehab
Perinatal
Medium Secure
Low Secure
MHD
SMS
Young Persons
GMMH*

2016/17
Outturn Plan
94
85
99
97
85
100
85
97
95
67
78
85
87
73
86
95
49
90
86
85
2016/17
Outturn
101
94
100
92
88
97
97
67
82
74
94

Apr
93
97
95
99
96
49
70
79
100
68
83
98
99

May

Jun

Jul

Aug

2017/18
Sep Oct

Apr
96
94
100
97
90
95
98
49
72
90
94

May

Jun

Jul

Aug

Sep

Nov

Dec

Jan

Feb

Mar

YTD
93
97
95
99
96
49
70
79
100
68
83
98
99

2017/18
Oct Nov

Dec

Jan

Feb

Mar

YTD
96
94
100
97
90
95
98
49
72
90
94

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

2016/17
Outturn Apr
5

May

Jun

Jul

Aug

2017/18
Sep Oct Nov

Dec

Jan

Feb

Mar

YTD

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.
The low occupancy in JDU/MHD appears to be a
national trend in demand for MHD units. It has
been flagged on the GMMH Risk Register with a
robust action plan and monitoring has been put in
place.
*Please Note: The 2016/17 Outturn figure did
not include Manchester services prior to January
2017.

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

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

3

Under 18 Comment: There were 3 clients admitted to an adult ward during April 2017. One client
9
18
was admitted to Birch Ward, Bolton due to no
availability at J17 and refusal from Hope Unit in Bury despite several attempts as they would not accept an OAP. Client was transferred to J17 after 4 days as soon as a bed became available. One client was admitted to Keats Ward in Salford following assessment by RAID in A&E due to no beds available in the North West. Client was placed on one-to-one observation as
per Under 18 policy and was transferred to J17 after 4 days when a bed became available. One client was admitted to Safire ward in Manchester following presentation to A&E. A decision
to admit was made due to risk of self harm but no CAMHS beds could be located. Patient was transferred to J17 after 10 days when a bed became available.
Please Note: The 2016/17 Outturn figure did not include any Manchester figures prior to January 2017.
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Locally Agreed Targets
Out of Area Placements
Inappropriate OAPS Bed Types (New Clients)
Inappropriate OAPS
Apr-17
Apr-17
YTD
Adult
No. New Total No. New Total
OA
Adult
PICU
Acute
Clients No. Days Clients No. Days
Acute
Acute
Bolton
Bolton
0
1
0
31
1
0
1
31
Manchester
16
20
2
762
2
16
20
762 Manchester
Salford
Salford
0
0
0
0
0
0
0
0
Trafford
Trafford
0
0
0
0
0
0
0
0
GMMH
16
21
2
793
3
16
21
793 GMMH

Appropriate OAPS

YTD
OA
Acute
0
2
0
0
2

PICU
1
2
0
0
3

Apr-17
YTD
No. New Total No. New Total
Clients No. Days Clients No. Days
Bolton
0
0
0
0
Manchester
0
30
0
30
Salford
1
33
1
33
Trafford
0
0
0
0
GMMH
1
63
1
63

Comments:
At the end of March 2017 there were 30 Inappropriate OAPS still current and 2 Appropriate OAPS.
During April 2017 there were 21 new Inappropriate OAPS admitted due to no available bed at GMMH bringing the YTD total to 21 new Inappropriate OAPS.
29 Inappropriate OAPS were repatriated or discharged during April 2017, bringing the YTD total to 29 repatriated or discharged.
There were 22 current OAPs as at the end of April although 9 have since been repatriated or discharged (as at 22nd May 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
2016/17 Target Apr-17
Bolton
% Seen in 1 hr 82.3% 75%
70.0%
% Seen in 2 hrs 94.3% 95%
87.9%
% Seen in 4 hrs 98.0% 95%
92.0%
Manchester % Seen in 1 hr 81.1% 75%
81.2%
% Seen in 2 hrs 92.2% 95%
92.0%
% Seen in 4 hrs 56.6% 95%
NA
Salford
% Seen in 1 hr 70.1% 75%
72.2%
% Seen in 2 hrs 81.4% 95%
83.9%
% Seen in 4 hrs 97.7% 95%
98.5%
Trafford
% Seen in 1 hr 97.3% 75% 100.0%
% Seen in 2 hrs 98.8% 95% 100.0%
% Seen in 4 hrs 100.0% 95% 100.0%
GMMH*
% Seen in 1 hr 78.7% 75%
74.5%
% Seen in 2 hrs 89.3% 95%
87.3%
% Seen in 4 hrs 96.8% 95%
96.5%

YTD
70.1%
88.0%
92.1%
81.2%
92.0%
NA
72.2%
83.9%
97.4%
100.0%
100.0%
100.0%
78.3%
90.0%
96.0%
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Comments:
Bolton: Surges in both activity and complexity outside of office hours continue to create a real challenge to respond to
within the targeted timescales. 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 4 hour figures for Manchester are not yet available. The 1 hour target has been achieved for the
month although the 2 hour indicator remains 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. The 4 hour target is
measured differently in Manchester to the other District Services. 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.
Salford: Performance is improving for the 1 hour and 2 hour targets but remains below target. Review of referral
patterns and breaches has noted that there is no significant variation in distribution of referrals across the 24 hour period.
The whole system demand in month exceeds the service’s capacity to consistently respond within the timescales. Work
is ongoing to identify suitable and sustainable improvements to address these challenges and will be shared with Commissioners in July 2017. The 4 hour target has consistently been achieved.
Trafford: The service has achieved all targets within the month.
*Please Note: The 2016/17 figures did not include Manchester services prior to January 2017.
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Safety
Incidents—Patient Safety
Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Comments
All RCAs investigations continue to be managed as per Na7
tional SUI Framework (2015), Trust Incident Policy, and rele-

20
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100
80

Jan-18

Dec-17

Nov-17

Oct-17

Sep -17

Aug -17

Jul-17

0

4. Total Serious Incidents Resulting in Death
Reported on Datix - Rolling 12 m onths with
Trend
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1
SSN
Other
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Mancheste r
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4

2

SMS

4

10

6

30

Sep -17

15

8

15

10

40

Aug -17

12

9

No. Incidents

14

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
4. In accordance with governance procedures all deaths are robustly investigated and monitored through the Trust mortality
group.
The figures include both Expected and Unexpected deaths.
The in month position for April is as follows: Bolton - 7 unexpected
outpatient, 2 expected outpatient, Salford – 2 unexpected outpatient, 13 expected outpatient, SMS- 4 unexpected outpatient, Trafford- 5 unexpected outpatient and 5 expected outpatient and Manchester– 8 under care of others, 1 unexpected in custody, 4 expected outpatient and 2 unexpected outpatient.
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3. Serious Incidents Resulting in Death Reported
on Datix April 2017
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There were two major incident reported in Salford: a patient
slipped sustaining a # neck of femur and a self-harm incident
which resulted in the patient being transferred to the acute trust for
assessment and intervention.
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2. Total Moderate & Major Incidents Reported on
Datix - Rolling 12 m onths with Trend
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Moderate & Major Incidents Comments:
During April 2017 there were 46 incidents of moderate harm reported which included incidents with the following categories: selfharm, accidents (inc falls), medication errors (communication between care providers), patient ill health, intoxication with illicit
drugs, and violence and aggression, delays in assessment, AWOL,
detained patient, breach of patient dignity, cigarette fire, communication failure inadequate staffing levels, environment.
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1. Moderate & Major Incidents Reported on Datix
April 2017
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Mar-17

1

Feb-17

Regulation 28's

Feb-17

0

Jan-17

Never Events

vant Health & Safety/HR Policies.
All data was extracted from DATIX on 22/05/2017.
Regulation 28: One received and responded to during
April 2017 for death in custody. The learning is being progressed in partnership with the prison service.

Jan-17

2

No. Incidents

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 9 recorded Being Open discussions in April 2017, bringing the YTD total to 9.
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Safety
5. Total Num ber of Incidents Recorded on DATIX - Rolling 12 m onths w ith Trend

No. Incidents
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180 0

RCA investigation as per Trust Incident Policy.

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

Incidents—Staff Safety

Minor harm, may require ai d/supp ort
Mo derate harm r equirin g treatment
Major perman ent or lon g-te rm har m

40
52

40

7

Board Performance Report - April 2017 Final Version

16

Jan-18

Dec-17

Nov-17

Oct-17

Sep -17

Aug -17

Jul-17

Jun-17

May-17

Apr -17

Mar-17

Feb-17

9. Total Accident Incidents Causing Injury to Staff Rolling 12 m onths w ith Trend
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Accident Incidents Causing Injury to Staff Comments:
The total accident incidents causing injury to staff in April 2017
decreased by 7 to 8 compared to March 2017, which is 1 below the 5 year average for April. Of these, 1 were RIDDOR
reportable. Accidents include: 2 x contact with moving object,
3 x PMVA/V&A related, 1 x needle stick injury, 1 x injured by
animal (therapy dog). The breakdown excludes Manchester as
their DATIX does not have the “Accident” category.
YTD there have been 8 incidents recorded, of which 1 has
been RIDDOR reportable. Accidents include: 2 x contact with
moving object, 1 x PMVA/V&A related, 1 x needle stick injury,
1 x injured by animal.
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8. Accident Incidents Causing Injury to Staff
(Including RIDDOR) YTD to April 2017
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7. Total V&A Incidents Causing Injury to Staff Rolling 12 m onths w ith Trend
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Violence and Aggression Incidents Causing Injury to Staff
Comments:
The number of incidents recorded during April 2017 was 95, of
which 1 was RIDDOR reportable. Salford Directorate reported
11 incidents, whilst Trafford reported 9 incidents. The highest
reported incidents on a ward was Greenway Ward (5).

No. Incidents

6. Violence and Aggression Incidents Causing
Injury to Staff (Including RIDDOR) YTD to April
2017
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Incidents—Positive and Safe (Positive Management of Violence and Aggression)
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Incidents Resulting in Use of Seclusion Comments:
Chart 15 shows that during April there were 59 incidents of seclusion
involving 52 service users. Chart 14 represents a YTD steady decrease
in the use of seclusion.
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. No local assurance reports
were commissioned based on April data.
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13. Incidents that Required the Use of Rapid
Tranquilisation - Directorate Breakdown
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Incidents that Required the use of Rapid Tranquilisation Comments:
Chart 13 shows that during April there were 131 incidents of RT involving 47 service users. Chart 12 shows a year to date increase in the use
of RT on account of a spike in January. 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.
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w ere used - Directorate Breakdown - Num ber
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Incidents where Restraint Techniques were used Comments:
Chart 10 shows the rolling 12 month trend of the number of incidents
recorded where at least one restraint technique has been used as a percent of total incidents along with the actual number of incidents. Chart 11
is the directorate breakdown for the number of incidents.
A total of 656 restraint techniques were used during April 2017, of which
a minority (87, 13%) were in the prone position.
The Trust wide Positive and Safe forum monitors local assurance reports
when rates of restraint are higher than expected. Based on April data
local assurance reports were requested from Hayeswater and Medlock
wards. These confirmed that restraint is occurring in the context of least
restrictive practice and individual positive support plans, and in the case
of Medlock ward is due to the management of a service user who requires restraint linked to the management of their physical health needs.
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10. V&A Incidents where Restraint Techniques
w ere used - GMMH Rolling 12 m onths with
500
40%
Trend
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The DoH’s Positive & Safe Programme (2014) outlines requirements for promoting development of therapeutic environments and minimising restrictive practices, including prone restraint.

Salford
R1
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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.

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

20. Total Incidents Leading to a Safeguarding
Action - Rolling 8 Quarters with Trends
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19. Type of Action Taken for Adult Safeguarding
Incidents Q4 2016-17

Managed in
Service 13 34 10 55
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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 (of
which 1 was in month) and 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.

17. Type of Action Taken for Child Safeguarding
Incidents Q4 2016-17

Contacted police/
PPIU (Public
Protection Invest 7 10
Unit)
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18. 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

16. Num ber of Incidents Leading to a
Safeguarding Children’s Action Q4 2016-17

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
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District Services - 12 Months to April 2017
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Comments:
32 complaints were recorded across the Trust in April representing a 35% decrease from the number of complaints recorded in March (52).
During April 2017, 30 complaints at level 2 and above were closed, of which 14 (47 %) were either upheld or partially upheld.
During April 2017 no level 4 or 5 complaints were responded to.

Patient Feedback—Service User Friends and Family Test
Question. How likely are you to recommend this organisation to
22,
friends and family if they needed care or treatment?
7,… 7.5%
YTD Period: April 2017
7, 2.4%
9,…
1 - Extremely Likely

148,
50.7%

2 - Likely

Comment: The Friends and Family Test (FFT) for service users has been fully implemented in all
GMMH 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 April 2017, the combined GMMH results showed that of the 292 service users
asked, 84.6% said they would recommend our services to friends and family bringing the YTD
total to 84.6%.

3 - Neither likely nor unlikely
4 - Unlikely

99, 33.9%

5 - Extremely unlikely
6 - Don't Know
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Self-Certification on Compliance with the NHS Provider Licence Governance
Condition
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Andrew Maloney, Director of HR and Corporate Affairs
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. In May 2017, the Board of
Directors reviewed the requirements of Conditions G6 and CoS7 of the Provider
Licence and confirmed compliance with each. This paper outlines the requirements
of the third condition, Condition FT4 (NHS Foundation Trust Governance
Arrangements), and proposes a range of supporting evidence to enable the Trust’s
self-certification.

LINKS TO OTHER KEY
REPORTS/DECISIONS:

• Self-Certification on Compliance with the Requirements of the NHS Provider
Licence – paper to the May 2017 Board of Directors’ Meeting
• GMMH Annual Report 2016/17
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

Strategic Objective

RECOMMENDATIONS:

Description (as per BAF)

The Board of Directors are asked to:
• Review the requirements of Condition FT4 of the Provider Licence and confirm
compliance with all key statements
• Review the Trust’s approach to training of governors and confirm compliance
1

2

Self-Certification on Compliance with the NHS Provider Licence Governance Condition

1.

Introduction

1.1

NHS foundation trusts are required to self-certify, on an annual basis, 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

In May 2017, the Board of Directors reviewed the requirements of Conditions G6
(Compliance with Licence Conditions) and CoS7 (Availability of Resources) of the Provider
Licence and confirmed compliance with the requirements of each. The Board of Directors
are now asked to self-certify against Condition FT4 (NHS Foundation Trust Governance
Arrangements). This paper outlines the requirements of Condition FT4 and proposes a range
of supporting evidence to enable self-certification. Alongside this, the Board is also asked to
self-certify on training of governors i.e. whether governors have received enough training
and guidance to enable them to carry out their role.

1.3

NHS Improvement (NHSI) require self-certification under Condition FT4(8) to be completed
by 30 June 2017. Providers are no longer required to submit self-certifications to NHSI and
there is also no requirement to publish the Trust’s self-certification against Condition FT4.
Instead, from July 2017, NHSI will contact a select number of NHS foundation trusts to seek
evidence of self-certification.

Preparation for CQC and NHSI well-led reviews to be undertaken during 2017/18
2.

Condition FT4 – NHS Foundation Trust Governance Arrangements

2.1

The following table (Table 1) outlines the requirements of Condition FT4. To self-certify, the
Board are invited to confirm compliance, or otherwise, as at the date of the Board’s review
and for the future financial year (2017/18). A proposed response to each requirement
(‘confirmed’/’not confirmed’) is set out in Table 1, along with any identified risks and
mitigating actions. A summary of the evidence to support the proposed responses is
provided in Appendix 1.

2.2

In undertaking their review, the Board of Directors are required to take into account the
views of governors. Of the Trust’s longer-standing governors who were invited to provide
3

feedback, all confirmed compliance and provided assurance on the Trust’s governance
arrangements.
2.3

The Board’s review of compliance with Condition FT4 will support the Trust’s preparation for
its future Care Quality Commission (CQC) and NHS Improvement (NHSI) well-led reviews.
Actions to strengthen the Trust’s governance arrangements will also be identified through
the planned Board Development Programme for 2017/18.

Table 1 – Proposed Self-Certification Response
Key Statement

Response

1. The Board is satisfied that the Trust applies those
principles, systems and standards of good corporate
governance which reasonably would be regarded as
appropriate for a supplier of health care services to
the NHS.
2. The Board has regard to such guidance on good
corporate governance as may be issued by NHS
Improvement from time to time.
3. The Board is satisfied that the Trust implements:

Confirmed

a) Effective Board and committee structures
b) Clear responsibilities for its Board, for committees
reporting to the Board and for staff reporting to the
Board and those committees; and
c) Clear reporting lines and accountabilities throughout
the organisation
4. The Board is satisfied that the Trust effectively
implements systems and/or processes:

Risks and Mitigating Actions

Confirmed

None identified

Confirmed

None identified

Confirmed

None identified

a) To ensure compliance with the Licensee’s duty to
operate efficiently, economically and effectively;
b) For timely and effective scrutiny and oversight by the
Board of the Licensee’s operations;
c) To ensure compliance with health care standards
binding on the Licensee including but not restricted to
standards specified by the Secretary of State, the Care
Quality Commission, the NHS Commissioning Board
(now NHS England) and statutory regulators of health
care professions;
d) For effective financial decision-making, management
and control (including but not restricted to
appropriate systems and/or processes to ensure the
4

Key Statement
e)

f)

g)

h)
5.

Licensee’s ability to continue as a going concern);
To obtain and disseminate accurate, comprehensive,
timely and up to date information for Board and
Committee decision-making;
To identify and manage (including but not restricted
to manage through forward plans) material risks to
compliance with the Conditions of its Licence;
To generate and monitor delivery of business plans
(including any changes to such plans) and to receive
internal and where appropriate external assurance on
such plans and their delivery; and
To ensure compliance with all applicable legal
requirements.
The Board is satisfied that the systems and/or
processes referred to in paragraph 4 (above) should
include but not be restricted to systems and/or
processes to ensure:

a) That there is sufficient capability at Board level to
provide effective organisational leadership on the
quality of care provided;
b) That the Board’s planning and decision-making
processes take timely and appropriate account of
quality of care considerations;
c) The collection of accurate, comprehensive, timely and
up to date information on quality of care;
d) That the Board receives and takes into account
accurate, comprehensive, timely and up to date
information on quality of care;
e) That the Trust, including its Board, actively engages
on quality of care with patients, staff and other
relevant stakeholders and takes into account as
appropriate views and information from these
sources; and
f) That there is clear accountability for quality of care
throughout the Trust including but not restricted to
systems and/or processes for escalating and resolving
quality issues including escalating them to the Board
where appropriate.
6. The Board is satisfied that there are systems to
ensure that the Trust has in place personnel on the
Board, reporting to the Board and within the rest of
the organisation who are sufficient in number and

Response

Risks and Mitigating Actions

Confirmed

Confirmed

The following are identified as
risks on the current Trust’s
Board Assurance Framework:
5

Key Statement
appropriately qualified to ensure compliance with the
conditions of its NHS provider licence.

Response

Risks and Mitigating Actions
• Risk ID 2252 (Safe Staffing
Levels) – actions to mitigate
against this risk include
ongoing implementation of
recruitment activity plan
and implementation of
acute care pathway
developments in
Manchester in line with
Post-Transaction Integration
Plan (PTIP)
• Risk ID 1804 (Mandatory
Training) – continued
monitoring and
performance management
of directorate mandatory
training compliance via
Workforce Development
Committee to enable
achievement of 85%
compliance and integration
of former GMW and
MMHSC mandatory training
programmes
• Risk ID 2610 (Corporate and
Senior Clinical Management
Restructure) – restructure
completed in May 2017

3.

Training of Governors

3.1

The Board is required to self-certify that, during the financial year most recently ended
(2016/17), it has provided the necessary training to its Governors, as required in s151(5) of
the Health and Social Care Act, to ensure they are equipped with the skills and knowledge
they need to undertake their role.

3.2

During 2016/17, members of the Board of Directors, the Company Secretary and the Trust’s
Stakeholder Development Manager (now Head of Corporate Affairs) continued to support
governors to deliver their role. Key development activities included:

6

•

•

•
•
•

The completion of Personal Development Plan proformas by individual governors to
inform the development and induction programme for the Trust’s new governors from
1 April 2017
Regular Chief Executive Director and Executive Director briefings to governors, for
example, on the process to acquire Manchester Mental Health and Social Care NHS
Trust to enable governors to carry out their statutory duty of approving significant
transactions
Governor workshops, led by UK Engage, to support staff governor elections in June/July
2017
Recruitment and selection training provided to Nominations Committee members to
support the Chair recruitment process
Governance attendance at external governor development/networking events

3.3

On the basis of the above, the Board of Directors are invited to confirm compliance with this
requirement.

4.

Recommendations

4.1

The Board of Directors are asked to:
•
•

Review the requirements of Condition FT4 of the Provider Licence and confirm
compliance with all key statements
Review the Trust’s approach to training of governors and confirm compliance

7

Appendix 1 – Evidence to Support Self-Certification on Compliance with the NHS Provider Licence Governance Condition
To Note: A number of the items of evidence identified cut across the key statements. Evidence list is not exhaustive.
Key Statement

Evidence

1. The Board is satisfied that
the Trust applies those
principles, systems and
standards of good corporate
governance which
reasonably would be
regarded as appropriate for
a supplier of health care
services to the NHS.

• Achievement of overall ‘good’ rating following CQC Inspection (June 2016) and implementation of agree action plan
• Acquisition of MMHSC - issue of a ‘green’ transaction risk rating by NHS Improvement and independent accountant
assurance that the Board’s confirmation of the combined entity’s financial reporting arrangements (including
governance arrangements) followed due and careful enquiry
• New constitution agreed for combined entity and operational with effect from 1 January 2017
• Review and revision of Terms of Reference for Board committees, Standing Financial Instructions and Scheme of
Reservation and Delegation following the acquisition of MMHSC to ensure the requirements of the enlarged entity
are met
• Audit Committee and Board review and approval of Annual Governance Statement (part of Annual Report)
• External audit opinion on Annual Report and Quality Account
• Internal audit opinion of ‘significant assurance’ on the Trust’s system of internal control
• Quarterly update and review of Board Assurance Framework (BAF) by Board of Directors – assurance arrangements
to be strengthened in 2017/18 through Board Development Programme
• Positive Internal Audit review of Board Assurance Framework, finding the BAF to be structured to meet NHS
requirements, visibly used by the Board and clearly reflective of the risks discussed by Board
• Continued operation of the ‘Risk Management Framework’, which is consistent with best practice and Department
of Health guidance and provides a clear, structured and systematic approach to risk management
• Risk management training provided for all new starters and Trust-wide training needs analysis identifies risk
management training requirements for specific staff groups (appropriate to grade, role and location)
• Annual programme of internal audit, overseen by Audit Committee
• Annual clinical audit programme overseen by NIAG (NICE Implementation and Audit Group)
• Compliance with the requirements of the Information Governance Toolkit
1

Key Statement

2. The Board has regard to
such guidance on good
corporate governance as
may be issued by NHS
Improvement from time to
time.
3. The Board is satisfied that
the Trust implements:
a) Effective Board and

Evidence
• Mechanisms for enabling sharing of lessons learned and Board review of SUIs
• Board of Directors review of monthly Board Performance Report, including performance against KPIs and
compliance with mandatory training
• Robust annual business planning process, including quality impact assessment of CIPs and involvement of key
stakeholders, and associated development of annual Operational Plan
• Board review and approval of revised executive director portfolios in January 2017 to ensure the Board is best
placed to meet current and future challenges
• Division of responsibility, and relationship between, Board of Directors and Council of Governors (as described in
Annual Report)
• Rigorous and transparent process for new Chair and Non-Executive Directors recruitment
• Process for appointment of Trust’s external auditors led by nominated members of the Council of Governors
• Positive, transparent and proactive relationships with key stakeholders enabling accountability – community
engagement identified as a key workstream in integration plan for Manchester services
• Range of mechanisms for service user and carer involvement and engagement – devolved structure overseen by
CARE Hub
• As per 1 above
• Principles of the NHS Foundation Trust Code of Governance (revised July 2014) applied, with ‘comply or explain’
disclosures provided in the GMMH Annual Report 2016/17. The Trust is compliant with all of the Code’s provisions
except for provision D.1.1 (performance-related pay for executive directors), which is not applicable

• Board of Directors meetings focus on strategy and policy, operational performance, governance and quality, and HR
and organisational development
• Introduction of a new Board Committee – the Transaction and Transformation Committee – in September 2016 to
steer the integration of the former GMW and MMHSC. Committee stood-down in March 2017 to enable the full
Board to have oversight of progress against the Post-Transaction Integration Plan (PTIP)
2

Key Statement

Evidence

committee structures
b) Clear responsibilities for its
Board, for committees
reporting to the Board and
for staff reporting to the
Board and those
committees; and
c) Clear reporting lines and
accountabilities throughout
the organisation

• Revision of Board committee Terms of Reference, including committee sub-groups and sub-group reporting
arrangements, following the acquisition of MMHSC – action taken to prevent loss of organisational memory
• Development and maintenance of governance map outlining lines of accountability and communication throughout
the organisation (‘ward to Board’)
• Audit Committee and Quality Governance Committee annual self-assessment process (review of effectiveness)
• Board of Directors and Audit Committee annual work plans
• Minutes of Board committees reviewed at next Board of Directors’ meeting
• Committee Chair’s Report on Audit Committee and Quality Governance Committee meetings introduced in 2016/17
to enable more timely feedback to Board
• Board of Directors development activities and service visits – new Board Development Programme being launched
in 2017/18
• Board of Directors annual appraisal process (including agreement of objectives and personal development plans)
• Division of responsibility, and relationship between, Board of Directors and Council of Governors
• Approval of Annual Governance Statement and wider Annual Report (also see Statement 1)
• Restructure of corporate services and senior clinical management functions to align with the new organisation and
improve efficiency. Clinical services structured in three networks going forward.
• External audit opinion on use of resources – unqualified opinion, concluding that the Trust has adequate
arrangements to secure economy, efficiency and effectiveness in its use of resources
• Internal and external audit annual plan – review of completed audits by Audit Committee with assurances secured,
on behalf of the Board, on any recommendations made
• Audit Committee receipt of technical updates relating to the health sector from KPMG (external auditors) and other
relevant briefings from Mersey Internal Audit
• In addition to the above, executive director (and other senior manager) awareness of any new/changes to
regulatory and legal requirements and associated, timely briefings/action plans to Board of Directors and Board
committees

4. The Board is satisfied that
the Trust effectively
implements systems and/or
processes:
a) To ensure compliance with
the Licensee’s duty to
operate efficiently,
economically and
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Key Statement
b)

c)

d)

e)

effectively;
For timely and effective
scrutiny and oversight by
the Board of the Licensee’s
operations;
To ensure compliance with
health care standards
binding on the Licensee
including but not restricted
to standards specified by the
Secretary of State, the Care
Quality Commission, the
NHS Commissioning Board
(now NHS England) and
statutory regulators of
health care professions;
For effective financial
decision-making,
management and control
(including but not restricted
to appropriate systems
and/or processes to ensure
the Licensee’s ability to
continue as a going
concern);
To obtain and disseminate

Evidence
• Introduction of ‘National and Regional Update’ in Part 1 Board agenda during Q4 2016/17
• Regular meeting of Board of Directors and Board committees, enabling timely reporting and sharing of information
• Ongoing interaction between executive and non-executive directors, the Company Secretary and Associate
Directors, in-between Board and Board committee meetings to ensure agendas address emerging issues
• Monthly Performance Reports to Board of Directors including performance against national and local targets, other
regulatory requirements, workforce and governance indicators, and patient and staff feedback (i.e. Friends and
Family Test)
• Agreed Performance Management Framework, setting out arrangements for performance monitoring and
reporting from ‘ward to Board’
• Monthly Finance Reports to Board of Directors and Board review of monthly returns to NHS Improvement. Any
feedback received from NHSI shared at next Board of Directors’ meeting
• Annual ‘going concern’ review (February 2017 Board of Directors’ meeting)
• Robust annual business planning process, including quality impact assessment of CIPs and involvement of key
stakeholders (e.g. Council of Governors), and associated development of annual Operational Plan and longer-term
Strategic Plan
• Business plans support delivery of strategic objectives and Board agendas and Board Assurance Framework are also
linked to strategic objectives
• Business cases to support delivery of business plans reviewed and approved by Board of Directors
• Regular updates to Board of Directors (monthly during 2016/17 and quarterly from April 2017) on progress with
implementation of Manchester integration plan
• Board of Directors’ review and approval of Capital Investment Programme – quarterly updates provided on progress
• Board of Directors’ review and, as required, approval of a range of reports relating to strategy and performance,
operational performance, governance and quality, and HR and organisational development
• Quarterly review of Board Assurance Framework (BAF), informed by work of Audit Committee, Risk Management
Committee and local risk registers
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Key Statement

f)

g)

h)

5.

accurate, comprehensive,
timely and up to date
information for Board and
Committee decision-making;
To identify and manage
(including but not restricted
to manage through forward
plans) material risks to
compliance with the
Conditions of its Licence;
To generate and monitor
delivery of business plans
(including any changes to
such plans) and to receive
internal and where
appropriate external
assurance on such plans and
their delivery; and
To ensure compliance with
all applicable legal
requirements.
The Board is satisfied that
the systems and/or
processes referred to in
paragraph 4 (above) should
include but not be restricted

Evidence
• Annual briefing to Board (February 2017) on contract sign-off and future performance requirements
• Non-executive director scrutiny and oversight
• Board-approved Quality Account and associated quality improvement priorities for 2017/18 – quarterly reports on
progress to Quality Governance Committee with monthly position included in Board Performance Report
• Board development activities – new Board Development Programme planned for 2017/18
• Local anti-fraud service in place with reports on progress against annual work-plan and any ad hoc anti-fraud work
received by Audit Committee

• Introduction of new Director of Manchester Services in August 2016 to ensure sufficient, dedicated senior resources
to lead services through the process to acquire Manchester services. Post changed to Director of Operations (trustwide) from April 2017
• Review and approval of changes to executive director portfolios by Board of Directors in January 2017, with
associated changes to remuneration agreed by the Remuneration and Terms of Service Committee in February
5

Key Statement
to systems and/or processes
to ensure:
a) That there is sufficient
capability at Board level to
provide effective
organisational leadership on
the quality of care provided;
b) That the Board’s planning
and decision-making
processes take timely and
appropriate account of
quality of care
considerations;
c) The collection of accurate,
comprehensive, timely and
up to date information on
quality of care;
d) That the Board receives and
takes into account accurate,
comprehensive, timely and
up to date information on
quality of care;
e) That the Trust, including its
Board, actively engages on
quality of care with patients,

Evidence
•
•
•
•
•
•
•
•
•
•
•

•
•
•

•
•
•
•

2017
Executive job descriptions – clearly defined remits/responsibilities
Director appraisal process (including objective-setting and personal development planning
Fit and Proper Persons Declarations – Board of Directors annual self-assessment
Access to training and other development opportunities offered by, for example, Mersey Internal Audit, KPMG,
AQUA, NHS Providers, NHS Improvement and the Kings’ Fund
Robust Chair and non-executive director recruitment processes in 2016/17
Board register of interests
Pre-employment checks
Board-approved Quality Account and associated quality improvement priorities – quarterly reports on progress to
Quality Governance Committee with monthly position included in Board Performance Report
External audit opinion on Quality Account
Board review and, as required, approval of a range of reports relating to quality
Board Performance Report – including performance against CQUIN schemes, agreed Quality Account improvement
priorities, patient and staff safety, positive and safe, safeguarding and complaints, and staff and patient Friends and
Family Test. Manchester performance data incorporated into performance report from January 2017
Complaints Annual Report to Quality Governance Committee
Board approval and monitoring of CQC action plan during 2016/17
Introduction of Quality Matters framework during 2016/17, which aims to provide enhanced ward or team, and
Board-level, assurance that services are safe, effective and positively experienced by service users. Walk-arounds
are a key element of the framework
Service presentations to Board of Directors with quality focus
PIR Summary reports to Board
Annual Board reports on patient and staff survey outcomes and associated action plans
Board review of Service User Engagement Strategy 2016 to 2019
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Key Statement

Evidence

staff and other relevant
stakeholders and takes into
account as appropriate
views and information from
these sources; and
f) That there is clear
accountability for quality of
care throughout the Trust
including but not restricted
to systems and/or processes
for escalating and resolving
quality issues including
escalating them to the
Board where appropriate.
6. The Board is satisfied that
there are systems to ensure
that the Trust has in place
personnel on the Board,
reporting to the Board and
within the rest of the
organisation who are
sufficient in number and
appropriately qualified to
ensure compliance with the
conditions of its NHS
provider licence.

• Annual clinical audit programme overseen by NIAG (NICE Implementation and Audit Group)
• Executive Director engagement with external stakeholders e.g. via Greater Manchester Devolution governance
arrangements, GMW Joint Executive Steering Group, Health and Wellbeing Boards and schedules of contract
monitoring meetings (including Provider/Commissioner Group meetings in Manchester)

• Restructure of corporate services and senior clinical management following the acquisition of MMHSC to align with
the needs of the new organisation and improve efficiency
• As per Statement 5 above i.e. pre-employment checks, Fit and Proper Persons self-assessments, appraisals and
personal development plans, recommendations from Remuneration and Terms of Service Committee and
Nominations Committee
• Medical and nursing revalidation processes
• Guardians of Safe Working – quarterly report to Board of Directors with effect from May 2017
• HR policies and procedures – reflecting legislative and regulatory requirements and best practice
• Safe staffing identified as a risk (ID 2252) on BAF – controls include Board-approved investment in ward staffing,
monitoring of fill rates via Trust Board, development of nurse preceptorship programme to enable newly qualified
nurses to achieve required standards, implementation of agree recruitment plan and monthly review of locum and
agency expenditure and usage
7

Key Statement

Evidence
• Rigorous and transparent recruitment processes
• Comprehensive local and Trust induction programme
• Mandatory training programme – agreed system of controls in place to improve mandatory training compliance as
set out in BAF (Risk ID 1804). Controls include monitoring of compliance via monthly reports to Workforce and
Development Committee and Directorate Management Board (now Operational Leadership Committee), adequate
classroom and e-learning provision in place, staffing establishments have built-in resource to enable release of staff
for training, and introduction of new web-based e-learning portal
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TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Modern Slavery – Updated Statement
26th June 2017
09
Andrew Maloney, Director of HR and Corporate Affairs
Kim Saville, Company Secretary

EXECUTIVE SUMMARY:

In June 2016, the Board of Directors reviewed and approved the organisation’s first
‘Slavery and Human Trafficking Policy Statement’, which was prepared in
accordance with the requirements of the UK Modern Slavery Act (2015). The
statement is subject to annual review and an updated statement for 2017/18 is
attached. The statement has been reviewed by the Trust’s Company Secretary,
Associate Director of HR and Procurement and Contracts Manager during May 2017,
who have confirmed the continuation of the due diligence activities outlined in
Section 4 and updated the organisational structure to reflect the combined entity.

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

Modern Slavery Risk Assessment and Statement – paper to June 2016 Board of
Directors meeting
Compliance with the requirements of the UK Modern Slavery Act (2015)

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

X

No

If ‘yes’:
DATIX ID

RECOMMENDATIONS:

Strategic Objective

Description (as per BAF)

The Board of Directors are invited to approve the updated Modern Slavery
statement. Subject to Board approval, the statement will be signed by the Chair and
Chief Executive and published on the Trust’s website.

Slavery and Human Trafficking Policy Statement
1.

Introduction

At Greater Manchester Mental Health NHS Foundation Trust (GMMH) we are committed to ensuring
that no modern slavery or human trafficking takes place in any part of our business or our supply
chain. This statement sets out actions taken by GMMH to understand all potential modern slavery and
human trafficking risks and to implement effective systems and controls.
2.

Organisational Structure

The Trust delivers a range of integrated mental health and social care services to a population of over
1.2 million people in Bolton, Salford, Trafford and the City of Manchester. Our adult and later life
inpatient bed numbers stand at 439 and these services, which include psychiatric intensive care, are
provided on the following hospital sites:
•
•
•
•
•

Royal Bolton Hospital
Meadowbrook Unit at Salford Royal Hospital
Trafford General Hospital
Park House at North Manchester General Hospital
Laureate House at University Hospital of South Manchester

Inpatient rehabilitation and recovery services are provided at Bramley Street (15 beds), Copeland
Ward (12 beds) and Braeburn House (28 beds) in Salford and at Anson Road (17 beds) and Acacia Ward
(20 beds) in Manchester.
Our community services are wide-ranging and focused on supporting people to maintain their mental
health and stay out of hospital. They include crisis care, home-based treatment, early intervention in
psychosis services, IAPT (Improving Access to Psychological Therapies) services, community
rehabilitation services, memory clinics and health and wellbeing services.
We also provide a range of more specialist, or tertiary, services across Greater Manchester, the North
West of England and beyond. These include substance misuse services (inpatient and communitybased), forensic mental health services for adults and adolescents, child and adolescent mental health
services, mental health and deafness services, health and justice services (in 11 prisons and 2 secure
children’s homes) and community psychological therapies. With the acquisition of MMHSC during
2016/17, our specialist services portfolio has expanded to include perinatal (‘mother and baby’)
mental health services, which are provided from a specialist, 10-bedded unit at Laureate House in
Wythenshawe.

We employ over 5,000 members of staff who deliver services from 143 locations. Over a 12-month
period, we see in the region of 53,000 services users.
Our supply chains enable the procurement of a wide range of goods and services on behalf of our
clients and service users.
3.

Our Policy on Slavery and Human Trafficking

We are fully aware of the responsibilities we bear towards our service users, employees and local
communities. We are guided by a strict set of ethical values in all of our business dealings and expect
our suppliers (i.e. all companies we do business with) to adhere to these same principles. We have
zero tolerance for slavery and human trafficking.
Staff are expected to report concerns about slavery and human trafficking and management are
expected to act upon them in accordance with our policies and procedures.
4.

Due Diligence

To identify and mitigate the risks of modern slavery and human trafficking in our own business and
our supply chain we:
•

•

•
•
•
•

•

•

Undertake appropriate pre-employment checks on directly employed staff and require
agencies to provide assurance that pre-employment clearance has been obtained for agency
staff
Implement a range of controls to protect staff from poor treatment and/or exploitation,
which comply with all respective laws and regulations. These include provision of fair pay
rates, fair Terms of Conditions of employment and access to training and development
opportunities
Consult and negotiate with Trade Unions on proposed changes to employment, work
organisation and contractual relations
Purchase products from UK-based firms, who may also be required to comply with the
requirements of the UK Modern Slavery Act (2015)
Purchase a significant number of products through NHS Supply Chain, whose ‘Supplier Code
of Conduct’ includes a provision around forced labour
With effect from April 2016, require all suppliers to comply with the provisions of the UK
Modern Slavery Act (2015), through agreement of our ‘Supplier Code of Conduct’, purchase
orders and tender specifications. All of which set out our commitment to ensuring no
modern slavery or human trafficking related to our business
Uphold professional codes of conduct and practice relating to procurement and supply,
including through our Procurement Team’s membership of the Chartered Institute of
Procurement and Supply
Where possible, build long-standing relationships with suppliers

5.

Training

Advice and training about modern slavery and human trafficking is available to staff through our
Safeguarding Children and Adults training, our Safeguarding policies and procedures and our
Safeguarding leads.
6.

Board of Directors’ Approval

This statement has been approved by the Board of Directors of GMMH, who will review and update
it on an annual basis.

Bev Humphrey
Chief Executive

Rupert Nichols
Chair

Date: 26th June 2017

Date: 26th June 2017
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AUTHOR(S):

Annual Statement of Fire Safety 2016/17
26th June 2017
10
Andrew Maloney, Director of HR and Corporate Affairs
Bill Davies, Head of Fire Safety

EXECUTIVE SUMMARY:

The Annual Statement of Fire Safety 2016/17 provides assurance to the Board that:
For the period 1st April 2016 to 31st March 2017, all premises which the organisation
owns, occupies or manages, have fire risk assessments that comply with the
Regulatory Reform (Fire Safety) Order 2005, and:
The organisation has developed a programme of work to eliminate or reduce as low
as reasonably practicable the significant fire risks identified by the fire risk
assessment, (Details of these risk and the actions to address them are attached as
an annex) and:
The organisation achieves compliance with the Department of Health Fire Safety
Policy, contained within HTM 05-01.

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

N/A
•
•

Regulatory Reform (Fire Safety) Order 2005
Department of Health Fire Safety Policy

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

Description (as per BAF)

The Trust Board are asked to note the statement

Yes/No

x

x

HR and Corporate Affairs Directorate
Maintenance Services

Annual Statement of Fire Safety 2016 – 2017
Significant Outstanding Fire Risks:
Datix Risk ID

Significant Outstanding Fire Risk

Action Plan | Progress

Risk ID: 1710

Upgrade fire alarm system to L1
standard in Edenfield Main
building

Tailored Fire and Security Limited
have been appointed to undertake
survey of detection system.
Awaiting report. Included in the
Statutory Compliance Schemes
2017 - 2018

Risk ID: 1948

Replace electro-mechanical door
locks with electro-magnetic type
in Gardener Unit

Capital to pick up risk at end of
Gardener Unit scheme. Work to
be carried out during 2017 - 2018

Maintenance of fire doors in
Gardener Unit to ensure
compliance with BS 476

Quotations have been obtained
for planned maintenance of fire
doors. Currently being evaluated.
Works programmed to be carried
out in during 2017 – 2018 as part
of the Statutory Compliance
Scheme - Fire Risk Assessments
Remedial Works.

Risk ID: 1949

Board of Directors – Part 1
TITLE OF REPORT:

Audit Committee:
• Minutes of the Meeting held 28 April 2017 (ratified)
• Chair’s Report of the Audit Committee Meeting held 22 May 2017
th
26 June 2017
11
Andrea Knott, Non Executive Director

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

The Board is asked to note the ratified minutes of the Audit Committee meeting
held on 28 April 2017 and a Chair’s Report of the meeting held on 22 May 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

RATIFIED
MINUTES OF THE AUDIT COMMITTEE MEETING
HELD FRIDAY 28TH APRIL 2017 AT 1.00PM
ROOMS 1 & 2, 1ST FLOOR, THE CURVE
Present:
Andrea Knott
Anthony Bell
Pauleen Lane

-

Non-Executive Director (Chair)
Non-Executive Director
Non-Executive Director

In Attendance:
Amanda Latham
Rob Fenton
Ruth Fairbrother
Kevin Lloyd
Neil McQueen
Sharon Brock
Ismail Hafeji
Janine Taylor
Andrew Maloney
Imelda Barrington

-

Director, KPMG
Assistant Manager, KPMG
Senior Audit Manager, MIAA
Assistant Director, MIAA
Anti-Fraud Specialist (MIAA)
Local Anti-Fraud Specialist, MIAA
Director of Finance and IM&T
Associate Director of Finance
Director of HR and Corporate Affairs
PA to Chair & CEO (minutes)

No.
22/17

Item
Apologies for Absence

Action
Noted

Apologies for absence were received from:

23/17

• Bev Humphrey, Chief Executive
• Kim Saville, Company Secretary
Minutes of the Previous Meeting held 6th February 2017

Approved

24/17

The minutes of the previous meeting were accepted as a true and correct record.
Matters Arising from the Previous Meeting

Noted

24/01/17 (10/17) Board Assurance Framework
This item is included on the agenda.
24/02/17 (15/17) Non-Executive Director Visit to Finance Department
Ismail Hafeji, Director of Finance and IM&T advised that this visit would be
arranged when phase 2 of the corporate restructure was complete.
Andrea Knott, Non-Executive Director, requested that an action be added to the
action log with regard to Board approval of proposals to strengthen the
assurance framework. Andrew Maloney, Director of HR and Corporate Affairs
1

advised that consideration is being given, in particular, to developing the role of
Board Committees within the assurance framework. He noted that this will form
part of the Board Development Session planned for 26th June 2017, which will be
facilitated by Jay Bevington from Deloitte. Any proposed changes to the current Action:
AM/KS
approach will be subsequently brought to the Board for formal approval.
25/17

Declaration of Interest

Noted

Pauleen Lane and Anthony Bell declared in interest in Greater Manchester
Pension Fund agenda item 33/17, which was included in the GMMH Annual
Accounts 2016/17 (pre-audit).
26/17

External Audit Technical Update

Noted

Amanda Latham, Senior Manager, KPMG presented the Technical Update and
drew the Committee’s attention to the 2017/19 National Tariff, which has
recently been published. She advised that this sits alongside the NHS planning
Framework and primarily relates to the Acute Sector.
Amanda Latham also reported on KMPG’s involvement with a piece of work with
the Devolution Manchester Team. She advised that a series of telephone
conferences were being organised with Directors of Finance and Chief
Executives. Ismail Hafeji confirmed that he was aware of the KPMG session
planned for 10th May 2017.
Rob Fenton, Assistant Manager, KPMG, reported on new guidance with regard to
Conflicts of Interest. Andrew Maloney confirmed that the Trust was aware of the
guidance and a paper and policy had been prepared for the May Board of
Directors meeting for ratification. The Committee noted that Conflicts of Interest
also form part of the proposed Internal Audit Plan for 2017/18.
The Committee noted the Technical Update.
27/07

Audit Progress

Noted

Rob Fenton reported on progress with the Annual Accounts audit. He advised
that the audit was going well, with nothing significant to bring to the Audit
Committee’s attention.
The Committee noted the audit progress verbal update.
28/17

Internal Audit Action Plan

Approved

Ruth Fairbrother, Senior Audit Manager, MIAA presented the Internal Audit Plan
for approval and explained the rationale for the report. She drew the
Committee’s attention to page 2 of the report which gave a “plan on a page”
view of the audit plan.
She reported that discussions had taken place with Ismail Hafeji with regard to
the plan. She noted that Ismail Hafeji had reviewed the work plan with the
Executive Management Team to ensure that it was balanced and offered
sufficient focus on quality. She reassured the Committee that the Board
Assurance Framework had been scrutinised and had informed the plan, so as to
2

ensure no gaps in assurance.
Ruth Fairbrother explained that the Plan was a three-year Internal Audit Plan,
which took into consideration the GMW’s acquisition of MMHSCT. She confirmed
that the plan would be subject to assessment each year.
Anthony Bell, Non-Executive Director sought clarification on the reductions in the
number of days planned. Ruth Fairbrother explained that there were a number
of reasons for the reduction, but reassured the Committee that there was a
contingency of 10 days, which could be used by the Trust for any audit. Andrea
Knott sought assurance that the Executive Management Team were aware of the
reduction in days and the reasons for this. Ismail Hafeji replied that one
explanation for the reduction was the synergy generated by the integration of
the two Trusts. He noted, for example, that GMMH does not require two antifraud investigators. It was noted that Ruth Fairbrother confirmed that there
would be a 10% cost saving and this would be utilised as a contingency should
the Audit Committee or the Executive Management Team require it. Ismail
Hafeji agreed that this would be included in the 2017/18 Financial Plan.
Pauleen Lane, Non-Executive Director questioned how the Committee could be
assured that actions were being undertaken and implemented. Ruth Fairbrother
advised that all audits have a build in re-audit and the results of these are
presented to the Executive Management Team.
Pauleen Lane asked how the Trust would demonstrate its effectiveness following
the acquisition. Ismail Hafeji advised that the monitoring returns submitted to
NHS Improvement (NHSI) provide an update on performance. He also confirmed
that a quarterly review meeting between GMMH and NHSI had been arranged
for 21st June 2016 to review progress.
The Audit Committee approved the Internal Audit Work Plan 2017/18.
29/17

Internal Audit Progress Report

Noted

Ruth Fairbrother, Senior Audit Manager, MIAA, provided an update on progress
with the Internal Audit Plan. She drew the Committee’s attention to four
finalised reports. She summarised the scope of review of each of the finalised
audits and the key findings.
•
•
•
•

Quality spot checks - Limited Assurance
Combined Financial Systems – Significant Assurance
ESR/Payroll – Signification Assurance
Assurance Framework Opinion

She updated the Committee on two finalised reports under the previous
Manchester Mental Health and Social Care Trust’s 2016/17 Internal Audit Plan.
•
•

Patient Letters – Limited Assurance
Combined Financial Systems – Significant Assurance

Andrea Knott asked that if concerns were raised and recommendations put in
place how this was cascaded and were lessons learnt. Anthony Bell commented
that this was an ongoing issue as he was uncertain how learning is cascaded
3

across the Trust.
Ismail Hafeji advised that he has spoken with Gill Green who had advised that
information would be cascaded through the Ward Managers’ Network.
Andrew Maloney, Director of HR and Corporate Affairs, suggested that going
forward it would be useful for Gill Green to attend Audit Committee to provide a Action:
clinical perspective and reassure the Committee on this. He noted that this ACM
would be discussed as part of the planned review of Board Committees.
Andrew Maloney, noted MIAA’s positive opinion on the Trust’s current assurance
framework and confirmed that consideration is being given to how this
framework can be strengthened based on advice/guidance from MIAA. In
particular, this work is looking at the role of the Board’s Committee within the Action:
assurance framework. He reiterated that this will form part of the agenda for the AM/KS
June Board Development session. Both Andrea Knott and Pauleen Lane
requested that this work was progressed as a priority.
The Committee noted the internal audit progress report
30/17

Anti-Fraud Workplan 2017/18
Neil McQueen, Anti-Fraud Specialist, MIAA, presented the Anti-Fraud Workplan.
He drew the Committee’s attention to the following areas:The Anti-Bribery Compliance Strategy will review the core actions, key
responsibilities and initial timescales for implementation and ensure that the
Trust’s current arrangements are in line with the agreed strategy. As part of this
process, the Anti-Fraud Specialist will review and assess the Trust’s current
arrangements with regard to conflicts of interest and the Trust’s readiness for
the changes recently recommended by NHS England.
Neil McQueen advised that he would be examining the Trust’s recruitment
policies, practices and vetting procedures, in respect of re-employment checks
and right to work requirements, to determine if they are fit for purpose and
provide adequate defence and protection against the penalties introduced by the
changes in legislation.
He also briefed the Committee on the scope of work in relation to working whilst
off sick. He confirmed that he would liaise with HR on this, noting the need to
embed a programme of awareness for managers and staff as part of the wider
sickness management programme.
In response to a question from Pauleen Lane regarding working whilst off sick,
Neil McQueen advised that this was usually individuals who were on long term
sickness absence and sought bank shifts at other Trusts.
Andrea Knott asked if there had been any incidents of procurement fraud within
the Trust. Ismail Hafeji briefed Committee members on the robust, in-house
procurement system operated by the former GMW. He confirmed that that
Manchester would be brought onto this system as they currently outsource
procurement.
Neil McQueen reported that, within the overall workplan, the Trust has 7 call-off
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Noted

days for investigation purposes. He advised that should concerns or incidents
emerge which require Anti-Fraud Services to undertake further investigation,
they will seek agreement of a Reactive Day Authority (RDA) for any days needed.
Progress against each RDA will be actively reported to the Director of Finance
and IM&T and the Audit Committee.
The Committee Approved the workplan
31/17

Anti Fraud Self Assessment & Toolkit Submission

Noted

Neil McQueen briefed the Committee on the self-assessment that had been
undertaken and the subsequent toolkit submitted to NHS Protect - “Protect
Standards for Providers in 2016/17”.
He summarised the completed toolkit and reported that he had been informed
that GMMH could expect an Inspection from NHS Protect.
The Committee noted the toolkit submission
32/17

Anti-Fraud Progress Report

Noted

Neil McQueen briefed the Committee on the Anti-Fraud work undertaken during
the period of December 2016 to March 2017. The report included both GMW
and MMH Anti-Fraud investigations that were currently active.
Andrea Knott asked a question in relation to the length of time investigations,
referencing investigation NWRT/16/00037, which was initially referred in January
2016. Neil McQueen explained that, on occasion, the investigations rely on
external sources of information and the timescales in which this information is
provided is outside the control of the investigating officers.
Neil McQueen confirmed that an update on the investigation process would be NMcQ
provided to a future Committee meeting.
In response to a question from Anthony Bell, Ismail Hafeji confirmed that it fell
within the remit of the Director of Finance and IM&T to report on fraud to the
Executive Management Team.
The Committee noted the Ant-Fraud Progress Report
32/17/01 MMHSCT Anti-Fraud Annual Report
Sharon Brock, Local Anti-Fraud Specialist, MIAA presented the MMHSCT AntiFraud Annual Report to the Committee. She confirmed that, as advised by Neil
McQueen, any “open” activity had been transferred to the GMMH Annual Audit
Plan.
The Committee noted the report
33/17

Annual Accounts 2016/17 Pre Audit

Noted

Janine Taylor, Associate Director of Finance, provided the Committee with a
report that covered the main issues within the 2016/17 accounts.
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The Report included the significant issues the Committee considered in relation
to the financial statements.
The executive summary provided an overview of the financial performance and
highlighted points of interest within the Annual Accounts and the Trust’s
performance against the 2016/17 financial year. The report also showed a
comparison of the 2016/17 figures with the 15/16 annual accounts.
A summary of financial performance:•
•
•

The operating surplus of £3,182k excluding impairment is £227k better
than plan of £2,953k
As at 1st January 2017 the net assets of the former Trust were valued at
£9.488m and were included on the balance sheet for GMMH.
The total Comprehensive Surplus, after movements direct to reserves
showed a surplus of £10.1m.

Janine Taylor advised that the purpose of the paper was to present the
unaudited accounts for the year ended 31st March 2017 to the Audit Committee
for review.
Continuity of services - 2016/17 financial performance
The operating surplus of £3,182k excluding impairment is £227k better than plan
of £2,953k.
In addition to the operational financial performance, the acquisition resulted in a
technical accounting adjustment for the transfer of the assets and liabilities of
the former Manchester Mental Health and Social Care Trust (MMHSCT). As at
the 1st January 2017, the net assets of the former Trust were valued at £9.488m.
The transfer results in a gain on absorption of the former MMHSCT of £9.488m
and is included on the balance sheet of GMMH Trust.
The total Comprehensive Surplus, after movements direct to reserves shows a
surplus of £26,108k.
Revaluation and Impairment
IAS16 (34) requires that the accounts reflect changes in asset values. Where
insignificant, a revaluation may be necessary only every 3 or 5 years
The Trust's most recent full revaluation took place in February 2017 for inclusion
in the accounts to 31st March 2017.
This revaluation resulted in an overall increase in the value of the Trust’s land
and buildings of £9,023k comprising a revaluation gain (recorded in the
revaluation reserve) of £4,327k and a reversal of previous impairments (netted
off operating expenses) of £6,176k. There was an impairment (charged to
operating expenses) of £1,480k
Laureate House
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The Trust accounts for its occupation of Laureate House as an operating lease as
assessed against the criteria detailed within IFRS 16 (Leases). As an operating
lease, the costs associated with Laureate House are charged to operating
expenditure within the Statement of Comprehensive Income.
The value of this prepayment as at 31st March 2017 is £9,413k
Greater Manchester Pension Fund (GMPF)
The Trust is required under IAS19 (Employee Benefits), to account for and
disclose the post-employment benefits of those social care staff who TUPE
transferred to Manchester Mental Health and Social Care Trust in September
2010, and who have transferred to Greater Manchester Mental Health Trust, and
who are members of a Local Authority Pension Scheme ie GMPF. This is a
defined benefit scheme and therefore pension benefits must be accounted for in
the period in which they are earned rather than the period in which they are paid
or become payable.
The value of the Trust’s liability in respect of the GMPF pension benefits is
determined by an actuarial calculation of the present value of the expected
future payments required to settle the obligations arising from the employees’
service in current and prior periods.
The value of this liability as at 31st March 2017 is £1,375k and is shown within
non-current payables in the Statement of Financial Position.
KPMG confirmed that this would be covered as part of the external audit.
Andrea Knott, Chair thanked Janine Taylor for a comprehensive report which
supported the annual accounts.
In terms of sign-off of the accounts, Pauleen Lane asked if the VSM salary issue
for the Chief Executive had been resolved noting that this would need to be
agreed before the closure of the Annual Accounts. Ismail Hafeji advised that the
issue was currently with the Chair who was taking this forward with NHSI.
The Committee noted the Annual Accounts
34/17

MMHSCT Accounts for 9 Months Ending 31/12/2016

Noted

Ismail Hafeji advised that the 9 months accounts would be available for the Audit
Committee at its meeting on 22nd May 2017. Ernst and Young will be attending
this meeting and will report their audit findings to the Committee.
The Committee noted the verbal update
35/17

GMMH Annual Report 2016/17 (pre-audit)
Andrew Maloney presented the draft Annual Report to the Committee. He
advised that the report would also be presented to the Board of Directors
meeting on 15th May 2017, and that any comments received from Audit
Committee members would be factored into the draft for Board.
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Noted

Draft Annual Report for GMW (months 1-9) and GMMH (Months 10-12)
Andrew Maloney advised that further work was required on the Manchester
Mental Health and Social Care Trust Annual Report. He confirmed that the draft
report was being reviewed and updated ready for sign-off by the Chief Executive.
The Committee noted the draft GMMH Annual Report and the verbal update on
progress with the MMHSC report.
36/17

IR35 Implications

Noted

Andrew Maloney, Director of HR and Corporate Affairs gave an update on the
IR35 (intermediaries legislation). He reported that this had been discussed
extensively at EMT and a plan for GMW had been completed by the 6th April
deadline. However, he reported on the challenges faced in finding comparable
information for MMHSC and confirmed that this work is planned to be
completed by the end of April 2017.
Andrew Maloney confirmed that the procurement process is key to ensuring that
the organisation cannot engage via Personal Service Companies (PSCs) in future
and a protocol would be drawn up to support services.
The Committee noted the verbal update
37/17

Mersey Internal Audit Report – Chaucer Ward, Birch Ward and Junction 17

Noted

Ismail Hafeji presented a briefing prepared by Gill Green following the Audit of
Chaucer Ward, Birch Ward and Junction 17.
The committee noted the update.
38/17

Any Other Business

Noted

39/17

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

Noted

Monday 22nd May 2017 at 1.00pm in Rooms 1 and 2, 1st Floor, The Curve
Certified as a true record of the meeting
…………………………………………………………
Committee Chair – Andrea Knott

……………………………………………………………
Date
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Audit Committee - Action Log
Meeting Minute
No.
Jan-17
08/17

Jan-17

10/17

Item

Action

Internal Audit and
Anti-Fraud Strategy

Internal Audit Plan for 2017/18 for combined
entity to be prepared for review and approval at
April 2017 Audit Committee meeting

MIAA Insight –
What Keeps Trust
Board Awake at
Night? (Foundation
and NHS Trust
Assurance
Framework
Benchmarking)

Agreed
Timescale
28/04/2017

Forecast
Owner
Completion
Ruth Fairbrother,
MIAA

Ruth Fairbrother/Kevin Lloyd to provide copies 28/04/2017
of the CQC, Corporate Performance and
Consultant Job Planning audits for review by
Andrea Knott and Pauleen Lane
Benchmarking report to be re-run for the 28/04/2017
combined entity’s new BAF and reported back to
Audit Committee
Andrew Maloney, Kevin Lloyd and Kim Saville 31/03/2017
(Company Secretary) to review the role of the
Audit Committee in relation to the BAF and the
benchmarking report, and integrate findings into
GMMH’s system.

Ruth
Fairbrother/Kevin
Lloyd, MIAA

Jan-17

14/17

Losses and Special
Payments during
the Period 1st
October 2016 to 31st
December 2016

Ismail Hafeji/Janine Taylor to reflect feedback 28/04/2017
received from Non-Executive Directors in future
reports i.e. inclusion of trends and underlying
issues

Jan-17

15/17

SFI Breaches

Ismail Hafeji to arrange NED visit to finance 31/03/2017
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Ruth Fairbrother,
MIAA
Andrew Maloney,
Director of HR and
Corporate Services,
Kim Saville,
Company Secretary
and Kevin Lloyd,
MIAA
Ismail Hafeji,
Director of Finance,
Capital and IM&T,
Janine Taylor,
Associate Director of
Finance
Ismail Hafeji,

Status

Meeting Minute
No.

Item

Jan-17

Process for Tender
Sign-Off – Update

17/17

department as part of induction programme

Apr-17

24/17
and
29/17

Matters Arising and
Internal Audit
Progress Report

Apr-17

29/17

Internal Audit
Progress Report

April -17 32/17

Action

Anti Fraud Report

Ismail Hafeji, Neil Thwaite and NonExecutive Director members of Audit
Committee to follow-up discussion on
tender sign-off process via a booked call
Kim Saville to circulate an example
competitive tender briefing to inform
further discussion on tender sign-off process
Proposals
to
strengthen
assurance
arrangements and oversight of key risks to
be addressed in the June Board
Development Session and be subject to
approval by the Board of Directors
Gill Green’s attendance at Audit Committee
to be considered as part of the assurance
framework review
Update on the investigation process would
be provided to a future meeting of the Audit
Committee (3rd July 2017)

Not yet due
Completed on time
In progress and on target
Incomplete and overdue
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Agreed
Timescale

27/02/2017

Forecast
Owner
Completion
Director of Finance,
Capital and IM&T
Ismail Hafeji, Neil
Thwaite, Andrea
Knott, Pauleen Lane
and Anthony Bell

10/02/2017

Kim Saville,
Company Secretary

26/06/2017

Andrew Maloney,
Director of HR and
Corporate Affairs
and Kim Saville,
Company Secretary

26/06/2017

Andrew Maloney,
Director of HR and
Corporate Affairs

03/07/17

Neil McQueen, Anti
Fraud Specialist

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

26th June 2017

Date of Committee Meeting:

22nd May 2017

Committee Chair:

Andrea Knott

Date of Chair’s Report:

22nd May 2017

Date of Next Committee Meeting:

3rd July 2017

Key Developments

•

Following the Board of Directors’ approval of the draft Annual
Report on 15th May 2017, the Audit Committee (operating with
the Board’s delegated authority) approved the final Annual
Report, prior to submission to NHS Improvement. The final
Report incorporate the changes agreed at the Audit Committee
on 28th April 2017 and includes the Annual Governance
Statement, Statement of Accounting Officer’s responsibilities
and Remuneration Report.

•

KPMG presented the ISA260 Audit Highlights Memorandum
2016/17 relating to their audit of GMMH’s financial statements
and Quality Account. KPMG confirmed their issue of an
unqualified audit opinion on the accounts and a clean limited
assurance opinion on the Quality Account.

•

The Audit Committee noted the Management Representation
letters provided to KPMG in response to their audit of the
GMMH accounts and Quality Account. Ismail Hafeji confirmed
that the Trust undertook a full revaluation of its land and
buildings during 2016/17.

•

The Committee approved the Annual Report and Accounts for
MMHSCT, which covered the period 01.04.16 to 31.12.16 and
have been prepared in accordance with the Department of
Health Group Accounting Manual.

•

Grant Thornton presented their ISA 260 long Form Audit Report
and confirmed their issue of an unqualified opinion. Grant
Thornton advised that a Section 30 report on MMHSCT’s
financial position was issued during the reporting opinion.

•

MIAA Head of Audit Opinion - the Committee noted that the
Trust has been given an overall opinion of Significant Assurance
on the system of internal control for 2016/17.
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Any Risks Identified
and Agreed Actions
Other Items for the
Board’s Attention

•

The Committee received the Anti-Fraud Annual Report and
noted that an Anti-fraud NHS Protect assessment will take place
on 30th and 31st May 2017.

•

The Committee received an update on progress with the
implementation of internal audit recommendations and reports
on losses and special payments/bed debts and losses of cash, SFI
breaches, investment performance, disposal of tangible assets,
payable and receivable balances and use of the corporate seal.

N/a
N/a
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Board of Directors – Part 1
TITLE OF REPORT:

Quality Governance Committee:
•
•

Minutes of the Meeting held 11th May 2017 (ratified)
Committee Chair’s Report on the Meeting held 8th June 2017

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

26th June 2017
12.01 and 12.02
Kathy Doran, Non-Executive Director
Gill Green, Director of Operations & Nursing

EXECUTIVE SUMMARY:

The Board of Directors are asked to note the minutes of the Quality Governance
Committee meeting held on 11th May 2017 and the Committee Chair’s Report on the
meeting held on 8th June 2017.

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

N/A
N/A

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

RECOMMENDATIONS:

Strategic Objective

To Note

Description (as per BAF)

No

RATIFIED
MINUTES OF THE QUALITY GOVERNANCE COMMITTEE
HELD ON THURSDAY 11th MAY 2017
9.30AM MEETING ROOM 1, FIRST FLOOR, THE CURVE
Present:
Julie Jarman
Gill Green
Andrew Maloney
Neil Thwaite
Tim McDougall
Dr Chris Daly
Dr Sean Lennon
Dr Alice Seabourne
Dr Rosie Clarke
Dr Josanne Holloway
Dr Taseer Kazmi
Dr Andrew Haddock
Dr Jonathan Dewhurst
Dr Sodi Mann
Dr Boben Benjamin
Dr Shermin Imran
Dr David Hughes
Stephanie Kennedy
Miranda Washington
Rebecca McCarren
Julie Bodernac
Richard Backhouse

-

Non-Executive Director (Acting Chair)
Director of Nursing and Governance
Director of HR and Corporate Affairs
Deputy CEO/Director of Strategic Development
Associate Director of Nursing
Medical Director
Lead Consultant, Manchester Services
Associate Medical Director
Lead Consultant, Later Life, Manchester
Associate Medical Director
Associate Medical Director
Lead Consultant, Specialist Services
Lead Consultant, Substance Misuse Services
Lead Consultant, Specialist Services
Lead Consultant, Trafford Directorate
Lead Consultant, CAMHS Directorate
Lead Consultant, Salford Directorate
Trust Professional Lead- Psychological Therapies
Deputy Director of Performance and Business Development
Deputy Director of Nursing/IPC
Assistant Director of Clinical Governance
Deputy Director of Clinical Governance, Mental Health

In Attendance:
Imelda Barrington

-

PA to Chair and CEO (minutes)

No.
37/17

Item
Apologies for Absence

Action
Noted

Apologies for absence were received from Kathy Doran, Bev Humphrey, Karen
Clancy, Helen Hobday, Gary Gillett, David Marsden, Deborah Partington and
Stephanie Kennedy
Julie Jarman, Acting Chair, advised the Committee that this would be the last
meeting for a number of key representatives. She thanks those members for the
work and support they had undertaken to support the work of the group.
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Tim McDougall reported that the PDF version of the papers does not allow
Committee members to drill down into embedded documents within papers. Julie
Jarman asked if documents could be embedded that were necessary reading. A
sharepoint link would be created for members of the Committee to access all
papers, however, for ease of reading a combined PDF of papers would still be
circulated prior to the meeting.
38/17

Minutes of the Previous Meeting

Approved

The minutes from the 9th March 2017 meeting were agreed as accurate record
subject to the amendment of 29/17 final paragraph to read “useful for CQC and QGC
in July for sign off.”
39/17

Matters Arising from the Previous Meeting
28/01/17 Quality Governance Committee Schedule
Tim McDougall advised that the Deep Dive plans would be presented to the July K Clancy
meeting.
28/04/17 Lone Worker and Manchester Risk Register
Gil Green advised that this risk had been closed on the register.
G Green /
28/05/17 Mapping of Groups
A meeting had taken place with Gil Green, Chris Daly and Josanne Holloway and this J Holloway /
piece of work was due for completion at the end of June/beginning of July and C Daly
would be presented to the Committee.
28/07/17 Mortality Review
Chris Daly advised that an update would be brought to the June meeting.

C Daly

Julie Jarman advised that an additional paper on the PARIS implementation had
been circulated to the Committee and would be taken under agenda item 12.
40/17

Quality Account 2017/18

Noted

Miranda Washington, Deputy Director of Performance and Business Development
presented the working draft of the Quality Account to the Committee. She advised
that stakeholders have until 15th May to provide comments on the document. The
report focusses on 9 months GMW and 3 months GMMH.
She reported that the Quality Account demonstrated GMMH’s commitment to
provide service users and their families with high quality services. It provided
assurance from Board, reviews the Trust’s 16/17 quality improvement priorities and
set 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
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•
•
•
•

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.
Miranda Washington explained that the feedback received had been extremely
valuable. 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.

Josanne Holloway suggested adding a little more in the forward section of the
Quality Account that emphasises the quality improvements for GMMH rather than
having to read through the whole report to find the improvements.
Julie Bodnerac said she had some amendments to page 31 regarding SUI’s and
would highlight these out of the meeting. Miranda Washington also asked that if
anyone had any changes could this be done by the end of the day.
Neil Thwaite thanked Miranda for collating the report that also included GMW and
MMHSCT and Julie Jarman seconded his thanks, saying it was a very good piece of
work.
It was noted that the production of next year’s quality account would be led by the
Nursing and Governance Team.
40/17/01 Quality Account Priorities Update
Miranda Washington presented the Quality Account Quarter 4 progress report she
drew the Committee’s attention to:Page 6 of the report and explained that the Trust was in the process of attaining
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AIMS accreditation on Delamere, Hazelwood and Bolin Wards. Gill Green advised
that this had now been approved and the process was underway to apply for level 2
accreditation.
The Committee noted the update
41/17

High Level Investigation Summary

Noted

Tim McDougall advised that this was the first report to the Committee. He added
that the report gave details of positive learning from the recommendations made in
RCAs which are being taken forward by teams.
He asked for the Committee’s comments on the report and if there were any ways
this could be improved.
Rosie Clark asked if the relationship that MMHSCT had with the Fire liaison was still
being committed to. She explained the excellent working relationship the Trust had
with the Fire Service and hoped this would taken forward in the merged Trust. Gill
Green reassured Rosie advising that this was an important link that the Trust would
continue to support and this was being taken forward by David Marsden.
Julie Jarman, asked if it was possible to add a column that indicated what actions
had been done and/or completed for assurance purposes.

TMc Dougall

The Committee noted the report
42/17

Care Hub Report

Noted

Tim McDougall presented the Care Hub Report and gave an overview of the work
that had been undertaken during quarter 4. He highlighted:Recovery Academy - the 9th Recovery Academy prospectus was about to be
published with over 80 tutors with nearly 3,000 registered students nearly half of
whom are service users.
Service user feedback – 100% of service users said that they felt welcomed and safe
them feel welcome which was an increase on quarter 3 figures of 99%.
Complaints – he presented the compliments and complaints graphs, the Committee
T McDougall
asked if there was a better way to present the figures for ease of reading as the
graph was difficult to compare figures.
It was noted that Salford had the highest proportion of complaints.
Julie Jarman asked if the figures in section 5.2 service user activities could be
checked as the figures came to 108%.
Julie Jarman advised that she had recently met with members of the Manchester
Service User Forum as part of the new Trust Values work and how members were
anxious that the forum would be closed. Tim McDougall advised that work was in
progress and formed part of the future plans for the Care Hub.
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The Committee noted the report.
43/17

Quality Matters – Review of Bollin and Greenwood Wards

Noted

Tim McDougall presented the Quality Matters report which reflected the outcomes
of the recent walkrounds. He reported that both Bollin and Greenway had been
reported as amber and this was based on feedback from service users and staff.
Following on from the visit the Trafford Senior Leadership Team had been asked to
provide support for the ward leadership team to make improvements which were
identified during the walkround.
He advised that the purpose of the visits was to present a report to the Quality
Governance Committee of every walkround for assurance. Julie Jarman asked how
the visits had been perceived by staff. Boben Benjamin, Lead Consultant advised
that the visit was not onerous and was a positive experience for staff.
Neil Thwaite asked how identified areas for improvement would be monitored
noting that this was an important part of the process. Tim McDougall advised that
the reports would be presented to SLTs and whilst it was important to keep
appraised of actions, they did not want to provide another set of action plans for
services and advised that a follow up review would be done 6-9 months following
the initial visit.
Andrew Maloney felt that the reports would provide assurance to the Board of G Green
quality assurance as this was an area identified by the Audit Committee. It was
agreed that Gill Green would provide a briefing to the Board following the
walkrounds to services.
The Committee noted the reports.
44/17

Annual Equality Report

Noted

Richard Backhouse, Deputy Director of Clinical Governance Mental Health,
presented the report advising that this was produced under the Equality Act 2010
public sector equality duty (PSED) that required the Trust to provide it’s figures
annually. He advised that as the report covered the period January 2016 to
December 2016 it did not include any data from MMHSCT. Their figures/report
would have been submitted before the merger of the two trusts.
Neil Thwaite suggested that this was referenced in the report.
Richard Backhouse updated the Committee on the main areas undertaken in
2016/17 on the local equality objectives which were:•

15 new equality objectives identified for 2017 / 18.
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R Backhouse

•

Equality into Action EDS2 workshops showed improvement in participants
rating of GMW services in relation to equality.

•

Staff Survey showing reduction of BME staff experiencing bullying, an
improvement in BME staff of equality of opportunity and a reduction of our
BME staff reporting discrimination.

•

Twenty key achievements are identified in the report with a focus on
Accessible Information Standard and the Green Light Tool Kit.

•

Data shows more staff throughout the organisation are recording their
disability status. The proportion of BME staff being recruited has increased
compared to last year. Disability status has not migrated from ICIS to PARIS
and will require work in 2017

The Committee noted the report.
45/17

Suicide Prevention Conference
Julie Bodnerac, Assistant Director, Clinical Governance that in 2016 a two year
Suicide Prevention CQUIN was agreed with Salford CCG. She reported that the
Suicide agenda was progressing in accordance with the Suicide Prevention Quality
Improvement Plan agreed with the CCG.
Julie updated the Committee on the Suicide Prevention Conference which GMMH
hosted in March 2017 which had been positively received. She reported that the
event was chaired by Mr Malcolm Rae OBE with key speakers from the National
Confidential Inquiry Team Professor Nav Kapur, Criminal Justice. The Samaritans,
SRFT Bereavement Support Team, GMP, Salford CCG GP lead for Mental health and
a family member bereaved by suicide following the death of her father.
The event was attended by 100 staff, CCGs, and Service Users and family
representatives. At the end of the event, staff were asked to complete 2 pledges of
what action they would be taking back to their services following reflecting on the
day. Staff were then advised that the Governance team will follow staff up via email
to enquire how pledges were being actioned.
The Trust is now 12-month into the two year Suicide Prevention CQUIN and all
actions within the Strategy’s Quality Improvement plan are complete for this
financial year. Our Salford Commissioners have confirmed that following reviewing
the CQUIN evidence over the last 12 month and from attending our Conference it is
apparent to them the hard work taking place across the Trust in response to the
Suicide Agenda.
The Trust is now working in partnership with the Samaritans and A&E liaison and
RAID teams. Services users who don’t fulfil the criteria for mental health services
and who are then discharged from A&E will be asked if they want to opt in to receive
a 48hr follow up call from the Samaritans. This work is currently being rolled out
across all our A&E teams and will be evaluated in 6-month time by Julie and
Samaritans. She reported that she was also exploring how this work could be then
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replicated across our substance misuse services.

The (GMW) annual in-patient ligature audit was completed in December 2016 and a
report identifying the priority areas of work to remove any high-risk ligature point
has been agreed by the Trust Capital Investment group for work to commence May
2017. The Ligature audit for our Manchester in-patient areas will commence May
2017.
The trust Mortality Review group has been running now for 12 month. The group
monitors mortality data related to all deaths across the organisation. The group also
commission’s reviews into deaths where themes have been highlighted. The group
commissioned a deep dive review into deaths occurring across our SMS services. The
final deep dive report will be presented at the Trust June QGC.
Julie Bodnerac reported that she was currently exploring options with Psychology
department leads of how the existing PIDS can be further developed so we can
continue to support clinical teams who have experienced a traumatic incident in a
timely manner. The Governance team have been developing a Trust Suicide
Prevention website for service users, staff and members of the public to access. The
website will be up and running in May 2017.
The Committee noted the update
46/17

CQC Mental Health Act Review
Gill Green reported to the Committee that the CQC had undertaken a full day
inspection of usage of the Mental Health Act. She advised that the Trust was asked
to provide a significant amount of evidence in a short space of time to the CQC. The
visit focussed particularly around AMHP services across the whole of GMMH, due to
an increase in the MHA usage in the last 12 months nationally. She advised that
initial feedback had been very positive especially with respect of patient and carer
experience. The Trust was now waiting for formal feedback which would be
presented to the Quality Governance Committee once received.
The Committee noted the update

47/17

PARIS – Clinical Information System
The Committee received a report from Ismail Hafeji regarding the implementation of
PARIS. Whilst the implementation had been technically successful there were issues
with day to day input for clinicians. There was an in-depth discussion PARIS and the
issues faced it was agreed that an urgent meeting with the IM&T and Senior
clinicians was to be convened. Rosie Clark expressed her anxieties following the
discussion about introducing a system to replace AMIGOS that had obvious
concerns. Chris Daly reassured Rosie that he was hopeful that following the meeting
the issues of clinicians would be taken on board.
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The main areas of focus for the meeting were suggested by Consultants:•

Issues added to the log do not seem to be raised up the log – some issues
have been on the log for over 12 months with no resolution - Query is this a
resource issue within IM&T - Sodi Mann

•

Fixes - ways of overcoming perceived problems with PARIS are done within
directorates no two directorates have same fix, for example Sodi Mann
works on the PARIS system in JDU but if he were to go to Edenfield he would
not know the local fixes - Andrew Haddock

•

The Mental Health Tab when searching for a patient – all patients appear
rather than service specific – confidentiality issue – Josanne Holloway

•

Concerns about access being too general increasing IG breaches/
inadvertent breaches – Josanne Holloway

•

UDF information – looks okay on screen but when printed all the
information is not visible and details such as medication can be missed off
and looks unprofessional when sending a copy to GP – Jonathan Dewhurst

•

Not sure who prioritises the priority list not clinically focussed more
focussed on essential BI eg KPI/ CQUIN at expense of clinical issues– Sodi
Mann

•

PARIS seems to be a BI system rather than clinical information system (some
details will be missed on BI as services tend to try and fix the system to help
themselves) – Andrew Haddock

•

Doctors have stopped adding to the list as they feel nothing get done and try
and fix locally – Sodi Mann

•

General concern that PARIS is not clinician friendly and that minor glitches
or concerns are not prioritised yet these could make a significant

difference to the usability of PARIS - all

Ismail Hafeji, Chris Daly and Gill Green to co-ordinate a meeting to clarify and
resolve these issues.

48/17

The Committee noted the report.

C Daly/ G Green
/I Hafeji

Sub Group Reports

Noted

48/01/17 Infection Prevention and Control Committee
This report was noted at the Committee.
48/02/17 Physical Health Care Committee
The report was noted at the Committee.
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48/03/17 Joint Safeguarding Group
The report was noted at the Committee.
48/04/17 Mental Health Act and Mental Capacity Act Compliance Committee
The report was noted at the Committee.
48/05/17 PIR Panel
The report was noted at the Committee.
48/06/17 Medicines Management Committee
The report was noted at the Committee.
49/17

Any Other Business

Noted

There were not items of any other business.
50/17

Date and Time of Next Meeting

Noted

The next meeting has been scheduled for Thursday 8th June at 9.30am until 11.30am
in Meeting Room 1 & 2, First Floor, The Curve.

Certified as a true record of the meeting

…………………………………………………………
Committee Chair – K Doran

……………………………………………………………
Date
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Quality Governance Committee - Action Log
Meeting Minute
No.
May-17 39/17

Item

May-17

39/17

Mapping of Groups

Revised report to be presented to the July QGC 13/07/17
meeting

May-17

39/17

Mortality Review

May-17

46/17

CQC Mental Health
Act Reivew

Report to be presented to the June QGC 11/06/17
meeting
Report to be shared with QGC when TBC
received

May-17

47/17

PARIS Update

Deep Dive Reports

Action

Agreed
Timescale
Deep Dive report programme to be presented at 13/07/17
the July QGC meeting

PARIS clinician meeting to be arranged and 11/06/17
feedback to QGC

Not yet due
Completed on time
In progress and on target
Incomplete and overdue
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Forecast
Owner
Completion
Karen Clancy,
Deputy Director,
Clinical Governance
Gill Green, Chris Daly
and Josanne
Holloway
Chris Daly, Medical
Director
Gill Green, Director
of Nursing and
Governance
Gill Green, Chris
Daly, Ismail Hafeji

Status

Committee Chair’s Report to the Board of Directors
QUALITY GOVERNANCE COMMITTEE
Date of Board Meeting:

26th June 2017

Date of Committee Meeting:

8th June 2017

Committee Chair:

Kathy Doran

Date of Chair’s Report:

8th June 2017

Date of Next Committee Meeting:

13th July 2017

Key
Developments

Concerns Around PARIS System
Extraordinary PARIS meeting held on 31st May 2017 with senior clinicians and
IM&T. 7 key areas to focus on.
•
•
•
•
•
•
•

Universal Search Functionality
Progress Notes Summary Improvements
Local Training Support on Common Tasks
ICD-10 Diagnosis Improvements
Progress Notes Entry Improvements
Clinical Correspondence Implementation
Print from Paris to PDF

Given the importance of this work it was agreed that a further meeting aimed at
reviewing progress which would report back to QGC in September.
Drug Related Deaths in SMS
QGC received a report that set out a deep dive clinical audit competed in relation
to the drug related deaths in substance misuse service. Report to be amended to
emphasis learning points and to describe innovative clinical practice which was
reducing deaths, particularly where GMMH is responsible for both mental health
services and SMS services. Report to be circulated to Board members when
ameneded.
GMMH Internal Audit Plan 2017/18
QGC received a report from MIAA in regard to the audit programme proposed for
2017/18.
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QGC received a report from MIAA which gave key messages in relation to the
quality spot check and actions to increase assurances around findings.
Annual Complaints Report 2016/17
QGC received a report that summarised the complaints and compliments activity
across the Trust from April 2016 to Mach 2017.
GMMH Updated Governance Framework
QGC received the revised governance framework, some small amendments
required. Terms of Reference for Operational Leadership Committee (OLC) and
Quality Governance Committee to be presented to the July meeting of QGC.
Lessons Learnt
QGC received a report that identified positive learning from the
recommendations made in RCAs assuring the Committee that learning was
monitored through learning events and via exception reports to PIR Panel.

Other Items for
the Board’s
Attention

National Guidance on Learning from Deaths Summary
QGC received details of current processes within GMMH on how learning takes
place following a service user’s death and highlighted key areas of development
for GMMH following the publication of the National Guidance on Learning from
Deaths. The Committee would continue to consider how best to ensure
assurance on this issues for Board members who are not members of QGC.
RCP Accreditation
Presentation from Bolton HBT on accreditation process which had been a positive
experience for staff and had demonstrated a high performing service.
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