BOARD OF DIRECTORS (Meeting in Public)
Monday 31 July 2017
10.00 am, Meeting Rooms 1 and 2, 1st Floor, The Curve
AGENDA – PART 1
ITEM
01
Apologies for Absence
02

ACTION
To Note

Service Presentation: Regional Perinatal
To Note
Services – National Context and the Future for
North West Services

PRESENTED BY
Rupert Nichols, Chair

TIME
10.00am

Adam Morris, Acute Services
Manager

10.00am

Carla Mobear Ward Manager,
Andersen Ward,
Dr Angelika Wieck, Perinatal
Consultant

03
04
05
06

07

08

Declarations of Interest
To Note
Minutes of the Previous Meeting of the Board To Approve
of Directors held 26 June 2017
Matters Arising from the Previous Meeting
To Note
Chair and Chief Executive Report
06.01 – National and Regional Update

To Note

Jenny Blackshaw (Matron)
All
Rupert Nichols, Chair

10.25am

Rupert Nichols, Chair
Rupert Nichols, Chair and Bev
Humphrey, Chief Executive

STRATEGY AND POLICY
Mental Health Transformation – Next Steps
To Note
Bev Humphrey, Chief Executive
OPERATIONAL PERFORMANCE
Board Performance Report (May 2017)
To Note
Neil Thwaite,
Deputy Chief Executive/Director
of Strategic Development

10.30am

10.35am

10.45am

GOVERNANCE AND QUALITY
09

Board Assurance Framework (July 2017)

To Approve

10

Board Briefing on Safe Staffing, Bed-based
Services Since the Formation of GMMH in
January 2017
GMMH Annual IPC Report / MMHSCT Annual
IPC Report
Complaints Annual Report

To Note

11
12

To Note
To Note

Andrew Maloney, Director of HR
and Corporate Affairs
Gil Green, Director of Nursing and
Governance

11.00am

Gill Green, Director of Nursing
and Governance
Gill Green, Director of Nursing
and Governance

11.15am

11.10am

11.20am

HR AND ORGANISATIONAL DEVELOPMENT
To Note
Andrew Maloney, Director of
HR and Corporate Affairs

13

Our Values

14

Audit Committee:

15

14.02 – Committee Chair’s Report on the
Meeting held 3 July 2017
Quality Governance Committee:

COMMITTEE REPORTS/MINUTES
To Note
Andrea Knott, Non-Executive
Director
14.01 – Minutes of the Meeting held 22 May
2017 (Ratified)

To Note

11.25am

11.30am

Kathy Doran, Non-Executive
Director

11.35am

Anthony Bell, Non-Executive
Director

11.40am

15.01 - Minutes of the Meeting held 8 June
2017 (Ratified)

16

17

15.02 – Committee Chair’s Report on the
Meeting held 13 July 2017
Charitable Funds Committee:
16.01 – Minutes of the Charitable Funds
Committee Meeting held 3 July 2017

To Note

16.02 – Proposed Name Change for
Charitable Fund

To Approve

ANY OTHER BUSINESS
To Note
All

Any Other Business

11.45am

DATE AND TIME OF NEXT MEETING
The next Board of Directors’ Meeting will take place on Monday 25 September 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 26 June 2017
31 July 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 26 June 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

RATIFIED
IN PUBLIC BOARD OF DIRECTORS MEETING, MONDAY 26th JUNE 2017, 10.00AM, ROOMS
1 AND 2, 1ST FLOOR, THE CURVE
PRESENT:
Board of Directors:
Rupert Nichols
Anthony Bell
Stephen Dalton
Chris Daly
Kathy Doran
Gill Green
Bev Humphrey
Julie Jarman
Andrea Knott
Pauleen Lane
Andrew Maloney
Deborah Partington
Neil Thwaite

-

Chair
Non-Executive Director
Non-Executive Director
Medical Director
Non-Executive Director
Director of Nursing & Governance
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

-

Public Governor (City of Manchester)
Company Secretary
Associate Director of Finance

IN ATTENDANCE:
Nayla Cookson
Kim Saville
Janine Taylor

No.
Item
133/17 Welcome and Introductions

Action
Noted

Rupert Nichols, Chair, welcomed Nayla Cookson, Public Governor (City of
Manchester) to the meeting.
134/17 Apologies for Absence
Noted
Apologies for absence were received from:
•

Ismail Hafeji, Director of Finance and IM&T

The Board of Directors noted that Janine Taylor, Associate Director Finance, was
in attendance on behalf of Ismail Hafeji.
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135/17 Service Presentation – GMMH Health and Justice
The Board of Directors received a presentation from Matt Paterson, Strategic
Lead for Health and Justice, on the Trust’s health and justice provision. Also in
attendance for the presentation were:
•
•
•

Deborah Goodman, Associate Director (Specialist Services)
Simon Plunkett, Clinical Lead for Health and Justice Services
Jo Daniels, Head of Health and Justice Services

Matt Paterson provided an overview of the Trust’s current health and justice
provision, including CCG-commissioned mentally disordered offenders (MDO)
services and NHS England health and justice secure services (adults and children)
and specialist community services. He highlighted the Trust’s growth in the
health and justice market since 2015 and advised that, following the acquisition
of Manchester Mental Health and Social Care NHS Trust, the Trust is now the
main provider of healthcare to prisons in the North West. He confirmed that the
Trust is performing well in comparison to competitors.
Matt Paterson outlined the procurement approach for NHS Englandcommissioned health and justice services, noting that private prisons are
governed by different procurement rules. He also briefed Board members on the
different partnership arrangements currently in operation. He outlined the
services’ strengths, which have been enhanced following the acquisition, and
include positive relationships with commissioners and an ability to recruit and
retain staff. He also noted the challenges going forward, which are associated
with the wide geographical footprint and planned changes to the prison estate
and governance arrangements. Simon Plunkett, Clinical Lead, expanded on the
challenges in trying to manage geographically and culturally disparate services.
He confirmed that work is ongoing to agree standards and common pathways
across services, taking into account the context of each prison.
Matt Paterson concluded by setting out the future priorities for health and
justice services. He noted, in particular, the need to consolidate after a period of
rapid expansion. Board members discussed potential future business
opportunities, with Pauleen Lane, Non-Executive Director, providing feedback
from a recent visit to HMP Styal. Matt Paterson confirmed that full risk and
benefits analyses will be carried out on each opportunity for consideration by the
Executive Management Team (EMT). In this context, Simon Plunkett highlighted
the measurable shift in the pathology of the prison population in the last few
years, and the need to redesign services to meet these changes. He expressed
the need to conceptualise health and justice services as part of wider pathways.
Stephen Dalton, Non-Executive Director, sought views on the feasibility of
stemming the flow of patients from prisons into medium secure services. Rupert
Nichols and Bev Humphrey, Chief Executive, confirmed the need to influence
changes to the Mental Health Act to address this issue.
In response to a query from Anthony Bell, Non-Executive Director, regarding the
impact of education on offending, Simon Plunkett advised that work is ongoing
with universities to develop a reliable evidence-base.
Bev Humphrey acknowledged the hard work undertaken in achieving the current
position in such a complex environment and confirmed that she is trying to
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Noted

influence changes to procurement approaches at a regional and national level.
She also noted the challenges in responding to changes in prison categorisations
at relatively short notice.
Rupert Nichols thanked Matt Paterson and colleagues for their presentation.
136/17 Declarations of Interest

Noted

There were no declarations of interest.
137/17 Minutes of the Previous Meeting of the Board of Directors held 15 May 2017

Approved

The minutes of the previous meeting were accepted as a true and correct record.
138/17 Matters Arising from the Previous Meeting

Noted

Rupert Nichols drew the Board’s attention to the action log and noted that the
forecast completion date for the service user and engagement kitemark scheme
is now September 2017. Board members noted that all other actions have been
completed or are on target.
139/17 Chair and Chief Executive Report
Noted
Rupert Nichols provided feedback to Board members from the NHS
Confederation 2017 and the Trust’s annual Celebration of Learning Event, which
took place on 14 June 2017 at The Curve. Regarding the latter, he highlighted the
positive impact of the Trust’s many volunteers.
Bev Humphrey briefed Board members on the Trust’s response to the
Manchester Arena attack on 22 May 2017, noting that a fuller report will be
provided in Part 2 of the meeting. She extended a huge thank you to all staff who
mobilised in week one and have continued to provide support to those affected.
She highlighted the close working between the Trust and the other regional
mental health providers and the commitment to deliver a co-ordinated longterm response.
With regard to the Grenfell Tower disaster, Bev Humphrey advised that the Trust
completed an information return to NHS Improvement in the previous week. She
confirmed that there were no significant concerns about the safety of any of the
Trust’s buildings. She committed to keeping Board members briefed on this
situation, as work continues at a national level.
The Board of Directors noted the Chair and Chief Executive’s verbal report.
140/17 Board Performance Report (April 2017)
Neil Thwaite, Deputy Chief Executive/Director of Strategic Development
presented the April 2017 Board Performance Report. He advised that the report
has been updated to include the new national and Greater Manchester-wide
CQUIN schemes and the agreed Quality Account priorities for 2017/18. He drew
the Board’s attention to the ‘Quick View’ page, noting that performance is
positive overall with the exception of the three IAPT indicators, which remain
‘Red’. He advised that significant transformation work is in progress to improve
3

Noted

the performance of Manchester’s IAPT services, but the overall position is not
expected to improve until Quarter 1 2018.
Neil Thwaite advised that the Care Quality Commission (CQC) have requested the
completion of an information submission in preparation for the Trust’s next
inspection. He confirmed that, under the new regulatory framework, the CQC
will undertake one assessment of leadership (through the well-led domain) and
an inspection of a core service area requiring improvement. He confirmed that
notification of the Trust’s inspection date is expected in the next couple of
months, subject to a three-month notice period. The Executive Management
Team (EMT) will review the project support required for the inspection for future
consideration by the Board of Directors.
Neil Thwaite highlighted the continued improvement in the in-month sickness
position and the improvements in mandatory training compliance since the last
CQC inspection. Andrew Maloney, Director of HR and Corporate Affairs,
confirmed that the Workforce Committee is focused on continuing to strengthen
mandatory training systems and compliance.
Gill Green, Director of Nursing and Governance, provided an overview of
performance against the key governance indicators and highlighted changes to
data presentation. She advised that Datix has been implemented across the
combined entity with effect from the beginning of May 2017. Gill Green briefed
Board members on the Trust’s response to the Regulation 28 letter received in
April 2017. She confirmed that the coroner was satisfied with the response given
and that learning is being progressed in partnership with the prison service.
Gill Green advised that representatives from Bolton CCG attended the last
meeting of the PIR Panel to review systems and approaches to sharing of
learning. She confirmed that positive feedback had been received following the
meeting, particularly with regard to the assurance processes.
Gill Green highlighted the April 2017 Service User Friends and Family Test results.
Neil Thwaite noted that the service user and carer response – 84.6% would
recommend GMMH services to friends and family – was higher than the latest
staff response (72%), and that this difference could be attributed to the staff
response in Manchester in quarter 4. He noted the need to continue to focus
support towards staff in Manchester. In response to a query from Stephen
Dalton, Andrew Maloney confirmed that quarterly analyses of staff responses to
the Friends and Family Test, broken down by services/divisions, can be
undertaken to identify changes over the next six to twelve months.
Pauleen Lane questioned the Trust’s confidence in its ability to impact on A&E
targets. Deborah Partington, Director of Operations, outlined the transformation
plans for services that may reduce breaches, but advised that all A&Es are
currently experiencing increased demand. Neil Thwaite confirmed that
Manchester’s A&E figures are currently provided by the Acute Trust and that
4

data reliability will improve with the implementation of PARIS in Manchester.
Rupert Nichols noted the need to include adequate commentary within all areas
of the Performance Report.
Stephen Dalton challenged the Board to collectively define its policy to manage
and reduce the use of restraint techniques in the prone position. Deborah
Partington noted that other Trusts report zero but that, if recorded correctly, this
is unrealistic as in certain circumstances positions cannot be changed safely. Gill
Green confirmed that safety remains the Trust’s priority. Gill Green and Kathy
Doran, Non-Executive Director, advised that the Quality Governance Committee
Action: GG,
will follow up on the discussion regarding the Trust’s policy for the use of prone
KD
restraint and feedback to the Board of Directors.
Kathy Doran sought clarity on the explanation provided for the admission of one
young person to Birch Ward, Bolton. Deborah Partington agreed to follow this up
with the Hope Unit in Bury. In response to a further query from Kathy Doran on Action: DP
safe staffing levels, Deborah Partington confirmed that a Task and Finish Group
has been established to review Manchester’s approach to observations. She
noted that current practice may also be impacting on throughput.
Andrea Knott, Non-Executive Director, sought further information on the
decreasing occupancy levels in the John Denmark Unit. Deborah Partington
confirmed that this position has improved significantly since April 2017.
The Board of Directors noted the Board Performance report for April 2017.
141/17 Self-Certification on Compliance with the NHS Provider Licence Governance Approved
Condition
Andrew Maloney outlined the requirement for NHS Foundation Trusts to selfcertify on compliance with the governance condition of the NHS Provider Licence
(Condition FT4) on an annual basis. He noted that the Board completed its selfcertification against Conditions G6 and CoS7 in May 2017, and that this has
subsequently been declared on the Trust’s website. He drew the Board’s
attention to the evidence supporting the requirements of Condition FT4, as cited
in Appendix 1 to the report, and noted that associated Board-level risks have also
been identified. He outlined the Trust’s approach to training governors and
confirmed that a development programme is in progress for the new governors.
Andrew Maloney advised that the views of the Trust’s more experienced
governors have been sought on the governance self-certification and that all
confirmed compliance.
Rupert Nichols highlighted the need to reference the increased frequency on
Quality Governance Committee meetings in the evidence and the Non-Executive
Director engagement with the Council of Governors. He also emphasised the
importance of the new governor development programme. Pauleen Lane
requested that references to the Transaction and Transformation Committee
5

clarify that this Committee ceased in March 2017 and that the Non-Executive
Director induction programme and planned Board Development Programme are
also noted as key items of evidence. Kim Saville, Company Secretary, to update
the self-certification to reflect feedback from Board members.

Action: KS

The Board of Directors confirmed compliance with the requirements of Condition
FT4. The Board of Directors also confirmed that, during 2016/17, the Trust has
provided the necessary training to equip governors with the skills and knowledge
needed to undertake their role. Andrew Maloney noted that there is no
requirement to publish the Trust’s self-certification against Condition FT4, or
submit to NHS Improvement. NHS Improvement will be auditing a select number
of NHS Foundation Trusts in 2017/18 to seek evidence of compliance.
142/17 Modern Slavery – Updated Statement
Approved
Andrew Maloney presented an updated version of the Trust’s ‘Slavery and
Human Trafficking Policy Statement’ for the Board’s review. He confirmed that
the original statement was agreed in June 2016 and had been updated following
a review by the Company Secretary, Associate Director of HR and Procurement
and Contracts Manager during May 2017.
The Board of Directors approved the updated Slavery and Human Trafficking
Policy Statement and noted that it would be published on the Trust’s website.
On a related topic, Pauleen Lane highlighted the difficult processes facing EU
nationals and requested that the Trust support, as far as possible, any of its staff
in this position.
143/17 Annual Statement of Fire Safety 2016/17
Noted
Andrew Maloney provided an overview of the Annual Statement of Fire Safety
2016/17. He advised that the statement provides assurance to the Board that,
for the period 1 April 2016 to 31 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. He noted that the organisation has
developed a programme of work, via the capital investment plan, to eliminate or
reduce as low as reasonably practicable the significant fire risks identified by the
fire risk assessment. In response to a query from Julie Jarman, Andrew Maloney
confirmed that the fire safety statement includes Manchester premises.
With regard to the Grenfall Tower disaster, Andrew Maloney advised that the
Trust is awaiting further guidance following the data return to NHS
Improvement. He advised that NHS Improvement had instructed all NHS Trusts
to undertake urgent fire risk assessments of their buildings with their local fire
services over the weekend. Greater Manchester Fire Service were unable to
commit this significant resource at such short notice and, as such, this has been
referred back to NHS Improvement.
The Board of Directors noted the Annual Statement of Fire Safety 2016/17.
6

144/17 Audit Committee:
•
•

Noted

Minutes of the Meeting held 28 April 2017 (Ratified)
Chair’s Report of the Audit Committee Meeting held 22 May 2017

The Board of Directors noted the minutes of the Audit Committee meeting held
on 28 April 2017. Andrea Knott presented her Chair’s Report of the meeting held
on 22 May 2017. She advised that the meeting had focused on signing off the
Annual Report and Accounts 2016/17 for both GMMH and MMHSC. She
confirmed that both auditors (KPMG and Ernst and Young) were in attendance at
this meeting and presented clean and unqualified audit reports on both sets of
accounts. She noted that no significant control issues were raised, which was
positive given the combining of accounts for GMMH. She extended thanks on
behalf of the Audit Committee to the finance team for their hard work.
145/17 Quality Governance Committee:
Noted
•
•

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

The Board of Directors noted the minutes of the Quality Governance Committee
meeting held on 11 May 2017. Kathy Doran confirmed that Julie Jarman had
chaired this meeting in her absence. With regard to the meeting held on 8 June
2017, Kathy Doran advised that the Committee had engaged in a full discussion
on drug-related deaths in substance misuse services and a revised report will be
circulated to Board members once received. She noted that, to strengthen
assurance mechanisms, Mersey Internal Audit Agency (MIAA) attended the
meeting to present a quality-related audit prior to referral to the Audit
Committee. The Committee also reviewed national guidance on learning from
deaths and will consider how best to give assurance to the Board of Directors on
this issue at a future meeting. Chris Daly, Medical Director, confirmed that the
Trust’s Mortality Group will provide assurance on learning from deaths, in line
with the national guidance, to the Quality Governance Committee.
146/17 Any Other Business
Noted
There were no items of other business.
147/17 Date and Time of Next Meeting

Noted

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
148/17 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’.
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Certified as a true record of the meeting

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

……………………………………………………………
Date
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Action Log – Part 1
Meeting Minute Item
No.
July-16
169/16 Service User
Engagement Strategy
2016- 2019
Feb-17
41/17
Developing the
2016/17 Quality
Account
Mar-17

75/17

Board Performance
Report (Jan.2017)

Action

Agreed
Forecast
Owner
Timescale
Completion
Service user engagement kite-mark scheme 31/12/2016 30/09/2017 Gill Green, Director of
to 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
Quality Governance Committee to follow up 13/07/2017
discussion regarding the Trust’s appetite for
the use of restraint in the prone position

Jun-17

141/17

Self-Certification on
Compliance with the
Provider Licence
Governance Condition

Status

Deborah Partington to contact Hope Unit in 30/06/2017
Bury with regard to their acceptance of young
persons OAPs
Kim Saville to update self-certification 30/06/2017
evidence to incorporate the views of Board
members

Not yet due
Completed on time
In progress and on target
Incomplete and overdue
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Kathy Doran, NonExecutive Director and Gill
Green Director of Nursing
and Governance
Deborah Partington,
Director of Operations
Kim Saville, Company
Secretary

Discussed
at QGC
meeting on
13.07.17

National and Regional Update Trust Board – 31 July 2017
1. Introduction
This briefing provides an update for Board members on activities take place nationally and
regionally in relation to business relevant to mental health and the Trust over the two months.
2. National Perspective – some key issues over the past month have included the following:


The Queen’s Speech – relevance to the health and care sector within the Speech
included the announcement of a Draft Patient Safety Bill, reform of the Mental Health
Act 1983 and consultation on social care. In relation to the latter two issues, the
former will look at reviewing and reforming existing mental health legislation in the
light of rising rates of detention, use of Community Treatment Orders,
disproportionate detention from certain ethnic backgrounds and fairness and
protection form discrimination for those with mental health. There is also likely to be
a green paper published on children and young people’s mental health to ensure the
right mix of prevention and specialist support. In relation to social care, there will be
a green paper to consider options to improve how social care is financed and
supporting people, families and communities for old age – particularly addressing
quality of care and variations in practice.



Following the election, the new ministerial team at the Department of Health are:
Secretary of State for Health – Jeremy Hunt
Minister of State for Health – Philip Dunne
Parliamentary Under Secretary for Health – Lord O’Shaughnessy
Parliamentary Under Secretaries of State – Steve Brine and Jackie Doyle
Of the shadow ministerial team, Barbara Keeley has responsibility for mental health
and social care.

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


NHS leaders paid tribute to NHS staff who treated victims of the London and
Manchester terror attacks at the NHS Confed17. Amongst those praised was GMMH’s
Stephanie Kennedy, Professional Lead and Consultant Clinical Psychologist, who
coordinated psychological support to staff and victims in the aftermath of the
Manchester Arena bombing.



Lord Peter Smith, Leader of Wigan Council is to work with the Greater Manchester
Health and Social Care Partnership to drive forward the continued transformation of
health and social care services across the city-region.



The Independent Review of the Greater Manchester Crisis Care Concordat,
‘Someone’s There’ looked at what progress had been made since organisations across
the region signed up to the crisis care concordat in 2014. The Rt. Hon. Lord Keith
Bradley particularly praised the liaison and diversion and healthcare service currently
embedded in custody suites, courts and in the community.



The Greater Manchester Health and Social Care Partnership has committed to
investing £2.29million over three years from the Transformation Fund to help improve
dementia care across Greater Manchester. The new approach will focus improving
the broader experience of care and the support given to people, and their families and
carers.



Manchester Health and Care Commissioning has confirmed that the Manchester
Provider Board consortium can now progress to the next stage of the procurement
process for the Local Care Organisation. Commissioners will now move into a period
of discussions with the Manchester Provider Board consortium to look at the possible
future design of the organisation.

4. Media Coverage – below is a table identifying coverage of some issues of interest
Story
NHS ranked best in the world, despite
low GDP spend
£325million invested in NHS England
transformation projects
Vulnerable people being ‘let down’ by
councils and care providers
Rise in children seeking mental health
support after terror attacks
Midwives call for ‘urgent’ funding for
mental health care for new mothers
Bolton is worst in Greater Manchester
and second worst in North West for
improving access to therapists
RCN Chief Executive warns nurse
staffing crisis could lead to another
Mid-Staffs
NHS doctors turning to substance
misuses amid rising levels of stress and
burnout
State of Mind founder awarded MBE

Date
19 July 2017

Media
National Health Executive

19 July 2017

National Health Executive

19 July 2017

North West Evening Mail

18 July 2017

The Guardian

18 July 2017

Independent

6 July 2017

Bolton News

24 June 2017

Independent

24 June 2017

Independent

22 June 2017

Warrington Guardian

5. Recommendation
The Trust Board is asked to note the contents of the update paper.
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TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
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AUTHOR(S):

National & Regional Update
31 July 2017
06.01
Bev Humphrey, Chief Executive
Steph Neville, Head of Corporate Affairs

EXECUTIVE SUMMARY:

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

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

None
None

THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
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
x
Objective 6 – Achieve financial strength and
working
be well-governed
DOES THIS REPORT ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?
If ‘yes’:
DATIX ID

RECOMMENDATIONS:

Strategic Objective

To note

Description (as per BAF)

No

x

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

Mental Health Transformation – Next Steps
31 July 2017
07
Bev Humphrey, Chief Executive
Warren Heppolette, Executive Lead, Strategy and System Development, GMHSC
Partnership

EXECUTIVE SUMMARY:

The following report, ‘Mental Health Transformation – Next Steps’, outlines
the proposed approach to ensuring the full implementation of the GM
Mental Health Strategy. This approach includes a broad investment
framework that blends locality level resources and a financial envelope
proposed to be secured from the Transformation Fund.
The report will considered for approval by the Greater Manchester Health
and Social Care Partnership Board on 28 July 2017 and is brought to the
GMMH Board of Directors meeting for noting and discussion.

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

GM Mental Health Strategy

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
x
Objective 6 – Achieve financial strength and
working
be well-governed
DOES THIS REPORT ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?

x

Yes

If ‘yes’:
DATIX ID
2363

Strategic Objective
Obj 3 – Engage in effective
partnership working

RECOMMENDATIONS:

To note

Description (as per BAF)
Devolution GM and STPs – contributing to the development
and implementation of system-wide plans, including the
Manchester LCO, may compromise the Trust’s ability to act
in its own best interests in the short-term

Greater Manchester Health and Social Care
Strategic Partnership Board Executive
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Date:

12 July 2017

Subject:

Mental Health Transformation – Next Steps

Report of:

Warren Heppolette Executive Lead, Strategy and System Development,
GMHSC Partnership

SUMMARY OF REPORT:
The paper outlines the approach to ensure the full implementation of the GM Mental
Strategy. It recognises progress against the objectives of the strategy to date and the
significant work still to take place. The paper outlines a broad investment framework for the
implementation of the strategy. This framework blends locality level resources as part of
GM’s collective commitment against the Mental Health Investment Standard and a financial
envelope proposed to be secured from the Transformation Fund.
The paper recognises the challenges facing mental health service access currently for GM
residents and outlines our key performance deficits. It also considers the implications for
commissioning mental health following the GM Commissioning Review and the opportunity
of the new care models developing in localities and across GM.

KEY MESSAGES:
This represents a historic statement of intent, backed by investment, to radically improve the
mental health and wellbeing of GM residents.
We will better connect public services, communities and individuals to improve mental
wellbeing and life chances. We will secure key gains in access to mental health provision.
We will use our Partnership to agree the standards which underpin the quality of care
provision. We will seek to improve public attitudes and behaviour towards people with mental
health problems and reduce the amount of discrimination that people with mental health
problems report in their personal relationships, their social lives and at work.
There has been no part of the GM system from health and care commissioners, NHS
providers, VCSE partners and wider public services which has not been involved in the
production of the strategy, the work to date and the development of the proposed next steps.

1

PURPOSE OF REPORT:
This paper outlines the approach to ensure the full implementation of the GM Mental
Strategy. It proposes the investment framework to underpin the implementation of the plan
for the next 4 years.

RECOMMENDATIONS:
The Strategic Partnership Board Executive is asked to:


Note the progress which has been made against the GM mental health strategy over
the past year;



Agree the proposed mental health transformation areas and the investment
framework providing an overall envelop of £133.9m;



Support the onward process to work with localities to support their local investment
and transformation plans for mental health;



Support the onward process to develop business cases against which transformation
funding for the GM mental health programmes can be allocated; and



Support the further work to apply the findings of the GM Commissioning Review to
the future commissioning of mental health in localities and across GM.

CONTACT OFFICERS:
Warren Heppolette, Executive Lead, Strategy and System Development, GMHSC
Partnership
warrenheppolette@nhs.net
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1.0

INTRODUCTION

1.1.

This report outlines the investment and implementation framework, including the
proposal to the transformation fund, to deliver the Greater Manchester (GM) Mental
Health (MH) and Wellbeing Strategy and GM commitments aligned to the NHS
England’s Five Year Forward View for Mental Health (5YFVMH). Agreement and
endorsement of the proposal is sought from the Strategic Partnership Board
Executive.

1.2.

The report will cover the following areas:


Mental health (MH) in GM, the background to the HM MH & Wellbeing strategy



Progress that has made against the GM MH & Wellbeing strategy since it was
published in February 2016



An outline of the proposed GM MH transformation work areas and an indication
of the overall investment required



The investment framework for MH



The implications of the GM Commissioning Review for MH commissioning



Next steps to maximise digital capabilities to improve MH in GM



The approach towards implementation of the GM MH strategy and next steps
to develop further understanding of the investments in MH and support required
at locality level.



Performance on mental health across GM

2.0

OVERVIEW

2.1.

The GM devolution agreement has provided an unprecedented opportunity to
address challenges to improved MH and wellbeing in GM. GM has a strong track
record of collaboration with all key stakeholders, in particular between NHS
commissioners, local authorities and business. By building on these partnerships
and working more closely with the third sector, service-users and carers, it will be
possible to draw on the many resources and insights that already exist to promote
and improve MH. By working together, breaking down artificial and bureaucratic
barriers, organisations will be able to provide integrated care to support mental,
social and physical wellbeing and improve the lives of those who need most help.

2.2.

We are clear that the transformation in mental health care and support, and
outcomes, is a key contributor to the long term sustainability of the health and care
system and the success of GM as a place. Economic benefits are associated with
early intervention; e.g. early intervention services that provide intensive support for
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young people experiencing a first psychotic episode can help avoid substantial
health and social care costs: over 10 years perhaps £15 in costs can be avoided for
every £1 invested.
2.3.

Mental illness can seriously affect the lives of individuals and families. People with
mental health problems are far more likely to experience physical ill health. Health
costs for people with long-term conditions are at least 45% higher if they also have
a mental health problem. Employment rates in GM for people with severe mental
illness (SMI) are below the national average and sickness absence across the
workforce is high. Common mental health problems (for example, anxiety, stress
and depression) are now the most frequent reason for people needing time off
work.

2.4.

This package starts to rebalance the levels of investment in mental and physical
health and seeks specifically to tackle those areas in most urgent need of support –
the provision of reliable crisis care for children and young people, support to new
mothers and the delivery of physical health checks and health improvement support
for people with serious mental illness.

2.5.

The quality of mental health care across GM has seen improvements in recent
years. Skilled and committed front-line staff and the development of communitybased services and widespread integration of health and social care has meant that
fewer people need access to inpatient care and the number of inpatients dying by
suicide has reduced. However, much still needs to change to meet the needs of
individuals and communities.

2.6.

Unless action is taken to address poor mental health in GM, it will not be possible to
build a future where there are increased opportunities, economic prosperity and
sustainability of the health and care economy in GM. Addressing MH and wellbeing
and building resilience are crucial to unlocking the power and potential of individuals
and communities.

2.7.

Within GM, MH and wellbeing is seen as a whole system issue requiring a whole
system response. To address this, the GM Health and Social Care Partnership
(GMHSCP) agreed a single GM wide MH and Wellbeing Strategy in January 2016,
for launch in February 2016. The strategy set out our collective ambition and
focused on shifting the balance towards early intervention and prevention,
improving access and providing integrated, sustainable services that support the
whole needs of the individual. The strategy highlights 32 strategic initiatives which
incorporate the national priorities set out in the 5YFVMH. However, it does go
further to address key challenges to GM, particularly around employment, suicide
prevention and the resilience of communities.

2.8.

Significant progress has been made against the year 1 priorities of the GM MH and
Wellbeing strategy. Despite the progress to date, further work is needed if we want
to make sustainable, system wide change and address historic underinvestment
and areas of poor performance in MH.
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2.9.

Funding for transforming MH services comes through 2 routes. The first is through
additional monies that have gone directly into CCG baselines to support their
commitments to deliver the 5YFVMH.A detailed process is underway to look at how
we can support realignment of existing funding streams (in CCG and LA baselines)
to the agreed priorities of the GM MH and Wellbeing strategy and locality plan
objectives. The second route of funding to transform MH services is through GM
Transformation Fund, which will support the commitments already made at locality
level to invest in MH. Together these two funding streams will generate a single
investment framework for transforming MH and wellbeing in GM.

2.10.

In developing the investment framework a significant amount of engagement across
the GM system has taken place. There have been individual discussions with all
localities and a specific engagement session with stakeholders from health and
social care organisations across GM. This has shaped the content and
understanding of investment requirements and the impact this will have on
transforming services.

2.11.

Key priorities for investment have been identified for a number of reasons. These
are because they may be an area of historic underinvestment, poor performance,
central to achieving sustainability of the health and social care economy and they
have been highlighted by the wider system and service users as the right areas to
invest financial resource.

2.12.

Each key priority for investment that has been proposed also sets out whether this
should be commissioned and coordinated at a GM or locality level. The
commissioning level attributed to each investment has been selected because
geographically this appears to be the most suitable mechanism for delivery. The
decision has also been informed by the level of existing provision and variation in
service outcomes.

2.13.

We have also recognised that related investment in MH and wellbeing will also be
through other connected areas of work such as through locality plans, elements of
the GM Population Health strategy and the transformation funding awarded for the
delivery of the GM Dementia United strategy.

2.14.

Any new proposals to commission MH services either at a GM or locality level will
need to be cognisant of the GM commissioning review and take its
recommendations into account. There is also the requirement to focus on the
enablers of care, in particular the use of digital technology and capabilities to
improve service delivery and service user and carer experience.

2.15.

Further information will be brought forward for approval at a later date that set out
the detailed business cases for the proposed pan-GM activities and investment
plans on MH at locality level.
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2.16.

Ref

An overview of the proposed workstreams and attached funding is given in the table
below:
Investment
Priorities

Overview

Mainstream, Locality Funding
GM CCG and
MH must do’s: mandated
1
Locality
programmes of work set out
Baselines
in the 5YFVMH that Localities
Funded
are committed to deliver
Programmes
FYFV national programme
outcomes

Transformation Funding
Will support the delivery of
2.1 CCG Locality
Plan Support
the 5YFVMH and GM MH
Strategy through locally
sensitive additional resource

2.2

2.3

GM
Coordinated
Programmes:
Other
transformation
programmes

Delivered through the Theme
1 Population Health Work
Stream of the GM ‘Taking
Charge’ Strategy and other
Transformation Boards

GM
Coordinated
Programmes:
Mental Health

Projects to deliver 5YFVMH
and GM MH Strategy

Key Projects
 Treatment Access Additional psychological
therapies
 High quality MH services CYP IAPT
 Expand Capacity –
Psychosis treatment
 Individual Placement
Support into Secondary
Care – Severe mental
illness
 Referral to Treatment Community Eating disorder
teams
 Eliminate Out of Area
Placements for non-secure
for non-specialist acute care
 Reduce suicide rates
 Increase baseline spend on
MH to deliver MH
Investment standard
 Dementia diagnosis
rate/post diagnostic care &
support
 MH Access & Quality
standards – 24/7 access to
community, home & liaison
teams
 Enhanced Adult Crisis &
Urgent Care programme
options  Integrated IAPT/Primary
Care RAID programme

 Suicide prevention,
overcoming MH stigma and
Supporting Communities of
Identity
 Work & Health across the
life course
 Dementia United
 Health & Justice
 24/7 Community-based
access and Crisis Care
(children and young people)
 GM iThrive Network and
CYP MH Workforce
development (NHS, LA and

Budget

Up to
£77.683m

Up to
£10.800m
excluding
MMH
£4.0m +
and
slippage
in 2.2 &
2.3

Up to
£6.800m

Up to
£34.625m
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VCSE
 Improving mental wellbeing,
building capacity and
resilience of communities
(including schools)
 GM Perinatal and ParentInfant mental health
 Liaison Mental Health –
Core 24 access GM

3.0

PROGRESS AGAINST THE GM MH & WELLBEING STRATEGY TO DATE

3.1.

The GM MH and Wellbeing strategy was supported by the GMHSCP Board and has
received strong commitment from colleagues working across localities and at a GM
level since it was launched in February 2016.

3.2.

The strategy prioritised the following activities for years 1 and 2:



Suicide prevention



Work, health and employment



24/7 mental health and 7 day community provision for children and young
people



24/7 mental health and 7 day community provision for adults including
embedding the Crisis Care Concordat



Integrated place based commissioning and contracting aligned to place
based reform



Integrated monitoring, standards and key performance indicators across
mental health services



Redesign of the provider landscape

In addition to the points listed above, Dementia United, improvements to
Attention Deficit Hyperactivity Disorder (ADHD) services for all age groups
and Eating Disorder services for children and young people were also
prioritised.
3.3.

Since June 2016, a MH Implementation Executive has been in place which has
been independently chaired by Steven Michael (formerly Chair of the National
Mental Health Network and Foundation Trust Chief Executive). This independent
chairing has been essential for bringing commissioners, providers (including VCSE)
and GM Healthwatch from across the system together, developing relationships and
creating an environment which facilitates collaborative working.
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3.4.

The MH Implementation Executive has been fundamental in turning the priorities
set out in the GM MH strategy into an initial set of key workstreams, providing
leadership and identifying Senior Responsible Owners and key individuals within
the system to deliver the strategy. It has also been providing expertise, guidance
and sense-checking on proposals for the development of a dashboard for
measurement of MH performance across GM and this proposal to the
transformation fund. The workstreams currently under the MH programme are at
different stages of development.

3.5.

To date under the Children and Young Peoples (CYP) MH working group, a single
GM specification for ADHD and Eating Disorder services has been developed and
put in place. A model for CYP community-based crisis care response and support
has been drafted too. In addition, a collaborative Tier 4 Children and Adolescent
Mental Health (CAMHS) provider alliance has been established and work to
introduce the iTHRIVE model (a framework for supporting children and young
peoples’ mental wellbeing) across localities has already been initiated.

3.6.

The Strategic Clinical Network (SCN) have also set up a GM network for Perinatal
and Parent-Infant MH and drafted a model for greater provision of this across GM.

3.7.

Under governance of the Crisis Care working group, the principles set out in the
Crisis Care Concordat have been embedded across GM with the development of a
Crisis Care Concordat performance dashboard completed. A cost-benefit analysis
has been undertaken on The Sanctuary service (a place that provides adults
experiencing MH crisis a space to find support) has been undertaken. This has
demonstrated that the current Sanctuary model will need revising to increase its
effectiveness and sustainability. Funding for a police control room triage service
which employs mental health nurses to support frontline police offices has been
agreed between Clinical Commissioning Groups (CCGs) and the Greater
Manchester Police and Crime Commissioners office (GMPCC). Reducing the
numbers of people in police custody needing a place of safety during a mental
health crisis (section 136) has been a continuing priority and at 1%, the rate is 5
times lower than the rest of England & Wales.

3.8.

Under the Suicide Prevention working group, a GM strategy has been launched
with leadership provided by Rochdale’s Director of Public Health. An audit of
completed suicides from 2015 has been undertaken and the draft findings reported,
to support improved data collection and formulating action plans to reduce suicide
across GM.

3.9.

For Work and Health, an effective Working Well programme is in place across GM,
which includes a talking therapies service and caseworkers. Plans are in place to
extend this programme using a 5 category population model which identifies gaps in
support for people.

3.10.

GMHSCP colleagues provided strong support to the merger between Greater
Manchester West (GMW) and the Manchester Mental Health and Social Care NHS
Trust (MMHSCT). This transaction was completed in 2016 and the new Trust was
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formally established on 1 January 2017. Service improvement programmes in line
with MH priorities are in place across the new Trust to transform the city’s services.

4.0

MENTAL HEALTH INVESTMENT FRAMEWORK

4.1.

The outcomes we are committing to deliver

4.1.1.

The GM MH and Wellbeing strategy was developed at the same time as NHS
England’s 5YFVMH was being developed and incorporated the ‘must do’ priorities
set out in the national strategy. GM worked closely with national colleagues to
ensure alignment and fidelity to national objectives. However, we recognised and
pursued the opportunities to go further and think radically about prevention, early
intervention and social prescribing to improve the mental wellbeing of the GM
population.

4.1.2.

The 5YFVMH gives a clear indication to the public and people who use services of
what they should expect from mental health services, and when. This includes
commitments to improve access to, and availability of, MH services across the age
range. It focusses on the development of community services to reduce pressure on
inpatient settings, and provide people with holistic care that recognises their mental
and physical health needs.

4.1.3.

We will remain focussed on the impact this has for GM residents and the reliability
with which they receive support for their mental health needs. We are making new
commitments to residents of GM with this package:


Making sure everyone in a mental health crisis is able to get immediate support
(and that no one ends up in a police cell when they are in mental health crisis)



Helping new mums who experience significant mental health problems – babies
and children whose mum’s suffer poor mental health can be affected through
their whole life.



Making sure people with serious mental illness have their physical health better
looked after – at the moment those people die on average 15-20 years earlier.
There are more than 16,000???xxx people like this in Greater Manchester.
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4.1.4.

The changes which this package will secure will mean that over the next 4 years we
will ensure that:

Confirmation of strategic priorities
4.1.5.

We have aligned local, GM and national objectives to inform the proposed priorities
of this package. The objectives are organised according to:


Improving Mental Wellbeing & the Resilience of Communities



Integrating physical and mental health programmes



Children and Young People’s Mental Health



Perinatal Mental Health



Adult Mental Health: IAPT



Adult Mental Health: Community, Acute and Crisis Care



Suicide Prevention



Work & Health
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Health & Justice



Older People and Dementia

4.1.6.

Delivery of these objectives will create a step change in mental health provision
across GM. The impact of this delivery will principally be seen in new models of
community-based care in localities.

4.1.7.

Within Local Care Organisations, mental health provision will integrate with services
for both physical health and the social needs of individuals, breaking down
traditional care silos and making a significant contribution to realising parity of
esteem for mental health. Primary care (including Out of Hours services) should
form a part of each of the relevant pathways within this programme. There will also
be a new focus in primary care on the physical health care of people with severe
mental health problems, including psychosis, bipolar disorder and personality
disorder. Specifically, new models of enhanced primary care and collaborative
specialist care that meets the physical and mental health needs of people with
severe mental illness will have been fully trialled.

4.1.8.

The new care models will also recognise those wider factors impacting on mental
health and well-being. Taking a place-based approach, they will align with reformed
public services and with the offer from the VCSE sector. The new single
commissioning functions will further enable this integration within the 10 localities.

4.1.9.

Further information on each of the strategic priorities is given below.

4.1.10. Improving mental wellbeing and the resilience of communities: By improving
the capacity of children, young people, adults and communities to deal with difficult
emotions and experiences and reducing social isolation people will develop greater
confidence and live happier lives.
Resilience and mental wellbeing are developed through activities that promote
wellbeing, building social capital and developing psychological coping strategies
(MIND & Mental Health Foundation [MHF], 2013). Using the 5 ways to wellbeing
model and working across the health and social care, private and in particular the
voluntary sector, we will work with GM residents to improve connectedness, levels
of activity, encourage learning and opportunities to people to volunteer.
We will progress evidence-based approaches to increase knowledge and
understanding of mental health for GM residents. In addition, we will support to
public campaigns to tackle MH stigma and promote positive MH and wellbeing.
While improving the mental wellbeing of all GM residents is imperative, to reduce
the social gradient in health, we will consider targeted interventions with people at
increased risk of poor mental wellbeing such as those from socio-economically
deprived backgrounds. We will also consider evidence-based approaches to
improve mental wellbeing in people with severe and enduring MH problems.
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When setting out detailed plans to deliver this priority it will be essential to engage
stakeholders from across the wider system and encourage co-production
approaches with localities and communities.
4.1.11. Integrating physical and mental health: We will start to turn around the appalling
truth that people with serious mental illness die 15-20 years earlier than the general
problem. So much of this gap relates to the support they receive to improve their
physical health. In GM by 2020/21, the ambition is for 15,000 people with SMI to
have access to physical health checks which are integrated as part of the care they
receive for their mental health. Levels of obesity and in particular smoking, alcohol
and substance misuse are much higher in people with SMI. People with SMI are
also much more likely to have a long-term chronic condition. This will require the
review of services to promote easier access, better continuity of services for people
with SMI and to ensure that health and social care professionals have the
knowledge and skills to facilitate a better journey for the service-user.
Integrating delivery of physical and mental health care and ensuring people with
SMI receive a full annual physical health check will help to address barriers to
recovery and aim to reduce demand on acute treatment by addressing physical
health problems earlier.
Providing better integration of physical and mental health care for people with SMI
can support:


Reductions in health inequalities (by providing better access to smoking
cessation, alcohol and substance misuse programmes and lifestyle support)



Enable the development of common shared care protocols for prescribing and
physical health checks



Holistic assessment, treatment and ongoing support for people with multiple comorbidities



Better end of fife experiences

4.1.12. Children and Young People’s (CYP) mental health: In GM we will ensure that by
2020/21 at least 3,920 additional children and young people each year will receive
evidence-based treatment, representing an increase in access to NHS-funded
community services to meet the needs of at least 35% of those with diagnosable
MH conditions.
We will implement delivery of the evidence-based iTHRIVE model throughout GM to
support effective delivery of children and young people’s (CYP) services. Work will
be done to provide further training of the CYP workforce to enable them to embed
iTHRIVE into professional practice. There will also be a focus on improving the
mental health pathway for CYP and promoting shared learning and system-wide
effective responses to adverse childhood experiences. We would include in this
support a school, college and university leadership programme which equips senior
educational leaders, in small clusters/learning sets, to review their approach to
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meeting the MH needs of their school/college and to work through their
commissioning plans and training strategies.
The iTHRIVE model will be used as a basis for ensuring CYP support and access is
suited to the need of the child or young person and their parents or carers in their
particular circumstance. This may mean self-help and library resources for those
who require minimal support through to home treatment teams, RAID services, CYP
safe spaces and suitable inpatient access.
Currently there is little to no provision for children and young people (CYP) who
experience mental health crisis or need more intensive support in the community.
Establishing 24/7 crisis care and community provision for CYP will be essential to
deliver on the pledges set out in the GM MH strategy and also to deliver the
5YFVMH.
4.1.13. Perinatal mental health: By 2020/21, there will be increased access to specialist
perinatal MH support in Greater Manchester, in the community or in-patient mother
and baby units, allowing at least an additional 1,680 women each year to receive
evidence-based treatment, closer to home, when they need it. This will support:


Community Parent-Infant MH Early Help Hub Programmes



Developing and Sustaining GM Perinatal Infant MH Model



GM Integrated Mother Baby Unit - GM Specialist Perinatal MH Teams



Specialist in-patient/outreach



Local Parent-Infant MH Early Help/Attachment Programmes



Extended Fast-Track IAPT Access

4.1.14. Adult Mental Health: IAPT: By 2020/21, there will be increased access to
psychological therapies, so that at least 25% of people (or 84,000 in GM) with
common MH conditions access services each year. The majority of new services
will be integrated with physical healthcare and it is intended that 168 new MH
therapists are co-located in primary care to maintain quality in services, access and
recovery standards across the adult age group. Through this we will build a robust
invest to save model for integrating psychological therapies into primary care
through GP collaboratives. We also want to increase the number of employment
advisors based in IAPT services to support more people with staying in work and
getting back into work. IAPT services will cover:


Core MH IAPT – low and high Intensity (incorporating services for medically
unexplained symptoms, co-morbid depression, anxiety disorders and physical
long-term conditions)



Primary Care Rapid Access, Interface and Discharge (RAID)
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Reconfigured secondary care Health Psychology Services



Targeted action to address lower rates of access and recovery for key groups,
including BME populations.

4.1.15. Adult Mental Health: Community, Acute and Crisis Care: By 2020/21, adult
community MH services in GM will provide timely access to evidence-based,
person-centred care, which is focused on recovery and integrated with primary
care, social care and other sectors. Our ambitions are to achieve:


At least 60% of people experiencing a first episode of psychosis to be referred
and treated with a NICE approved package of care within 2 weeks



Well established and effective crisis and acute care that includes Crisis
Resolution and Home Treatment Teams (CRHTT)



Significantly reduced Out-of-Area Hospital Placements



Embedded Crisis Care Concordat principles in all emergency response service
across GM



An established and effective Control Room & Street Triage to support police
officers who respond to people in crisis and to provide more suitable alternatives
to the use of section 136.



Better MH support for people who work in the armed forces and military
veterans

Liaison mental health will ensure all-age Core-24 compliant support for acute
hospitals with 24/7 A&Es and a modified Core-24 service in hospitals with Urgent
Care Centres. Implementation and roll out will begin with specialist hospitals to
improve early detection and treatment of mental health problems in people with
existing physical health problems/ medically unexplained symptoms and people
attending acute hospitals in a mental health crisis. The benefits of this are reduced
inappropriate inpatient admissions, shorter lengths of stay, fewer delayed
discharges and reduced re-admissions.
4.1.16. Suicide prevention: We launched our Suicide Prevention Strategy in February
2017. The strategy outlines the actions we will take to reduce the number of people
who die by suicide by 10% by 2020/21.
Implementation is underway and will ensure:


All 10 boroughs (and GM as a whole) will achieve Suicide Safer Communities
Accreditation (the ‘nine pillars of suicide prevention’) by 2018



Mental Health Service Providers will collaborate to work toward the elimination
of suicides for inpatient and community mental health care settings by
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continuous quality improvement in relation to 10 key ways for improving patient
safety

4.1.17.



We will strengthen the impact and contribution of wider services



We will offer effective support to those who are affected



We will develop and support our workforce to better assess and support those
who may be at risk of suicide



We will use the learning from evidence, data and intelligence to improve our
plan and our services.

Work and Health: The GM Employment & Health Programme will support the
integration of health, skills and employment systems to enable delivery of improved
health outcomes and economic growth as set out in the Greater Manchester
Strategy and the GM Health and Social Care Strategy.
The programme objectives will create a system response to ensure:

4.1.18.



An effective early intervention system available to all GM residents in work
who become ill and risk falling out of the labour market



Early intervention for those newly out of work who need an enhanced health
support offer



Better support for the diverse range of people who are long-term
economically inactive



Development to enable GM employers to provide ‘good work’, and for people
to stay healthy and productive in work

Health and justice: GMHSCP and the GM Mayor have undertaken a first joint
procurement for two key services: an integrated Policy Custody Healthcare Service
and a Liaison and Diversion Service for Greater Manchester.
People of all ages who commit, or are suspected of a crime, will have a health
assessment while in custody and those with mental health, learning disabilities,
substance misuse or other vulnerabilities will be identified as soon as possible and
then supported to access appropriate services.
These two services have historically been commissioned separately, but by bringing
them together, service users will be supported faster, streamlining the way they are
assessed. The information gained will be shared with relevant Youth and Criminal
Justice agencies to enable more informed decisions on how to improve their
physical and mental health, with the aim to reduce reoffending.

4.1.19.

Older people and Dementia: At least two-thirds of those with dementia will have
a formal diagnosis and access to appropriate post-diagnostic support. Unwarranted
variation in diagnosis rates and post-diagnostic support between localities in GM
15

will be reduced. By March 2020/21 people with suspected dementia can expect to
receive a diagnosis within 6 weeks from referral. By March 2020/21 people who are
newly diagnosed with dementia can expect to have a named coordinator of care, a
care plan, and at least one annual review of that care plan. Our objective is to make
GM the best place to live in the UK for dementia care.
Dementia United is the five-year, GM-wide dementia strategy and support
programme aligned to the Living Well with Dementia pathway. The direction and
support it offers will enable GM to meet the Dementia United standards, build on
work that is already taking place and develop a campaign and platform for
improvement. It will be delivered through key partnerships, listening to the voice of
people with dementia and those who care for them, and offering the opportunity to
have a ‘big conversation’ across GM.
Dementia United is made up of 4 work priorities designed to help localities improve
their dementia care.


Priority 1: Locality delivery – describes the delivery system within localities



Priority 2: Regional support – describes the regional support architecture



Priority 3: Intelligence – describes the infrastructure for intelligence



Priority 4: Innovation, research and evaluation

This structure gives GM a clear roadmap for what it wishes to achieve and marks a
move from focusing on diagnosis to focusing more broadly on the experience of
care, post-diagnostic support and health and social care utilisation.
Over the course of the five-year programme we expect to achieve 222,000 fewer
hospital bed days and 72,000 fewer permanent admissions to residential care as
people are supported to stay well and at home. We also want to see clear
reductions in the inappropriate prescribing of antipsychotic medication and fewer
demands on the police because people with dementia have gone missing.

5.0

THE APPROACH TO INVESTMENT

5.1.

New models of care, health and social care integration and devolution all present
opportunities to improve how mental health services are commissioned and funded,
such as moving towards population-based commissioning and personal budgets.
However, the risks associated with ambitious new systems must be carefully
managed. A focus on mental health, and keeping up levels of spending, must be
maintained, despite the challenging financial circumstances.

5.2.

The implementation of the GM MH strategy and the commitment to GM residents is
underpinned by significant additional transformation funding but this is not the only
investment in mental health services. GM transformation funding builds on both the
foundation of existing local investment in MH services and the ongoing requirement
– repeated in the 2016/17 NHS England planning guidance – for CCGs to increase
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baseline investment by at least the overall growth in CCG allocations – and improve
Right Care outcomes. We should emphasise that this investment capability rests on
our having secured transformation funding and the strong financial management of
the GM system in ensuring that funds can genuinely be protected for
transformation. The reversal of that investment capability remains a constant threat.
5.3.

Additionally, the implementation of locality plans will support the implementation of
new models of integrated care through Local Care Organisations (LCOs), and
locality ambitions to extend approaches to prevention, early help and asset and
community based approaches to improving health. In each case locality plan
investments will support our comprehensive mental health & wellbeing ambitions.

5.4.

This blending of mainstream and GM Transformation Fund investment is essential
to maximise the shift in resources to improve MH. Through the commissioning
review we have also identified specific programmes where there is a clear rationale
for GM level co-ordination and delivery

The Mental Health Investment Standard and Delivery Priorities
5.5.

The government has provided new monies into CCG baselines to support delivery
of the 5YFVMH. This new CCG investment is not seen in isolation and should not
be used to supplant existing spend or balance reductions required elsewhere but
will focus on delivering 10 local delivery priorities:


Expanded service capacity – with full implementation of new access and
waiting time standards for adult psychological therapy and Early Intervention in
Psychosis, with further standards for other mental health services over the next
five years



Extended access to psychological therapy services, especially for people with
long-term physical conditions (e.g. asthma and diabetes)



Expanded high quality all-age MH services – with a priority on CYP IAPT,
Community Eating disorder teams and eliminating Out-of-Area admissions and
placements for non-secure or non-specialist acute care



Delivery of key MH access and quality standards – Improved crisis care,
including the provision of 24/7 Crisis Resolution and Home Treatment (CRHT)
services in all local areas and liaison mental health services in community,
home & all general hospitals



Improved support for new mothers and fathers with mental health problems,
during pregnancy and in the year after giving birth



Better help for the physical health of people with a severe mental illness, for
example improved access to smoking cessation services



Doubling the provision of Individual Placement and Support for people using
mental health services who want help with employment
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Reducing suicide rates



High rates of dementia diagnosis with adequate post diagnostic care and
support



Increased baseline-spend on MH and a ‘data and transparency revolution’ to
ensure better information is available about spending on mental health care in
local areas.

5.6.

As the national planning guidance makes clear in a number of areas, successful
implementation of the 5YFVMH is dependent upon establishing services which are
sustainable for the long-term. That sustainability is predicated on evidence which
shows the savings realised across the health and care system outweigh the
investment needed to deliver services. In order to ensure that this fundamental
economic case is met, it will be critical for local organisations across GM to agree
how they will share both the costs of investment and the proceeds of savings and
efficiencies. This will include how savings will be identified, especially where they
accrue in other areas of the health system, and require reinvesting into mental
health services.

5.7.

The majority of new funding over the period is included in CCG baselines to support
delivery of Local Transformation Plans and achievement of the 5YFVMH objectives.
Work to understand current GM locality investments in MH was carried out in line
with the national 5YFV planning guidance. All GM CCGs (except one*) have
confirmed planned increases in MH funding 2017/18 at least in line with the
required minimum requirement of the Investment Standard – that is 2.8% average.
This means that they have committed to at least ensure a rise in MH investment in
line with the relative increase in CCG funding allocations. This represents the
largest proportion of investment in the standards and objectives outlined in this
paper.

5.8.

The specific required additional 5YFVMH funding has been profiled to increase
CCG allocations over time to support transformation and plan for recruitment of the
additional workforce required, as set out in the indicative table below.

Locality
Committed
Additional
Baseline
CCG
(£ to support local ‘must do’ MH FYFV delivery options)

Net

Investment

Investment Area

2017/18

2018/19

2019/2020

2020/21

Total

Bolton (10.1%)

£1.516m

£2.036m

£1.952m

£2.342m

£7.846m

Bury (6.5%)

£0.976m

£1.311m

£1.256m

£1.507m

£5.049m
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HMR (8.0%)

£1.201m

£1.613m

£1.546m

£1.855m

£6.214m

Manchester (21.1%)

£3.167m

£4.254m

£4.077m

£4.892m

£16.391m

Oldham (8.1%)

£1.216m

£1.633m

£1.565m

£1.878m

£6.292m

Salford (9.5%)

£1.426k

£1.915m

£1.836m

£2.203m

£7.380m

Stockport (10.0%)

£1.501m

£2.016m

£1.932m

£2.319m

£7.768m

Tameside & Glossop
(8.3%)

£1.246m

£1.674m

£1.604m

£1.924m

£6.448m

Trafford* (7.4%)

£1.111m

£1.492m

£1.430m

£1.716m

£5.748m

Wigan (11.0%)

£1.651m

£2.218m

£2.126m

£2.551m

£8.545m

Total Planned and
Committed
Investment

£15.011m

£20.163m

£19.323m

£23.187m

£77.683m

5.9.

To support implementation of the National Operating Model related to this additional
CCG baseline investment, NHS England has now developed a MH delivery plan.
This aims to provide a comprehensive overview of delivery activities for 2017/18, to
clarify key responsibilities across the system, and to provide a clear timeline for
implementation. Please see Appendix 4 for further information on this.

5.10.

If we are to secure and maintain the benefits of this additional investment, each
locality much establish an aligned commissioning plan for mental health as part of
their locality plan and delivered through their Single Commissioning Function. Local
council services have a vital role in improving mental health support. Social care is
a key component of mental health care in all local areas, including in the operation
of the Mental Health Act. Public health and early-years services help to prevent
mental ill health and ensure children have the best start in life, for example through
commissioning evidence-based parenting programmes. Drug and alcohol services
are also crucial because a large proportion of people with substance misuse
problems also have poor mental health.

5.11.

However, local government pressures are seen as a key risk to meeting the
aspirations in this report. There is a currently a lack of detailed information on the
investment and disinvestment decisions taken in relation to mental health over
recent years. This is a feature of fragmented commissioning which the
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establishment of the Single Commissioning Functions being established in each
locality are clearly intended to avoid in future. However, in order to move forward
we must understand and progress from the recent past.
5.12.

As a result, work has been initiated to understand the recent change in GM local
authority investments in mental health over recent years. It is acknowledged that
overall the pressure on social care funding budgets has been very challenging.
While this work requires further analysis, it is clear from a provisional analysis that
across GM Councils returns on average since 2014/15, there has been:


Significant reduced net expenditure in CYP MH services – approximately 30%



Increased net expenditure in Adult MH short and long term services –
approximately 15% - and at least one council reporting reduced expenditure

5.13.

However, it is important to recognise that pressures on more generic budgets often
have a disproportionate effect on those suffering mental ill health. For example,
reductions in available supported accommodation, residential care and help at
home services. As LAs have had to restrict eligibility criteria for care and support
due to affordability, MH Providers are also reporting increasing pressures on NHS
services. This represents significant risks to achieving improved mental health and
wellbeing in GM. We will support more joined up and transparent commissioning to
minimise unexpected consequences of individual organisational decisions across
the health and social care system.

5.14.

The development of GM Locality Plans provides the opportunity to agree an
approach between partners to achieve the ambition of the GM MH and Wellbeing
Strategy. As such, the journey to fully transform mental health services – as the
5YFVMH states – should be thought of as longer than a five-year programme. This
roadmap prioritises objectives for delivery by 2020/21 and therefore describes the
next stages in that journey whereby locality matched commitments for additional
investment in MH enables access to GM Transformation Funds.

GM Transformation Funding
Locality TF Envelope to deliver 5YFVMH and locality objectives
5.15.

A financial contribution within the Transformation Fund envelope exists to be
distributed to localities to support their local mental health objectives. This element
recognises the differential starting positions across localities and introduces an
opportunity for a degree of flexibility and, potentially, innovation. It has been
identified that activities related to 24/7 Community-based Access & Crisis Care
(Adults) and Integrated IAPT are most suitable to be considered for delivery at a
locality level first. If it is later considered that these are delivered at GM clusterlevel, MH Trust provider or GM-wide level, these can be reviewed.

5.16.

Further engagement with localities will be to identify mental health investment
baselines for locality-led activities, planned increases in investment and
commitment to delivering the GM MH strategy and 5YFVMH. This process will also
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highlight locality variations in planned and matched increases in mental health
investments over time and support localities with refreshing their locality plans and
programme budgeting over the coming years.
5.17.

Within the available envelope for additional TF investment for locality-led activities,
each locality will receive a fair, population based, share of the TF monies
attributed to this element of the programme. This resource will be released on
submission of an agreed locality mental health plan which details the
objectives, the application of the new delivery model within the LCO and a
confirmed Single Commissioning Plan between the CCG and Local Authority.
For more information on the approach to implementation, please see section 8.

GM Coordinated Programmes of Work to be delivered through other Transformation
Fund Work Streams
5.18.

In the first instance we must recognise that Transformation Funding which supports
a number of the objectives in the GM MH and Wellbeing Strategy has already been
committed. These often speak to our Public Service Reform and Population Health
ambitions and include:



Suicide Prevention



Work & Health



Dementia United



Health & Justice
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5.19.

The summary investment associated with each programme is presented below. It is
intended that they will be delivered through other programmes within the Health and
Social Care Partnership with links to MH Programme governance.

GM Coordinated Programmes of Work to Deliver 5YFVMH and GM MH Strategy
5.20.

The specific mental health Transformation Fund proposition proposes TF
investment to accelerate GM MH performance and outcomes across localities
through GM Wide Co-ordinated programmes where there is a clear rationale for
joint action and GM level application (for example where limited or variable or where
there is an economy of scale which can be achieved).
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6.0

GM COMMISSIONING REVIEW: IMPLICATIONS FOR MENTAL HEALTH

6.1.

Deloitte were commissioned by the GMHSCP to undertake a review of health and
social care commissioning across GM building on the work of Commissioning for
Reform publication. The scope of the Deloitte commissioning review included:

6.2.



Designing a truly place-based approach to public service reform, with
investment led commissioning at its heart;



Defining the support provided by the services commissioned at the GM spatial
level;



Designing a framework for responsive and effective commissioning support
services in the context of the new commissioning landscape.

The outcome of the review described a streamlined landscape of 2 main
commissioning levels. These are:


Locality level: LAs and CCGs come together to form a single, small and strong
Strategic Commissioning Function (SCF) with a broad set of responsibilities
across public services (including mental health). The SCF is seen as
responsible for setting the commissioning and place-based strategy and leading
on local growth and economic reform policies.
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GM level: The Joint Commissioning Board (JCB) taking on a formal role in the
commissioning and contracting of services, including those previously
commissioned by NHS England regional commissioners such as specialised
mental health services. The JCB would also then develop common standards,
model specifications, and outcome frameworks for all key services; so that
SCFs can commission services in a more uniform way across GM and through
the support of a GM Commissioning Hub, discharging agreed specialist
commissioning functions on behalf of CCGs, LAs and NHS England.

6.3.

For a diagram of the proposed MH commissioning framework, please see Appendix
2.

6.4.

Impact on commissioning of MH services in GM

6.4.1.

For GM MH commissioning, the locality level will remain the core building block,
with locality-integration happening around coterminous LA and CCG boundaries to
incentivise public service mental health reform on a locality basis. It will be at this
level that the single Health and Social Care Operational Commissioning function will
be actioned to hold the new provider models to account for the outcomes localities
seek. MH commissioning decisions will predominantly be taken at locality level by a
single Strategic Commissioning Function (SCF).

6.4.2.

The proposed GM Commissioning Hub has a key opportunity to support mental
health commissioning in relation to an agreed set of collaborative commissioning
priorities for mental health. We envisage a small and strategic unit, with the
transactional costs of commissioning reduced through formally releasing agreed
sessions of locality commissioner resource to act as GM strategic leads for
particular work areas. It is also intended that there will be Operational Leads to
support Strategic Commissioning Leads. This is to ensure co-production with
providers using resource from the current MH workforce. This approach maximises
the expertise and resources available and drives efficiency, with reduced need to
recruit additional staff.

6.4.3.

MH commissioners across GM will have the opportunity to formalise their existing
commitment to joint working as part of the new framework of collaborative
commissioner and provider network meetings.

6.5.

Changing the approach to contracting for MH

6.5.1.

We will seek to ensure the best spend of the GM funding through improving
financial and clinical sustainability by changing contracts, incentives, integrating and
improving IT & investing in new workforce roles. By shifting away from simplistic
block contracts, it would significantly improve our intelligence on spend, activity and
outcomes.

6.5.2.

A key stage on this journey is the move to Service Line Reporting (SLR) for mental
health. SLR provides data on financial performance, activity, quality, and staffing. It
enables us to plan service activities, set objectives and targets, monitor a service’s
financial and operational activity, and manage performance.
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6.5.3.

SLR is a critical first step to more comprehensive approaches to support outcomes
or value-based commissioning and provide the insight to inform new incentives to
drive change. We will ensure the specific MH payment and contracting changes are
considered through the GM Incentivising Reform work to support this objective.

7.0

MAXIMISING DIGITAL CAPABILITIES TO IMPROVE GM MENTAL HEALTH

7.1.

Transforming our use of digital is a key enabler to the delivery of the GM ambition
for improving health and social care. The GM H&SC Partnership adopted an
information management and technology strategy in June 2016. To support the
delivery of the strategy a Digital Collaborative has been established and priority
areas of work identified. The priorities laid out in the strategy are based on ensuring
that as a whole system we have the right information available to the right people at
the right time, supporting the delivery of care.

7.2.

GM is currently negotiating a Digital Transformation fund with NHS England and the
Department of Health. This will sit alongside our wider GM Transformation Fund to
ensure we are optimising the use of digital technology in improving services. This
fund will support the delivery of locality plans as well as GM wide priorities such as
the implementation of an information exchange (secure online system providing a
single place for the exchange of information) and information governance.

7.3.

Mental health, as with other service areas, will be a key area of focus for the Digital
Strategy and related Transformation Fund. In order to optimise the use of
technology in mental health we need a clear understanding of our current position
across our main providers with a view to optimising our existing systems across
pathways of care. Some of this information already exists through a national digital
roadmap exercise that has been undertaken. However, this is now out of date and
focused primarily on the acute environment rather than a whole system of care. We
are looking to build on this initial work to gain a fuller understanding of how we can
optimise the use of digital in the delivery of mental health and wellbeing services.
This will include a number of steps:


Clarifying our goals in relation to digital for mental health;



Assessment of our current state;



Identifying existing common technology and good practice;



Identify target improvements;



Clarify investment requirements and priorities for bridging the gap.

8.0

APPROACH TO IMPLEMENTATION

8.1.

The programme will transition into implementation phase at pace once the overall
financial investment against the GM MH & Wellbeing strategy has been formally
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ratified. The initial objectives will be to develop the locality mental health plans,
single commissioning intentions and business cases for the pan-GM projects.
Locality-led activities and transformation funding
8.2.

Within the available envelope for additional TF investment for locality-led activities,
each locality will receive a fair, population based share of the TF monies
attributed to this element of the programme. Further engagement is planned
with each locality to fully understand their current financial investment in MH and
the maturity of planning for or current service provision for adult urgent and crisis
care, integrated IAPT and primary care RAID. This resource will be released on
submission of an agreed locality mental health plan which details the
objectives, the application of the new delivery model within the LCO and a
confirmed Single Commissioning Plan between the CCG and Local Authority.
The agreement underpinning this aspect of the Locality Plan will be an
addendum to each locality Investment Agreement and progressed and
monitored as part of the wider transformation.

8.3.

The intention is to undertake this piece of work over a three month period, with the
ultimate objective of having a clear view of what is their current position in terms of
service provision across these key elements of MH. Subsequent funding allocation
to the localities will support them in delivering the key themes and allow them to
operate from a sound position by which they are able to deliver their 5YFVMH and
GM MH strategy aspirations.

8.4.

The MH programme team will ensure that across the three workstreams there will
be appropriate scrutiny and delivery assurance to ensure the realisation of benefits
remains firmly on track across the programme life cycle. The assurance process will
have rigour via both the MH Programme Board (balance scorecard, benefits
realisation review etc.) and quarterly locality assurance meetings. There is also an
expectation that regular updates on the progress of the MH programme are brought
to SPB level.

GM-wide coordinated activities and transformation funding
8.5.

Once the business cases for the pan-GM projects are developed (which will include
financial, resource and benefits profiles), they will be assessed to ensure their
potential to successfully deliver. This will be undertaken via the existing TFOG
(Transformational Fund Oversight Group) process which will apply the necessary
scrutiny to the individual business cases.

8.6.

The consensus within the senior MH programme team is that the Partnership will be
in a position to instigate the transformational fund process for each one of the panGM projects in September/ October 2017.

8.7.

The timelines for implementation for the other two key workstreams are not defined
at present. We anticipate that significant additional work is required before we will
be in a position to move into implementation for both of these workstreams. Further
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discussion is required with the Population Health programme to agree the scope
and delivery of the work on suicide prevention.

Risk framework
8.8.

There are a number of potential risks and barriers by way of which the delivery of all
the core workstreams could be fundamentally undermined, the following are some
of the key ones that need to be reviewed and subsequently managed as part of
programme delivery to ensure they are fully mitigated against:


Control of specialised commissioning; by delaying the delegation of
responsibility for specialised commissioning to GM this creates unnecessary risk
on projects such as ithrive, where the scope for efficiencies are significantly
reduced. The integration of care pathways around the individual and not
fragmented by commissioner provides the rationale for that delegation. More
significantly it invites us to rebalance investment across that pathway to support
prevention and early help and avoid the development of crisis. We believe this is
an essential means of controlling spend in expensive specialist services through
better co-ordination and greater investment in preventative and early intervening
services.



The financial pressures in the system that we currently face are unprecedented
and this could potentially result in further investment reductions by localities in
MH as pressures to realise efficiencies drive out service transformation
investment. In GM, due to our financial performance to date, we have been able
to avoid such a scenario; however, if not effectively managed, this may well be a
key risk we face system wide in GM.



Digital: we need to acknowledge that some parts of GM are starting from very
low base in terms of the maturity of their systems infrastructure, which
undermines the core process which we are aiming to instil. To mitigate this risk
there is an urgent need for access to the national TF digital funding, which will
allow for the required systems development to take place.

Mental health programme governance
8.9.

To facilitate the delivery of the three work streams, an updated programme and
governance structure has been developed. It has been structured to ensure that the
all the key stakeholders are suitably engaged within the appropriate forums. The
proposed governance framework will allow for efficient reporting flows between the
various forums and what we anticipate will be a streamline and effective decision
making model. However, the governance structure will be monitored to ensure it is
working efficiently and facilitating programme delivery.

8.10.

The design of the governance model has been established to allow for the many
stakeholders involved in the MH programme to have a voice that will be both heard
and acted upon. For example, in the structure the patient, carer and public group
underpin all the work that is being undertaken within the programme, so they have a
real influence across the portfolio of work.
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8.11.

Projects within the MH programme will be designated into four key themes with a
Projects Oversight Board attached to each one. They are:


Children and Young People’s Mental Health (CYP MH)



Adult Mental Health



Population Health



Dementia

This approach will allow for Project leads and subject matter experts working on
related projects (for distinct populations groups) to come together in one place. It is
recognised that there will also need to be strong links between each of these
Projects Oversight Boards via the MH programme so that interdependencies of the
different works areas are well managed. For example, it is proposed that perinatal
mental health work will report into the CYP MH Board but this will need to be
brought into the Adult MH Board also.
8.12.

The delivery of each of the four themes and the Projects Oversight Boards will be
chaired by senior leads from within the system. The assumption is that these chairs
will be able to impart their experience and knowledge to successfully steer the
projects within the remit of their individual Boards. These Boards will be facilitated
by a GM wide improvement collaborative that will provide insight and
recommendations in relation to the various projects across the four themes.

8.13.

Assurance of benefits realisation will be provided by a series of senior Boards,
namely the MH Programme Delivery Board. This Board will include system leaders
that will monitor delivery and provide invaluable feedback to project leads to ensure
delivery of benefits remains on track. Reporting will also be undertaken at Boards
across the wider system, including:

8.14.



Provider Federation Board



GMCA



Association of GM CCG’s

To support the delivery of the MH programme, it is also proposed that a senior level
programme team meeting is established (led by the MH Senior Responsible Owner
and involving senior managers from the Strategic Clinical Network). In addition, an
operational delivery team meeting will be set up which will include individual project
leads and any co-opted functional leads (for example finance and workforce
colleagues). Both of these meeting groups will be linked by the core MH programme
team (the MH Programme Manager and Head of Cross-Cutting Programmes) who
will attend both meetings.
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8.15.

Please see Appendix 3 which provides a diagram of the proposed governance
architecture to ensure the successful implementation and delivery of the delivery of

the MH Programme.
9.0

RECOMMENDATIONS

9.1.

The Strategic Partnership Board Executive is asked to:


Note the progress which has been made against the GM mental health strategy
over the past year;



Agree the proposed mental health transformation areas and the investment
framework providing an overall envelop of £133.9m;



Support the onward process to work with localities to support their local
investment and transformation plans for mental health;



Support the onward process to develop business cases against which
transformation funding for the GM mental health programmes can be allocated;
and



Support the further work to apply the findings of the GM Commissioning Review
to the future commissioning of mental health in localities and across GM.
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APPENDIX 1:

MENTAL HEALTH PERFORMANCE IN GM
a. Nationally monitored performance metrics for mental health related to delivery of the 5YFVMH do not tell the whole story of how
we could and should measure progress on our mental health ambitions. However, they provide useful indicators around service
access for GM residents. Nationally measured performance metrics include:


waiting times and recovery for Increasing Access to Psychological Therapies (IAPT);



patients with suspected psychosis starting treatment within 2 weeks of referral to support Early Intervention in Psychosis
(EIP);



waiting times for Children and Young People (CYP) accessing treatment for Eating Disorders (ED);



diagnosis rates for Dementia.

b. As an area, GM exceeds the national access target to IAPT services (1.25%), achieving 1.40% access levels on aggregate
across the area (based on national data for Q3 2016/17, published February 2017). However, achievement of the recovery rate
of 50% across GM is variable but improving. For EIP, GM has succeeded in achieving above the national performance target for
early access to treatment, although there are concerns around whether treatment always meets the NICE recommendations for
care. There are also particular pressures sustaining current levels of performance, with EIP teams under growing pressure as
referrals continue to increase. In terms of CYP accessing treatment for ED, average waiting times across GM are reducing
although there has been variation in achieving the 1 week and 4 week waiting time targets. Dementia diagnosis rates have been
consistent across GM for the last 2 years at 67%. This is above the national target of 50%.
c. Urgent and emergency mental health care across GM has improved as a result of ongoing work to implement the principles set
out in the Crisis Care Concordat. Plans to establish a health based Place of Safety for the city of Manchester and appropriate
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facilities for children and young people across GM who experience mental health crisis are in development. In addition, there is a
need to significantly reduce inappropriate Out of Area Placements/ Treatment (OAP/ OATs). This problem largely affects
residents from the City of Manchester area. OAP/ OATs have a significant impact on outcomes for people experiencing severe
mental health problems and are also of high cost to the health and social care system. It is also imperative that psychiatric
intensive care unit (PICU) facilities for women are reviewed to ensure there is sufficient provision.
d. Historically Mental Health services across GM have been commissioned on a block contract basis across several CCG’s, Local
Authorities, and a range of NHS England contracts and associated contracts. A number of these contracts include indicative
activity targets against which performance is monitored. Currently the focus is on activity based targets meaning reliable MH
outcome data has been difficult to obtain. A number of commissioner led initiates are taking place across GM to shift towards an
outcomes-based commissioning approach for MH.
e. Data quality continues to be a priority area for improvement with continuing discrepancies between the data submitted via Unify
and the data published by NHS Digital from the Mental Health Services Dataset (MHSD). Where required Provider Trusts are
reviewing how the MHSD is populated and have robust action plans to address any gaps during 17/18. The issue of discrepancy
between the two datasets is not limited to GM: there are a significant number of trusts across the country where there is a similar
or even greater discrepancy between Unify and the MHSD; historic low levels of investment in electronic patient records systems
has also played a contributory factor in terms of the ability to collect large amounts of data accurately.
f. There are also issues with the completeness of our understanding on mental health provision in GM because of the limited data
that is available from across the wider system (for example, in the Third Sector), which have limited digital capability to support
systematic data collection. However, this challenge is a national one and not unique to GM.
g. NHS England are expecting all areas (through Sustainability & Transformation Plans) to address these data issues over the
coming years and further develop their own quality and outcome frameworks to measure performance across a range of health
issues, including MH. This process of measuring MH system performance will be facilitated by CCG initiatives to unpick MH
multilateral block contracts currently based on activity rather that outcomes. Importantly, a quality and outcomes framework will
need to bring in data from the wider health and social care system and link with broader outcomes, for example employment,
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increased wealth and housing. This will provide a more complete picture of how mental health improvements and transformation
in GM are contributing to improved population outcomes for its residents.
h. The GMHSCP has been developing an early version of a MH performance dashboard. It seeks to extend beyond access and
waiting time KPIs to better reflect people’s experience of care and the wider drivers of underperformance. It includes a wide
range of performance and outcome metrics. It covers IAPT, EIP, ED, Memory Assessment Services and Dementia Diagnoses,
MH service users family and friends test recommendations, numbers of Out of Area Placements (OAPs), waiting times for
Healthy Young Minds assessment and treatment, use of section 136 and a number of additional performance metrics related to
people receiving MH inpatient care. It is populated with validated local data from the 3 MH provider Trusts in GM (NW Boroughs,
GM Mental Health and Pennine Care).
i.

An advantage of using local data returns to assess MH performance across GM is that data is available much more quickly
compared to nationally collected performance data, which can take between 3-9 months to be released. Using this local data has
enabled identification of early performance trends ahead of the release of nationally validated data. However, national data does
have the advantage of having greater completeness and being subject to more robust validation.

j.

Next steps to further develop the MH performance dashboard will be to link in with system performance dashboard development
work being undertaken by the GMHSCP Performance and Assurance team. It will also need to link into the development of a
wider system performance dashboard being developed by the GMCA and ongoing work to look at how devolution of health and
social care in GM is effectively evaluated. The MH performance dashboard must continue to evolve in alignment with national
performance measurement for mental health.

k. Please see below for illustration of the mental health performance metrics framework developed so far.
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MENTAL HEALTH PERFORMANCE METRICS FRAMEWORK

Greater Manchester Mental Health (NHS Provider) Performance : Q4/March 2017
SERVICE

KPI

Target

Prevalence

IAPT

3.75%

MAS
GATEEIP
KEEPING

In month
actual
In month
Target
Cumulative
Qtr. (Jan, Feb,
Mar)
Cumulative
Qtr. Jan, Feb,
Mar)

50% per
Month

Quarter

6 weeks - Completed Treatment

75%

Quarterly

18 weeks - Completed Treatment

95%

Quarterly

80% per
Quarter

Cumulative
Qtr.
(Jan,Feb,Mar)

Patients with suspected psychosis must been
seen within 2 weeks of referral

50%per
Quarter

Cumulative
(Jan,Feb,Mar)

Admissions to adult facilities of patients who
are under 16 years old

0

In month

Recovery

FFT

Reported as

Referral to Diagnosis 12 weeks

Out of area placements- OAPs appropriate
and inappropriate

Additional Bed Occupancy by:
Adults
Older People
PICU

Bolton

Salford

Trafford

CCG Target

CCG Target

CCG Target

CCG Target

CCG Target

CCG Target

CCG Target

CCG Target

95%

1.95%
target

4.13%
102/202
50.50%
174/209
83.25%
207/209
99.04%

Oldham

7.66%
116/193
60.10%
192/205
93.66%
205/205
100.00%

Wigan

3.58%
534/954
56.00%
997/997
100.00%
997/997
100.00%

93/96

80/104

78/104

89/89

49/49

158/158

85/90

65/70

76.92%
31/41
75.61%

75.00%
16/21
76.19%

100.00%
10/17
52.82%

100.00%
15/18
83.33%

100.00%
9/10
90.00%

94.44%
8/15
53.33%

92.86%
12/28
71.43%

N/A
18/24
75.00%

0%

0%

0%

0%

0%

0%

0%

0%

0%

38/46
82.61%
136/138
98.55%

84/99
84.85%
82/83
98.80%

73.00%
70/70
100.00%

96.00%
41/43
95.35%

96.00%
49/50
98.00%

97.00%
52/56
92.86%

88.00%
60/61
98.36%

122/129
95%
153/161
95%

1

0

Cumulative Qtr.

261/267
97.75%

59/60
98.33%
110/110
100.00%

1

2

number of inappropriate
OAPS placed in quarter
period

3.33%
67/124
54.03%
111/138
80.43%
135/138
97.83%

T&G

96.88%
33/37
89.19%

N/A

number of appropriate OAPS
placed in quarter period

5.06%
100/193
51.81%
166/197
84.26%
196/197
99.49%

Stockport ( PCFT)

41.50%

In month

265/436
60.78%
419/475
88.21%
466/475
98.11%

3.81%
102/181
56.35%
166/185
89.73%
184/185
99.46%

BURY

201/348
57.76%
310/364
85.16%
364/364
100.00%

N/A

120/276
43.48%
246/303
81.19%
300/303
99.01%

HMR

158/733
21.56%
204/749
27.24%
582/749
77.70%

0%

Mental Health service users Friends and
Family Test - recommend
% of discharges from inpatient wards on CPA
Followed-up within 7 days

Manchester

9
Data under development

126

12630/12420
101.69%
Cumulative 3301/3600
Qtr.
91.69%
1664/1620
102.72%

4

18

4

0

3907/3780
103.36%
1123/1350
83.19%
580/540
107.41%

4242/4242
100.00%
1414/1350
104.74%
730/720
101.39%

3993/3870
103.18%
913/900
101.44%
539/540
99.81%

3563/3737
95.00%
1967/2093
94.00%
653/681
96.00%

45
66
52

40
47
94

59
55
87

Data under development

Average Length of Stay by:
Adult
Older Adult
Organic
PICU

Monthly

114
107
0

Does not
include out of
area LOS

15
70.70

20
32.5

17
45

16.6
36.70

31.4
31

21
78
75
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Greater Manchester Mental Health (NHS Provider) Performance : Q4/March 2017
SERVICE

KPI

Target

Reported as

Manchester

Bolton

Salford

Trafford

Section 136 number / 100,000 CCG 18+
population
Number in
quarter
period

Wigan

42

45

43

40

55

11

79.85%

80.41%

72.00%

98.55%

53.00%

53.00%

53.00%

53.00%

62.00%

Data under
development

Monthly

91.03%

92.27%

82.00%

100.00%

86.00%

86.00%

86.00%

86.00%

80.00%

Data under
development

Monthly

48.70%

94.65%

100.00%

100.00%

91.70%

91.70%

91.70%

91.70%

88.75%

Data under
development

8.86%

10.43%

14.12%

7.40%

12.70%

12.70%

12.70%

12.70%

9.40%

9.00%

10

18

8

11

8

14

12

13

17

194/194

108/109

116/121

58/58

114/114

96/96

112/112

123/124

193/193

100.00%

99.08%

95.87%

100.00%

100.00%

100.00%

100.00%

99.19%

100.00%

N/A

357

219

181

94.30%

96.11%

95.55%

97.02%

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

A&E Following a referral to mental health
services the percentage of patients who see a
mental health practitioner within two hours
of referral

95%

% of patients discharged from A&E within 4
hours

95%

Readmissions : Percentage of patients
readmitted within 30 days of discharge

10%

Number in
quarter
period
No in quarter
period

95%

Cumulative
Qtr.

Number
treatments in
quarter
period

Home Based Treatment Services- Treatment
episodes (ref + 2 contacts)

HEALTHY
YOUNG
MINDS

Oldham

8

Monthly

Unexpected Deaths

EATING
DISORDERS

T&G

18

75%

95%

Number in
quarter
period

First contact within 12 weeks

95%

Mar

Treatment within 18 weeks

98%

Mar

95%

Mar

95%

Mar

The proportion of CYP with ED (urgent cases)
that wait 1 week or less from referral to start
of NICE-approved treatment.
The proportion of CYP with ED (routine cases)
that wait 4 weeks or less from referral to start
of NICE-approved treatment.

Stockport ( PCFT)

21

A& E Following a referral to mental health
services the percentage of patients who see a
mental health practitioner within one hour of
referral

CPA Reviews in 12 Months

BURY

New Economy have supplied separate figures

Number of level 4 & 5 Incidents / 100,000 18+
population

Patients requiring acute care who received a
gatekeeping assessment by a crisis resolution
and home treatment team in line with best
practice standards

HMR

Not available

94.60%

94.60%

94.60%

94.60%

94.60%

57/86
66.30%
85/86
98.80%

99/100
99.00%
99/100
99.00%

65/94
69.10%
88/94
93.60%

26/31
83.90%
28/31
90.30%

33/33
100.00%
33/33
100.00%

1/1

1/1

1/2

100.00%

100.00%

50.00%

2/2

1/1

1/1

4/4

3/4

100.00%

100.00%

100.00%

100.00%

75.00%
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APPENDIX 2: COMMISSIONING FRAMEWORK IN GM FOR MENTAL HEALTH
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APPENDIX 3: DRAFT MEW GOVERNANCE STRUCTURE FOR THE GM MENTAL HEALTH PROGRAMME
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APPENDIX 4: NHS ENGLAND MENTAL HEALTH DELIVERY PLAN OBJECTIVES
2017/18

Children and Young People’s Mental Health
Key Planning Guidance Deliverables: 17/18
•
At least 30% of CYP with a diagnosable MH condition receive treatment from an NHS-funded
community MH service.
•
Commission 24/7 urgent and emergency mental health service for CYP and ensure submission
of data for the baseline audit in 2017.
•
All services working within the CYP IAPT programme.
•
Community eating disorder teams for CYP to meet access and waiting time standards: All
localities expected to baseline current performance against the new standard and start
measurement against it.
Full FYFVMH Deliverables: 17/18
•
Reduce the number of out of area placements for CYP and use of in-patient beds overall.
•
Mobilisation and implementation of the recommendations from the Tier 4 CAMHS review.
•
Monitor outcomes and progress in the new Crisis Care service models for CYP, in line with the
wider Crisis Care pathway.

Perinatal Mental Health
Key Planning Guidance Deliverable: 17/18
•
Increase access to evidence-based specialist perinatal mental health care: regional plans and
trajectories in plan to meet national ambition of 2,000 additional women accessing care.
•
Commission additional or expanded specialist perinatal mental health community services to
deliver care to more women within the locality.
Full FYFVMH Deliverables: 17/18
•
Build perinatal MH capability by developing a competence framework describing the skills
needed in the workforce.

Adult Mental Health: IAPT
Key Planning Guidance Deliverable: 17/18
•
Commission additional psychological therapies for people with anxiety and depression, with the
majority of the increase integrated with physical healthcare, so that at least 16.8% of people
with common MH conditions access psychological therapies.
•
Ensure local workforce planning includes the numbers of therapists needed and mechanisms
are in place to fund trainees.
Full FYFVMH Deliverables: 17/18
•
Up to £54 million in 2017/18 will go directly to training new staff and delivering new ‘early
implementer’ integrated services. Remaining funds in 2017/18 will support further training,
quality improvement and expansion of current IAPT services.
•
Increase the number of employment advisors in IAPT through funding, monitoring and reporting
on Employment Advisors in the IAPT project.

Adult Mental Health: Community, Acute and Crisis Care
Key Planning Guidance Deliverable: 17/18
•
Expand capacity so that more than 50% of people experiencing a first episode of psychosis
start treatment within two weeks of referral with a NICE-recommended package of care.
•
Commission effective 24/7 CRHTTs as an alternative to acute in-patient admissions.
•
Reduce the number of OAPs for non-specialist acute care: localities plans in place to eliminate
appropriate OAPs by 2020/21.
•
Deliver integrated physical and mental health provision to people with SMI, in line with national
ambition of 140,000 people with SMI receiving a full annual physical health check.
•
Assure that service development plans are in place to meet ambition of all acute hospitals with
all-age liaison services by 2020/21 and 50% meeting Core 24 service standard for adults;
assurance of successful Wave 1 bidders plans.
•
Increased access to IPS: insure preparedness for IPS expansion; STP areas selected for
Suicide targeted
Prevention
funding.
Planning Guidance Deliverables: 17/18
•
Reduce number of suicides compared to 2016/17 levels in line with national ambition to
reduce suicides by 10% by 2020/21: delivery of local implementation support which includes
action to deliver the requirement that all local areas have local multi-agency suicide prevention
plans by the end of 2017.
Full FYFVMH Deliverables: 17/18
•
Support learning from suicides and preventing repeat events.
•
Contribute to the annual multi agency suicide prevention plans review, led by PHE.
•
Participate in the Prevention Concordat programme which will support the objective that all
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Older People and Dementia
Planning Guidance Deliverables: 17/18
•
CCGs continue to work towards maintaining a dementia diagnosis rate of at least two-thirds of the
estimated number of people with dementia.
•
Increase the number of people being diagnosed with dementia, and starting treatment, within six
weeks from referral; with a suggested improvement of at least 5% compared to 2015/16.
Full FYFVMH Deliverables: 17/18
•
Monthly reporting of diagnosis rate.
•
Update dementia extract.
•
Reduce variation between geographies.

Secure Care, New Care Models and Health and Justice
Full FVFVMH Deliverables: 17/18
•
Developing early stage regional plans for roll out of forensic community services.
•
Deliver community based alternatives to secure inpatient services such that people requiring
services receive high quality care in the least restrictive setting.
•
£36 million funding to support the Secure Care objective held centrally from 2017/18, allocation
to specific localities will be determined through a bidding process.
•
75% of population with access to liaison and diversion.
•
Support learning from suicides and preventing repeat events.
•
6 NCM sites chosen, going live in 2017 and supporting to delivery local services.

Infrastructure, Finance
Planning Guidance Deliverables: 17/18
•
Ensure data quality and transparency: ensure that providers are submitting a complete
accurate data return for all routine collections; development of quality and outcomes measures
in line with national guidance; engage with CCQ in relation with EBTPs.
•
Increase digital maturity in mental health in line with the national guidance.
•
Increase baseline spend on mental health to deliver the Mental Health Investment Standard.
Full FYFMH Deliverables : 17/18
•
Ensure that MHSDS is delivering relevant, timely and accurate data.
•
Support delivery of national payment system, CQUINs and Quality premium schemes.
•
Support finance collections, including on programme lines of spend.
•
Develop a new annual schedule of updates to the MHSDS will allow NHS partners to work
together.
•
Development of oversight and assessment frameworks.
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Miranda Washington, Deputy Director of Development and Performance

EXECUTIVE SUMMARY:

This report details performance as at the end of May 2017. It demonstrates a good
position for the organisation.
There are two exceptions in relation to statutory targets both of which are
expected, as per the Full Business Case for the Manchester Acquisition:
Priority Metrics (employment and accommodation status) (Pg6). The Trust is overall
at 77.35% of 85% target. There are plans being progressed through operational
forums to improve this.
IAPT SOF Operational Performance (Pg7) – The impact of Manchester current
performance continues to be seen as expected. This will have a continuing impact
until Q2 2018/19. As the Board is aware there is a clinical transformation
workstream in place to address this over the coming year. In May Salford have also
just missed the referral to six week target by a small margin (0.3%). A paper has
been prepared for Commissioners identifying resources required for further
investment following the introduction of a shared point of access.

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

x
x

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

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
May 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

Page

Perspective

3
Human Resources

4

5

Human Resources

Human Resources / Finance and
Contracts

6
7
8

Locally Agreed Targets

9
10
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
Operational Performance
Quality Indicators
Frequent A&E Attenders'
Support

Safe
Effective

RAG
G
R
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
NHSI SOF
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 (*please see comments)
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
G
G
G
G

G

G

Plan

Jun-17

Q1

1
1

1
1

2017/18
Q2

Capital service capacity
Liquidity (days)
I&E margin

Distance from financial
Financial Control plan
Agency spend
Overall Score

1

1

4
<1.25x

(7)-0

(14)-(7)

<(14)

1-0%

0-(1)%

≤(1)%

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

≤(2)%

0-25%

>50%

25-50%

MEMBERSHIP as at Q4 2016-2017

Q3

Q4

% of Total
Mem bership

No. of Mem bers

Bolton Public

7.17%

761

Salford Public

6.04%

641

Trafford Public

5.67%

601

Manchester Public

21.66%

2,298

Group
PUBLIC

2017/18
Metric

Score
2
3
1.751.252.5x
1.75x

Q2

Q3

Q4

NW Public

8.80%

934

Sub Total
SERVICE USER & CARER

49.35%

5,235

Service User

12.12%

1,286

Carer

1.21%

128

13.33%

1,414

Sub Total

1

1

STAFF

1
1

3
1

Health and Social Care
GMMH* TOTAL

37.32%

3,959

100.00%

10,608

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 3 2017/18 a level 1 is being achieved by the Trust.
*Distance from Finance Plan metric, the financial submission uses the I&E margin, as shown below:
The I&E distance from plan ratio measures the actual or forecast I&E margin ratio compared on a control total basis to that of plan (The metric removed STF to allow
comparability between those agreeing and not agreeing their control total).
For month 3 this gives the following:
Plan
Actual
I&E margin%
1.1%
1.1%
I&E margin distance from plan (0.0%)
Board Performance Report - May 2017 Final Version
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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
May-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
The target has been met in month and YTD for
85.1%
50.0%
72.4%
77.6%
package of care within 2 weeks of referral
the other District Services.
(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
b) Early Intervention in Psychosis services
NA
90.0%
NA
NA
NA
NA
NA
NA
annual audit, the results of which will be
c) Community Mental Health Services
available in April 2018. Please see National
NA
65.0%
NA
NA
NA
NA
NA
NA
(people on Care Programme Approach)
CQUIN Indicators for further information.
4. Complete and valid submissions of metrics in the monthly Mental Health Services Data Set submissions to NHS Digital:
a) Identifier Metrics:The target has been achieved in month by all
• NHS Number
services.
• Date of birth
The Trust figure is indicative only until June
• Postcode
99.5%
95.0%
99.7%
2017 due to two separate submissions being
• Current Gender
made.
• Registered GP Org Code
• 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
78.8%
85.0%
77.4%
through the CPA Review process.
The Trust figure is indicative only until June
2017 due to two separate submissions being
made.
5. Improving Access to Psychological Therapies (IAPT)/talking therapies (from IAPT minimum dataset):The Trust overall is non-compliant however all
a) Proportion of people completing treatment
our combined Step 2 and 3 services achieved
who move to recovery (from IAPT minimum
46.3%
50.0%
43.7%
42.2% 50% recovery for May 2017. Salford and
dataset)
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%
61.2%
63.3% 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%
93.2%
92.5% 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%

May-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 May 2017
Please note: The 2016/17 outturn did not include Manchester figures prior to January 2017.

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

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

Target

50.0%

50.0%

May-17
100.0%
63.6%
54.6%
71.4%
50.0%
72.4%

YTD
96.2%
73.7%
61.9%
81.8%
50.0%
77.6%

Comments
All services are within target for May 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.

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
99.73%
99.74%
99.52%
99.70%
97.24%
97.68%
97.22%
99.96%
99.83%
99.73%

May-17
99.71%
99.74%
99.48%
99.60%
97.04%
97.86%
97.26%
99.91%
99.01%
99.70%

Jun-17

Jul-17

4a. Identifiers
Aug-17
Sep-17

Oct-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Apr-17
94.35%
49.80%
80.87%
88.25%
91.44%
95.05%
98.61%
86.65%
96.26%
78.24%

May-17
92.37%
49.30%
79.81%
85.64%
92.39%
94.24%
99.09%
82.93%
92.08%
77.35%

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. All services are within target for the Identifiers. The Iden tifiers include NHS Number and Date of
Birth and Priorities include Ethnicity and Employment Status as examples. Please see Page 5 for the full list of included indicators.
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 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
May
719
928
59.0% 65.0%
75.4% 75.4%
99.2% 100.0%

Jun

Comments:
Bolton: The combined IAPT Step 2 and 3 service is showing excellent evidence of clinical effectiveness, further improving on the recovery target, which was achieved in
2016/17. Compliance with both RTT targets is being sustained.
Manchester - IAPT
2016/17 Target
Q1
Q2
Q3
Q4
Apr
May
Jun
Manchester: The (Step 3 only) service is not compliant with
RTT or Recovery targets. Work is well underway regarding
Referrals Received During Period
1977
537
601
pathway re-design in line with best practice and supported
% Moving to Recovery
21.6%
50
19.3% 27.8%
by additional investment from Commissioners. Pathway re% within <= 6 weeks
27.2%
75
30.4% 25.1%
design, additional leadership support, capacity and capabil% within <= 18 weeks
77.7%
95
78.7% 82.3%
ity building, adequate estates and IT will see the conditions
in place to achieve improved performance by March 2018.
Salford - IAPT Step 3
2016/17 Target
Q1
Q2
Q3
Q4
Apr
May
Jun
Salford: The (Step 3 only) service’s recovery figure, altReferrals Received During Period
4693
325
444
hough below the whole pathway target of 50%, continues to
% Moving to Recovery
41.1%
50
51.4% 45.8%
show improvement on last year and is relatively high for a
% within <= 6 weeks
62.7%
75
87.4% 74.7%
Step 3 only service. The minor shortfall in RTT compliance
% within <= 18 weeks
94.4%
95
98.2% 100.0%
(6 weeks) in month is reflective of a capacity shortfall relative to actual level of demand post implementation of a
Trafford - IAPT Step 2/3
2016/17 Target
Q1
Q2
Q3
Q4
Apr
May
Jun
Shared Point of Access. This deficiency will continue to imReferrals Received During Period
7503
545
734
pact on accessibility until addressed. A paper for commis% Moving to Recovery
54.9%
50
51.5% 63.1%
sioners requesting three additional Step 3 roles has been
% within <= 6 weeks
83.4%
75
88.7% 91.8%
prepared.
% within <= 18 weeks
98.0%
95
98.2% 98.7%
Trafford: The combined IAPT Step 2 and 3 service is showing excellent evidence of clinical effectiveness, further imMilitary Veterans
2016/17 Target
Q1
Q2
Q3
Q4
Apr
May
Jun
proving on the recovery target which was achieved in
Referrals Received During Period
125
23
19
2016/17. Compliance with both RTT targets is being sus% Moving to Recovery
53.3%
50
14.3% 25.0%
tained.
% within <= 6 weeks
53.5%
75
0.0%
77.8%
Military Veterans: Compliance with RTT has been re% within <= 18 weeks
88.4%
95
100.0% 100.0%
gained. Recovery figures for May, as well as April, are markedly reduced. These in-month figures are volatile given the
Working Well
2016/17 Target
Q1
Q2
Q3
Q4
Apr
May
Jun
low numbers of discharges per month coupled with the speReferrals Received During Period
1220
120
137
cific complexity of the client group.
% Moving to Recovery
43.2%
50
50.0% 25.5%
Working Well: The service is now established and dis% within <= 6 weeks
100.0%
75
100.0% 100.0%
charging more complex longer-term therapy clients, from a
population with on average very high levels of socio eco% within <= 18 weeks
100.0%
95
100.0% 100.0%
nomic barriers. This is being reflected in the reduction in
GMMH
2016/17 Target
Q1
Q2
Q3
Q4
Apr
May
Jun
recovery figures. Patient experience and self-reported prob% Moving to Recovery
46.3%
50
40.3% 43.7%
lem resolution remains very positive.
% within <= 6 weeks
72.4%
75
65.4% 61.5%
Trust position: The Trust as a whole continues to show
overall non-compliance on IAPT Access and Recovery tar% within <= 18 weeks
95.0%
95
91.6% 93.2%
gets for 2017-18. Given the relative number of discharges,
this will continue to be the case until significant improvement is seen in the Manchester provision with regards to RTT. With regards to evidence of clinical effectiveness, as the GMMH
Manchester service is a Step 3, and given the known relationship between the indices of multiple deprivation and IAPT recovery, the recovery figures being achieved currently within Salford serve as a realistic aspiration for this service. We should note that 43% of our circa 29,500 referrals (c 7,908 Manchester, 4693 Salford) are to our two Step 3 only services. This will
also continue to influence overall recovery calculation for the Trust, even when both CCG pathways are achieving the 50% recovery target.
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

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
May-17
Comments
In-Month sickness figures have been used to provide an indication of
Staff Sickness
NHS Digital
5.33%
performance. This is below the Trust target.
Turnover has been calculated as the number of leavers as a percent of the
Staff Turnover
NHS Digital
1.17%
total Trust headcount as an indication of performance.
Executive Team Turnover
Provider Return
0
There have been no changes to the Executive Team.
The Staff Survey for 2016 had an overall SER of 3.89 compared to a
NHS Staff Survey
CQC
NA
NA
NA
G
national average of 3.77.
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
G
CIP is in line with the agreed NHSI plan
Number of complaints received has been used to provide an indication of
Written Complaints - Rate
NHS Digital
46
performance.

Staff Friends & Family Test - %
Recommended Care

NHS England

Occurrence of any Never Events

NHS Improvement

NHS England/NHS Improvement
Patient Safety Alerts outstanding
CQC inpatient/mental health and
community survey

Mental Health Providers

Mental health scores from Friends
and Family Test - % positive

G

NHS England

Admissions to adult facilities of
NHS Digital
patients who are under 16 years old
Care programme approach (CPA)
follow up - proportion of discharges
NHS Digital
from hospital followed up within 7
days - MHSDS
% clients in settled accommodation NHS Digital

% clients in employment

NHS Digital

Potential under-reporting of patient
safety incidents

NHS England
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The list of Never Events covered by the Multi-Lateral Contract has been
used.
All Alerts have been assigned to a Subject Matter Lead and are being
G
progressed through the relevant Committees.
GMMH received the highest score for Overall Experience for the 2016
G
Community Survey.
Number of Service Users answering "Extremely Likely" or "Likely" as a
percentage of the total number of service users responding to the FFT
79.9%
question "How likely are you to recommend this organisation to friends
and family if they needed care or treatment?"
Whilst there are Under 18's admitted to adult wards, there have been no
0
under 16's admitted.
This will be derived from the MHSDS in the future but is not yet publically
available, therefore this is the locally derived figure. The previous Monitor
98.1%
definition has been used to calculate the figures internally and the Monitor
target of 95% has been applied to provide an indication of performance.
Target: 52% TBC
75.5% The Target applied as an indication of performance and was the overall
England result as at July 2016.
Target: 7% TBC
5.5% The Target applied as an indication of performance and was the overall
England result as at July 2016.
Provision of internal figures are TBC due to lack of guidance from NHSI. In
G
GMMH there is a culture of high reporting but low severity of incidents.
0

NHS Improvement
CQC

Quarterly figure only. Number of staff answering "Extremely Likely" or
"Likely" as a percentage of the total number of staff responding to the FFT
question "How likely are you to recommend this organisation to friends
and family if they needed care or treatment?". There is no Staff FFT during
Q3 due to the Staff Survey. In Q4 2016-17, 72.3% responded positively.

NA

NA

NA

NA
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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
- - - - - - - 1
- - - -

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 was 1 visit by the CQC for the purpose of Mental Health Act Monitoring to Rydal Ward, Edenfield, FMH, on
30/05/2017.

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
The overall value of the CCG CQUIN schemes from the Bolton CCG-led Multilateral Contract, the Salford ICO Contract and the Manchester MH Contract is £3,743,084, including the Reserve Financial Control. The overall CQUIN value of the NHS England Contract for Specialist Services is £1,158,970.
National CQUIN: 8 national indicators are applicable for the CCG Contracts. These account for a total of £1,871,542 towards the combined CCG CQUIN value. 4 national indicators are
applicable to the NHS England Contract, accounting for £1,114,845 of the total CQUIN value.
Local CQUIN: 2 local indicators for the CCG Contracts, accounting for £374,308 of the combined CCG CQUIN value. Whilst there are no local indicators for the NHS England Contract the
Perinatal Service has a CQUIN value of £44,125 aligned to it. This value is agreed however there is further discussion with Commissioners about how this funding will be utilised to support
quality & innovation.

National CQUIN Scheme Indicators (£1, 871,542 of CCG Contract)
Financial
Value

Target

Q1

2017/18
Q2
Q3

Comments
Q4

YTD
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

G

£124,769

G

£124,769

G

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

£299,447

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.

£374,308

G

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

£74,862

£374,308

To meet the quarterly milestones

Indicator Indicator
Number
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

G

N9b

Tobacco Brief Advice

£74,862

G

N9c

Tobacco Referral and
Medication Offer

£93,577

G

N9d

Alcohol Screening

£93,577

G

N9e

Alcohol Advice Referral

£93,577

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

in progress. An update will be provided at
in progress. An update will be provided at
in progress. An update will be provided at
in progress. An update will be provided at
in progress. An update will be provided at
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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

2017/18
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
£376,872
Secure Patients
Reducing Restrictive
Practice within Low and
MH3
£226,123
Medium Secure
Services
Discharge &
Resettlement (All
MH4
£445,000
Specialist MH Inpatient
Services)
MH5

CAMHS Inpatient
Transitions

£66,850

To meet the quarterly milestones

CAMHS

All

FMH

NHS England CQUIN Scheme Specialist Network Indicators (£1,114,845 of NHS England Contract)
Q1

2017/18
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.

In addition, the Perinatal Service has a CQUIN value of £44,125 aligned to it. This value is agreed however there is further discussion with Commissioners how this funding will
be utilised to support quality and innovation
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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

Sickness Absence - Short Term

Sickness Absence - Long Term

Directo rate Targe t

6.13

6.00

5.57

5.66

6.01

5.72

5.45

5.03

5.52

5.36

5.33

5.09

3.82

3.67

3.62

3.52

3.71

4.04

3.78

4.20

3.88

3.46

4.07

4.27

6.00

1.77

1.81

1.83

1.47

1.28

1.51

D

J

F

M

A

M

2.10

N

1.89

O

2016/17

GMW/G MMH - S hort term

GMW/G MMH - Lo ng ter m

Target

GMMH* Sickness Rate (%) - Rolling 12 m onths
6.12

6.20

6.08

6.00

5.97

5.94

2.67

5.87

5.84

5.53

5.47

5.45

5.42

5.45

Directo rate Targe t

Corpor ate Target

3.77

3.77

3.77

3.76

3.81

4.16

4.34

4.38

4.40

4.22

1.67

1.68

M

M

1.71

F

1.65

1.71

J

A

1.68

D

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

1.65

1.67

N

1.18

1.60

1.51

O

1.76

1.58

1.87

S

1.81

1.61

1.69

A

1.74

1.61

1.85

2.00

J

1.51

3.00

1.56

2.00

4.47

3.77

3.52

J

3.97

4.56

4.00

3.85
4.14

4.58

3.85
3.88

1.62

4.93
3.45

0.00
M

4.62

%

%

5.81

5.00

3.00

1.00

5.88

2015/16

7.00

5.00
4.00

0.00

Corpor ate Target

6.67
5.30

1.00

1.37

1.51

S

0.97

1.93

1.89

A

1.32

3.00

2.21

1.30

5.24

2.00

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

8.00
7.00

1.29

Other
Spe cia list

0.46

CAMHS

2.36

SMS

1.94

Salford

Bolton

0.94

Mancheste r

1.00

3.82

2.40

3.77

2.00

0.00

4.53

J

4.05

1.52

3.08

6.09
5.39

5.00
4.00

3.37

5.61

4.94

J

4.25

FMH

3.00

4.64

4.37

5.79

1.82

4.24

4.00

Trafford

%

5.00

5.35

%

5.55

5.33

GMMH

5.02

5.85

Corpor ate

5.19

5.66

5.90

6.00

6.53

7.00

GMMH* Sickness Rate (%) - In Month

M

8.00

6.00

7.00

7.92

3.40

Directorate In Month Sickness Rates (%) - May 2017

9.00

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 5.45%, the total sickness rate for the 12 months ending May 2017 was 0.03% more than the previous month. The sickness rate comprised 3.77% due to long-term sickness and 1.67%
arising from short-term absences.
The May in-month total for the Trust was 0.39% higher than the previous month and at 5.33% was 0.42% below the target rate of 5.75%; rates had decreased for six consecutive months to
April. Long Term absences continue to make up the majority of the time lost to sickness. Salford had the highest sickness absence rate (7.92%); the lowest rate was recorded in Corporate
Services (3.37%).
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 4,346
4,739 4,720
828
828
TBC
TBC
82
79
1.7%
1.7%
2.3%
2.3%

IPDR

73

Staff %

Ethnicity

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

White
84.59
88.63
Mixed
1.81
1.60
As ian
4.69
6.77
Black
5.84
1.66
Chines e/Other
0.76
1.33
Ethnic group
Not Stated
2.31
*Source: ONS PEEG Es tim ates for 2009

-0.02
0.02
0.01
0.01
0.00
-0.01

1.37 1.43

1.17

A 0.06

M 0.02

1.14

1.43 1.47

M 0.04

0.82

1.18 1.25

0.82

J

2016/17
Wastage Rate (%)

Fixe d term Co ntr acts & TUP E Tra nsfers

F 0.06

1.39 1.39

D

0.86

N

O 0.13

S 0.03

0.86

1.52 1.66

1.09 1.23

A 0.13

0.50

J 0.06

1.00

0.84 0.84

1.50

1.35 1.42

2.00

1.79 1.83

Turnover

J

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

M 0.130.65 0.79

Mandatory Training

2017/18
All Other Leavers

Workforce Overview: In May the Trust employed 4720 people who work a total of 4346 Full-Time Equivalent; the budgeted FTE exceeded the contracted FTE by 828. As at the end of
May there were 79 apprentices in GMMH; this represents 1.7% of the workforce and the national target is 2.3%.
Mandatory Training and IPDR: The Learning Hub has recently been extended to incorporate the records of the predecessor organisations into one database. Reports are presently being
validated to assure data accuracy and consequently no data has been published relating to 31 May 2017.
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. 2.31% of staff chose not to state their
ethnic origin.
Turnover: During May a total of 55 staff left GMMH. Reasons for leaving were: voluntary resignation (39), retirement (8), Voluntary Redundancy (5) and 3 staff left for a variety of other reasons.
Please Note: The Turnover graph does not included any Manchester figures prior to January 2017.
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Human Resources
Safe Staffing Levels
Apr-17
Day
Night

May-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% 111.9% 111.1%

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

100.0%
102.4%
100.0%
100.0%
107.8%
127.4%
104.7%
99.1%

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

100.0%
100.9%
100.0%
101.6%
102.4%
131.6%
102.1%
99.8%

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 (former MMHSC staff
rated the Trust as 57%) and 64% would recommend the Trust as a place to work (former MMHSC staff rated the Trust as 48%). The survey was conducted between 15th
and 31st March 2017.
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Human Resources / Finance and Contracts
Staff Costs—Rolling 12 Months

10000

1000
500

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

800
700
600
500
400
300
200
100

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

Bank Costs (000s)

464
459
472
484
465
506
480
638
714
935
681
661
690

1500

9351
9342
9417
9499
9466
9539
9466
15040
14906
15065
15077
15670
15180

15000

5000

Agency Costs (000s)

2000

626
706
469
575
452
433
494
1448
1677
1694
1379
1378
1550

Salary Costs (000s)

20000

Agency Spend Summary

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

Staff
Budget to Actual to Variance
Group Plan 1718 Jun-17
Jun-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

Jun-17
Plan Actual
23.59
23.94
-17.44 -17.42
-0.39
-0.61
-4.72
-4.74
1.05
1.17
-0.53
-0.55
0.02
0.04
-0.03
-0.01
0.00
0.00
0.00
0.00
-0.34
-0.40
0.16
0.25
0.00
0.00
0.16
0.25
-0.00
-0.00
0.16
0.25
4.4%
4.9%

Var
0.35
0.02
-0.22
-0.02
0.12
-0.02
0.03
0.02
0.00
0.00
-0.06
0.10
0.00
0.10
0.00
0.10
0.5%

YTD
Plan Actual
70.80
71.44
-52.32 -52.26
-1.17
-1.39
-13.89 -14.20
3.43
3.59
-1.59
-1.64
0.05
0.05
-0.10
-0.04
0.00
0.00
0.00
0.00
-1.03
-1.21
0.76
0.76
0.00
0.00
0.76
0.76
-0.00
-0.00
0.75
0.75
4.8%
5.0%

FY
Comments:
Var
Plan
The Trust is reporting a surplus of £755k on income and expendi0.64 289.47
0.06 -209.27 ture, before non operating expenses as at month 3 17/18. This is
-0.22
-5.24 in line with the planned surplus.
-0.32 -61.39
0.16
13.58 Directorate financial positions compared to budget can be found in
-0.05
-6.36 section 5 of the Board Report.
0.00
0.19
0.06
-0.39
0.00
0.00
0.00
0.00
-0.18
-4.65 Mental Health Clustering
0.00
2.36 Percent Clustered
Percent with Valid Cluster
0.00
(0.50)
Comments
0.00
1.86
100
Percent Clustered is the total
0.00
(0.02)
90
number of clients clustered to
0.00
1.84
date, and is an increase of 0.2%
80
0.2%
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

Plan
0.3
15.3
2.5
3.0
0.0
2.5
23.6
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Jun-17
Actual
0.3
15.3
2.5
3.0
0.0
2.8
23.9

Var
0.0
0.1
0.0
0.0
0.0
0.2
0.3

YTD
Plan Actual
1.0
1.0
45.9
46.0
7.4
7.4
9.0
9.1
0.0
0.0
7.5
8.0
70.8
71.4

Var
0.0
0.1
0.0
0.1
0.0
0.4
0.6

FY
Plan
3.8
191.5
29.6
31.9
0.0
32.6
289.5

from the April 2017 position.
Percent with a Valid Cluster is the
number of clustered clients for
whom the clustering review is not
yet due, and is equal to the April
2017 position.
3964 clients remain unclustered.

70
60
50

40
30
20
10

0
66.9%

16

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
96
99
102
106
96
56
73
77
104
70
85
98
103

Jun

Jul

Aug

2017/18
Sep Oct

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

May
102
98
100
98
95
95
99
56
73
93
97

Jun

Jul

Aug

Sep

Nov

Dec

Jan

Feb

Mar

YTD
94
98
98
103
96
53
72
78
102
69
84
98
101

2017/18
Oct Nov

Dec

Jan

Feb

Mar

YTD
99
96
100
98
93
95
99
53
72
91
95

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

2016/17
Outturn Apr

May

5

3

2

9

18

3

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 May
2017.

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

Under 18 Comment: There were 2 clients under 18 admitted to adult wards during May 2017. Both clients were admitted to Oak Ward in Bolton as no CAMHS bed was available. One
client was admitted on a Section 2 and was transferred to J17 after 18 hours as soon as a bed became available. The other client was admitted voluntarily and was transferred to J17 within
3 days as soon as 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
May-17
May-17
YTD
Adult
No. New Total No. New Total
OA
Adult
PICU
Acute
Clients No. Days Clients No. Days
Acute
Acute
Bolton
Bolton
1
2
0
18
1
1
3
49
Manchester
28
34
4
879
2
44
54
1641 Manchester
Salford
Salford
3
4
0
18
1
3
4
18
Trafford
Trafford
5
5
0
33
0
5
5
33
GMMH
37
45
4
948
4
53
66
1741 GMMH

Appropriate OAPS

YTD
OA
Acute
0
6
0
0
6

PICU
2
4
1
0
7

May-17
YTD
No. New Total No. New Total
Clients No. Days Clients No. Days
Bolton
0
0
0
0
Manchester
0
31
0
61
Salford
0
0
1
3
Trafford
0
0
0
0
GMMH
0
31
1
64

Comments:
Please Note: This report shows only the new Out of Area Placements in month. The Total Number of Bed Days are for all clients, both new an d existing, in month, i.e. total
number of Out of Area Bednights used in month.
An Inappropriate OAP is where a client has been placed in a non-GMMH bed due to no bed availability within GMMH. An Appropriate OAP is where a client has been placed in a nonGMMH bed for other reasons, for example patient choice.
At the end of March 2017 there were 30 Inappropriate OAPS still current and 1 Appropriate OAPS. The total number of Inappropriate OAP bednights for 2016-17 for Bolton, Salford and
Trafford was 497.
During May 2017 there were 45 new Inappropriate OAPS admitted due to no available bed at GMMH bringing the YTD total to 66 new Inappropriate OAPS.
24 Inappropriate OAPS were repatriated or discharged during May 2017, bringing the YTD total to 53 repatriated or discharged.
There were 42 current OAPs as at the end of May although 20 have since been repatriated or discharged (as at 19th June 2017).
*Please Note: The GMMH YTD figures only include Manchester OAPS that were current as at 1st January 2017 and new OAPS since then.

A&E Breaches
Directorate Indicator
2016/17 Target May-17
Bolton
% Seen in 1 hr 82.3% 75%
77.0%
% Seen in 2 hrs 94.3% 95%
93.1%
% Seen in 4 hrs 98.0% 95%
95.6%
Manchester % Seen in 1 hr 81.1% 75%
73.5%
% Seen in 2 hrs 92.2% 95%
87.4%
% Seen in 4 hrs 56.6% 95%
53.4%
Salford
% Seen in 1 hr 70.1% 75%
72.3%
% Seen in 2 hrs 81.4% 95%
80.0%
% Seen in 4 hrs 97.7% 95% 100.0%
Trafford
% Seen in 1 hr 97.3% 75%
99.0%
% 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%
75.5%
% Seen in 2 hrs 89.3% 95%
87.6%
% Seen in 4 hrs 96.8% 95%
89.4%

YTD
73.6%
90.3%
93.9%
77.1%
89.6%
51.1%
72.6%
82.2%
98.7%
99.5%
100.0%
100.0%
77.0%
88.8%
89.1%
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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 2 hour timescales, although both the 1 hour and 4 hour timescales have been met. The Bolton Management
team have highlighted the issues the team face out of hours with a view to addressing this. This issue has also been taken into consideration in the proposed A&E diversion - Triage/Ambulatory care briefing paper and its effects on the way in
which RAID services are provided.
Manchester: The 1 hour target has not been achieved for the month for the first time in 12 months, although it
should be noted that referrals during May 2017 were 878 compared to a maximum of 814 in any previous month. This
has also impacted on the 2 hour target. Current A&E liaison services have limited capacity to respond to surges in demand and the liaison transformation work will support achieving the targets. 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 has reduced for the 1 hour and 2 hour targets and remain below target. Review of referral
patterns and breaches has noted that there was a spike in Section 136 referrals around 6pm when resources reduce and
which further reduce the level of available resources in the hours following arrival. The whole system demand in month
exceeds the service’s capacity to consistently respond within the timescales and it remains unlikely that targets will be
achieved without additional resources and investment. 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
7
8
National SUI Framework (2015), Trust Incident Policy, and

RCA 1

relevant Health & Safety/HR Policies.
All data was extracted from DATIX on 22/05/2017.
0
0
Never Events
Regulation 28: One received and responded to during
May 2017. This was issued by the coroner following the
1
1
Regulation 28's
death of a service user accessing our Cumbria SMS. The
learning was to address the time period between appointments and assistance with housing, service user homeless at time of death. The Trust responded within coronial timeline.

2

Jan-18

Dec-17

Nov-17

Oct-17

Sep -17

Aug -17

Jul-17

Jun-17

0

Other - 1 unexpected outpatient (CJS)

80
70

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

60
50

40
30
20
10

Jan-18

Dec-17

Nov-17

Oct-17

Sep -17

Aug -17

Jul-17

0

Jun-17

Serious Incidents Comments:
There has been a reduction in serious incidents since March as
demonstrated in Chart 4. However due to a spike in serious incidents between February and March the year to date trajectory represents an increase. 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 May is as follows: Bolton - 6 unexpected
outpatient, 1 expected outpatient; Manchester - 2 unexpected outpatient, 2 expected outpatient, 3 expected inpatient (both patients
on end of life care with one patient dying in the Acute Trust); Salford – 5 unexpected outpatient, 10 expected outpatient, 2 unexpected inpatient; Trafford - 6 unexpected outpatient, 1 expected
outpatient; SMS - 10 unexpected outpatient (1 in suspicious circumstances), 1 expected outpatient, 2 unexpected inpatient; SSN

May-17

R1

2
SSN
Other

CAMHS

SMS

FMH

Trafford

Salford

Mancheste r

Bolton

10

Apr -17

17

22

17

32

20

5

20

Mar-17

25

16

No. Incidents

30

10

30

Feb-17

3. Serious Incidents Resulting in Death Reported
on Datix YTD to May 2017

15

40

There was one hospital-acquired pressure ulcer (grade 4) report-

ed. This is being investigated through an RCA.

35

There were two major incidents reported in Salford; inpatient with
serious physical health co-morbidities became unwell and was
admitted to the acute Trust where he died (cause of death unknown). The second Salford incident was in relation to a house
fire, police investigating the cause. There was one incident in Trafford which was an unwitnessed fall which resulted in the patient
sustaining a # neck of femur.

50

May-17

6
R1

4
SSN Other

CAMHS

SMS

1

1
FMH

Trafford

Salford

Mancheste r

Bolton

1

8

10

4

5

18

10

60

Apr -17

28

15

70

Mar-17

20

80

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

Feb-17

Major

90

Jan-17

Modera te

9

No. Incidents

25

Moderate & Major Incidents Comments:
During May 2017 there were 39 incidents of moderate harm reported which included incidents with the following categories: selfharm, accidents (inc falls), medication errors (self administration),
missing patient (on escorted leave), patient ill health, V&A to patients.

Jan-17

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

No. Incidents

30

15

No. Incidents

RCA 2

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 12 recorded Being Open discussions in May 2017, bringing the YTD total to 21.
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Safety
5. Total Num ber of Incidents Recorded on DATIX - Rolling 12 m onths w ith Trend

No. Incidents

240 0
230 0
220 0
210 0

200 0
190 0
Jan-18

Dec-17

Nov-17

Oct-17

Sep -17

Aug -17

Jul-17

Jun-17

May-17

Apr -17

Mar-17

Feb-17

Jan-17

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

76

17

Board Performance Report - May 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

Jan-17

9. Total Accident Incidents Causing Injury to Staff Rolling 12 m onths w ith Trend

14

12
10
8

6
4
2
Jan-18

Dec-17

Nov-17

Oct-17

Sep -17

Aug -17

Jul-17

Jun-17

May-17

0
Apr -17

Accident Incidents Causing Injury to Staff Comments:
The total accident incidents causing injury to staff in May 2017
decreased by 5 to 3 compared to April 2017. Of these, none
were RIDDOR reportable. Accidents include: 1 x needle stick
injury, 1 x burn/scald, 1 x trap injury.
YTD there have been 11 incidents recorded, of which 1 has
been RIDDOR reportable. Accidents include: 2 x contact with
moving object, 1 x PMVA/V&A related, 2 x needle stick injury,
1 x injured by animal, 1 x burn/scald, 1 x trap injury (excludes
Manchester for April 2017 as their DATIX did not have the
“Accident” category).

Mar-17

1
Corpor ate

1

R1

SSN
Other

CAMHS

SMS

1

1
FMH

1
1
Trafford

1
Salford

1

2

1

Mancheste r

40

Feb-17

2

1

60

R1

SSN
Other

SMS

CAMH
S

2
1

5

9
FMH

10
1
Trafford

31
1

Minor harm, may require ai d/supp ort
Mo derate harm r equirin g treatment
Major perman ent or lon g term harm

3

Bolton

80

0

8. Accident Incidents Causing Injury to Staff
(Including RIDDOR) YTD to May 2017

No. Incidents

100

20

Salford

Mancheste r

Bolton

2

6

20

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

Jan-17

40

120

No. Incidents

No. Incidents

60

Violence and Aggression Incidents Causing Injury to Staff
Comments:
The number of incidents recorded during May 2017 was 66, of
which 5 was RIDDOR reportable. Manchester Directorate reported 24 whilst Salford Directorate reported 21 incidents. The
highest reported incidents on a ward was Lightoaks Ward in
Braeburn House (9).

No. Incidents

6. Violence and Aggression Incidents Causing
Injury to Staff (Including RIDDOR) YTD to May 2017

80

20

Positive and Safe
Incidents—Positive and Safe (Positive Management of Violence and Aggression)
The DoH’s Positive & Safe Programme (2014) outlines requirements for promoting development of therapeutic environments and minimising restrictive practices, including prone restraint.

Jan-18

Dec-17

Nov-17

Oct-17

Sep -17

Aug -17

Jul-17

Jun-17

139

Apr -17

May-17

153

149

Mar-17
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Mancheste r
SSN

Jan-18

Dec-17

Nov-17

Oct-17

Sep -17

Aug -17

Jul-17

Jun-17

May-17

Apr -17

6
Mar-17

Feb-17

Jan-17

Salford
R1

15. Incidents Resulting in Use of Seclusion Directorate Breakdown
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0
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Seclusion Incidents
As % o f To tal Number of Incidents
Line ar (As % of Total Numb er of Incid ents)

50
No. Incidents

% Total Incidents

Incidents Resulting in Use of Seclusion Comments:
Chart 15 shows that during May there were 74 incidents of seclusion
involving 36 service users (excludes Manchester & R1). Chart 14 represents a YTD 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. Based on May data these
were supplied by Irwell, Chaucer, Delaney, and Maple House. These
confirmed that the use of seclusion was in the context of least restrictive
practice and was linked to positive support plans and Safewards intervention.

Feb-17

Jan-18

Dec-17

Nov-17

Oct-17

Sep -17

Aug -17

Jul-17

Jun-17

May-17

Apr -17

Mar-17

3.5%
3.0%
2.5%
2.0%
1.5%
1.0%
0.5%
0.0%
Feb-17

10

10

Bolton
Trafford

14. Incidents Resulting in Use of Seclusion GMMH Rolling 12 m onths with Trend 4.0%
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No. Incidents
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Rapid Tranq Incid ents
As % o f To tal Number of Incidents
Line ar (As % of Total Numb er of Incid ents)
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Jun-17

0%
May-17
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13. Incidents that Required the Use of Rapid
Tranquilisation - Directorate Breakdown

60

Jan-17

75

Feb-17

No. Techniques Used

% Total Incidents

Jan-18

6%

Incidents that Required the use of Rapid Tranquilisation Comments:
Chart 13 shows that during May there were 123 incidents of RT involving 35 service users (excludes Manchester & R1). Chart 12 shows a
year to date increase in the use of RT.
Based on May data the Trust wide Positive and Safe forum commissioned local assurance reports from Elm, Hayeswater, Keats and Bronte
wards.

No. Incidents

Nov-17

Dec-17

Oct-17

Aug -17

Sep -17

Jul-17

Jun-17

May-17

Apr -17

Feb-17

100

% Total Incidents

125

Jan-17

No. Incidents

Mar-17

Jan-17

No. Incidents

12. Incidents that Required the Use of Rapid
Tranquilisation - GMMH Rolling 12 m onths 10%
w ith Trend
8%

150

183

11. V&A Incidents where Restaint Techniques
Incidents where Restraint Techniques were used Comments:
200
w ere used - Directorate Breakdown - Num ber
Chart 10 shows the rolling 12 month trend of the number of incidents
Incidents
recorded where at least one restraint technique has been used as a per150
400
cent
of
total
incidents
along
with
the
actual
number
of
incidents.
Chart
11
30%
is the directorate breakdown for the number of incidents.
300
100
20%
A total of 681 restraint techniques involving 97 service users (excluding
200
Manchester and R1) were used during May 2017, of which
10%
50
100
a minority (81, 12%) were in the prone position.
The Trust wide Positive and Safe forum monitors local assurance reports
0
0%
0
when rates of restraint are higher than expected. Based on May data
local assurance reports were requested from Hayeswater, Medlock,
Keats and Irwell wards. These confirmed that restraint is occurring in the
Restrai nt Incid ents
context of least restrictive practice and individual positive support plans
Bolton
Mancheste r
Salford
As % o f To tal Number of Incidents
Trafford
SSN
R1
and with regular clinical review. In the case of Hayeswater ward one
Line ar (As % of Total Numb er of Incid ents)
service user is awaiting transfer to High Secure Services due to her high risk self-harm. In the case Trafford wards 2 service users were moving between Medlock and Irwell wards and required regular restraint linked to the management of their physical health needs and high risk self-harm.
10. V&A Incidents where Restraint Techniques
w ere used - GMMH Rolling 12 m onths with
500
40%
Trend

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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Q4 16-17

Q3 16-17
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OOH 11 2

LIA

6

5

4

12
4 11
SGLEAD

INTER 111

FAMILY

CAREPL 2 1 3

LADO 11

OTHER 11

5
SOCIA

CAF 2 1

5

POLICE 1 2 1

8

1

8

10

5 1 3 1 3

15

Other action
taken

Referral to
safeguarding unit

10

79

30

6

11

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

Managed in
Service 13 34 10 55
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100
80
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40
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3

2 2
6

20

10

17
38
32
V&A Patients 118

6

V&A Others 4
1

1
Missing Patient

Self Harm 13 3
Systems and
1
Equipment
V&A no one
1
else involved

3
Medication

Security
Incident 2 3

1
Illicit
Substances

Fire 1

2
Contractual /
Fraud

Death

1
Communication

Accident

Patient Care 4

15

50

68

5

6

100

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)

4

V&A no one
else involved 1 1 1

2
Security
Incident

Self Harm

2
Patient Care

150

400

No. Incidents

2

Medication 1

1
Illicit
Substances

Environment
1
al

1

18. Num ber of Incidents Leading to a
Safeguarding Adults Action Q4 2016-17

15

No. Incidents

200

Death

Communicati
1
on

2

2

Missing
Patient

3

4

11 2

6

1

3

8

25
No. Incidents

11

10

Accident

No. Incidents

12

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
50

District Services - 12 Months to May 2017
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Comments:
46 complaints were recorded across the Trust in May representing a 35% increase from the number of complaints recorded in April (34). Complaints continue to have an upwards trend
over the past twelve months.
During May 2017, 45 complaints at level 2 and above were closed, of which 24 (53%) were either upheld or partially upheld.
During May 2017 a level 4 and a level 5 complaint were responded to; both complaints related to services in Salford. The leve l 4 complaint was not upheld. The Level 5 complaint was partially upheld. The upheld components of the level 5 complaint were about failures to adequately monitor an inpatient’s physical health and poor communication. Senior managers are currently implementing a number of recommendations including:
- Improving the communication of clinical information between Royal Bolton Hospital and our services
- The review, amendment and audit of procedures for monitoring the physical health of inpatients
- The improvement of recording clinical and non clinical information in patient records
- Ensuring all qualified staff have up to date training about physical health
- Inpatient staff having access to information for relatives and carers about bereavement support services.
Upheld and partially upheld complaints are reviewed by Customer Care on a monthly basis. Identified actions and their ongoing management are reported to Senior Leadership Teams and
the Trust’s CareHub receives a report including information about upheld and partially upheld complaints and the resulting actions on a quarterly basis. Any Trust wide learning is taken
through the appropriate forum including the Ward Managers and Community Managers network.

Patient Feedback—Service User Friends and Family Test
24,
3.5%

22,
3.2%

Question. How likely are you to recommend this organisation to
friends and family if they needed care or treatment?
50,
YTD Period: May 2017
7.4%

27,
4.0%

1 - Extremely Likely
2 - Likely

362,
53.2%
195, 28.7%

3 - Neither likely nor unlikely

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 May 2017, the combined GMMH results showed that of the 388 service users asked,
79.9% said they would recommend our services to friends and family bringing the YTD total to
81.9%.

4 - Unlikely
5 - Extremely unlikely
6 - Don't Know
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Board Assurance Framework (July 2017)
31 July 2017
09
Andrew Maloney, Director of HR and Corporate Services
Executive Leads and Kim Saville, Company Secretary

EXECUTIVE SUMMARY:

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

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

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

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

x
x
x

No

If ‘yes’:
DATIX ID

RECOMMENDATIONS:

Strategic Objective

Description (as per BAF)

Board members are asked to:
• Review the risks and determine whether they are an accurate representation of
the current risks to the delivery of the Trust’s strategic objectives
• Determine whether the target risk score, once achieved, can be withstood
• Accept Risk ID 773 (Sickness Absence) and Risk ID 2610 (Corporate and Senior
Clinical Management Restructure) at the current risk levels and approve the
removal of these risks from the BAF for ongoing management via operational risk
registers

Greater Manchester Mental Health
NHS Foundation Trust

Board Assurance Framework
2017 - 18

TRUST-WIDE PRIORITIES

STRATEGIC
OBJECTIVES

STRATEGIC CONTEXT

VISION

OPERATIONAL PLAN
KEY PRIORITIES FOR COMBINED ORGANISATION 2017/18 – 2018/19

Improved Lives and Optimistic Futures for People Affected by Mental Health and Substance
Misuse Problems
Delivering &
Implementing the
Five Year Forward
View
CQC
Inspection
Regime

Greater Manchester
Sustainability & Transformation
Plan
“Taking Charge”

Promote recovery by providing
high quality care and delivering
excellent outcomes

Developing
and
strengthening
partnerships
Promoting
and delivering
quality and
performance
agendas

Winterbourne, Berwick,
Francis & Keogh
Inquiries and Reports

NHSI Single
Oversight
Framework

Work with service
users and carers to
achieve their goals

Develop role as
NHSE Prime Provider
for specialist Mental
Health Services
across Greater
Manchester
Promoting
recovery through
education –
Recovery College

Manchester
Locality Plan

Proactive workforce
planning,
development and
management

Bolton
Locality
Plan

Trafford
Locality
Plan

Engage in effective
partnership working

Redesign pathways
from primary to
tertiary, improving
patient experience
and reducing cost

Salford
Locality
Plan

Invest in our
environments

Crisis
Care
Concordat

Continuous improvement
– acting on patient
experience feedback
Achieve
Quality
Account
Priorities

R&D – Maximise
opportunities
through integration
& improve
application

Roll out Paris
electronic care
records with GP
interface across
new services

National Mental
Health
Taskforce
Report
Financial Climate:
Efficiencies &
Transformation
Funding

Independent
Commissioner Acute MH
“Old Problems, New
Solutions”

Effectively integrate the two
workforces to enable staff to reach
their potential and innovate

Deliver the Mental Health
2017/19 ‘Must dos’

Reviewing and
transforming
clinical
services

GM Mental Health
& Wellbeing
Strategy

Achieve sustainable financial
strength and be well-governed

Engage and
influence
Devo Manc
Strategic
Workstreams
Delivering
the financial
plan,
including
efficiencies

Engage with
third sector and
harness their
contributions to
healthier
communities
through use of
the Asset Fund

KEY WORKSTREAMS & CLINICAL SERVICE PRIORITIES

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Trust-wide & Corporate
Acquisition of MMHSCT, ensuring safe landing and effective management of risks to operational, financial, and clinical performance.
Implement robust transition plans, overseen by the Transformation & Transition Committee and project infrastructure to ensure benefits realisation and programme management.
Maintain quality and performance standards at a time of significant change
Ensure financial sustainability, reduce agency spend and delivery of capital plans to improve patient environments
Safe staffing levels – Mersey Internal Audit Agency audited staffing within the Trust in October 2016 and concluded that there was ‘significant assurance’ mechanisms in place
Ensure robust management of sickness absence, mandatory training and appraisals
Continue to learn lessons and share best practice
Review of Corporate services & integration of teams post acquisition
Implement Paris information system across the Combined Organisation
Integrate Research and Development departments and using this wealth of knowledge and experience to influence clinical practice
Bolton, Salford, Trafford & Manchester Services
Reduce out of area placements for non-specialist acute care, with strengthened bed management and effective home treatment
Embed new expanded teams to achieve the new Early Intervention targets – more than 53% of people seen within two weeks and offered NICE recommended packages of care
Improve access to psychological therapies – working with primary care to ensure that at least 19% of people with anxiety and depression access treatment and achieving 75% 6
week and 95% 18-week maximum wait targets
Support transition of the Early Intervention service from RDaSH to GMW and ensure the service model is effective to meet national targets
Further development of joint working with CAMHS to ensure that at least 32% of children with a diagnosable condition are able to access evidence based services by April 2019.
Expand the employment support currently offered to all EI clients to all secondary care service users as appropriate, in line with the requirement for increased access to Individual
Placement Support (IPS)
Work with commissioners in the development and implementation of all age Liaison services across all hospital sites, ensuring appropriate resources and expertise in Liaison teams
to see adults and children that present at A&E in a mental health crisis
Ensure delivery of the Greater Manchester Mental Health & Wellbeing Strategy and integrated care agendas, engaging in effective partnership working and ensuring GMW is
recognised as the specialist mental health care provider
Continue to develop better pathways and closer working relationships with GPs, Substance Misuse Services, Housing and CAMHS
Further improve physical health and safe prescribing, including improved implementation of shared care protocols agreed with GPs
Redesign the Acute Care Pathway in Manchester, including a review of a Single Point of Contact (SPOC), 24/7 Home Based Treatment Service and enhanced Community Mental
Health Teams
Embed services within neighbourhoods, supporting community needs, learning from these communities how we can deliver services and support the agenda to reduce stigma
Specialist Services Directorate
Implement capital projects including a new bedroom suite at Gardener Unit and expansion of Junction 17

• Respond to tenders for substance misuse services (SMS) in Bolton, Salford and Trafford, SMS in Wigan and Leigh, primary care mental health at HMP Forest Bank and Liaison &
Diversion services for Lancashire, Merseyside and Cumbria
• Prepare for and respond to North West CAMHS procurement process, ensuring GMW is the provider of choice for Tier 4 CAMHS services
• Implement the new mental health service at HMP Garth and Wymott
• Use expertise to reduce restrictive practice across services, in line with the National CQUIN
• Continue to develop pathways and closer working relationships with district and specialist services across Greater Manchester

Board Assurance Framework July 2017
Executive Summary:
This Board Assurance Framework sets out the key strategic-level risks, which could affect delivery of the Trust’s strategic objectives and priorities as outlined in its
Operational Plan for 2017/18 to 2018/19 (see diagram on previous page) and Full Business Case for the acquisition of MMHSC. An assessment of risks against the
delivery of the Trust’s strategic objectives forms the structure of this document.
For each strategic objective, specific risks to delivery have been identified along with the control measures that have been established to manage them. Each risk is
then graded at initial and current risk level using the following methodology. The initial, or inherent, risk level determines the level of risk without control measures
or if current control measures fail. The current risk level determines the level of risk with current control measures in place. The target risk demonstrates the Trust’s
risk appetite and a decision on whether further risk treatment is required will be dependent upon the current risk score versus the risk appetite.

A list of assurances relied upon to provide evidence that the controls are effective is identified against each of the risks. With effect from July 2017, assurances have
been classified as ‘internal’ or ‘external’ depending upon their source. If a high-scoring risk has only internal assurances, the Trust may consider seeking further
external assurance. Any gaps in controls and assurances are highlighted, with further risk treatment identified as ‘action required’. The ‘treatment status’ indicates
how the risk should be managed based on the current risk level and risk appetite.

The risks that have been identified are based on a collective assessment by the Trust Board of Directors of the operating environment, and on risk assessment at
operational-level across the combined entity. Operational risks are managed via operational risk registers and reviewed at the bi-monthly Risk Management
Committee. Key operational risks are reviewed by the relevant Director and escalated to the Board Assurance Framework if it is considered they could significantly
impact upon the delivery of strategic objectives. Operational risks are linked via Datix to their corresponding strategic risk on the Board Assurance Framework.
One new risk has been added to the Board Assurance Framework in July 2017 – RISK ID. 2732 (Cyber Security) – this follows the NHS cyber-attack in early May 2017.
The links between individual risks and the Trust’s strategic objectives have also been reviewed.
A summary of the key strategic risks identified in the July 2017 Board Assurance Framework are as follows:
DATIX
ID

Title

Risk Level
(Current)

Change to Current Risk
Level Since Last Review

Risk Subtype

Opened

Risk Treatment
Status

2606

Out of Area Placements (OAPs)

Extreme 20

↔

Board Level Risks

16/01/2017

Reduce

2572

Expenditure on Agency Staff

Extreme 16

↔

Board Level Risks

15/09/2016

Reduce

2189

Acquisition of MMHSC

Extreme 15

↔

Board Level Risks

16/01/2015

Reduce

2363

Devolution Greater Manchester and
Sustainability and Transformation Plans (STPs)

High 12

↔

Board Level Risks

03/12/2015

Reduce

1490

Performance

High 12

↔

Board Level Risks

01/04/2011

Reduce

1804

Mandatory Training

High 12

↔

Board Level Risks

19/09/2013

Reduce

2252

Safe Staffing Levels

High 12

↔

Board Level Risks

17/09/2015

Reduce

2607

Clinical Governance

High 12

↔

Board Level Risks

16/01/2017

Reduce

2611

Financial Sustainability

High 12

↔

Board Level Risks

16/01/2017

Reduce

2608

Information Management and Technology
(IM&T)

High 12

↔

Board Level Risks

16/01/2017

Reduce

2609

Estates

High 12

↔

Board Level Risks

16/01/2017

Reduce

2732

Cyber Security

High 12

N/a

Board Level Risks

18/07/2017

Reduce

2610

Corporate and Senior Clinical Management
Restructure

High 8

Reduced from 12

Board Level Risks

16/01/2017

Accept

773

Sickness Absence

Moderate 6

Reduced from 12

Board Level Risks

19/09/2013

Accept

The controls in place to manage Risk ID. 2610 (Corporate and Senior Clinical Management Restructure) and Risk ID. 773 (Sickness Absence), as identified on the
Board Assurance Framework, are considered to have reduced the likelihood and impact levels of the risk to an acceptable level within risk appetite. It is therefore
recommended that the Board tolerate these risks at this level and that these are removed from the BAF and kept under review via operational risk registers.
This Board Assurance Framework will be reviewed again by the Board of Directors on 27 November 2017. The Audit Committee will test the robustness of systems
to support the production of the Board Assurance Framework through the internal audit plan.

Review Due
27/11/2017

Treatment
Status
Reduce

Action Due

Target Risk
High Risk 9 (3x3)

31/12/2018

High Risk 12 (4x3)

27/11/2017
27/11/2017

Reduce
Reduce

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

27/11/2017

All actions in progress
and on target to
complete in agreed
timeframes

27/11/2017

- PARIS scoping - detailed scoping to complete in
Sept. 2017. FBC to follow to Oct. Board of
Directors
- Desktop hardware migration/replacement plan to complete by 31/12/2017
- PARIS implementation in Manchester by
31/12/2018

31/03/2018

13853 to 13858

31/08/2018
Ongoing

Reduce

Internal:
None identified
- Executive leadership provided by Director of Finance and
IM&T and Director of Strategic Development
- Progress against IM&T actions in PTIP monitored by monthly
Transition and Integration Steering Group
- Oversight provided by IM&T Strategy Group and EMT MAG

CEO, Chair and Executive Director involvement in
local development discussions

Reduce

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

- Agreed Terms of Reference/Schedule for Quality PTIP being
Governance Committee to be notified to Board of implemented
Directors
- Review of Board Performance report to reflect
Trust-wide Clinical Governance Activity &
Performance
- Completion of Q1 policy harmonisation timeframe extended to 30 Sept. 2017
- All policy harmonisation complete by end Q4
2017/18
- Review & update Quality Governance Strategy

High Risk 12 (3x4)

Implementation of controls not yet
complete

Internal:
- Executive leadership provided by Chief Executive
- Feedback from external meetings provided by Chief
Executive, Chair and other Executive Directors at EMT and
Board
- Trust Board papers and minutes - assurance on delivery of
GMMH Operational Plan

- As per identified
controls
- Capital works
complete on Ewan
MacColl Ward and
recruitment in progress
- Task and Finish
groups established to
progress workstreams

27/11/2017

- CEO, Chair and Executive Directors active in GM-wide governance structures
Manchester LCO - organisational model
- CEO proactive in shaping GM Mental Health Strategy and specialist commissioning
to be agreed
arrangements
- GMMH member of Manchester Provider Board - represented by Director of Operations
- Manchester LCO procurement - Manchester Provider Board recognised as a capable
provider in May 2017
- LCO governance arrangements - Director of Strategic Development involved in future
planning
- GMMH Operational Plan 2017-19

13859

- Use of Datix modules not consistent
Internal:
Completion and
- Executive leadership provided by Director of Nursing &
embedding of actions
across the Trust
- Datix system does not populate Amigos Governance
- Day 1 soft landing (Communication Flows)
- Regular senior meetings to discuss work-streams, areas of
concern/challenge
- Progress against PTIP monitored via monthly Transition and
Integration Steering Group and Datix Task and Finish Group
- Update on policy harmonisation to QGC in July 2017
- QGC Terms of Reference agreed and SUI/PIR Panel Terms of
Reference reviewed

- Completion of recruitment for 6 additional beds
on Ewan MacColl ward (Salford) to repatriate
Manchester OAPs
- Opening of Griffin Ward to support female
Manchester service users
- Implementation of tasks in Out of Area
Placements - Adult and PICU (Ewan MacColl, Bed
Management and Bed Bureau) workstream by 31
August 2018
- Implementation of tasks in Out of Area
Placements - Rehab. Pathway and OAPs
workstream by 30 June 2018

11855

None identified

External:
- Weekly briefings to Manchester commissioners on
Manchester OAPs position

Extreme Risk 20 (4 x 5)

BST OAPs:
- Effective bed management system operational across footprint, including one bed base
for BST
- 24/7 Home-based Treatment offer
- 7-day community services
- 24/7 gatekeeping in place across GMMH
- Agreed actions set out in PTIP
- Single Trust quality governance structure with alignment of subgroups
- Quality Governance Schedule for 2017/18
- Single PIR/SUI process
- Harmonisation of policies progressed during Q1 2017/18
- Datix v12 implemented across GMMH from 8 May 2017
- Governance section of Board Performance Report reports on performance of combined
entity

Internal:
None identified
- Executive leadership provided by Director of Operations
- Routine review by EMT of Trust-wide OAPs position
- Progress against PTIP monitored via monthly Transformation
Working Group for Adult and PICU OAPs
- Quarterly updates to Board of Directors on progress against
PTIP
- Monitoring of Trust-wide OAPs via monthly Board
Performance Report
- Presentation to EMT on 28/06/2017 - Manchester OAPs

High Risk 12 (3x4)

Extreme Risk 25 (5 x 5)

-Embedding of new review and reporting
arrangements
- Further additional capacity (6 beds) from
Ewan MacColl (Salford) not yet available recruitment in progress
- Additional capacity to support female
Manchester services users on Griffin
Ward not yet availale
-Implementation of Acute Care Pathway
developments not yet complete
- Non-recurrent funding for OAPs in
2018/19 to be negotiated with
commissioners based on 2017/18 position

High Risk 8 (2 x 4)

(EMT MAG)

External :
- MIAA significant assurance on management of staffing levels
at Trust and ward level (Sept. 2016)
- MIAA (draft) audit report on Bank and agency usage
- Unify reporting

Manchester OAPs:
- Dedicated operational capacity provided by Manchester Transition Team
- 3 x weekly bed management meeting and weekly senior operational meeting
- Professionals meetings established for complex cases
- Recruitment of additional Inpatient Operational Manager
- Additional support for Inpatient Flow Team to review OAPs
- Daily service user review process and ward round process
- 2 x daily capacity report identifying available beds across Manchester
- All OAPs reviewed on weekly basis or more frequently
- Establishment of Observations Task and Finish Group - review undertaken of
observations and new, draft Observations Policy developed
- Establishment of Task and Finish Group to finalise bed management procedures
- 4 additional male beds on Eagleton Ward, Salford from Sept. 2016
- 4 additional male beds on Ewan MacColl Ward, Salford, from March 2017
- Priory beds - contract extended until 8 August 2017
- 12-month baseline position established in January 2017
- Non-recurrent funding for OAPs agreed with commissioners for 2017/18

- Initial PARIS scoping completed
- Desktop hardware migration/replacement plan in progress
- Server hardware and licencing migration/replacement complete
- IM&T and Business Intelligence restructure complete
- Combined Board Performance Report comprising data from Amigos and PARIS

- Continued implementation of recruitment
Implementation of plan
activity plan
in progress
- Implementation of service transformation
workstreams in Manchester in line with PTIP - full
implementation of clinical model by 31/12/2018
- Joint working with North West MH Directors of
Nursing regarding the development and retention
of nursing

31/12/2018

Principal objective: OBJ 4 – Invest in our Environments
IM&T - failure to deliver a sustainable IT
infrastructure in Manchester, which
Executive
Management Team supports multi-site working and
Ismail Hafeji &
performance reporting requirements, may
(Manchester
Neil Thwaite
Acquisition Group) impact on clinical safety and delivery.

Progress

Action ID

- MIAA audit report
(final) on Bank and
Agency usage - Oct.
2017 Audit
Committee

11521

Internal :
- Executive leadership provided by Director of Operations and
Director of Nursing and Governance
- Monthly Board Performance Report including fill rates
- Post-Frances review of inpatient nursing staffing levels
undertaken in 2013/14 and reported to QGC
- Board Paper December 2015 - 'Staffing Levels Investment
Update'
- Board Paper November 2016 - 'Reducing Agency
Expenditure'
- Safe staffing briefing to July 2017 Board meeting

Current Risk

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

Action Required

13860 to 13863

03/12/2015

Principal objective: OBJ 3 - Engage in effective partnership working
Devolution GM and Sustainability and
Transformation Plans (STPs) - contributing
to the development and implementation of
system-wide plans, including the
Manchester LCO, may compromise the
Executive
Bev Humphrey
Management Team Trust's ability to act in its own best interests
in the short-term.

16/01/2017

Gaps in assurance

Extreme Risk 16 (4 x 4)

Quality Governance
Committee

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

Extreme Risk 16 (4 x 4)

Gill Green

Executive
Management Team

Extreme Risk 20 (4 x 5)

16/01/2017

Deborah
Partington

Extreme Risk 16 (4 x 4)

17/09/2015

2252

2606
2607

16/01/2017

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

2363

Assurance

(Likelihood x Consequence) = Risk Level

Principal objective: OBJ 1 - Promote recovery by providing high quality care and delivering excellent outcomes
Safe Staffing Levels - availability of
- Former GMW staffing levels defined via shift system and skill mix review
resources and ability to recruit, retain and
- Investment agreed in GMW ward staffing in April 2015 and implemented
engage staff may compromise the Trust's
- Monitoring of fill rates via Board Performance Report
ability to sustain safe staffing levels. This
- Nurse preceptorship programme developed and increase in GMMH student placements
will impact on quality of care and staff
for September 2017
morale.
- Further linkages made with local universities (Manchester, Manchester Metropolitan
and Salford) to support recruitment
- Recruitment plan progressed during 2016/17 in former GMW district services
Gill Green &
Quality Governance
- Directorate Workforce Plans 2017/18
Deborah
Committee
- Roll-out of e-rostering system and forward planning by management
Partington
- Appointment of Senior Operational Manager with overall responsibility for GMMH adult
and later life bed-base
- Unify reporting process - central collation of data and review prior to submission
- Monthly Executive Director review of agency usage and expenditure, workforce
management and agency procurement processes
- Participant in NHSI Retention Support Programme (w.e.f July 2017)
- Relaunch of GMMH Nursing Strategy on 07/07/2017

2608

Gaps in controls

High Risk 12 (3x4)

Controls

High Risk 12 (3 x 4)

Board / Board Description
Committee / SubGroup

Initial Risk

Opened

DATIX ID

Exec Lead

Internal:
- Executive leadership provided by Director of HR and
Corporate Affairs
- Workforce Development Committee minutes
- Operational Leadership Committee minutes
- Compliance reports
- Monthly Board Performance Report including % compliance
with mandatory training targets
- Overall Trust compliance above 85%

Not all services above
the 85% target
standard

Review Due
27/11/2017
27/11/2017

Treatment
Status

Target Risk

Action Due
31/08/2017
30/09/2017

30/09/2017

Plan for location moves
agreed

Reduce

- Location moves to be commence in Oct. 2017
and complete by 30 November 2017

Reduce

Ongoing monitoring
being undertaken

Accept

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

High Risk 8 (2 x 4)

Ongoing

High Risk 8 (2 x 4)
Monitor performance and keep under review

Moderate Risk 6 (2 x 3)

In progress

27/11/2017

- Induction and Mandatory Training Policy
Lower than adequate compliance levels
- Directorate Lead monitoring via monthly reports at Workforce Development Committee for certain services and bank staff
(WDC)
- Adequate classroom and e-learning provision in place
- Establishments have resources built in to enable release of staff
- Requirement to attend mandatory training a requirement for annual pay progression
- Ward-level data provided monthly
- New web-based e-learning portal implemented across GMMH

Action ID

Internal:
- Executive leadership provided by Director of HR and
Corporate Affairs
- Monthly monitoring and assurance meetings with
Directorates
- Monthly Board Performance Report including sickness rates
- Trust Board paper February 2015 - 'Improving Attendance
and Managing Sickness Absence'
- MIAA audit report - significant assurance
- Trust Board paper January 2016 - 'Improving Attendance and
Managing Sickness Absence Update'

None identified

13864 to 13867

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

External:
- MIAA audit report on cyber security - draft report
- ISO 27001 accreditation

Desktop hardward migration off MMH domain
plan to complete by 31/12/2017

15135

- MIAA audit report
(final) on Cyber
Security usage - Oct.
2017 Audit
Committee

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

10791 & 13868

Internal:
- Executive Leadership provided by Director of Finance and
IM&T
- Report to May 2017 Board of Directors meeting on response
to wider-NHS cyber-attack
- Oversight by IM&T Strategy Group

Current Risk

- Anti-ransomware software in place
Old, non-supported MMHSC
- Anti-virus/anti-malware systems in place
equipment/servers remain on the Trust's
- ISO 27001 accreditation, highlighting rigorous physical security, documented and
network which can be compromised
updated patching cycles/procedures
- Third party-monitored threat management gateway
- Updated and controlled perimeter devices e.g. firewalls and intrusion detection devices
- Fully-implemented network access control, limiting foreign devices access to GMMH
network
- Microsoft Enterprise agreement, allowing newer version of Microsoft products to be
installed, which are less susceptible to attacks

High Risk 12 (3 x 4)

Independent 6 FACET
survey not yet
complete

High Risk 12 (3 x 4)

Initial Risk
Extreme Risk 16 (4 x 4)

Internal:
- Executive leadership provided by Director of Strategic
Development and Director of HR and Corporate Affairs
- Progress against PTIP monitored by monthly Transition and
Integration Steering Group
- Quarterly Capital Programme updates to Board of Directors
- Oversight provided by EMT MAG
- Statutory compliance checks documentation
- Annual Fire Safety Assurance Statement - June 2017 Trust
Board

- Agreed actions set out in PTIP
- Agreed programme of first phase of environmental improvements (i.e. furniture and
furnishings) completed
- Estates and facilities restructure complete
- New Associate Director of Capital appointed - to commence in Sept. 2017
- Statutory compliance checks in place
- Fire risk assessments in place
- SLA meetings with acute trust providers
- Manchester capital investment incorporated in GMMH Capital Programme 2017 - 2019

Progress

Reduce

Executive
Management Team

- Implementation of all controls not yet
complete
- Associate Director of Capital to
commence in Sept. 2017

(Likelihood x Consequence) = Risk Level

Action Required

Moderate Risk 6 (3x2)

Andrew
Maloney

Gaps in assurance

31/05/2017

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

Assurance

9138

Executive
Management Team

Gaps in controls

Moderate Risk 6 (2 x 3)

Andrew
Maloney

Controls

High Risk 12 (4x3)

773
1804

22/05/2012

01/09/2008

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

Extreme Risk 16 (4 x 4)

18/07/2017

Executive
Cyber Security - susceptibility to a cyberManagement Team attack may lead to data breaches and
compromise patient safety and quality of
care

Extreme Risk 16 (4 x 4)

Estates - failure to deliver a statutory
compliant estate in Manchester, which is
consistent with the Trust-wide quality
Executive
standards, may impact on patient
Neil Thwaite & Management Team experience and quality of care.
Andrew
(Manchester
Maloney
Acquisition Group)
(EMT MAG)

Ismail Hafeji

2732

Board / Board Description
Committee / SubGroup

Extreme Risk 15 (5 x 3)

Opened
16/01/2017

2609

DATIX ID

Exec Lead

High Risk 8 (2 x 4)

Accept

27/11/2017

Reduce

27/11/2017

External:
- MIAA assurance report on data integrity of performance
report
- KPMG Quality Account Opinion 2016/17 - clean limited
assurance

High Risk 8 (2x4)

None identified

31/10/2017

Internal:
- Executive leadership
- Monthly Board Performance Reports and Directorate
Performance Reports
- EI and IAPT targets achieved in BST services
- Directorate Management Board/Operational Leadership
Committee, Executive Management and Trust Board minutes

13869

None identified

30/06/2018

- Performance monitoring via Trust Board and Directorate Performance Reports
None identified
- Management of data quality via Data Quality Reports
- Operating guidance in place
- Performance Measures and Data Quality Group meeting
- Monitoring of Quality Account priorities via QGC
- Contract monitoring meetings with commissioners
- Plan to deliver IAPT targets for historical GMW services agreed at Board in Nov. 2015
and implemented
- Plan to deliver EI targets for historical GMW services agreed at Board in Jan. 2016 and
implemented
- Actions identified in PTIP to deliver required performance targets and standards (e.g. EI
and IAPT) in Manchester
- £1m recurrent investment secured to support development of Manchester IAPT services
- GMMH Operational Plan 2017 - 19
- Transfer of Manchester EI services to GMMH on 1 April 2017

- Exec leadership provided by Director of HR and Corporate
Affairs
- Trust Board paper - Jan. 17, June 17 and July 17
- Joint Consultation and Negotiating Committee (JCNC)
minutes - 18 Jan. 2017
- Local Negotiating Committee (LNC) minutes - 17 Jan. 2017

Continued implementation of plans to deliver IAPT Ongoing
targets in Manchester - targets to be achieved by
end Q1 2018/19

11856

None identified

High Risk 8 (2 x 4)

- Agreement reached with trade unions regarding process and timescales
- Statutory consultation requirements met
- Phase 1 consultation and voluntary redundancy process completed
- Phase 2 consultation period and implementation of new structures complete - new
structures effective from 1 July 2017
- Plans agreed for corporate services location moves - to commence during Oct. 2017

High Risk 12 (3 x 4)

1490

01/04/2011

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

Extreme Risk 16 (4 x
4)

Andrew
Maloney

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

Extreme Risk 20 (5 x 4)

2610

16/01/2017

External:
- MIAA Audit Report 2015/16 - limited assurance opinion

Review Due
27/11/2017

Treatment
Status

Action Due

Target Risk
High Risk 12 (3x4)

31/12/2018
Ongoing implementation of actions agreed at June Actions on track
2016 and Nov. 2016 Board of Directors meetings

Implementation of actions agreed against Risk ID
2606 and 2572

Ongoing

27/11/2017

Current Risk

Action ID
12560

27/11/2017

External:
- Independent Auditors opinion on transaction
- NHSI monthly monitoring

Reduce

Volatility of agency expenditure and OAPs Internal:
None identified
- Executive leadership provided by Director of Finance and
IM&T and Deputy Chief Executive/Director of Strategic
Development
- Monthly Finance Reports to Board of Directors
- Progress against PTIP monitored via monthly Clinical
Transformation Steering Group and Transition and Integration
Steering Group with progress reports to EMT MAG

Actions in progress

Reduce

- Current agency
spend above NHSI
threshold
- MIAA audit report
on Bank and Agency
usage - Oct. 2017
Audit Committee

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

Reduce

External:
- Independent Auditors Report (Grant Thornton)
- NHSI Green Risk Rating
- Secretary of State support for transaction
Internal:
- Executive leadership provided by Director of HR &
Corporate Affairs
- Trust Board papers June 16 ('Management of Agency
Expenditure') and November 16 ('Reducing Agency
Expenditure')
- Monthly Board Performance Report including analysis of
agency expenditure
- Monthly Executive scrutiny meeting of agency usage,
workforce management and procurement processes

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

High Risk 8 (2x4)

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

Internal:
- Executive leadership provided by Chief Executive, Deputy
Chief Executive and Director of Operations
- Transaction and Transformation Committee papers and
minutes (Sept. 2016 to March 2017)
- Quarterly reviews at Board on progress against
workstreams and risks
- Progress against PTIP monitored via monthly Clinical
Transformation Steering Group and Transition and
Integration Steering Group with progress reports to EMT
MAG

30/04/2017

- Agency mitigation action plan agreed at June 16 Trust Board
- Agency staff procured via approved frameworks
- Framework for management of agency expenditure in place following agreement at
Nov. 2016 Trust Board meeting - includes agency booking protocol and escalation process
to authorise breaches of capped rates
- Recruitment Strategy progressed during 2016/17 to fill vacant posts
- Continued recruitment to admin. and ancillary banks to support VfM/higher quality
temporary cover
- Locally agreed actions to provide alternative cover arrangements
- Monthly agency expenditure targets set and monitored for each staff group across each
Directorate - additional action plan agreed
- Transitional funding package agreed with commissioners
- Commitment in principle received from Greater Manchester Health and Social Care
Partnership for transformation funding
- Financial support committed in signed Transaction Agreement
- Board of Directors review of monthly finance report
- Controls relating to OAPs and Agency Expenditure as per Risk ID 2606 and 2572
respectively
- Programme Risk Log
- Signed multilateral contract with commissioners and signed contracts with Local
Authorities for 2017/18
- Programme of robust contract monitoring meetings established

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

Progress

11855

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

Extreme Risk 15 (3 x 5)

Initial Risk

(Likelihood x Consequence) = Risk Level

Action Required

High Risk 8 (2 x 4)

Board of Directors

Gaps in assurance

31/12/2017

Ismail Hafeji,
Neil Thwaite

Assurance

11855 & 13853 to 13858

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

Gaps in controls

Extreme Risk 16 (4 x 4)

Andrew
Maloney

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

Extreme Risk 25 (5 x 5)

Bev Humphrey Board of Directors

Extreme Risk 20 (5 x 4)

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

Controls

High Risk 12 (3 x 4)

16/01/2017

Board / Board Description
Committee / SubGroup

Extreme Risk 25 (5 x 5)

Opened
16/01/2015

2189
2572
2611

15/09/2016

DATIX ID

Exec Lead
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Board Briefing on Safe Staffing, Bed Based Services Since the Formation of GMMH in
January 2017
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Gill Green, Director of Nursing & Governance
Gill Green, Director of Nursing & Governance
This paper is to brief the Board in regard to the current status of staffing within the
bed based services since January 2017. It will describe;
i) The actual monitoring of staffing
ii) The current issues
iii) The potential solutions, which are either being currently worked, or
strategies GMMH may need to consider in regards to qualified nurses.
UNIFY submissions are downloaded to NHS England on a monthly basis. There are
no enquiries from NHS England in regard to GMMH submissions.
The paper describes this status in the context of the developing picture nationally in
regard to nursing recruitment and retention. It advises the Board of current
initiatives, which are being developed both regionally and nationally.

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

Board Assurance Framework
-

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

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

Yes

If ‘yes’:
DATIX ID
2252

Strategic Objective
Description (as per BAF)
Promote recovery by
Safe staffing levels – availability of resources and ability to
providing high quality care and recruit, retain and engage staff may compromise the Trust’s
delivering excellent outcomes ability to sustain safe staffing levels. This will impact on
quality of care and staff moral

RECOMMENDATIONS:

Board are asked:
•
•

To note this report
To receive further briefings so that the Board remains informed and
appraised of developments in this area of Nursing workforce both locally,
regionally and nationally.

BOARD BRIEFING ON SAFE STAFFING, BED BASED SERVICES SINCE THE FORMATION OF GMMH IN
JANUARY 2017

Purpose
This paper is to brief the Board in regard to the current status of staffing within the bed based services
since January 2017. It will describe;
i)
ii)
iii)

The actual monitoring of staffing
The current issues
The potential solutions, which are either being currently worked, or strategies GMMH
may need to consider in regards to qualified nurses.

Introduction
GMMH is committed to ensuring bed based services are staffed to an effective level. This is
underpinned by the national requirement, since May 2014, of the submission of monthly staffing
levels via the national UNIFY system. Previously before the inception of GMMH, both GMW and
MMHSCT submitted their UNIFY reports as required.
The UNIFY submission confirms the planned versus actual hours of qualified and non qualified nurses.
Exceptions are defined and reported to explain the variations in submission of planned versus actual
hours. They include:
•

Unplanned sickness

•

Unplanned special leave

•

Clinical emergencies

•

Staff not attending for duty

Prior to the formation of GMMH, both GMW and MMHSCT developed their own bespoke systems for
collecting, collating and reporting the data using the definitions outlined within the national
guidelines.
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GMMH as the new organisation
When GMMH was formed in January 2017, whilst the same UNIFY process was being followed within
the previous organisations, the starting point was different particularly in regards to the deployment
of nursing staff in Acute and Later Life services.
i)

MMHSCT

Practice and culture in regards to how service users were engaged and observed is uniquely different.
Additionally, the senior leadership of the area was not as effective or robust due to a lack of clear
structure and capacity.
The culture is of a ‘silo’ type of working which has engendered ineffective multi-disciplinary working
within the ward environments and a cultural acceptance of agency staff.
The ongoing situation of out of area placements was not robustly and effectively managed which
added to the picture of an already difficult environment for delivering effective care.
ii)

GMW

The previous GMW undertook a major transformational change in 2014/15 in regards to the
development of the Acute Care Pathway. This involved a more comprehensive offer of:
a) Intensive Home Based treatment with visits up to three times a day.
b) A 7-day offer from the CMHT’s.
Because of this offer, it was anticipated that the acuity and profile of people requiring admission would
be greater and in recognition of that, the Board in 2015 invested £648,000 to enhance the qualified
nurse establishment within the six Acute Wards providing an additional three nurses per ward. This
to an extent, helped commission future bank and agency usage in a flexible way to support the wards.
iii)

Specialist Services

Within Specialist Services of GMMH, whilst there has been no material change in function, there is a
need to constantly monitor the turnover rate particularly in regard to qualified nurses. This is also
reflected in the current national picture where vacancy rates have doubled across England in the last
3 years. There is also a pattern of newly qualified nurses moving within 18 months to 2 years from
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their first post, which can be for a number of reasons. The current major reason within GMMH is for
relocation.
Nationally, the work commissioned by NHS England to NICE reviewing staffing levels was discontinued
after the completion of the work for General Adult services. This is not transferable clinically and
evidentially to mental health services. However, the previous GMW undertook a review in 2011,
which was evaluated in 2014, in regard to staffing levels based on clinical experience and need which
was presented to the GMW Quality Governance Committee at that time. In MMHSCT a number of
reviews were commenced but not concluded.
Subsequently during 2016, GMW did join a working group nationally in regards to Acute Care.
However the group met infrequently and disbanded with no conclusions.
Recently NHS(i) has been working on a possible document which essentially determines locally agreed
staffing levels in mental health. It has not yet been ratified. Nevertheless, GMMH are ensuring the
organisation is aware and close to any broader national discussions which may happen in regard to
this area of nursing.
Progress since January 2017
Since the inception of GMMH, a number of action and measures have been put in place in regard to
bringing the organisation together in respect of bed based services:
i)

The prime objective was to ensure the UNIFY submissions were produced within
timescales and relevant. Whilst at this time, 2 systems are currently in use, using
Sharepoint (GMW) and Health Roster (Manchester services), the reports are collated
centrally by the GMMH Business Intelligence Team and checked and approved by
Operations and Nursing led by the Associate Director of Nursing.
Each ward’s submission for 52 wards is thoroughly reviewed. Any wards or units which
declare below 90% fill rate are scrutinised with immediate management action which
could involve redeploying staff across units, how absence from work is being monitored,
reviewing of skill mix, use of bank and agency staff.
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During the last 6 months (January – June) there were 20 episodes where the fill rate for
qualified staff was below 90%.
7 in Park House
9 in Laureate House
2 in Bramley Street
1 on Greenway, Trafford.
These all occurred on day shifts and were mitigated by increasing the number of nonqualified staff through rotating staff and use of bank and agency staff. This continues to
be monitored by services managers. There is also a clear pattern emerging in the last 6
months in respect of our Manchester units of Park House and Laureate House in regard to
submission of data, which is clearly aligned to observation levels. The ward submissions
in these areas average 130 – 190%. A comparator across similar services in Bolton, Salford
and Trafford is on average 100 – 115%. There is a review of this observations practice
ongoing, which is outlined in (iii) in this section.
UNIFY submissions are made to NHS England. At this time, GMMH has not received any
enquiries from NHS England in regards to the level of quality of the GMMH submissions.
Going forward within the monthly performance report, further narrative will be added to
inform the Board of exceptions declared within the monthly UNIFY submissions. This will
commence from September Trust board.
ii)

The principles of forward planning by management teams in regard to monitoring shifts
and capacity has been consolidated across the services.

Whilst there are slight

differences, this is mainly due to key roles in operational reorganisation being currently
appointed and this should be completed within the next 2 months. The three Associate
Directors of Operations in partnership with the Associate Director of Nursing and
Governance are maintaining an overview and monitoring of this process.
iii)

The practice of use of observation/engagement within the acute services in Manchester
services has required a fundamental review involving clinical representatives across
GMMH. This review is being led by the AMD for Specialist Services. The key objective is
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to align practice to reflect a nursing intervention with MDT agreement as currently
undertaken within GMMH bed based services.
The group is due to report and conclude in Q3 with a report for the Quality Governance
Committee. This will also require an intense programme of organisational development
to support Manchester acute services.
iv)

A Senior Operational Manager, with a nursing background, has recently been appointed
with an overall responsibility for the Adult and Later Life bed base across GMMH. The role
will enable the bed based system across this area to be brought together in a cohesive
and systematic way. This new role will work closely with the Heads of Operations across
Bolton, Manchester, Salford and Trafford.
There is an already established similar role, within Specialist services to maintain an
overview across CAMHS, JDU, Gardener and Secure Services.

Medium term
In the medium term whilst the position since January 2017 within GMMH is described, this is
against a backdrop of a growing national concern in regards to number and availability of qualified
nurses to deliver care and treatment.
With this in mind the following describe the ongoing activity in this important area.
i)

GMMH, with NW Boroughs and Merseycare, have received an invitation from NHS(i) to
join the Retention Support programme, the first meeting of which took place on July 14th.
GMMH has given feedback to NHS(i) with specific requests of assistance to clarify
GMMH’s understanding of benchmarking against similar organisations; how other
organisations have positive/successful approaches to retention.
GMMH data shows high turnover in the first 2 years of employment and retirement
numbers are high within the workforce particularly bed based services.

ii)

The North West MH Directors of Nursing (covering GMMH, Pennine Care, NW Boroughs,
Lancashire Care, Merseycare, Cheshire, Wirral and Cumbria) are currently considering the
potential formulation of how these organisations can work together with a similar
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objective of the CAPITAL nurse project in the London area. The CAPITAL nurse project is
an innovative, flexible programme to develop and retain nurses by offering a more varied
clinical experience across organisational boundaries. Initial signs are this has been
successful across SLAM, St Georges and West London MH Trusts working together. This
would potentially enable the system to work together not only within the recruitment and
retention area but also a recognition that we cannot continue to do more of the same
within Nursing. The NW DN network is working together to enable and facilitate delivery
of care in a different way with new roles such as the Associate Nurse over the next 5 years.
iii)

As a proactive measure, GMMH has in the first instance increased its September 2017
intake of student placements in the first semester by an extra 10 placements with future
incremental increases planned. This requires a different approach to mentoring and
supervision of student nurses and preceptorship for newly qualified nurses. The DN of
GMMH is currently in discussions with GMMH’s three University providers of Nursing
Students.

iv)

Within GMMH, the Nursing Strategy was relaunched on 7th July at the GMMH Nurse
leadership event. This strategy is important not only in confirming nursing standards
which are to be achieved in GMMH but also a key objective of nursing workforce strategy
for the next 5 years.
Crucially at this event the nursing leadership framework in the new 3 networks was
confirmed so that there is a local focus to quality and nursing.

v)

An area, for further exploration, is the delivery of the nursing offer to Older Adults in bed
based services. It is clear within the previous 3-5 years the complexity of the care needs
in this area have exponentially increased together with a broader age profile with
individuals requiring care and treatment in their late 80’s and 90’s. This requires a more
in depth review of the physical health care and mental health care required in this growing
area.
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Conclusion
Stability is important in the early period of GMMH as an organisation. The staffing across the bed
based services continues to be carefully monitored with Operations and Nursing directorates working
closely together.
This stability is critical to the next stage of organisational development, which involves the scoping of
the Transformational work being undertaken within our Manchester services. Careful consideration
is being given to prevent a high degree of instability across the organisation in these service areas
during the transformational changes. This is being considered within the current scoping and planning
stage of the programme.
Board are asked:
•

To note this report

•

To receive further briefings so that Board remain informed and appraised of developments in
this area of Nursing workforce both locally, regionally and nationally.

Gill Green
Director of Nursing & Governance
July 2017
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Infection Prevention and Control
Annual Report 2016-2017

Tim McDougall
Associate Director of Nursing and Governance
Director of Infection and Prevention Control

*Note
This report is based on activity in both the former Greater Manchester West NHS
Foundation Trust, which ceased to exist on 1st January 2017; and Greater
Manchester Mental Health NHS Foundation Trust, which came into existence on
1st January 2017.
Manchester Mental Health and Social Care Trust 2016/17 annual report is
embedded at that end of the document.

1.

IPC Governance arrangements

The Trust has a designated Director of Infection Prevention and Control (DIPC).
This role is presently assigned to the Deputy Director of Nursing and Governance
who also has management responsibility for the Infection Prevention and Control
(IPC) Team.
The DIPC chairs the quarterly IPC Committee, and is responsible for ensuring the
implementation of the Health Care Associated Infections Assurance (HCAI)
Framework. The DIPC is responsible for providing an annual report to the Trust
board of Directors confirming IPC assurance, and summarising IPC activity
undertaken across the Trust.
The Assistant Director of Nursing and Deputy DIPC is responsible for the day-today leadership, management, and delivery of the IPC agenda and leads on the
completion of the annual IPC audit.
The Directorates Matrons are responsible for monitoring local IPC procedures and
providing additional training and local IPC cover arrangements.
Royal Bolton Hospital NHS Foundation Trust provides microbiology advice and
support, and ‘out of hours’ IPC advice under a Service Level Agreement.
The Pharmacy directorate has a designated antimicrobial and infection prevention
pharmacist who has particular focus on antimicrobial stewardship. This pharmacist
works closely with the IPC Committee and IPC team and undertakes regular
audits of practice measured against the Trust’s antimicrobial guidelines.
In Quarter 4 2016/17 a single IPC governance and reporting framework was
implemented for GMMH, which integrated the former GMW and MMHSCT
governance arrangements. Quarterly performance Chair’s reports are noted at the
Quality Governance Committee.

1

HCAI Assurance Framework

The Healthcare Associated Infections (HCAI) Assurance Framework was applied
to the North West region in October 2009 by NHS North West. This is updated on
a Quarterly basis by the Deputy DIPC and reported to the local Public Health
department via the Trust’s Business Intelligence team.
The Trust met all the requirements of the HCAI framework during 2016/17.

2

Emergency Planning

The IPC team continues to coordinate and monitor the annual Influenza
vaccination programme. For 2016/17, the Trust was set a vaccination uptake
target of 75% by NHS England. During the flu season (October- February), all
service users identified within the high-risk groups for influenza (as per National
guidance) were offered vaccinations. We trained 100 flu fighters, developed an IT
infrastructure, invested in staff incentives and delivered strategic key messages as
part of our communication action plan.
78% of our frontline staff were vaccinated, which exceeded our performance
target. As only 33% of GMW staff had been vaccinated as part of the
2015/16 campaign, this was the highest year on year improvement for a
mental health Trust Nationally.
3

Reportable Infections

3.1

MRSA

There were no major incidents related to methicillin resistant staphylococcus
aureus (MRSA) during 2016/17.
Guidance for MRSA screening in mental health trusts, issued by the Department
of Health in December 2008 has been operational since June 2010.
The following table depicts the number of cases of MRSA colonisation/infection
identified in each directorate during 2016/17.

Directorate
Bolton
Salford
Trafford
Alcohol and Drug
Adult Forensic
Adolescent
JDU
Total
3.2

Number of new cases
2
2
0
0
0
0
0
4

Clostridium Difficile

There has been one case of Clostridium Difficile in this reporting period. This was
at Moorside; Trafford whereby a service user was transferred from the MRI with a
confirmed diagnosis of C-Diff (therefore was not acquired in GMMH). A RCA was
not carried out as the service user not in our care when this was acquired.
Isolation measures were followed and the service user received the appropriate
treatment.
3.3

Norovirus

During 2016/17, there was three outbreaks of diarrhoea and vomiting (D&V) within
the organisation.
•

Delamere Salford October 2016 Confirmed Norovirus
Six service users and four staff were affected and the ward was closed for
seven days. The IPCT and ward held a positive learning event, whereby
issues surrounding communication, stool collection and norovirus education
were addressed.

•

Ferndale AFS November 2016 Confirmed Norovirus
Two service users affected. Ward remained open. Outbreak managed
effectively by the ward and positive learning was shared via the infection
control link nurse day

•

John Denmark Unit March 2017 Confirmed Norovirus
Two service users affected and due to co-existing physical health, concerns
were transferred to acute care. The ward remained opened.

4

Education and Training

The education and training programme for IPC Link Workers was delivered
throughout 2016/17 on a quarterly basis. The IPC team, external speakers
including those from Public Health England, wound care specialists and medical
representatives have delivered training and updates.
During 2016-17, the IPCT Team have reviewed the IPC mandatory training to
reflect Manchester’s training programme. The following modules remain in place
for staff IPC training.
Level 1 – Non patient facing staff (3 yearly)
Level2 – Housekeepers and Domestic Staff (annual)
Level3 – Clinical patient facing staff (annual)
Workforce training figures indicated at the end of March 2017 our staff compliance
with this training was as follows:
Infection
Prevention
Level 1
31 March
2016

(15/16 83%)
90%

Infection
Prevention
Level 2
(15/16 71%)
78%

Infection
Prevention
Level 3
(15/16 54%)
77%

During 2016/17, there has been significant improvements in the IPC mandatory
training compliance figures. However, there will be remedial action plans to
increase level two &three compliance via the Infection Control Committee and
Workforce Committee.
5

ANTT- (Aseptic Non Touch Technique)

During 2016-17, records of ANTT compliance have been uploaded to the new
GMMH on line learning hub. We have approx. 700 clinical staff assessed as ANTT
compliant and we continue to provide ANTT training/assessments via the nurse
preceptorship programme and junior doctor rotational programme.
We continue to provide additional assurances that ANTT has been embedded into
practice via the environmental infection control audits. ANTT is an audit standard
in which areas such as the availability of ANTT equipment, availability of posters
and added assurance that the nurse available during the inspection can mock up
an ANTT procedure. ANTT standards have improved in inpatient services (15/16
81% 16/17 92%). However there has been a slight decrease in community
services (15/16 94% 16/17 87%) This has been addressed through each localities
infection control environmental action plan.

To provide ongoing ANTT training/assessments for 2017/18, the IPCT team plan
for the Infection Control Link Nurses to deliver these locally.

6

Audit

6.1

Annual IPC audit

Ownership for writing the action plans associated with the audits has continued to
remain with the IPC team as this gives the team a greater overview and
understanding of the issues affecting clinical areas as this data is used to inform
the IPC work plan for 2016/17.
The annual infection prevention audit has been completed in 40 in-patient areas,
19 community services, 2 ECT suites and 5 prisons = 66 service visits by the IPC
Team between October 2016 – April 2017. The results demonstrate that we have
sustained our high IPC standards across the Trust year on year, which is largely
supported by the activity of the IPC team, directorate Matrons, IPC link nurses and
the ongoing delivery of the PLACE strategy.
IPC RAG Scoring
Less than
74%

75% - 84 %

Compliance 85%
and over

N/A (not
applicable)

Inpatient Standards

Hand Hygiene
The Use of Personal Protective
Equipment
Environment

TRUST TOTAL %
15/16
16/17
98
94
94

100

96

91

Ward / Department Kitchen

87

93

Handling & Disposal of linen
Waste Management

98
97

95
96

Safe handling & disposal of sharps

87

92

Management of patient equipment

94

92

Activity, toys & gym equipment
Isolation Precautions

100
N/A

N/A
N/A

Seclusion

100

85

Specimen handling

95

93

ANTT

81

92

These standards have remained consistent, and any reductions in specific
standards have been addressed via local actions.

ECT Standards

Hand Hygiene

TRUST TOTAL %
15/16
16/17
100
96

The Use of Personal Protective
Equipment
ECT Suite Environment

100

100

100

91

Management of patient equipment

100

100

Handing & Disposal of linen

100

100

Waste Management

100

94

Safe handling & disposal of sharps
Specimen handling

100
100

94
100

Toilets

100

100

Domestics Room.

100

90

ANTT

87

88

Some slight reduction in certain standards, one issue was Bolton ECT suite, which
required decluttering. This was addressed in their local action plan.
Community Standards

Hand Hygiene

TRUST TOTAL %
15/16
16/17
94
96

The Use of Personal Protective
Equipment
Environment
Kitchens

95

94

84
90

88
86

Waste Management

95

89

Safe handling & disposal of sharps
Management of patient equipment
Specimen handling

95
89
98

88
95
96

ANTT

94

87

Overall community standards remained compliant; however, an issue
with sharps management in the SMS community services has been
identified. This has been addressed through the Specialist Network IPC
governance arrangements. ANTT compliance will be addressed in
2017/18.

Prison Standards
TRUST TOTAL %

15/16

16/17

Hand hygiene
The use of personal protective equipment
Environment

92%
100%
89%

85%
97%
88%

Departmental kitchens
Departmental waste handling & disposal
Safe handling & disposal of sharps

83%
95%
75%

86%
84%
85%

Management of patient equipment
Specimen handling
ANTT

100%
85%
N/A

88%
80%
81%

The IPC team has continued to separate out the IPC audit results for the
prisons where GMMH provides services. This was originally due to a number of
issues being raised during the 2013-14 audit regarding the environment and the
varying prison regimes, which influenced GMMH’s ability to maintain hospital
standard IPC measures. In all cases, the prison teams were forwarded the
action plan taken from the audit process and we have worked collaboratively
with HMP Governors and managers to improve standards where possible.
Some improvements have been realised during 2016-17, however some areas
still require work and this remains a challenge.
HMP Styal
The trust continues to have an agreement in place with Spectrum Healthcare
regarding the completion of an annual environmental audit at HMP Styal. This
involved the GMW IPC team completing the audit, associated action plan, and
forwarding this to Spectrum Healthcare personnel for ongoing management.
GMMH is not responsible for overseeing the action plan associated with this audit
nor is accountable for completion of the actions required within it. This audit has
been completed as agreed however very little improvement was seen in the
standards compared to the previous year. This has been escalated again, within
Spectrum Healthcare as an area of concern by the GMW IPC team.
Dissemination of audit results
The annual IPC audit report has been collated by the GMMH clinical audit
department and will be disseminated to the Directorates via the IPC Committee.
Directorate specific action plans from the audit will be discussed and monitored by
the Matrons at the Infection Prevention Directorate meetings. The IPC team will
support this activity and Matrons are asked to report on the progress of these
action plans at the IPC Committee.
A corporate action plan based on these results will be completed and used to
inform the IPC activity for 2017-18.
7.2

Mattress Audits

In response to the Medicines and Healthcare products Regulatory Agency
(MHRA) medical device alert ‘MDA/2010/002’ issued in January 2010, each
inpatient area is expected to continuously monitor mattress condition by using the
mattress management forms on a monthly basis. This is lead by the Infection
Prevention Link Nurses and involves each mattress in an inpatient area being
individually inspected for signs of wear and damage. The results of these
inspections are monitored locally via the Directorate infection prevention meetings.

In order to provide assurances regarding the robustness of this system an external
audit has been commissioned by the IP&C team and this will be completed by
Park House Healthcare who will inspect each mattress in our inpatient services.
We are expecting this to be completed during May 2016 after which there will be
an action plan developed dependant on the results of the audit that will form part
of the 2016-17 IP&C work plan.
7.3

Hand Hygiene Audit

A quarterly Hand Hygiene audit was introduced in all inpatient areas in April 2010.
In addition to the hand washing process the audit also monitors staff knowledge of
the World Health Organisations ‘5 moments for hand hygiene at the point of care’
and compliance with the use of personal alcohol gel dispensers.
The audit tool has three sections- hand hygiene dress code, hand washing
process and knowledge. Link nurses as part of the process are expected to audit
the hand washing of 10 subjects across the multidisciplinary team.
The annual hand hygiene audit report has been collated and will be disseminated
to the Directorates for action planning via the IPC Committee. The IPC has
developed a corporate action plan, which will inform the 2017/18 IPC work plan.

Results from these audits are reported via the HCAI Assurance Framework.

Compliance has remained above 94% throughout 16/17.
Below are the hand hygiene audit results per Directorate and the hand hygiene
results per professional group.

Compliance has remained above 95% throughout 16/17.

Hand washing quarterly scores (%) for Trust inpatient areas.
Quarter 1

Quarter 2

Quarter 3

Quarter 4

98%

97%

98%

98%

7.4 Antimicrobial Audits

Antimicrobial Guidelines were developed specifically for GMW Mental Health Trust
in 2010 to promote good stewardship of antibiotics within GMW. This audit
continued annually and each of the 4 directorates (Bolton, Salford, Trafford and
Specialist Services Network) is audited once over a 3-monthly period every year.
The latest data from the 2015-2016 audit is:
Directorate

Antibiotic
choice
compliance
rate

n

Antibiotic
dose
compliance
rate

n

Antibiotic
course
duration
compliance
rate

n

Trafford

89%
(100% )

8/9

75%
(75%)

6/8

67%
(63%)

6/9

Trafford post
pharmacist
intervention
Specialist
Services
Network (SSN)
SSN post
pharmacist
intervention
Salford

100%

9/9

88%

7/8

89%

8/9

93%

14/
15

93%

13/
14

78%

11/1
4

89%

25/2
8

93%

14/
15

100%

14/
14

86%

12/1
4

100%

28/2
8

87%

13/
15

100%
(93%)

13/
13

100%
(64%)

14/1
4

100%
(93%)

19/1
9

87%

13/
15

100%

13/
13

100%
(93%)

14/1
4

100%

19/1
9

100%

8/8

88%

7/8

88%

7/8

100%

11/1

(100%)
Salford post
pharmacist
intervention
Bolton

Medicine
chart
documentati
on of
stop/review
date
compliance
rate
100%
(88%)

n

14/1
4

(90%)
100%

Bolton post
pharmacist
intervention

8/8

(90%)
88%

(80%)
100%

7/8

(90%)
100%

8/8

1
11/1
1

The antimicrobial pharmacist and the electronic patient notes system in the trust
changed half way through the audit which delayed the review of the results. This
slightly impacted on the post pharmacist intervention results as the delay in
reviewing the audit forms led to an inability to make timely changes to
inappropriate prescribing practice.
The original audit was expanded to include documentation in patient notes.

Directorate

ICIS/Pari
s entry
made by
prescriber
within 5
days of
initiation
(or by
another
staff
member)
79%

n

Indication

n

Name

n

Duration

n

Reason
for
deviatio
n

n

11/14

71%

10/14

79%

11/14

64%

9/14

17%

1/6

Specialist
Services
Network
Salford

96%

27/28

96%

27/28

82%

23/28

79%

22/28

0%

5/5

47%
(67%)

7(10)/1
5

73%

11/15

73%

11/15

73%

11/15

83%

5/6

Bolton

82%

9/11

82%

9/11

55%

6/11

36%

4/11

0%

0/1

Trafford

•

Targeted feedback regarding areas of non-compliance has been provided to
prescribers through dissemination of key audit findings and
recommendations. Lanyard sized cards are now issued to all GMW
prescribers which provide prescribing guidelines for common infections
within GMW.

•

Awareness has been raised in the relevant directorates that all prescribing
should be documented in the patients notes, ideally immediately and if this is
not possible, within 24hrs of prescribing. The audit form has been changed
for next year to record all documentation of prescribing within 24hrs.

•

The importance of this has been cascaded through all staff routes, so that
the nurse who may call an out-of-hours duty doctor is aware of the need to
document if a medication is prescribed and the Doctor cannot access the
patients notes.

7

Sharps Safety

During 2016-17, we have noted a decrease in the number of sharps injuries
reported in the Trust (2015-16 n20 reported, 2016-17 n10 reported). The IPCT
team continues to monitor trends via DATIX and share themes with the Infection
Prevention Link Nurses and the IPCT committee.
In most cases the sharps injuries sustained by our clinical staff were as a direct
result of accidental practice rather than non-compliance with sharps safety
standards. The IPCT team continues to reinforce the importance of sharps safety

through mandatory training and where appropriate through the infection prevention
environmental audits.
During 2016-17, the IPCT Team has continued the work commenced in 2012-13
to implement the recommendations from the EU Directive 2010/32/EU “Prevention
from sharps injuries in the hospital and healthcare sector” which came into UK
legislation in May 2013. The Directive highlighted the importance of sharps risk
assessments and the use of safer needle devices.
Safer needle devices have now been procured and continue to be reviewed by the
Physical Health Care Committee and the Medicines Management Team.
In 2016/17, the Infection Control Team have sourced a two-inch needle with a
built in safety device. All other non -safety devices have been masked on NHS
supplies out by procurement.
8

Policies and Procedures

All former GMW IPCT policies have been / are being reviewed as part of the Trust
wide policy alignment process for GMMH.
9
•
•
•

Recommendations
Continue with policy harmonisation
Review IPC practices in light of the new organisation
Embed internal assurance framework for environmental audits.
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1.0

Executive Summary

This report summarises the work completed by the Infection Prevention and Control (IPC)
Team. It was a requirement of Winning Ways (2003) that the Director of Infection Prevention
and Control produces and publishes an annual report. This provides assurance that the Trust
is compliant with the Health and Social Care Act 2008 – Code of Practice on the Prevention
and Control of Infections and related guidance (updated in 2015). It is also written in order to
reflect and learn, and to ensure the recommendations from last year have been put into place.
The recommendations were written into a service plan which reflects the Trust business plan.
The Health and Social Care Act is the framework which informs our practice so that no person
is harmed by a preventable infection.
The Trust has declared compliance with The Health and Social Care Act and the ten criteria
outlined in the following table. The Act was reviewed and updated in 2015 with some
alterations to the ten criteria, and this has been factored into the workplan and delivery of the
IPC service during the year. Compliance is monitored via an IPC assurance framework at the
Infection Prevention and Control Committee which reports to the Quality Board.
The Trust puts infection prevention and basic hygiene at the heart of good management and
clinical practice, and is committed to ensuring that appropriate resources are allocated for
effective protection of patients, relatives/carers, staff, contractors and visiting members of the
public. In this regard, emphasis is given to the prevention of healthcare associated infection
and the sustained improvement of cleanliness within Trust premises and services.
The revised criteria forming the basis of the Health and Social Care Act (2008 – updated 2015)
are outlined below:
Compliance
criterion

What the registered provider will need to demonstrate

1

Systems to manage and monitor the prevention and control of
infection. These systems use risk assessments and consider how
susceptible service users are and any risks that their environment
and other users may pose to them.

2

Provide and maintain a clean and appropriate environment in
managed premises that facilitates the prevention and control of
infections.

3

Ensure appropriate antimicrobial use to optimise patient
outcomes and to reduce the risk of adverse events and
antimicrobial resistance.

4

Provide suitable accurate information on infections to service
users, their visitors and any person concerned with providing
further support or nursing/ medical care in a timely fashion.

5

Ensure prompt identification of people who have or are at risk
of developing an infection so that they receive timely and
appropriate treatment to reduce the risk of transmitting infection
to other people.

3

2.0

6

Systems to ensure that all care workers (including contractors
and volunteers) are aware of and discharge their responsibilities
in the process of preventing and controlling infection.

7

Provide or secure adequate isolation facilities.

8

Secure adequate access to laboratory support as appropriate.

9

Have and adhere to policies, designed for the individual’s care and
provider organisations, that will help to prevent and control
infections.

10

Providers have a system in place to manage the occupational
health needs and obligations of staff in relation to infection.

IPC governance arrangements

2.1 The Trust has a designated Director of Infection Prevention and Control (DIPC), this role
has been assigned to the Chief Nurse in accordance with the Health & Social Care Act 2008
(Sections 1.1 & 1.13). The Chief Nurse/DIPC has management responsibility for the IPC team
and associated links working across the organisation.
2.2 The DIPC chairs the quarterly IP&C Committee, and is responsible for ensuring the
implementation of the Health Care Associated Infections Assurance Framework (HCAI) and
that associated work plans are developed, implemented, and reviewed at the required
intervals. The IPC Lead Nurse is responsible for providing the DIPC with an annual report for
the Trust board of Directors confirming IP&C assurance, and IP&C activity undertaken across
the Trust.
The IPCC meet quarterly and maintain corporate responsibility for all IPC practices, risk
management, training and monitoring implementation of the Annual IPC plan. The IPC team
also contributes and provides updates and information to the following committees:
•
•
•
•
•
•
•
•

Performance and Quality Board
Health and Safety
Integrated Risk Management and Clinical Governance Committee
Medicines Management
Matrons and Ward Manager Meetings
HMP Manchester Health Protection Committee
Medical Devices Committee
Estates Meetings

2.3 The Deputy Chief Nurse/Deputy DIPC is responsible for the day-to-day leadership,
management, and delivery of the IP&C agenda and leads on the completion of the annual
IP&C audit. This process is supported by the IPC Team, consisting of the Lead Nurse and an
IPC specialist nurse, who have specific roles in providing training, conducting audits, and
providing IP&C advice. The DIPC and Deputy DIPC provide additional IP&C cover when
required. The IPC team is supported by a network of IPC link workers across inpatient and
community sites.
2.4 The IPC Team - having been permanently reduced this year, has focused attention on:

4

•

Supporting IPC link workers with a monthly programme of auditing and reporting on:
o Environmental cleanliness
o Mattress audits
o Fridges and temperature monitoring
o Clinical stock expiry dates
o HTM 01 05 dental (HMP Manchester)
o Sharp safety and practice
o Hand hygiene compliance

•
•
•
•

Environmental/cleaning inspections,
Coordinating and delivering the influenza vaccination campaign,
Monitoring the International situation around Ebola, MERS, Zika Virus,
Assisting with cleaning inspections and PLACE visits.

During this time, the team has continued to:
• Respond to IPC queries,
• Managing outbreaks
• Delivering education/training sessions;
• ANTT training (Aseptic Non Touch Technique)
• Sharps audit and awareness;
• Surveillance and reporting
• Support teams across inpatient and community services (including HMP Manchester
and HMP Buckley Hall).
Given the reduction team in team numbers, there has been some scaling back of services,
particularly in relation to the annual Infection Prevention and Control audits for inpatient areas.
To mitigate any risk, all inpatient areas have continued to be audited monthly by the link
workers, which has included environmental, sharps and hand hygiene audits. Results and
action plans are reported to the IPC Team and IPC committee. Ad-hoc cleaning inspections
have continued on inpatient and community sites to ensure that any actions required have
been completed.
The Team has continued to lead the weekly environmental inspections, and aim to resume
the additional audits, with a particular focus on clinical practice and clinic rooms over the
coming year. There are plans to align the IPC audit plan within the new Organisational
structure, to ensure that all areas of the new Trust receive IPC support around audits and
action plans.
The team will work within the new Organisational IPC structure to manage the co-ordination
of the annual flu campaign delivering flu vaccinations for Trust staff.
2.5 The acute trusts, Pennine Acute Trust and University Hospital of South Manchester
continue to provide microbiology advice and support and out of hours IPC advice under the
current Service Level Agreement.
2.6 The pharmacy team work closely with the IPC team to provide information and audit data
around antimicrobial stewardship, including regular audit and reports of practice measured
against the Trusts antimicrobial guidelines.

5

3.0

Healthcare Associated Infections (HCAI) Framework

3.1 The HCAI Assurance Framework was implemented across the North West in October
2009 by NHS North West. This is updated and reported quarterly for the IPC Committee
meetings reported to the local public health team.
3.2 The Trust remains compliant with the requirements of the HCAI framework and continues
to develop and improve practice standards.

4.0

Emergency Planning

4.1 The IP&C team continues to support and promote the annual Influenza vaccination
programme working closely with Pharmacy and HR departments. During the 2016/17 flu
season (October- February), all service users identified within the high risk groups for
influenza (as per National guidance) were offered vaccination at ward level and their uptake
of this documented in Amigos records.
4.2 In order to increase the uptake of staff seasonal flu vaccination, the IP&C team repeated
the initiative commenced during 2013-14 whereby identified flu fighters - nurses across the
Trust provided staff vaccinations locally using a Patient Group Directive.
4.3 The IP&C team repeated the flu training provided during 2016-17 and ran parallel
programmes, a refresher for existing flu fighters and a full course for new flu fighters.
4.4 The Trust continued to provide a robust vaccination programme that included multiple
clinics at locations across the City and provision of flu clinics at mandatory training and local
induction sessions throughout the campaign period. Training and support for peer vaccinators
was provided, in addition to a communications strategy that aimed to dispel common myths
regarding the vaccine and efficacy.
4.5 The Trust’s overall percentage of seasonal flu vaccination uptake increased by 3% from
45% uptake in 2015-16 to 48% uptake in 2016-17.
Nationally it was recognised that the media coverage that detailed the reduced efficacy of the
previous year’s vaccine had negatively affected the 2016-17 uptake. Trust results have
mirrored this years reported National figures.
BASELINE

JABBED

%

1. Medics

50

28

56

2. Qualified Nursing

456

246

54

3. Other Professionals/
therapists, SW’s etc

245

111

45

4. Support Clinical

516

214

41

1267

599

48

6

5. Admin (ineligible)

BASELINE

JABBED

379

180

%
48

Inpatient wards have performed significantly better with an average across the wards of
71%.
Ward Breakdown

Nat Av

Trust Av

Mulberry
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Redwood

Maple

Elm

Bronte

Poplar

Laurel

100
90
80
70
60
50
40
30
20
10
0

Ward Average (inpatients)

5.0

Reportable Infections

5.1 MRSA
There have been no major incidences at the Trust related to MRSA throughout the year.
Operational guidance for MRSA screening in mental health trusts, issued by the Department
of Health in December 2008 has been fully implemented since 2010.
The trusts MRSA guidance recommends that only certain categories of patients are screened
as per the national recommendations, which has now ruled out routine blanket screening for
all admissions. Following the reviewed guidance around MRSA screening (PHE Toolkit), the
Trust screens patients who fall into a high risk category – previous history of MRSA, recent
acute admission, indwelling devices or wounds.
Where patients have been identified as being colonised* - each of these patients have been
nursed in single rooms with all IPC standard precautions in place, and decolonisation
treatment administered as prescribed.
5.2 Clostridium difficile
There has been one case of Clostridium difficile infection during this reporting period, identified
in a prisoner from HMP Manchester who was tested at Pennine Acute Hospital and found to
be positive. A full root cause analysis was carried out and identified no lapses in care. The
new organization has updated the Clostridium difficile RCA tool to ensure it remains in line
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with the latest guidance and evidence base. This is available to all members of staff across
the Trust.
The Trust have had two patients who have been identified as being colonised* with Clostridium
difficile (toxin negative) and who remained low risk as no infection** was detected. All
necessary IPC precautions were instigated and no transmission was reported.
The Trust has an antibiotic and antimicrobial stewardship policy, and the medicines
management team carry out audits around prescribing compliance.

5.3

CPE (Carbapenamase Producing Enterobacteriaciae)

The CPE policy was completed following the release of the Public Health England guidance
for mental health and community providers in April 2015. Patient and staff information leaflets
are available, and the IPC Team provides advice and support if patients with CPE
colonisation* are admitted as inpatients. This year the Trust has had two patients admitted
following transfer from our acute partners, who actively screen for CPE.
Patients identified via screening, were placed in a single en suite room with all standard IPC
precautions instigated. We do not re-screen patients, but take all necessary precautions to
ensure that risk of spread is minimised. No CPE patients became symptomatic during their
inpatient stay and risk to patients and staff was categorised as low.
In both cases, the Trust was able to demonstrate that appropriate safety precautions and IPC
measures were in place during the length of stay for each patient, and included:
• Single en-suite room/isolated bath room in each case
• Full IPC precautions instigated including daily chlor cleaning
• Increased physical health monitoring to identify if patient condition deteriorating or
becoming symptomatic
• Strict adherence to waste and laundry management procedures
• Deep clean of each room following patient discharge
There is currently no central reporting mechanism for CPE infections, and we are required to
report CPE infection** by exception, as we do for MRSA and Clostridium difficile.
In the unlikely event that we have patients admitted with a CPE infection, a full risk assessment
would be carried out to decide the best course of treatment and the most appropriate place
for the patient to be nursed.
Colonisation* - The presence of micro-organisms living harmlessly on the skin or within the bowel and causing no
signs or symptoms of infection
Infection** - The presence of micro-organisms in the body causing adverse signs or symptoms possibly requiring
treatments or interventions

5.4 Norovirus
During 2016/17, there was one confirmed outbreak of Norovirus within the organisation on
Mulberry Ward, Park House. Norovirus testing was completed on the samples received and
was confirmed by virology laboratory testing. The ward remained closed for a period of 7 days
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but no bed days were lost. The outbreak was reported to Public Health England for
surveillance monitoring.
Throughout the year, there have been isolated cases of service users with symptoms of D&V
however, these have not been recorded as outbreaks as they were successfully managed
through isolation and no causative organism or transmission link was established.
Isolation during outbreaks of infection for patients in mental health setting can be challenging,
given the nature of detention, agreed leave and patients mixing on wards and in shared
recreational areas. Single rooms are available at the Laureate House site, however, fewer
are available at Park House, where there are a number of four bed dormitories.

5.5

Management of Outbreaks

All cases of infection requiring isolation are risk assessed on a case by case basis, and it has
been agreed that given the Trust low infection rates, there are adequate en suite facilities
available on each site to ensure that patients can be nursed in isolation if required.
Lessons learned from outbreaks in previous years and enhanced teaching around outbreak
management have meant that all staff are far more responsive in dealing with cases of
unexplained diarrhoea and vomiting in their area and ensure that;
•
•
•
•
•
•
•
•
•

Where possible, patients are isolated or co-horted in one area
The movement of patients is restricted where possible
Staff collate and report information in relation to patients symptoms more readily
The Bristol stool chart is used to facilitate accurate, robust reporting/monitoring
Specimens are collected where possible to aid rapid detection of infective causes
Concentration on increased frequencies of cleaning
Domestic staff instigate the use of Chlorclean at the onset of any suspected outbreak
Daily reporting to relevant services/parties to keep Trust informed of developments.
Any patient identified as being colonised with CPE monitored for symptoms as risk is
greatly increased if symptomatic, and additional measures would be required to mitigate
risk of spread

The above actions/interventions have had a positive impact on the effective management and
control of one confirmed Norovirus outbreak and other potential D&V outbreaks throughout
the year, and disruption to inpatient services has been minimised.
6.0

Mandatory Training

The Trust utilises an E-Learning programme for staff to cover core subjects around mandatory
training, which includes Infection Prevention and Control. The Team continue to deliver face
to face induction training for new staff and additional face to face training sessions for clinical
staff that are unable to access E-Learning.
This year has seen mandatory training figures improve for admin and clerical staff, with an
increase of 8% on last year’s figure, from 89% to 97%. We have however seen a slight
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WHOLE TRUST
COMPLIANCE

decrease for clinical staff, down 3% from 81% to 79%. We have had some issues around
access to the e-learning hub and have delivered additional face to face sessions to address
some of these issues.
Admin/Clerical
staff

Clinical front
line staff

2015/2016

89%

81%

2016/2017

97%

79%

Increase/ decrease on
previous year

+8%

-3%

The Team will continue to work with Learning and Development to deliver additional ad-hoc
training sessions and ANTT training to further improve compliance rates across the Trust.
In addition to Trust mandatory training requirements, the team also delivers immunisation
training for flu fighters, and to prison staff around Hepatitis, Meningitis C, shingles and other
adult immunisations as per the Green Book guidance.
Work is in progress to align the e-learning and face to face training provided by the IPC team
within the new organisation to ensure that training is relevant to all staff across the new
organisation.
7.0

Aseptic Non Touch Technique (ANTT)

ANTT is a theoretical/clinical framework for aseptic technique for all clinical procedures. It is
the standard aseptic technique in the NHS (Rowley & Clare 2009) and is also used
internationally. It is recognised as a best practice example by Epic 2 (Pratt et al 2007) and is
a requirement for all NHS Trusts as part of the Health and Social Care Act 2008.
A training programme has been developed utilising materials purchased from the ANTT
organization to support the implementation and this is available on the dedicated ANTT page
of the Trust intranet. The training consists of a short DVD and self-running power point
presentation or a face- face training session from an identified local assessor.
Inpatient wards/teams including HMP Manchester and HMP Buckley Hall now have staff
members who have been trained as ANTT assessors. The IPC team has continued to run adhoc full day drop in sessions for staff that have not yet had the opportunity to complete their
assessments and these are promoted via the Staff Intranet and Midday Mail.
Attendance at the drop in sessions has been sporadic, so over the coming year, ward/team
based training will be provided to increase the uptake of ANTT training, and to ensure that
more ward based ‘trainers’ will be available to cascade the training.
The plan for the coming year is to work with HR and IT to develop monitoring systems to
provide updated reports via IPCC on ANTT training compliance and staff training figures
across the new organisation.
8.0

Audit
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8.1

Audit of Sharp Safety, Hand Hygiene and Environment.

All in-patient wards, Treatment Suites, HMP Manchester and a number of community teams
who have a nominated link worker continue to audit on a monthly basis. Audits are carried out
by IPC link workers who have had additional training and attend meetings with the IPC team
for support. Each month the audit comprises of hand hygiene, the environment (including
clinical practice and clinical cleaning) and sharps safety/practice.
The results are submitted monthly to the IPC team, collated and presented at IPC Committee
each quarter. The data is recorded with average results over the reported twelve month
period:
Results from inpatient wards and treatment suites indicate that the average results over the
twelve month period for the audited areas have remained consistently high. Results over all
three areas have seen an average recorded between 91% and 96%.

98
97
96
95
94
93
92
91
90
89

Apr

May

June

July

Aug

Sept

Oct

Nov

Dec

Jan

Feb

Av %

Hand Hygiene
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Nov
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Environment
100
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Oct

Sharps

Results would have fallen well below 80% as a result of issues identified around HMP
Manchester results. Actions are being taken nationally and locally to address the
environmental cleaning issues provided following implementation of the new cleaning
contracts started nationally and at HMP Manchester in June 2015. Standards and scores
have been monitored separately for the prisons, and have consistently fallen below 70%.
8.2

Mattress Audits

In response to the Medicines and Healthcare products Regulatory Agency (MHRA) medical
device alert ‘MDA/2010/002’ issued in January 2010. Inpatient areas are expected to
continuously monitor mattress conditions, checking for wear and tear, and intentional damage
to mattresses, and ordering replacements as required.
Staff are expected to formally monitor mattresses by using the mattress management audit
forms on a six monthly basis. This is led by the IPC Link Nurses and involves each mattress
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in an inpatient area being individually inspected for signs of wear and damage. The results of
these inspections are monitored locally and reported via the IPC Committee meetings.
Mattresses are continually inspected and replaced as necessary throughout the year, if
damage or wear and tear render them inappropriate for use.
8.3

Ward Inspections

As part of the cleaning contract arrangements G4S (North site) and Sodexo (South and
Central sites) domestic services are managed by our acute partners who inspect the
performance of cleaning services against key performance indicators and these are reported
directly to the IPC Team. On the North site G4S monitoring inspections take place during the
IPC weekly monitoring visits. Sodexo forward their performance results at the end of each
month.
Cleaning schedules are publicly displayed in all clinical areas and processes are in place to
report and escalate cleaning problems, which includes log books for cleaning staff to record
the completion of tasks and log issues around admission to rooms/areas and to record
additional or amended requirements.
The IPC Team works with the acute Trust monitoring teams, G4S, Sodexo, estates team and
matrons to ensure cleaning standards were met across the Trust. This is done by way of
cleaning inspections on a six weekly cycle, at North and a four weekly cycle at South. Full
cleaning inspection reports are completed during these visits with the cleaning monitoring
managers from the corresponding acute sites. Additional ad-hoc visits by the IPC team and
matrons are carried out on both sites. Staff are encouraged to report and escalate poor
cleaning performance via the appropriate helpdesk.
The outcome of these visits and the associated cleaning monitoring scores are reported via
the IPC Committee and shared with ward managers and matrons to ensure that any issues
are addressed following the visits.
The team continue to monitor cleaning provision and performance and will continue to report
issues through the appropriate channels, and IPC committee.
9.0

Patient Led Assessment of the Care Environment (PLACE)

The Department of Health (DH) introduced a new assessment process to replace the Patient
Environment Action Team (PEAT). This is known as the Patient Led Assessment of Care
Environments (PLACE). Formal assessments were introduced in May 2013.
The IPC team assist with the implementation of the Trust PLACE inspections. These took
place at Anson Road and on both the South and North sites in April and July respectively and
results around cleanliness were excellent.
For Cleanliness, the Trust scored an average of 99.62%, higher than the National average of
98.11%, and for condition, appearance and maintenance the Trust score of 96.72% was
higher than the National average of 93.4%.
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A significant change from PEAT is that at least 50% of the team must now be patient assessors
and in addition to the overall PLACE assessment the patient representatives have their own
assessment form to complete providing their overall views on the Trust, and any
improvements they would like to see.
PLACE will continue to be managed and organised by the Matron and Estates teams for future
inspections, with input and support from the PALs and IPC Team as required.

10.0

Sharp Safety

During 2015-16 we have continued to see an increase in the number of sharps related injuries
reported across the Trust. The IP&C team continues to monitor trends via DATIX and share
themes with the Infection Prevention Link Nurses and the IP&C committee.

14

In most cases the sharps injuries sustained by our clinical staff were as a direct result of
accidental practice rather than noncompliance with sharps safety standards, some of these
reported during patient restraint procedures. The IP&C team continues to reinforce the
importance of sharps safety through mandatory training and where appropriate through the
infection prevention environmental audits.
During 2016-17 the IP&C Team has continued the work commenced in 2012-13 to implement
the recommendations from the EU Directive 2010/32/EU “Prevention from sharps injuries in
the hospital and healthcare sector” which came into UK legislation in May 2013. The Directive
highlighted the importance of sharps risk assessments and the use of safer needle devices.
Safer needle devices have now been procured and continue to be reviewed by the IPC and
H&S teams. Safer blood sugar testing lancets and needles are in use, and venepuncture
barrels/needles are in also now in use.
Procurement have been notified, and non-compliant needles removed from the approved
ordering list. New order codes have been distributed to staff, and it should be noted that
Risperdal Consta is already compliant as it has a safety device fitted to the needle.
11.0
11.1

Surveillance and Contacts
Recorded IPC Interventions

The IPC team have increased use of Datix reporting enabling the team to capture interventions
and actions taken where there have been IPC issues ranging from IPC advice, outbreak
management, ward closures, infections and environmental issues.
The surveillance table below outlines a sample of some of the infections and IPC issues and
risks that have been reported and dealt with by the IPC Team over the last twelve months (this
includes some of the issues that have been reported via Datix and data collected during
routine site visits, surveillance and audit).
The data includes sharps/inoculation incidents, and reports of violence where there have been
scratches or bites inflicted. This enables the Team to follow up incidents to ensure that
processes have been followed, and that staff are receiving the support and treatment
necessary following sharps/inoculation injuries.
11.2

Surveillance

The IPC Team carry out ad-hoc routine surveillance, during the year to provide a point
prevalence picture of infections and IPC issues experienced by wards/teams. This snapshot
view of infections, clinical interventions and IPC issues provides vital information to the Team,
particularly around service planning and delivery, providing support and interventions where
required.
IPC issues, particularly listed as unspecified infections and risks includes a variety of
issues, some of which are identified in the following table:
Outbreaks, D&V, MRSA

Cleaning Standards

Medicines
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•

Norovirus/D&V outbreaks
including ward closure

•

Cleaning standards &
Environmental issues

•

D&/orV reports/follow up

•

•

MRSA colonisation reported

Broken/damaged cleaning
equipment (washing
machines/dish
washers/sluice master

•

Sharps practice and safety

•

Inoculation Injuries includes
bites/scratches

•

•

Indwelling Devices
•

Catheters (supra-pubic
and urethral)

•

Urinary Tract Infection’s
(inc Ecoli and ESBL’s)

Scabies

•

Infected Wounds (including
MRSA & Group A Strep)

cockroaches (patients
home)

•

HIV

•

Hepatitis

•

CPE (Carbapenamase
Producing
Entrobactereciae)

•

Tuberculosis (TB)

•

Pneumonia

•

Shingles

Head lice

Pest infestations
(mice/rats/pigeons)

•

Blocked drains

•

Sewage leaks

•

Problems
with
water/bathrooms

Hand Hygiene

Out of date items

Chest infections

Estates Risks/Waste

Transportation and use of •
sharps

•

•

Pests/Infestations:
Infected wounds (self-harm
wounds, chronic wounds/ •
diabetic leg ulcers, burns,
pressure sores etc)
•

Storage, temp monitoring

Unspecified
Infections/Risks:

Sharps/Wounds
•

•

running

•

Non adherence to policy

•

•

Inappropriate
waste

Products not suitable
due to skin problems

•

Non collection of waste

Access to products

•

Inappropriate use of waste •
holds

•

disposal

of •
•

Impetigo/Acne
Oral/Tooth abscess/
infections & ear infections
Gangrene

Throughout the year, the team carry out site visits, and encourage staff to report infections via
the Datix system, enabling the Team to maintain a database of advice, interventions and
patient follow up. Advice and interventions for specific patients is recorded in Amigos patient
records and on the surveillance/contact spread sheet.
12.0

Policies and Procedures

All IPC Policies can be found on the Trust intranet site. Policies are distributed for comments
and approved by the Trust IPC Committee, and ratified by the Governance Committee.
The Team will continue to monitor, review and update policies and procedures in line with
specified review dates and updated guidance.
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The team are already working with staff from the new organisation to adapt and align policies
which will meet the needs of all staff working across the new organisation.
There have been updates to a number of policies that were due to be reviewed in 2016/17.
They have included:
•
•
•
•
13.0

MRSA policy – reflecting updated guidance on universal screening and minor
updates to reflect IPC roles/contact information
ANTT policy – minor updates to reflect IPC roles/contact information
Pets on Wards – minor updates to reflect IPC roles/contact information
CPE policy – minor updates to reflect IPC roles/contact information
Recommendations

Trust changes and staffing pressures have continued during 2015/16 and have required the
IPC Team to be innovative in our ability to respond to demands and associated challenges.
The Team will continue to provide a high quality service in line with the new Trust’s
responsibilities against the Health and Social Care Act 2008, ensuring that we are meeting all
statutory requirements in relation to infection prevention and control.
The Trust Board are asked to note and review the IP&C activity within the Trust during 201617, taking account of the new organization, and how the IP&C activity will be continued
across the new organization throughout 2017-18.
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Complaints Annual Report 2016 – 2017
*Note
This report is based on activity in both the former Greater Manchester West NHS Foundation Trust, which
ceased to exist on 1st January 2017; and Greater Manchester Mental Health NHS Foundation Trust, which
came into existence on 1st January 2017.
1.

Background

NHS England Statutory Instrument 309 requires responsible bodies to prepare annual reports on complaints
that are to include numbers, subject matter and outcomes. The Trust Customer Care Policy designates
Quality Governance Committee as the responsible committee for the complaints report. In January 2017
Greater Manchester West Mental Health NHS Foundation Trust acquired Manchester Mental Health NHS
Trust and formed a new NHS organisation, Greater Manchester Mental Health NHS Foundation Trust. This
report summarises complaints and compliments activity across services formerly provided by Greater
Manchester West Mental Health Trust and includes an appendix report for services formerly provided by
Manchester Mental Health NHS Trust from April 2016 to March 2017. The report includes comparison data
from 2012 / 13 to 20 15 / 16.
2.

Customer care data analysis

2.1

All complaints received by level and service

Bolton
Salford
Trafford
AFS
Substance
Misuse Services
Other Specialist
Services
Totals:
Percentage

Level 1
0
2
0
1

Level 2 Level 3 Level 4
45
19
4
49
20
10
36
10
2
50
13
5

Level 5
1
2
0
0

Total
Percentage
69
20%
83
25%
48
14%
69
20%

11

21

4

2

0

38

11%

1
15
4%

15
216
64%

9
75
22%

5
28
8%

0
3
0.9%

30
337
100.0%

9%
100%

For the purpose of this report, due to the small numbers of complaints, Child & Adolescent Mental Health,
Criminal Justice Services, Community Psychological Therapy Services, Mental Health & Deafness and
Recovery First will be referred to as Other Specialist Services.
Levels are determined as:
Level 1, minor impact: Minor inconvenience
Level 2, low impact: Inconvenience and some distress
Level 3, moderate impact: Distress caused
Level 4, major impact: Distress and harm
Level 5, serious and adverse impact: Major harm and / or loss

1

2

2.2

Total complaints 2012/17

•
2.3

The total number of complaints received increased by 14% in 2016/17.
Complaints received comparison data 2012/17

•
•
•
•

The number of level 2 complaints increased by 11% in 2016/17
The number of level 3 complaints increased by 23% in 2016/17
The number of level 4 & 5 complaints increased by 72% in 2016/17
The number of level 1 complaints decreased by 35% in 2016/17

This suggests an increase in seriousness of complaints when they are initially assessed.
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2.4

Number of complaints received by each service

2.5

Complaints received by each service comparison data 2012/17

•
•

2.6

The largest percentage increase in complaints in 2016/17 was 49% in AFS
The largest percentage decrease in complaints in 2016/17 was 23% in Other Specialist Services

Number of complaints per 10,000 recorded service user / carer contacts

4

Other Specialist Services have a significantly higher proportion of complaints per 10,000 contacts, however
23,790 contacts were logged in Other Specialist Services compared to over 100,000 in each of the other
Directorates.
2.7

Complaints per 10,000 recorded service user/carer contacts comparison data 2012/17

•
•
•
•
•
•

Bolton increased by 67% to 5 per 10,000 recorded contacts. Bolton still received proportionately
fewer complaints than Salford and more than Trafford.
Salford complaints decreased by 10.5% to 5.1 per 10,000 recorded contacts which was
proportionately more than Bolton and Trafford.
Trafford complaints increased by 37.5% to 4.4 per 10,000 recorded contacts, Trafford received
proportionately fewer complaints than Bolton and Salford.
Adult Forensic Service complaints increased by 48.8% to 6.4 per 10,000 recorded contacts.
Substance Misuse complaints measured against number of service user contacts decreased 22%
Other Specialist Services complaints increased by 50% to 12.6 per 10,000 recorded contacts.
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3.

Subjects and Themes

3.1

Top five subjects recorded against all complaints received

Care
Attitude of Staff
Communication
Medication
Mental Health Act
All other subjects
Total

Bolton
Salford
Trafford
30
44
17
25
25
8
18
28
20
5
8
5
8
5
2
27
43
23
113
153
75

3.2

Top five complaints’ subjects

3.3

Top three complaints subjects 2012/17
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Substance
Adult
Misuse
Other
Forensic Services
Specialist Total
15
13
16
135
20
11
11
100
16
9
7
98
10
5
2
35
18
0
1
34
26
9
23
151
105
47
60
553

4.

Outcomes of complaints

4.1

Outcomes of closed complaints

Complaint not upheld
Complaint partially upheld
Complaint upheld
Withdrawn
Totals:

103
110
64
48
325

4.2

Percentage per outcome of closed complaints

4.3

Outcomes of closed complaints by service
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4.4

Proportion of upheld complaints per 10,000 recorded service user / carer contacts

4.5

Outcomes of closed complaints between 2012 and 2017

5.

Complaint administration

5.1

Proportion of complaints responded to within agreed time scales

Level 2
Level 3
Level 4
Level 5
Total

Responses inside
agreed timescales

81%
78%
67%
100%
80%

Responses outside agreed
timescales
19%
22%
33%
0%
20%

Timescales are confirmed with complainants when complaints are acknowledged. If a complaint response is
delayed, further communication will seek to agree an amended timescale.

5.2

Proportion of complaints responded to within performance management targets
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Level 2
Level 3
Level 4
Level 5
Total
6.

(1 month)
(2 month)
(3month)
(3 month)

Responses in target
Responses outside target
timescales
timescales
71%
29%
69%
31%
48%
52%
100%
0%
69%
31%

Service improvements arising out of complaints

Whenever a complaint is upheld or partially upheld an action plan is developed in respect of each upheld
aspect of the complaint setting out the service improvements necessary to ensuring that the identified
problems to not recur. 199 actions resulting from upheld complaints were logged on DATIX in 2016/17.
Progress against the action plans is monitored by the Customer Care Team.
7.

Complaints referred to the Parliamentary and Health Service Ombudsman

The Trust has been formally informed of nine complaints which have been considered by the Parliamentary
and Health Service Ombudsman (PHSO) in 2016/17.
Seven complaints investigations by the PHSO were concluded in 2016/17. One complaint was upheld but no
injustice and no recommendations were made. One complaint was partially upheld and led to one
recommendation which has been implemented. Five complaints were not upheld.
8.

Compliments

8.1

Compliments recorded per service

9

8.2

Compliments recorded per service over financial years 2012/17

8.3

Number of compliments per 10,000 recorded service user / carer contacts

8.4

Number of compliments per 10,000 recorded service user contacts comparison data 2012/17
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8.5

Top five compliment subjects

8.6

Top five compliment subjects over 2012/17

Compliments about attitude of staff have increased 328% from 2013 to 2017
9.

Recommendations for 2017 / 18

GMMH now has a combined Customer Care team which will continue to develop one service for the new
organisation. Priorities include:
•
•
•
•
•

Reconfiguration of Customer Care to manage increase in complaints since acquisition of
Manchester services
Dedvelopment of Outreach function which replaces the former Patient Advisory and Liaison (PALS)
service which operated in Manchester
Roll out of Customer Care Policy across GMMH and the provision of local training associated with
this
Standardisation of communication
Improve the quality of administration through the Customer Care Team quality assurance protocol.

Customer Care Team: May 2017
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Appendix 1

Manchester Services Complaints Annual Report 1 April 2016 – 31 March 2017
2.

Background

This annual report covers complaints handling, contacts with the Patient Advice and Liaison
Service (PALS) and compliments during the period 1st April 2016 – 31st March 2017 for the
services in Manchester and includes comparison data from 2012/13 to 2015/16.
2.

Complaints received

During 1st April 2016– 31 March 2017 the Trust received 175 complaints from service users,
relatives and advocates that were fully investigated under the Complaints Regulations. In addition,
19 complaints were received and withdrawn. The withdrawn complaints are not included in this
report.
2.1

Number of complaints received by grade and service

Manchester

Level 1
Local
concerns
221

Level
Level
3
4
Yellow Amber
51
120
4

Level 2
Green

Level 5
Red
0

Total
396

NB: Level 1 local concerns were received and resolved by PALS and front line staff and did not fall
within the Complaints Regulations 2009. Levels 2 – 5 were formal complaints received and
investigated under the Complaints Regulations 2009.
2.2

Total number of Formal complaints received and investigated by year 1/4/2012 –
31/3/2017

In comparison to 2015/16 the number of complaints received by Manchester services decreased
by 8% in 2016/17.
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3.

Subjects and Themes

The above chart breaks down the formal complaints received by subject area. The top subject
areas for 2016/17 with complaints greater than nine are shown in the following chart. This
compares with the top themes in 2015/16 which were staffing issues, medication, communication,
discharge and assessment.

4.
4.1

Outcomes of complaints
Outcomes of complaints closed 1/4/2016 – 31/3/2017

Complaint not upheld
Complaint partially upheld
Complaint upheld
Withdrawn
Totals:

4.2

67
80
19
24
190

Outcomes of complaints closed 2016/17
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;
5.

Complaint administration - Proportion of complaints responded to within agreed
time scales

All complaints received during this period were acknowledged within the statutory timescale. In
respect of the NHS Manchester contract requirements for complaints, 100% of the deadlines
negotiated with complainants were met
6.

Service improvements arising out of complaints

Whenever a complaint is upheld or partially upheld the Complaints Manager uses an action tracker
system to record and monitor completion of actions taken as a result of the complaint. 62 actions
resulting from upheld/partially upheld complaints were logged onto the action tracker in 2016/17.
7.

Complaints referred to the Parliamentary and Health Service Ombudsman and Local
Government Ombudsman

Manchester was formally informed of four complaints for consideration by the Parliamentary and
Health Service Ombudsman (PHSO) in 2016/17. In addition, the Local Government Ombudsman
(LGO) considered two complaints. Of the PHSO complaints two were not upheld and two remain
under consideration. In respect of the LGO one complaint was not upheld and one remains under
consideration.
8.

Compliments

Manchester services recorded 246 compliments from service users and carers for the period
2016/17. The table below compares the number of compliments recorded for the periods from
2012 to 2017.
2012/13
403

9.

2013/14
450

2014/15
415

2015/16
292

2016/17
246

PALS Enquiries

The PALS service continued to resolve concerns raised by service users and carers at community
meetings, on the wards, and from the community. During this period the service provided advice,
information and signposting services, leaflet checks, inspections and monitoring, supporting
PLACE visits, 15 step challenge, in addition to supporting the Complaints team. PALs enquiries
for the periods 2012 through to 2017 are shown in the following table. The decrease in contacts
for the period 2014 to 2017 reflects the amount of cover PALS had to provide due to vacancies
on the Complaints team.

14

2012/13
1646

2013/14
1692

2014/15
1253

Complaints team
Manchester
16 May 2017

15

2015/16
1384

2016/17
1348
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Complaints Annual Report
31 July 2017
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Gill Green, Director of Nursing and Governance
Tim McDougall, Associate Director of Nursing and Governance

EXECUTIVE SUMMARY:

NHS statutory instrument 309 requires responsible bodies to prepare annual
reports on complaints that are to include numbers, subject matter and outcomes.
This report is based on activity in both the former Greater Manchester West Mental
Health NHS Foundation Trust and the former Manchester Mental Health and Social
Care Trust which ceased to exist on 31st December 2017 and Greater Manchester
Mental Health NHS Foundation Trust came into existence on 1st January 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
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 Note

Description (as per BAF)

No

x

We are caring and compassionate
Showing empathy and understanding to all
Treating service users, their families and each other with kindness
Doing the little things that make a difference
Taking time to engage, support, listen and act
Putting ourselves in your shoes

WE SAY
How are you?
How can I help?
I’m here for you
Let’s have a cup of tea
What do you need from me?

SO PEOPLE FEEL
Supported
Understood
Safe

We value and respect
Seeing the individual in everyone
Valuing individuality and diversity
Respecting different people’s needs, aspirations and priorities
Being considerate and respecting each other
Challenging behaviour that does not fit with our values

WE SAY
You’re more than just your
mental health
What would work best for you?
Everyone’s different
(and that’s a good thing)
I keep my promises

SO PEOPLE FEEL
Recognised
Valued
Respected

We inspire hope
Having a positive outlook on the future ahead
Celebrating achievements, no matter how small
Staying resilient and optimistic
Enabling people to reach their full potential
Being a positive role model

WE SAY
Look how far you’ve come
Well done
Let’s give it a try
It’s within your reach
One step at a time

SO PEOPLE FEEL
Encouraged
Positive
Proud

We work together
Empowering service users to make informed choices
Working together to provide seamless services
Lending a hand to a colleague who needs it
Setting and maintaining high standards
Supporting each other to recognise our strengths

WE SAY
I’m here for you
My door is always open
We’re in it together
What do you think?

SO PEOPLE FEEL
Supported
Appreciated
Empowered

We are open and honest
Acting with integrity and honesty
Apologising if we are wrong or if we let you down
Continually learning to improve
Doing what we say we will do
Building a trusting relationship

WE SAY
I’m sorry
How can I make it right?
You can trust me
Tell me what I can do

SO PEOPLE FEEL
Trusted
Secure
Inspired
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Andrew Maloney, Director of HR and Corporate Affairs
Juliette Tait, Head of Organisation Development

EXECUTIVE SUMMARY:

The following report sets out the proposed new values for the Trust that have been
developed following an extensive consultation process involving staff, service users
and carers. In addition, the values are presented in the proposed new Trust
branding which has also been developed involving key stakeholders over recent
weeks. The brand is aimed at presenting a professional, consistent image of the
Trust and its services whilst enabling enough flexibility to allow our broad range of
services to differentiate themselves.

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
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

Description (as per BAF)

The Trust Board are asked to note the report.

Yes/No

x

Our Values
Trust Board
10th July 2017

Introduction
In order to ensure that the new Trust Values were developed collaboratively and influenced
purely by the feedback from people who access services and the workforce, a number of
workshops were held to engage staff regarding “What is Great Care?”. Themes were
generated from the information gathered at the workshops (140 people were involved) and a
further electronic survey was sent out to staff and service users (240 responses were received)
to get feedback regarding people’s thoughts and feelings about the themes that had been
presented.
From that feedback we were able to draft the Values and propose, subject to final Trust Board
ratification at the end of July, that these will be branded and launched in August.
In summary it is proposed that the Values will be (more detail is provided overleaf): •
•
•
•
•

We are Caring and Compassionate
We Inspire Hope
We are Open and Honest
We Work Together
We Value and Respect

Views on the final draft values have been sought throughout July, including our Council of
Governors on 10th July. Feedback has been supportive and positive.
Following ratification, the Values will be embedded into: •
•
•
•
•

Recruitment and Selection
Appraisal
Induction
Leadership Strategy
Organisational Development

Juliette Tait
Head of Organisational Development
20th July 17

We are Caring and Compassionate
•
•
•
•
•

Showing empathy and understanding to all
Treating service users, their families and each other with kindness.
Doing the little things that make a difference
Taking time to engage, support, listen and act
Putting ourselves in your shoes

We inspire hope
•
•
•
•
•

Having a positive outlook on the future ahead
Celebrating achievements, no matter how small
Staying resilient and optimistic
Enabling people to reach their full potential
Being a positive role model.

We are Open and Honest
•
•
•
•
•

Acting with integrity and honesty.
Apologising if we are wrong or if we let you down
Continually learning to improve.
Doing what we say we will do
Building a trusting relationship

We Work Together
•
•
•
•
•

Empowering service users to make informed choices
Working together to provide seamless services
Lending a hand to a colleague who needs it.
Setting and maintaining high standards.
Supporting each other to recognise our strengths.

We Value and Respect
•
•
•
•
•

Seeing the individual in everyone
Valuing individuality and diversity
Respecting different people’s needs, aspirations and priorities
Being considerate and respecting each other
Challenging behaviour that does not fit with our values
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Audit Committee:
•
•

Minutes of the Meeting held 22 May 2017 (ratified)
Committee Chair’s Report on the Meeting held 3 July 2017

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

31 July 2017
14.01 and 14.02
Andrea Knott, Non-Executive Director
Ismail Hafeji, Director of Finance and IM&T

EXECUTIVE SUMMARY:

The Board of Directors are asked to note the minutes of the Audit Committee
meeting held on 22 May 2017 and the Committee Chair’s Report on the meeting
held on 3 July 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
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 22ND MAY 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:
Rupert Nichols
Amanda Latham
Rob Fenton
Ruth Fairbrother
Kevin Lloyd
Neil McQueen
Ismail Hafeji
Janine Taylor
Adele McKie
Hassan Rohimum
Michael Green
Andrew Maloney
Kim Saville
Imelda Barrington

-

Chair
Director, KPMG
Assistant Manager, KPMG
Senior Audit Manager, MIAA
Assistant Director, MIAA
Anti-Fraud Specialist (MIAA)
Director of Finance and IM&T
Associate Director of Finance
Head of Financial Services
Executive Director, Ernst & Young LLP
Audit Manager, Ernst & Young LLP
Director of HR and Corporate Affairs
Company Secretary
PA to Chair & CEO (minutes)

No.
40/17

Item
Apologies for Absence

Action
Noted

Apologies for absence were received from:
• Bev Humphrey, Chief Executive
41/17

Minutes of the Previous Meeting held 28th April 2017

Approved

42/17

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

Noted

42/01/17 (10/17) Board Assurance Framework
It was noted that this would form part of the Board Development Programme on
26th June 2017.
47/02/17 (15/17) Non-Executive Director Visit to Finance Department
Ismail Hafeji, Director of Finance and IM&T advised that this visit would be
1

arranged when phase 2 of the corporate restructure was complete.
43/17

Declaration of Interest

Noted

There were no declarations of Interest
44/17

Annual Accounts 2016/17 (GMMH)

Noted

Ismail Hafeji presented the Audited Accounts to the Committee and reported
that the external audit of the accounts had concluded on 18th May 2017. On 15th
May, the Board of Directors approved the recommendations outlined on the
Annual Report and Accounts front sheet and agreed final sign off would be
provided by the Audit Committee on 22nd May 2017.
Janine Taylor, Associate Director of Finance advised that there had been no
material changes to the accounts but some minor presentation changes which
were due in the main to combining 9 months GMW and 3 Months GMMH.
Anthony Bell asked a question in relation to the valuation of assets and would a
valuation take place every year. Janine Taylor advised that as one had been
completed in February a desk top exercise would be completed annually with a
complete valuation taking place every 3-5 years.
IH advised the Committee that on 15th May 2017, the Board of Directors formally
approved the Annual Report which incorporated the changes agreed at the Audit
Committee and included the Annual Governance Statement, Statement of
Accounting Officer’s responsibilities and Remuneration Report.
The Committee noted the key changes made to the GMMH Annual Report
following the Board of Directors’ review on 15 May 2017.
The Board approved that draft Management Representation letter.
The Committee approved the Annual Accounts
45/17

Annual Report 2016/17 (GMMH)

Noted

Andrew Maloney presented the Annual Report previously reviewed by the Audit
Committee at its 28th April meeting. There had been no major amendments and
asked for any questions.
The Committee approved the Annual Report.
46/17

ISA260 Audit Highlights Memorandum 2016/17
Amanda Latham, Director, KPMG presented the ISA260 Audit Highlights
Memorandum 2016/17 explaining that there were two minor areas to note and
had given the accounts an unqualified opinion.
Anthony Bell, Non-Executive Director, asked if KPMG were happy with the
pension statements. Amanda Latham advised that a specialist in pensions was
brought in to undertake this work.
2

Note

With regard to the Quality Account Amanda advised that there was nothing to
bring to the Committee’s attention.
The Audit Committee noted the ISA260 Audit Highlights Memorandum
47/17

Management Representation Letter

Noted

Ismail Hafeji presented the Management Representation letter advising that the
Committee confirmed the Trust had undertaken a full valuation of its land and
buildings during 2016/17. The Trust communicated with the District Valuer
regarding the scope and timing of this valuation, which was completed by 31
March 2017. He confirmed that all revaluations and impairments relating to this
valuation had been recognised in the financial statements and included in the
Management Representation Letter.
The Committee noted the Management Representation Letter
The Committee noted the Quality Account Management Representation Letter.
48/17

MMHSCT – 9 Months Accounts to 21.12.16

Approved

Janine Taylor advised the Committee that the Annual Report and Accounts for
Manchester Mental Health and Social Care Trust had been prepared for the
period to 31st December 2016 and were being presented to the Committee for
approval as GMMH was the responsible successor body.
Hassan Rohimum, Ernst and Young, presented their report to the Committee
reporting that they had received an unqualified opinion. He noted that it was
appropriate that the accounts were prepared on a going concern basis and had
made a Section 30 report to the Secretary of State for Health regarding the
financial position of the Trust to the date of the acquisition, which had reported
a deficit position of £2.1m.
Tony Bell asked a question in relation to the breach of the break-even duty and
was advised that this was reported NHSI. GMMH and NHSI would discuss this as
the deficit as part of the merger process at the next review meeting.
The Committee Approved the Annual Accounts
49/17

Annual Report - MMHSCT

Approved

Andrew Maloney, Director HR and Corporate Affairs presented the Annual
Report for MMHSCT to the Committee advising that the report covered the
period 01.04.16 to 31.12.16 in accordance with the Department of Health Group
Accounting Manual.
The Board of Directors had reviewed the draft report at its meeting on 15th May
and asked the Audit Committee for final approval of the Annual Report.
Andrew Maloney advised of a number of changes to the report since the Board
of Directors meeting which were: 3

•
•
•
•

Financial duties– declaration of ‘no’ against the duty to break-even on
the basis of the year-end deficit
Inclusion of Statement of the Chief Executive’s Responsibilities as
Accountable Officer and Statement of Directors’ Responsibilities using
the standard wording provided by the DoH.
Inclusion of an explanation for the increase in the median pay multiple
Inclusion of staff costs as per the GAM requirement

Rupert Nichols thanked Adele and the Finance Team at MMHSCT for producing
the annual report.
The Committee approved the report.
50/17

ISA260 Long Form Audit Report MMHSCT

Noted

Hassan Rohimum presented the ISA20 Long Form Audit Report to the Committee
and advised that on 9th December Ernst and Young made a report to the
Secretary of State for Health regarding the cumulative deficit of the trust and
lack of a formal recovery plan. The referral included reference to the acquisition
by Greater Manchester West Mental Health NHS Foundation Trust.
The Committee noted the ISA Long Form Audit Report
51/17

Management Representation Letter - MMHSCT

Noted

Janine Taylor presented the Management Representation for MMHSCT to the
Committee.
The Committee noted the report.
52/17

Head of Audit Opinion

Noted

Ruth Fairbrother presented the Head of Audit Opinion to the Committee and
advising that the Trust had been given significant assurance. She advised that
the overall opinion covered the financial year 2016/17.
Pauleen Lane asked how the Board would receive assurance on the quality spot
checks audit as they had received limited assurance. Gill Green advised that this
would be taken through the Quality Governance Committee through the Quality
matters report. Rather than having more action plans learning events are
planned with both Specialist and District Services and also the ward managers
network which is attended by ward managers from across the Trust.
The Committee noted the Head of Audit Opinion
53/17

Anti Fraud Annual Report

Noted

Neil McQueen presented the report to the Committee and explained that This
annual report for 2016/17 covered the work undertaken by the AFS at Greater
Manchester West NHS Foundation Trust between April and December 2016 and
the work undertaken on behalf of Greater Manchester Mental Health NHS
Foundation Trust between January and March 2017.
4

During the financial year 2016/17 the AFS has completed a wide range of work
across the main key areas of activity as outlined by NHS Protect and agreed
within the workplan by the Audit Committee.
The plan had been delivered in full with no changes to the original plan agreed
with a number of fraud investigations undertaken.
One case had been carried over from the previous financial year and remains
open at year end with enquiries on-going. During the year, five fraud
investigations had been initiated. Three of those investigations had been closed
with no fraud proven. The remaining two referrals remain open investigations.
There had also been a number of referrals and investigations undertaken during
2016/17 at the former Manchester Mental Health Social Care Trust. Progress on
these investigations has been presented previously to the Audit Committee.
These on-going investigations will be reported on a consolidated basis to future
meetings of the GMMH Audit Committee.
Andrea Knott asked for further details of the investigations, Neil McQueen
confirmed he would be in touch outside of the meeting to discuss individual
cases.
Ismail Hafeji advised the Committee that there would be an inspection by NHS
Protect which was due to take place on 30th and 31st May advising that this was
the first time the Trust had been subject to such a review.
The Committee noted the Anti-Fraud Annual Report.
54/17

Losses and Special Payments/Bad Debts and Losses of Cash

Noted

Janine Taylor presented the report to the Committee explaining that a summary
rather than a detailed breakdown of the 502 cases of patient and security
damage have been presented to the Committee.
The Committee noted the Losses and Special Payments/Bad Debts and Losses of
Cash Report.
55/17

Internal Audit Recommendations Update

Noted

Ismail Hafeji presented the report to the Committee. Anthony Bell asked how
this report linked in with MIAA reviews. Ismail Hafeji explained that this was a
report requested by previous Audit Committees and explained that this report
would be revised going forward. Ruth Fairbrother advised that MIAA follow up
all actions of any audit report. It was agreed to continue to present the report
given the inclusion of MMHSCT risks and review later in the year the need for
this report to be presented to the Committee.
The Committee noted the update.
56/17

SFI Breaches

Noted

Ismail Hafeji presented the report to the Committee. Anthony Bell asked what if
any sanctions are placed on individuals for breaching SFIs. Ismail Hafeji advised
5

that they are contacted by the Director of Finance and asked for reasons why
they have breached SFIs and they are then informed that the breach will be
reported to the Audit Committee.
Ismail Hafeji explained that a lot of training had taken place on the financial
system and there was an update to be introduced that is anticipated to reduce
the incidents of breaches going forward.
The Committee noted the report.
57/17

Investment Performance

Noted

Ismail Hafeji presented the report advising that there was interest income of
£11,985.32 was earned in the fourth quarter of 2016/17.
£
RBS Interest
50.23
GBS Interest
2,329.82
GBS Interest (MMHSC)
2,301.75
National Loans Fund Interest
9,605.27
Total Interest Earned
14,287.07
The Committee noted the report
58/17

Disposal of Tangible Assets

Noted

Janine Taylor presented the report and advised that the Trust is required to
present the report to the Audit Committee. She reported that the report
detailed all tangible asset disposals during the 12 months to March 2017.
The Committee noted the report.
59/17

Payable and Receivables above £50,000 and aged greater than 6 months as at Noted
31st March 2017
Janine Taylor presented the report to the Committee.
The Committee noted that there were not payable and receivables above £50k
during.

60/17

User of Corporate Seal

Noted

Kim Saville, Company Secretary confirmed that no documents had been sealed
for Greater Manchester Mental Health NHS Foundation Trust.
The Committee noted the report.
61/17

Any other Business
There were no items of any other business.
Amanda Latham congratulated the finance department on providing the annual
accounts in what was a complex set of circumstances merging two sets of
accounts into one organisation.
6

62/17

Date and Time of Next Meeting
3rd July 2017, 1.00pm Rooms 1 & 2, The Curve.
Andrea Knott asked if the meeting scheduled for 4th September could be KS
rearranged due to Committee members annual leave.

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
15/17

Item

Apr-17

Matters Arising and
Internal Audit
Progress Report

24/17
and
29/17

SFI Breaches

April -17 32/17

Anti-Fraud Report

May-17

Date and Time of
Next Meeting

62/17

Action

Agreed
Timescale
Ismail Hafeji to arrange NED visit to finance 31/03/2017
department as part of induction programme
which would take place after the Corporate
restructure
Proposals
to
strengthen
assurance 25/09/2017

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
Update on the investigation process would 03/07/17
be provided to a future meeting of the Audit
Committee (3rd July 2017)
Re arrange 4th September 2017 Audit 04/07/17
Committee meeting

Not yet due
Completed on time
In progress and on target
Incomplete and overdue
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Forecast
Owner
Completion
July 2017 Ismail Hafeji,
Director of Finance,
Capital and IM&T
Andrew Maloney,
Director of HR and
Corporate Affairs
and Kim Saville,
Company Secretary
Neil McQueen, AntiFraud Specialist
Kim Saville,
Company Secretary

Status

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

31 July 2017

Date of Committee Meeting:

3 July 2017

Committee Chair:

Andrea Knott

Date of Chair’s Report:

3 July 2017

Date of Next Committee Meeting:

2 October 2017

Key Developments

•

Internal Audit Update
MIAA presented the Internal Audit Progress Rreport to the
Committee. The Departmental Locality Reviews had received
significant assurance and advised that there were areas of good
practice.
MIAA advised that clinical reports would be presented to the
Quality Governance Committee for scrutiny (MIAA had presented
an update to the QGC on 8th June) and then presented to Audit
Committee for review.
MIAA presented a benchmarking report which highlighted the
results from individual reviews of assurance frameworks from 31
trusts (including acute and mental health). The review assessed
three areas including Board engagement and review of assurance
framework, structure of the framework and clear connectivity
between board and external environment.
MIAA presented an updated Internal Audit Charter which is
mandated through the Public Sector Internal Audit Standards and is
a formal document that defines the internal audit activity’s
purpose, authority and responsibility.

•

Counter Fraud Update
MIAA presented an anti-fraud progress report which highlighted for
the Committee’s attention the recent NHS Protect inspection to
review the Trust’s Self Review Toolkit submission completed by
MIAA on the Trust’s behalf. The review covered the categories of
‘Inform & Involve’ and ‘Hold to Account’ and the final report
assesses these categories as amber and red respectively (v’s a green
self-assessment). The key issues highlighted were around the need
to embed a counter fraud culture across the organisation and some
learning regarding how MIAA enter data into the FIRST system to
report incidents to NHS Protect. Whilst action will be taken to
1

address the issues, the Committee discussed and acknowledged
some of the issues with the rating system such as the lack of a
‘neutral’ rating if an incident has not occurred and the historical
nature of the review v’s today’s procedures. The Trust is due to
respond to the report by the end of July.
•

Any Risks
Identified and
Agreed Actions

Other Items for the
Board’s Attention

•

The Committee received an update on progress with the reports on
losses and special payments/bed debts and losses of cash, SFI
breaches, investment performance, payable and receivable
balances and use of the corporate seal.
Board Assurance
The Audit Committee asked that some thought be given to the
processes for assurance going forward, noting that the Board
Development session in September would be to develop assurance
processes for the Board with regard to the Board Assurance
Framework and how it feeds through EMT, Audit Committee,
Quality Governance Committee and Board.

N/a
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Quality Governance Committee:
•
•

Minutes of the Meeting held 8 June 2017 (ratified)
Committee Chair’s Report on the Meeting held 13 July 2017

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

31 July 2017
15.01 and 15.02
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 8 June 2017 and the Committee Chair’s Report on the
meeting held on 13 July 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 8th JUNE 2017
9.30AM MEETING ROOM 1, FIRST FLOOR, THE CURVE
Present:
Kathy Doran
Julie Jarman
Bev Humphrey
Gill Green
Andrew Maloney
Tim McDougall
Karen Clancy
Dr Chris Daly
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 David Hughes
Rebecca McCarren

-

Non-Executive Director, Chair
Non-Executive Director
Chief Executive
Director of Nursing and Governance
Director of HR and Corporate Affairs
Associate Director of Nursing
Deputy Director, Clinical Governance
Medical Director
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, Salford Directorate
Deputy Director of Nursing/IPC

In Attendance:
Julie Bodernac
Kevin Lloyd
Andrew Juhasz
Simon Glover
Imelda Barrington

-

Assistant Director of Clinical Governance
MIAA
Bolton HBT
Bolton HBT
PA to Chair and CEO (minutes)

No.
51/17

Item
Apologies for Absence

Action
Noted

Apologies for absence were received from Stephanie Kennedy, Sean Lennon and
Shermin Imran.
52/17

Minutes of the Previous Meeting

Approved

The minutes from the 11th May were agreed as a correct record subject to the
inclusion of Chris Daly to the attendance list.
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53/17

Matters Arising from the Previous Meeting
47/17 Paris Update
Chris Daly, Medical Director advised the Committee 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 Quality Governance Committee in
C Daly
September 2017.
54/17

RCP Accreditation

Noted

Andrew Juhasz and Simon Glover from Bolton Home Based Treatment Team
provided the Committee with a presentation on RCP accreditation explaining that
the Home Treatment Accreditation Scheme (HTAS) is an accreditation programme
for crisis resolution and home treatment (CRHT) teams in the UK and Ireland. It
assesses teams through a process of self and peer-review, against a set of evidencebased standards. All necessary materials and guidance are supplied by HTAS. The
process is a supportive one, designed to validate teams for aspects of their work
which they do well, in addition to identifying areas for improvement and suggesting
ways these could be improved. Teams that meet sufficient standards are awarded
accreditation by the Royal College of Psychiatrists.
The Royal College of Psychiatrists’ Centre for Quality Improvement (CCQI) manages a
number of quality improvement and accreditation programmes, including
Accreditation for Inpatient Mental Health Services (AIMS). Responding to requests
to offer accreditation for other elements of the Acute Care Pathway, accreditation
for CRHTs was decided upon as the initial focus for project development.
The structure of the programme is the same as other accreditation programmes
such as AIMS. In addition, some core standards were drawn directly from AIMS and
other accreditation programmes, although the vast majority were developed
specifically for CRHTs. The standards were designed to be as inclusive as possible – it
was agreed early on in the development process that HTAS did not want to promote
a specific model of care. The aim was to accredit teams based on their functions and
the standard of care delivered rather than the composition of the team or model of
care, and the programme did not seek to penalise teams for acceptable variations in
their ways of working. They reported that the accreditation process had been a
positive experience for staff and had demonstrated a high performing service.
The Committee noted the report.
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55/17

Drug Related Deaths in SMS

Noted

Jonathan Dewhurst presented the report to the Committee explaining that the
report set out a clinical audit competed in relation to the drug related deaths in
substance misuse between April 2014 and March 2016. The report also
benchmarked the Trust against national figures, and learning action had been
included in the report.
He highlighted the main findings of the report which stated that there had been 134
drug deaths recorded over the 2-year period 01.04.14 to 31.01.16 for the service.
There was an increase from 60 deaths in the period 01.04.14 to 31.03.15 to 74
deaths in the year after. The increased seemed mainly in relation to accidental
overdoses which had increased from 20 to 39 over a 2-year period.
Jonathan advised the Committee that a number of actions had now been put in
place in relation to these deaths.
He advised that the audit had been modified from one that had been undertaken in
Central Lancashire and advised of the key actions:•
•
•
•
•
•

Naxolone had been made available throughout SMS
There were initiatives in services for more effective joint working with
mental health services, but it was noted that this was difficult in Cumbria
Ongoing liaison with acute medical teams.
Effective management of alcohol dependence was important to reduce the
risk of deaths and there are examples of initiatives to manage alcohol
disorders.
There are initiatives with Public Health England.
A drugs harm prevention steering group was now in place in Cumbria which
is a multiagency working group that is planning to meet quarterly with
specific focus on drug related deaths and learning points for all agencies.

The Committee asked that the 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. J Dewhurst
Following these amendments it was agreed that the report would be circulated to
members of the Board of Directors.
The Committee noted the report
56/17

GMMH Internal Audit Plan 2017/18 and GMMH MIAA Progress Report
Kevin Lloyd from MIAA presented the reports and advised that they set out the
internal audit plan for 2017/18 and a GMMH progress report completed in June.
He drew the Committee’s attention to page 2 of the report which was the “plan on a
page” and reported that the Audit Committee at its meeting in April had approved
the plan going forward.
He advised that section two of the report gave details of the proposed strategic
three year plan which was based on the full risk assessment and priorities on a
combination of risk rating, organisational impact and recognitions of the Trust’s
wider assurance systems.
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Noted

He reassured the Committee that MMHSCT’s audits had been included and would
be followed up in the plan going forward and that MIAA had also been Manchester’s
Internal Auditors so the transition was smooth.
Rosie Clark, Consultant Psychiatrist, asked how clinicians have input into the
scheduling of audits for the plan. Gill Green advised that the plan is signed off by
the Executive Team and that Rosie could link with Gill Green in the first instance.
The Committee noted the Audit Plan.
Kevin Lloyd presented the progress report that had been received but the Audit
Committee which gave key messages in relation to the quality spot check and
actions to increase assurances around findings.
The Committee noted the Progress Report
57/17

Annual Complaint Report 2016/17

Noted

Tim McDougall presented the complaints report to the Committee advising that is
summarised complaints and compliments activity across the Trust from April 2016 to
March 2017, he advised that the report also included comparison data from 2012/13
and 2015/16. He thanked Jonathan Roberts for collating the annual report.
He reported that the Trust has seen an increase in complaints of level 4 and 5 of 72%
and advised that of those complaints 9 had been raised with the Parliamentary and
Health Service Ombudsman. Seven had been investigated and one complaint was
partially upheld.
David Hughes, Consultant Salford, advised that complaints at Salford were high and
advised that they were working to introduce an opt in letter, something that is
provided at other services as this was something that had been flagged up within
complaints received.
Bev Humphrey asked if the colours on the graphs could be changed for ease of T McDougall
reading
The Committee noted the report.
58/17

GMMH Updated Governance Framework

Noted

Gill Green presented the governance framework to the Committee explaining that it
was a working draft. It was noted that some Committees were not on the plan and
this would be amended. She explained that Josanne Holloway, Chris Daly and
herself were in the process of looking at the groups and who they report to. This
would help with the CQC inspection expected in the next 12 months.
Kathy Doran said it would be opportune to revise the terms of reference for the
Quality Governance Committee at its next meeting and would also want the terms G Green
of reference for the new Operational Leadership Committee to be presented at the
4

July meeting.
The Committee noted the Governance Framework.
59/17

Lessons Learnt RCAs

Noted

Karen Clancy presented the report to the Committee and advised the it gave an
oversight of the three day reviews, RCAs commissioned and RCAs recorded on STEIS
during May 2017.
The report identified positive learning from the recommendations made at the RCAs
which were taken forward by relevant teams/services.
K Clancy /
Josanne Holloway asked rather than LSU and MSU it could be Forensic. Karen Clancy J Holloway/
would pick this up outside the meeting with Josanne and Andrew Haddock.
A Haddock
Andrew Maloney asked if an annual thematic report could be produced and K Clancy
presented to the Committee. Kevin Lloyd, MIAA advised that he could support this.
The Committee noted the update
60/17

National Guidance on Learning from Deaths Summary Report
Julie Bodnerac reported to the Committee that the summary report was presented
to provide assurance of the current processes within GMMH into how learning takes
place following a service user’s death. She advised that the Mortality Review Group
had been set pp and took a structured review methodoly following a death of a
service user at GMMH.
There was a piece of work in progress to develop a process to capture if a service
user has a learning disability.
A gap analysis was being developed with Bolton CCG to improve reporting, and
monitoring of LD deaths across the health economy.
The Trust policy “In the Event of Death” was being reviewed to ensure it met
national guidelines.
A review was underway with NHSE to develop a data base of child mortality.
The Committee noted the update report.

61/17

Sub Group Reports

Noted

48/05/17 PIR Panel
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The report was noted at the Committee.
62/17

Any Other Business

Noted

There were no items of any other business.
63/17

Date and Time of Next Meeting

Noted

The next meeting has been scheduled for Thursday 13th July 2017 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 14/09/17
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

Jun-17

53/17
(47/17)

PARIS Update

Jun-17

55/17

Jun-17

58/17

Jun-17

59/17

Deep Dive Reports

Action

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

PARIS clinician meeting held 31.05.17 a
follow up report to QCG at September
meeting
Drug Related Deaths Learning points to be emphasised in the
report along with a description of innovative
clinical practice – be circulated to Board
when completed
GMMH Governance Terms of reference for:Framework
Operational Leadership Group and
Quality Governance Committee to be
reviewed at the July 2017 QGC meeting
Lessons Learnt from Annual Thematic report to be developed for
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14/09/17

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

14/09/17

Jonathan Dewhurst,
Consultant

13/07/17

Gil Green, Director
of Nursing and
Governance

14/09/17

Karen Clancy,

Status

Meeting Minute
No.

Item

Action

RCAs

Board of Directors

Agreed
Timescale

Not yet due
Completed on time
In progress and on target
Incomplete and overdue
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Forecast
Owner
Completion
Deputy Director,
Clinical Governance

Status

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

31 July 2017

Date of Committee Meeting:

13 July 2017

Committee Chair:

Kathy Doran

Date of Chair’s Report:

13 July 2017

Date of Next Committee Meeting:

14 September 2017

Key
Developments

Presentation – Trust Wide Audit of Autism Spectrum
The Committee received a presentation from Dr Hilary Parrot, Dr Anna Dodd,
Clinical Psychologist and Dr Mags Denton, Clinical Psychologist.
ASCs affect 1% of the population – this is similar to the percentages with
Schizophrenia and Dementia. People with an ASC are more likely to experience
mental health difficulties during their lifetimes. Some are already in Trust
services, but the Trust does not necessarily know it.
It was agreed that going forward the Trust needed a strategic view on the
development of ASC support across the Trust and agreed that the following
would be required:•
•
•

Develop an ASC strategy (following the lead of the Personality Disorder
strategy)
Hold a Trust wide awareness meeting with the relevant people required
to initiate trust wide changes in implementing an ASC strategy.
Develop a quarterly trust wide ASC meeting to develop and monitor the
ASC strategy and the actions required to put this in place.

Going forward, the Trust could further develop its position in the GM footprint as
an area of good practice. The QGC would receive an update on progress in the
Autumn.
Annual IPC Report
Presented to the Quality Governance Committee and would be presented to the
Board of Directors meeting on 31 July 2017.
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GM Suicide Audit Report
In 2016 the Greater Manchester Suicide Prevention Executive Group agreed that
all ten local authorities would work together on completion of this suicide audit
in order to create a robust local picture across the whole of Greater Manchester
and support the GM Suicide Prevention Strategy.
A number of recommendations had been drawn up following the report :• To re-draft the audit tool and agree the new tool with all suicide leads in
each borough and the GM Suicide Executive Group
• To establish a GM suicide audit Group to provide professional and
informal support to those working on the audit
• To continue offering emotional support via a local mental health service
• To present the GM Suicide Audit findings to local Suicide Prevention
Groups
Bi- Annual Report on the Implementation of the Positive and Safe Strategy
Positive and Safe section of the Board Performance Report would be reviewed
prior to presenting to Board by the Quality Governance Committee.
Deep Dive Process
Programme of Deep Dives would be reviewed at the September meeting of the
Committee.
Policy Harmonisation.
QGC would continue to monitor progress on policy harmonisation across the two
former Trusts. A simplified report to be presented to the Committee in
September.
Operational Leadership Committee Terms of Reference
Terms of reference and membership noted – the Terms of Reference were
ratified at the 5th July 2017 meeting.
Terms of Reference Quality Governance Committee
A review of membership would be undertaken at the September meeting of the
Committee.
Positive Learning
Revised quarterly report to be provided to the Quality Governance Committee
around themes, and lessons learnt.
Other Items for
the Board’s
Attention

RCP Accreditation
John Denmark Unit and Salford Directorate had received accreditation by the
Royal College of Psychiatrist Network following recent reviews.
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UNRATIFIED
CHARITABLE FUNDS COMMITTEE
3 JULY 2017 at 11.00AM
ROOM 1, 1ST FLOOR, THE CURVE
PRESENT:

Anthony Bell, Non-Executive Director (Chair)
Julie Jarman, Non-Executive Director

IN ATTENDANCE:

Ismail Hafeji, Director of Finance, Capital and IM&T
Adele McKie, Assistant Director of Finance
Kim Saville, Company Secretary
Caroline Pickwell, Communications and Marketing Manager

No.
09/17

Notes
APOLOGIES

Action
Noted

10/17

Apologies for absence were received from Gill Green, Director of Nursing and
Governance
MINUTES OF PREVIOUS MEETING HELD 6th FEBRUARY 2017

Approved

11/17

The minutes of the previous meeting were agreed as a true and correct record.
MATTERS ARISING FROM PREVIOUS MEETING

Noted

Committee members reviewed the action log and the following matters arising.
03/17 (Matters Arising – Dragons Den) – Ismail Hafeji, Director of Finance and IM&T,
provided an overview of this year’s Dragons Den process. He advised that, although the
Dragons had funded bids totalling in excess of £280k, a sizeable number of bids were not
supported. Kim Saville, Company Secretary, noted that the values of these bids totalled
approximately £380k. Ismail Hafeji confirmed that the only charitable funds currently
available to support unfunded Dragons Den bids were the following former GMW funds:
•
•

CF0875 – General Staff Amenities - £19,1734 as at 31.03.17
CF2801 – General Fund - £15,657 as at 31.03.17

As the potential funds available are significantly lower than the unfunded bids, Ismail
Hafeji suggested that it would be more prudent to retain the general funds for use for
charitable purposes. He indicated that these funds could be used for Christmas gifts for
patients in future, rather than funding from exchequer funds as has been the practice
historically. Anthony Bell, Non-Executive Director/Committee Chair, sought assurance
that the general funds would not be under-utilised. Ismail Hafeji committed to progressing Action: IH
the patient gifts proposal with Deborah Partington, Director of Operations, in early
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autumn. He advised that the value of the funds may not diminish, for example if other
donations are received, but that the Committee should expect to see movement. Julie
Jarman, Non-Executive Director, supported the proposed approach.
26/16 (Investment Report - Crystallisation) – Ismail Hafeji clarified the meaning of
crystallisation, noting that the Trust has historically taken a cautious approach i.e. has
monitored market movements but has never taken the option to crystallise the charitable
funds. He advised that the Trust could look at crystallising the funds on an annual basis,
but that this is not without risk therefore timing is key. He proposed that a paper be
brought to the next Charitable Funds Committee meeting, which sets out the options for
crystallisation. He noted that this paper will include the recently transferred MMHSCT
Action: IH
funds. The Committee agreed to this item being deferred until the next meeting.
03/17 (Matters Arising – Promotion of Charitable Funds) – Caroline Pickwell,
Communications and Marketing Manager, advised that the current name (Greater Mental
Wealth) was introduced in 2010/11. Ismail Hafeji summarised the process to follow for
changing the charitable funds’ name with the Charity Commission. He advised that the
Trust is currently trying to locate the charity’s governing document, which dates back to
the creation of the charity, but that this will be progressed with the Charity Commission
once any changes to the name have been agreed.
04/17 (Finance Reports – Acknowledgement Letter to Donors) – Ismail Hafeji advised
that the current acknowledgement letter has not been changed following the discussion
at the last Charitable Funds Committee meeting. He emphasised that if a donor’s wishes
are specific, these must be complied with. He advised that effective engagement with
donors at the point of donation was key, as this was an opportunity to encourage more
general usage. Ismail Hafeji confirmed that the finance team would review procedures for
receipting donations and also look at providing training/education for those receiving Action: IH
donations.
06/17 (MMHSCT Acquisition – Charitable Funds) – Ismail Hafeji advised that this was a
legacy issue raised by the former MMHSCT’s Scrutiny Committee. He confirmed that this
issue has been resolved as part of the transfer of funds.
07/17 (Any Other Business – Terms of Reference) – Kim Saville advised that the Terms of
Reference have been reviewed in the context of external guidance on the role of trustees.
She confirmed that the Board of Directors are the Trustees and that the Terms of
Reference have been amended to clarify that the duties of the Committee are operated
on behalf of the Trustees.
12/17

FINANCE REPORTS
•

Noted

Summary Report for the 3 Months ended 31 March 2017

Ismail Hafeji presented the summary report for the 3 months ended 31 March 2017, noting
that the 12-month accounts will be finalised in due course. Anthony Bell noted that the
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balance of the funds remain largely unchanged and that the challenge remains to make
best use of the funds. The Committee noted the summary report.
•

Charitable Funds Position as at 31 March 2017

Ismail Hafeji confirmed that the value of the former GMW charitable funds as at 31 March
2017 was £189,331. The Committee noted the report.
•

13/17

Investment Report for the 12 Months ended 31 March 2017

Ismail Hafeji presented the investment report. He highlighted the uncrystallised gain
during the period, which totalled £30k. He noted the sources of investment income - Royal
Bank of Scotland via high interest accounts and Royal London Asset Management Ethical
Bond fund – and assured Committee members that these were relatively safe and deliver
a small return. The Committee noted the report.
TRANSFER OF CHARITABLE FUNDS FROM THE FORMER MMHSCT
Noted
Ismail Hafeji briefed the Committee on the transfer of the former MMHSCT’s charitable
funds from University Hospital of South Manchester (UHSM) and Central Manchester NHS
Foundation Trust (CMFT). He confirmed that the CMFT transfer of funds with a value of
£80.8k completed in April 2017 and UHSM’s transfer of funds with a value of £125.5k
completed in June 2017. Adele McKie, Assistant Director of Finance, confirmed that
MMHSCT had never been a charity in its own right, hence UHSM and CMFT acting as
custodian for the funds. She noted that the funds transferred from CMFT were for Central
and North Manchester services, whilst the funds transferred from UHSM related to South
Manchester services/sites. She also advised that that funds received include one
endowment fund (capital-in-perpetuity) where only the interest can be spent and
restricted and unrestricted funds. He noted that individual funds will be created for the
restricted funds, whilst unrestricted funds will be pooled together as a single unrestricted
fund for Manchester services.
In response to a query from Anthony Bell, Adele McKie clarified that the Manchester funds
will be audited as part of the UHSM and CMHFT audits for 2016/17 and will not be included
in the GMMH audit until 2017/18.
Julie Jarman sought clarity on the level of unrestricted funds in Manchester, noting that
these are much higher than GMMH’s. Ismail Hafeji advised that this was a historical
position. Adele McKie clarified the technical and legal difference between restricted and
designated funds. Anthony Bell sought further information on the Trust’s communication
with donors. Adele McKie clarified that detailed reports are not routinely provided to
donors on the usage of their donation, though questions may be asked at the time of the
donation. Anthony Bell outlined the Trust’s due diligence policy, which operates against a
£10k threshold and sought assurance on the integration of the two organisation’s
policies/practices. Ismail Hafeji advised that Adele McKie will be reviewing practices and
procedures. Adele McKie briefed Committee members on good practice undertaken by
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14/17

CMFT, including an annual review of stagnant funds. Committee members supported the
introduction of this type of review at GMMH.
CHARITABLE FUNDS COMMITTEE – TERMS OF REFERENCE
Approved

15/17

Committee members approved the revised Terms of Reference, which have been
amended to clarify the role of Trustees. Kim Saville agreed to circulate the Declaration of
Action: KS
Trust to Committee members.
PROMOTION OF CHARITABLE FUNDS
Approved
Caroline Pickwell presented a proposed communication approach for the combined
entity’s charitable funds. She proposed that the approach taken to promoting the funds
follows that employed successfully for the Dragons Den i.e. using case studies to promote
the funds and encourage their use. She provided a number of examples of how the funds
have been used to benefit service users and staff and confirmed the intention to rebrand
the charitable funds as part of the Trust-wide rebranding exercise. She noted that the Trust
is working with Creative Concern, a socially-responsible marketing company, on the
rebranding. She advised that, rather than introducing a new name and logo for the
charitable funds, it would be more effective to link the funds with one of the Trust’s new
values (‘we are caring and compassionate’) and promote under the strapline ‘we are caring
and compassionate – Charitable Funds @ GMMH’. She advised that this would help
prevent brand drift. She noted that, subject to the Committee’s agreement, the
Communications and Marketing Team will produce a staff guide (including case studies
and application criteria) and accompanying digital media for sign-off by the Charitable
Funds Committee, as well as a dedicated area of the intranet site where staff can apply
online for access to funds.
Julie Jarman supported the proposed approach. She suggested that the case studies used
should focus on smaller schemes as many of the former GMW funds are very restricted
but can still add great value.
Committee members discussed other approaches to communicating available funds to
staff, including personalising communications to individual wards/services and raising
awareness via the Ward Managers Network. Caroline Pickwell to take these ideas forwards Action: CP
as part of the communications plan.
Anthony Bell requested that Caroline Pickwell set out the key milestones from a marketing Action: CP
perspective in an email to Committee members. Committee members discussed what
‘success’ would look like in terms of the proposed communication approach. Julie Jarman
suggested that success may include half or more of the funds being spent, with more
future donations being unrestricted. Caroline Pickwell highlighted the case studies as a
mechanism for measuring impact, as these will include direct quotes from service users.
Anthony Bell indicated that it would be beneficial to capture changes in staff awareness
of the funds at a future point in time.
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Julie Jarman suggested that, if usage of funds does not increase, the Trust could consider
investing in additional peer mentor training with the peer mentors then allocated to the
areas where the donations were made.

16/17

The Committee members supported the proposed approach. Noting the date of the next Action: CP
Charitable Funds Committee meeting, it was agreed that sign-off of the staff guide should
take place electronically.
ANY OTHER BUSINESS

17/17

There were no items of other business.
DATE AND TIME OF NEXT MEETING

Noted

The next meeting of the Charitable Funds Committee will take place on Monday 4
December 2017 at 11.00am in Room 1, 1st Floor, The Curve
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CHARITABLE FUNDS COMMITTEE ACTION LOG
Meeting Minute
No.
Nov-16
26/16

Item

Jun-17

03/17

Matters Arising –
Dragons Den

Agreed
Timescale
Ismail Hafeji to bring paper to next meeting of 06/02/2017
the Charitable Funds Committee setting out
options for crystallisation
Ismail Hafeji to progress use of Charitable 31/10/2017
Funds for patient gifts with Deborah Partington

Jun-17

11/17
(04/17)

Matters Arising –
Finance Reports –
Acknowledgement
Letters to Donors

Finance team to review procedures for 04/12/2017
receipting donations and also look at providing
training/education for those receiving
donations with a view to reducing restrictions

Jun-17

14/17

Terms of Reference

Kim Saville to circulate Declaration of Trust to 31/07/2017
Committee members
Caroline Pickwell to incorporate ideas for the 31/08/2017
promotion of the funds (e.g. via the Ward
Managers
Network
and
personalised
communications)
as
part
of
the
communications plan
Caroline Pickwell to email Committee members 31/07/2017
the key milestones for promotion of the
Charitable Funds

Investment Report

Action

Forecast
Owner
Completion
04/12/2017 Ismail Hafeji,
Director of Finance
and IM&T
Ismail Hafeji,
Director of Finance
and IM&T
Ismail Hafeji,
Director of Finance
and IM&T

Status

Kim Saville,
Company Secretary
Caroline Pickwell,
Communications
and Marketing
Manager
Caroline Pickwell,
Communications
and Marketing
Manager
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Meeting Minute
No.

Item

Action

Agreed
Timescale
Caroline Pickwell to facilitate electronic sign-off 30/09/2017
of staff guide with Committee members

Forecast
Owner
Completion
Caroline Pickwell,
Communications
and Marketing
Manager

Status

Not yet due
Completed on time
In progress and on target
Incomplete and overdue
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Board of Directors – Part 1
TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Minutes of the Charitable Funds Committee Meeting held 3 July 2017
31 July 2017
16.01
Anthony Bell, Non Executive Director
Kim Saville, Company Secretary

EXECUTIVE SUMMARY:

The Board of Directors are asked to note the unratified minutes of the Charitable
Funds Committee meeting held on 3 July 2017

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

Minutes of previous Charitable Funds Committee meetings

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

Board of Directors – Part 1

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

Proposed Name Change for Charitable Fund
31 July 2017
16.02
Anthony Bell, Non-Executive Director
Kim Saville, Company Secretary

EXECUTIVE SUMMARY:

The following paper proposes a change to the name of the Trust’s charitable fund
following the acquisition of Manchester Mental Health and Social Care NHS Trust
(MMHSC) and the associated new Trust name and re-branding initiative.

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

Charitable Funds Committee 3 July 2017 – approval of proposed re-branding
approach for the Trust’s charitable fund
Change to the governing documents of the Trust’s charitable fund with the Charity
Commission

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, operating in their capacity as trustees, are invited to approve
the proposed name change for the Trust’s charitable fund to ‘Greater Manchester
Mental Health NHS Foundation Trust Charitable Fund’

Proposed Name Change for Charitable Fund
1.

Background

1.1

The Trust’s charitable fund was established in March 1996 under the name ‘Mental Health
Services of Salford NHS Trust General Charitable Trust’. In 2010/11, this name was changed
to ‘Greater Mental Wealth Charitable Fund’ to complement the Trust’s abbreviated name at
that time i.e. GMW.

1.2

This paper proposes a further change to the name of the charitable fund following the
acquisition of Manchester Mental Health and Social Care NHS Trust (MMHSC) and the
associated new Trust name and re-branding initiative.

1.3

The Board of Directors are trustees for the charitable fund and are required to approve any
changes to the charity’s governing documents, including changes to the charity’s name.

1.4

To note, the charitable funds of the former MMHSC transferred to GMMH from Central
Manchester NHS Foundation Trust (CMFT) and University Hospital of South Manchester
(UHSM), who operated as custodians of the funds, in April and June 2017 MMHSC had not
established a charity in its own right. These funds totalled £206.3k at the point of transfer,
and bring the combined entity’s charitable funds to £395.6k (based on the 2017/18 year-end
position of the GMW funds).

2.

Proposal

2.1

Following the acquisition of MMHSC, the link between the current name of the charitable
fund and the name of the Trust itself is no longer evident. The ‘Greater Mental Wealth’
name is also not well-recognised amongst staff.

2.2

On 3 July 2017, the Charitable Funds Committee supported a proposed approach to rebranding the Trust’s charitable fund as part of the wider re-branding initiative. This will
involve linking the charitable fund to one of the new Trust values and branding it under the
strapline – ‘We are caring and compassionate – Charitable Funds @ GMMH’.

2.3

To support this new approach, and avoid brand drift, it is proposed that the official name of
the charitable fund is changed to ‘Greater Manchester Mental Health NHS Foundation Trust
Charitable Fund’. With the approval of the trustees, this change will be progressed with the
Charity Commission for England and Wales.

3.

Recommendation

3.1

The Board of Directors, operating in their capacity as trustees, are invited to approve the
proposed name change for the Trust’s charitable fund to ‘Greater Manchester Mental
Health NHS Foundation Trust Charitable Fund’.

