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AGENDA – PART 1
ITEM
01
Apologies for Absence
02

03
04

ACTION
To Note

Service Presentation: Primary Care Psychology To Note
Services – Meeting the Challenges of the Five
Year Forward View across GMMH

05

Declarations of Interest
To Note
Minutes of the Previous Meeting of the Board To Approve
of Directors held 25 September 2017
Matters Arising and Action Log
To Note

06

Chair and Chief Executive Report (Verbal)

07

To Note

PRESENTED BY
Rupert Nichols, Chair

TIME
9.30am

Dale Huey, Strategic Lead for
Primary Care Psychological
Therapies

9.35am

Clair Carson, Associate Director
– Salford, Bolton and GM-Wide
All
Rupert Nichols, Chair

10.05am

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

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

10.10am

10.15am

GOVERNANCE AND QUALITY
08

2017 CQC Action Plan Review

To Note

09

Board Assurance

To Approve

10

Safeguarding Annual Report

To Note

Neil Thwaite, Deputy Chief
Executive/Director of Strategic
Development
Andrew Maloney, Director of HR
and Corporate Affairs
Gill Green, Director of Nursing
and Governance

10.30am
10.45am
11.00am

11

COMMITTEE REPORTS/MINUTES
To Note
Andrea Knott, Non-Executive
Director
11.01 – Minutes of the Meeting held 3 July
2017 (Ratified)
Audit Committee:

11.05am

11.02 – Committee Chair’s Assurance Report
on the Meeting held 2 Oct. 2017
12

11.03 – Updated Terms of Reference
Quality Governance Committee:

To Note

12.01 - Minutes of the Meeting held 14
Sept. 2017 (Ratified)

Kathy Doran, Non-Executive
Director

11.10am

12.02 – Committee Chair’s Report on the
Meeting held 12 Oct. 2017

14

ANY OTHER BUSINESS
Schedule of Board, Board Committee and
To Note
Kim Saville, Company Secretary
Council of Governors Meetings 2018
Board Work-plan 2018
To Approve
Kim Saville, Company Secretary

15

Any Other Business

16

Questions from the Public – At the Chair’s discretion, questions may be invited from public attendees

13

To Note

All

11.15am

11.20am

DATE AND TIME OF NEXT MEETING
The next Board of Directors’ Meeting will take place on Monday 27 November 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 25 September 2017
30 October 2017
04
Rupert Nichols, Chair
Kim Saville, Company Secretary

REPORT SUMMARY:

The following report is a record of the Board of Directors meeting held in public on
Monday 25 September 2017.

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

x
x
x

REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
Quality Governance Committee
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
LEGAL IMPLICATIONS:

None identified

REGULATORY
IMPLICATIONS (CQC/NHSI):

None identified
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THIS REPORT PROVIDES ASSURANCE AGAINST A RISK ON THE BOARD ASSURANCE
FRAMEWORK (BAF):

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

Assurance

RECOMMENDATIONS:

The Board of Directors are asked to review and ratify the minutes of the meeting
held 25 September 2017.

x

Approval/Decision

x
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UNRATIFIED
IN PUBLIC BOARD OF DIRECTORS MEETING, MONDAY 25 SEPTEMBER 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
Ismail Hafeji
Bev Humphrey
Julie Jarman
Andrea Knott
Pauleen Lane
Andrew Maloney
Neil Thwaite

-

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

-

Lead Governor
Company Secretary
Service User and Carer Governor

IN ATTENDANCE:
Les Allen
Kim Saville
Dan Stears
No.
Item
194/17 Apologies for Absence

Action
Noted

Apologies for absence were received from:
• Deborah Partington, Director of Operations
195/17 Service Presentation
The Board received a presentation from Julie Bodnarec, Head of Patient Safety
and Governance, on the Trust’s suicide prevention quality improvement plan.
Julie Bodnarec set the context for the presentation by outlining the key findings
from the national confidential inquiry into suicide by people with mental illness.
She highlighted the rising suicide numbers by mental health patients, but advised
that suicides by mental health inpatients have continued to fall due to the efforts
1

Noted

by Trusts to improve safety. Julie Bodnarec noted that all required ligature audits
have been completed in Manchester inpatient areas post-acquisition and
investment will now be required to address the identified issues. With regard to
suicides under Home-Based Treatments Teams (HBTTs), she outlined the work to
support HBTTs to manage high-risk patients. She also highlighted the linkages
between alcohol and drug use and suicides and referenced the deep-dive report
presented to the Quality Governance Committee on drug-related deaths in
substance misuse services.
Julie Bodnarec drew the Board’s attention to the Trust’s five priority areas for
action on suicide, which are linked to the achievement of two-year suicide
prevention CQUINs for the former GMW district services and Manchester. She
assured Board members that, although the CQUIN is focused on district services,
improvement actions have been rolled out across the Trust. She outlined
progress made in each area, noting the critical role of the Suicide Prevention
Group and local suicide prevention champions. She commended the
commitment of staff across the Trust to progressing this agenda.
In response to a query from Pauleen Lane, Non-Executive Director, on death by
prescribed opiates, Chris Daly, Medical Director, confirmed that the Trust is
taking action to ensure that Trust staff are aware of the medications prescribed
by GPs and to increase GP awareness of this potential risk. Julie Bodnarec
advised that Public Health England are also looking at different mechanisms for
better educating GPs in relation to suicide prevention.
Anthony Bell, Non-Executive Director, requested clarity on the expected impact
of the Trust’s suicide prevention plan. Julie Bodnarec confirmed that the action
plan has a two-year timeframe in line with the CQUIN, but the national Strategy
is for five-years. An evaluation period is built into the CQUIN scheme. She noted
that a 10% reduction in suicides has been set nationally, but the Trust has
resisted agreeing a similar target with commissioners. Bev Humphrey, Chief
Executive, supported this position, noting the multiple factors contributing to
suicide that are outwith the Trust’s control. Chris Daly advised that Professor Nav
Kapur, a member of the Trust’s Mortality Review Group, has a national role in
relation to suicide prevention.
Stephen Dalton, Non-Executive Director, sought insight into whether clinical staff
are aspiring towards a zero tolerance approach to suicides. Gill Green, Director of
Nursing and Governance, confirmed that the Trust has worked hard to establish
a culture where suicide is not seen as inevitable, that fosters learning and is
supportive of individual clinicians and teams.
In response to a question from Neil Thwaite, Deputy Chief Executive/Director of
Strategic Development, Julie Bodnarec confirmed that suicide rates at the Trust
are consistent with the findings of the National Inquiry.
Rupert Nichols thanked Julie Bodnarec for an informative presentation.
196/17 Declarations of Interest

Noted

There were no declarations of interest.
197/17 Minutes of the Previous Meeting of the Board of Directors held 31 July 2017

Approved

The minutes of the previous meeting were accepted as a true and correct record.
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198/17 Matters Arising and Action Log

Noted

Bev Humphrey provided an update on item 168/17 (Mental Health
Transformation – Next Steps). Bev Humphrey advised that, following agreement
of the over-arching investment plan, it has now been clarified that CCG growth
investment will not be cumulatively recurrent. Board members noted that this
represents a significant difference, with investment up to 2020/21 equating to
£23million per annum compared to £77.683million.
Bev Humphrey confirmed that locality meetings are in progress with
commissioners in Bolton, Salford, Trafford and Manchester and representatives
of the Greater Manchester Team to clarify levels of commissioner investment.
She noted that the meetings with Bolton and Trafford commissioners have
presented some challenges, which will require further negotiation. Ismail Hafeji,
Director of Finance and IM&T, advised that the Trust’s initial proposals to
commissioners were developed on the basis of a £77.683milliion investment
envelope and therefore now require review. Bev Humphrey confirmed that
commissioners will not be able to access the Greater Manchester transformation
funds unless they can demonstrate investment of growth in mental health, and
that this will be taken into account in the Trust’s negotiations. Stephen Dalton
noted that commissioner investment in mental health services is being tracked
nationally. Bev Humphrey assured the Board that the Trust will continue to push
for transparency at a Greater Manchester level. She also noted that data on local
authority disinvestment in mental health is yet to be provided and that there is
no commitment from NHS England to invest at the level of growth in specialist
services.
Bev Humphrey committed to keeping the Board briefed on the outcomes of the
locality meetings.
The Board of Directors reviewed the action log. With regard to action 178/17,
Kim Saville, Company Secretary, confirmed that the Operations Team are in the
progress of identifying visits to locations up until the year-end and a programme
will be circulated imminently. With regard to action 170/17, Andrea Knott, NonExecutive Director, confirmed that Audit Committee members met in August to
review the Board Assurance Framework. She noted, however, that this is work in
progress and will be considered at the upcoming Board Development session.
The Board agreed to remove the action relating to the Service User Engagement
Strategy (169/16) from the action log as work is ongoing across the Trust to
implement the strategy and establish the kitemark scheme.
199/17 Chair and Chief Executive Report – National and Regional Update
Noted
Bev Humphrey presented the National and Regional Update. In response to a
question from Anthony Bell regarding the Greater Manchester Workforce
Strategy and Implementation Plan, Andrew Maloney, Director of HR and
Corporate Affairs, confirmed that the Trust is taking action to address local issues
which are linked to the regional strategy.
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Neil Thwaite formally briefed Board members on the Trust’s successful tenders
to provide drug and alcohol services in Bolton, Salford and Trafford – contract to
commence in January 2018 - and the Community Links service in North
Manchester. He confirmed that the Community Links service is an extension of
the existing Buzz service and the contract commences in November 2017.
The Board of Directors noted the National and Regional Update.
200/17 Board Performance Report (July 2017)

Noted

Neil Thwaite presented the Board Performance Report for July 2017, which
continues to demonstrate an overall positive position for the organisation. He
confirmed that performance against key Care Quality Commission (CQC) and
statutory NHS targets is in line with the full business case. He highlighted the
following exceptions:
•

•

•

Priority metrics (employment and accommodation status) – these are on
track to deliver by the end of Quarter 3 2017/18. Neil Thwaite noted that
NHS Improvement are consulting on the removal of these indicators
going forward.
IAPT operational performance – the Manchester position continues to
impact on the Trust-wide overall performance. Neil Thwaite confirmed
that the Board will have a focused discussion on IAPT in October 2017
and also noted that Salford IAPT performance is as per the report, not
the cover sheet.
Sickness absence – Andrew Maloney confirmed a slight increase in
sickness absence rates, noting that this has been driven by long-term
sickness absence in Bolton, Salford and substance misuse services. He
assured Board members that HR are working closely with services to
manage this position.

Pauleen Lane sought further understanding of the divergent trends in the
numbers of moderate and major incidents (decreasing) and serious incidents
(increasing). Gill Green advised that the Quality Governance Committee are
undertaking a proactive review of serious incidents and that the Mortality
Review Group are also focusing particularly on Salford, which is an outlier. She
assured Board members that recent ‘spikes’ in the number of deaths in Salford
have been thoroughly reviewed and that no trends have been identified at a
Trust-wide level by the Post-Incident Review Panel. Rupert Nichols requested Action: GG
that a definition of unexpected and expected deaths be included in the narrative
in future.
The Board reviewed the reported safe staffing levels. Andrew Maloney advised
that percentages are inflated by the use of observations, and highlighted the risk
that this could potentially mask underachievement of the baseline standard. Gill
Green committed to strengthening the narrative provided on safe staffing, to Action: GG
include information on any exceptions for example.
4

Kathy Doran noted the variance between the Trust’s apprenticeships and the
national target and questioned any financial impact. Andrew Maloney advised
that the reduction in recent months is positive as 13 learners have completed the
scheme and more are due to start. He assured the Board that the Trust is moving
in the right direction to meet the levy.
In response to a query from Julie Jarman, Non-Executive Director, regarding
reported over-occupancy on McColl Ward, Chris Daly confirmed that the Trust
has been using additional beds to meet the high level of need in Manchester.
Gill Green drew the Board’s attention to the reported performance against the
Quality Account priorities and confirmed that the Trust has retained its Two Star
Status in relation to the Triangle of Care.
The Board of Directors noted the Performance Report for July 2017.
201/17 GMMH Proposed CQC Inspection Preparation Process
Neil Thwaite provided an overview of the Trust’s approach to preparing for its
CQC Core Service with Well-led Inspection, which is different to the inspection
process undertaken in 2016. He advised that the well-led inspection has been
confirmed for 6 and 7 December 2017 and that core service inspections of at
least two core services will take place in advance of that. He noted that all Trusts
will be subject to an annual well-led inspection and that the CQC is aiming to
complete all Trusts’ initial well-led inspections by autumn 2019. GMMH is the
first Trust in the North West to be inspected under the new regime.
Neil Thwaite confirmed that interviews will take place with key Board members
on 6 and 7 December 2017 – interview schedule to be confirmed - and that the
findings from the core service inspections will inform the well-led inspection. He
advised Board members that, as expected, the Trust’s later life inpatient wards
were expected during the week commencing 18 September 2017. He noted that
CAMHS are also likely to be inspected, due to the Requires Improvement rating
in GMW’s previous inspection, as is the Chapman Barker Unit and a community
drugs and alcohol service as substance misuse is a new core service area. He also
indicated that rehabilitation services may be inspected as locked rehabilitation is
a key focus for the CQC and the Trust has opened Braeburn House since the last
inspection.
Neil Thwaite outlined the actions undertaken to date to prepare for the
inspection. These include ensuring staff are briefed; supporting ward managers
and frontline staff; and mapping out key groups/forums that the CQC may visit.
He confirmed that the CQC will be observing the October meeting of the QGC,
the November meeting of the Board and the October CARE Hub meeting, and
have already observed a Medicines Management Meeting.
With regard to the combined CQC action plan, Neil Thwaite confirmed that this
5

Noted and
Approved

has been reviewed and updated and will be considered at QGC on 12 October
2017. He confirmed that actions are being taken to address any identified gaps in
assurance. In terms of well-led, Neil Thwaite advised that a desktop review of
potential sources of assurance/evidence against the well-led key lines of enquiry
(KLOEs) is in progress and will be considered by the Board in October.
Neil Thwaite clarified how the ratings will be calculated and aggregated postinspection, noting the impact of the additional core service on the calculation. He
confirmed that the Trust will receive an overall rating, plus a well-led rating, and
noted that only the ratings of inspected core services can be subject to change.
To receive an outstanding or requires improvement rating, the Trust would need
to have three or more of these ratings within each of the five domains. Neil
Thwaite assured Board members that the CQC are keen to ensure that Trust’s
who have recently acquired poor performing organisations are not penalised
under the new regime. As such, the Trust will receive feedback on inspections of
Manchester services but this will not impact on the Trust’s overall rating.
Neil Thwaite concluded by providing an overview of the governance structure
supporting the preparation process. With regard to the proposed resource
requirement, Neil Thwaite confirmed that this is to fund backfill arrangements
rather than recruitment. He advised, however, that given the speed of the core
service inspections the full level of resourcing may not now be required. Ismail
Hafeji confirmed that this funding could be sourced from reserves.
The Board noted the changes to the CQC inspection regime, noted the timing of
the Well-led with Core Service Inspection, and approved the proposed
governance structure and, as required, expenditure from non-recurrent
resources.
202/17 Freedom to Speak Up Guardian Annual Report – September 2017
Noted
Bev Humphrey introduced the first annual report from the Trust’s Freedom to
Speak Up (FTSU) Guardian (Nicky Littler, Associate Director of HR). She confirmed
that Nicky Littler reports directly to her in this role.
Bev Humphrey outlined the areas of concerns raised/brought to the attention of
the Freedom to Speak Up Guardian and advised that concerns are also raised
through other channels. She highlighted the approaches taken to promoting an
open culture, including the establishment of staff forums, and noted that
activities are planned to further raise awareness of the Freedom to Speak Up
Guardian role.
The Board of Directors noted the content of the report.
203/17 Quarterly Report on Safe Working Hours – Doctors in Trainng
Chris Daly presented his quarterly report on safe working hours (doctors in
training), which covers the period 1 May to 31 July 2017. He advised that, as
planned, the Trust has now reduced the number of Guardians of Safe Working
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Noted

Hours to one (Dr Kenny Ross) who will have Trust-wide responsibility. He
confirmed that all exceptions were dealt within the required 48 hours.
In response to a challenge from Anthony Bell and Pauleen Lane, Chris Daly
assured Board members that work is underway to resolve the issues with data
collection for Manchester. He committed to briefing the Executive Management
Team and Board in October if these issues prove more substantive.
Chris Daly provided assurance that any junior doctors working long hours have
sufficient breaks. He advised that the Trust is looking at a variety of ways of
addressing emerging gaps in junior doctor rotas.
Rupert Nichols highlighted an error in the agency calculation. Kim Saville to Action: KS
arrange for report to be updated.
The Board of Directors noted the Report.
204/17 Agency Expenditure Update

Noted

Andrew Maloney provided an update on current agency expenditure and usage
across the Trust. He noted that this is identified as a key strategic risk on the
Board Assurance Framework from, primarily, a financial perspective but that this
should also be viewed from a quality and safety perspective.
Andrew Maloney advised that the Trust has experienced a significant increase in
agency expenditure since the acquisition of MMHSCT. Agency expenditure has
averaged around £1.52million per month since January 2017, of which
approximately £1million is related to Manchester. He highlighted the challenges
in tackling agency expenditure given the issues with supply at both a regional and
national level. He noted the criticality of the Trust’s improvement plans for
Manchester in attracting and retaining skilled professionals in the longer-term.
He also noted that the Trust is investing in interim agency staff to improve
performance in the short-term, for example, in IAPT services.
Andrew Maloney confirmed that positive inroads are being made to reduce the
Trust’s agency expenditure but that there is still more to do. He outlined a
number of targeted actions being taken, including more robust management of
agency expenditure; exploring alternatives to agency/locums; reviewing rota
management; and improving the recruitment process. He noted that increasing
demands on the recruitment team and confirmed that further investment has
been agreed over the next twelve months to manage this.
Andrew Maloney noted the need for a more robust, long-term workforce
strategy and committed to bringing further details on the strategy to Board by Action: AM
March 2018. The strategy will consider ways of working with education
institutions and Health Education England.
Andrea Knott identified a need for data on the use of agency staff to be broken
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down by cover for vacancies and temporary roles (i.e. to support service
development/restructure) to enable the Board to better understand the
underlying issues and when the position may change. Andrew Maloney
confirmed that the Strategy will aim to address the underlying issues. He noted
that more people are now choosing to work flexibly, which is impacting on the
Trust’s ability to recruit. He advised that, going forward, the Trust will need to be
better aligned with the market and offer roles that are flexible enough to work
for individuals as well as the Trust.
The Board discussed the Trust’s performance against the NHS Improvement
agency expenditure cap, in the context of the need to ensure appropriate use of
agency staff. Bev Humphrey confirmed that performance impacts on the Trust’s
rating and segmentation, but very few Trusts are expected to achieve their
target.
The Board of Directors noted the report.
205/17 Medical Leadership Strategy

Noted

Chris Daly provided an overview of the Trust’s Medical Leadership Strategy 2017,
which has been reviewed by the Executive Management Team. He advised that
the Strategy identifies five key areas for development across the organisation,
and that implementation is being led by the Medical Leadership Committee.
Chris Daly summarised the five strands of the Strategy. He confirmed that
working groups have been established to progress each area and reports on
progress will be provided to the Board.
Pauleen Lane questioned how the Strategy addresses the issues identified by the
CQC with regard to Manchester’s application of research into practice. Chris Daly
noted that opportunities to better link experts operationally into the
organisation and confirmed that this will be a priority going forward. Ismail Hafeji
noted the significant investment in medical leadership, which will be key to
driving forward the Trust’s collective leadership approach. Gill Green confirmed
that the Medical Strategy is aligned with the Trust’s Nursing Strategy.
In response to a question from Andrea Knott, Chris Daly advised that the working
groups will be focused on developing metrics to monitor progress against
delivery of the Strategy.
The Board of Directors noted the Medical Leadership Strategy 2017.
206/17 Revalidation and Appraisal 2016/17
Chris Daly presented a report on the outcomes of the 2016/17 medical
revalidation and appraisal process. He noted the appraisal rate of 93%, which is
above the national and same sector average rate. He confirmed that all doctors
eligible for appraisal received an appraisal and any absences were approved on
the grounds of, for example, ill health or maternity.
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Agreed

Chris Daly summarised the Trust’s position against the ten key themes, which
demonstrate the Trust’s compliance with the standards set out in the
‘Framework of Quality Assurance for Responsible Officers and Revalidation’.
In response to a query from Andrea Knott, Chris Daly confirmed that appraisals
were only be completed by doctors who had completed the required appraisal
training.
Julie Jarman sought assurance that doctors providing services other than mental
health services for GMMH, for example GPs, also have opportunity to access
robust appraisal and peer review. Chris Daly confirmed that GPs are subject to a
separate system, which GMMH contribute to. Chris Daly and Julie Jarman to Action: CD,
discuss this issue further outside of the meeting.
JJ
On the basis of the report received, the Board confirmed that the Trust is
compliant with the Medical Profession (Responsible Officer) Regulations 2010
(Amended 2013) and agreed the Chief Executive’s signature of the Statement of
Compliance.
207/17 Quality Governance Committee (QGC)
Noted
•
•
•

Minutes of the Meeting held 13 July 2017 (Ratified)
Committee Chair’s Report on the Meeting held 14 September 2017
(Verbal)
Revised Terms of Reference

Kathy Doran presented the minutes of the QGC meeting held 13 July 2017 and
provided a verbal update on the key items discussed at the 14 September
meeting. These included preparation for the CQC inspection; positive feedback
following the John Denmark Unit Quality Matters walk-around; the quarterly
CARE Hub report; progress with policy harmonisation; an update on the
implementation of the Nursing Strategy; and updates to the governance section
of the Board Performance Report.
In response to a query from Pauleen Lane on the Trust’s compliance with
national statutory guidance on autism spectrum conditions, Gill Green confirmed
that the Executive Management Team have supported non-recurrent investment
to progress development of a Trust-wide strategy over the next six months. The
Strategy will be reviewed by the Quality Governance Committee in March 2018.
With reference to the update on the implementation of the Positive and Safe
Strategy, Stephen Dalton questioned the alignment between the Board
Performance Report and the positive actions reported in this area. Kathy Doran
confirmed that positive and safe will be the focus of the QGC’s next deep-dive
and that work is underway to review how these metrics are reported to the
Board.
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The Board of Directors noted the ratified minutes of the Quality Governance
Committee meeting held on 8 June 2017 and the Committee Chair’s verbal
report on the meeting held on 13 July 2017.
208/17 Any Other Business:
Approved
•

Procedure for Questions from the Public at Board of Director Meetings

Rupert Nichols summarised the proposed procedure. Les Allen, Lead Governor,
supported the proposed approach.
The Board of Directors approved the proposed procedure for questions from the
public at Board of Director meetings.
There were no other items of business.
209/17 Date and Time of Next Meeting

Noted

The next Board of Directors meeting will take place on Monday 30 October 2017
at 10.00am in Meeting Rooms 1 and 2, 1st Floor, The Curve
210/17 Resolution
Adopted
The Board of Directors adopted the resolution ‘that representatives of the press
and other members of the public be excluded from the remainder of this
meeting, having regard to the confidential nature of the business to be
transacted’.
Certified as a true record of the meeting

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

……………………………………………………………
Date
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Action Log – Part 1
Meeting Minute Item
No.
July-17
169/17 Board Performance
Report (May 2017)

July-17

170/17

Board Assurance
Framework (July
2017)

Action

Agreed
Forecast
Timescale
Completion
Update
on
progress
with IAPT 30/10/2017
transformation work to be brought to the
Board of Directors in October 2017

Owner

Neil Thwaite, Deputy
Chief Executive/Director
of Development and
Performance
Vacancy levels to be more clearly defined 30/10/2017 27/11/2017 Andrew Maloney,
in future Board Performance Reports
Director of HR and
Corporate Affairs
More detail to be included on the 30/10/2017 27/11/2017 Andrew Maloney,
rationale for removal of risks from the
Director of HR and
Corporate Affairs
BAF in future reports
Andrew Maloney,
Director of HR and
Corporate Affairs/Kim
Saville, Company
Secretary
Audit Committee members to meet to 31/08/2017 27/11/2017 Andrea Knott, Audit
review the assurances set out in the BAF
Committee Chair
and identify any gaps

Status

BAF review
scheduled for
Nov. 2017

Consideration to be given to the inclusion 30/10/2017
of an overarching workforce risk in the
BAF
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To be progressed
through Sept.
Board
Development
session and Oct.
and Nov. Board
meetings

Meeting Minute Item
No.
July-17
178/17 Any Other Business

Action

Sept-17

200/17

Board Performance
Report (July 2017)

Gill Green, Director of
Nursing and Governance

Sept-17

200/17

Board Performance
Report (July 2017)

Sept-17

203/17

Sept-17

204/17

Quarterly Report on
Safe Working Hours –
Doctors in Training
Agency Expenditure
Update

Definition of expected and unexpected 30/10/2017
deaths to be included in future
governance narrative
Narrative on safe staffing to be 30/10/2017
strengthened
in
future
Board
Performance Reports, including any
exceptions
Error in agency calculation to be amended 30/09/2017

Details of longer-term workforce strategy 31/03/2018
to be brought to Board by March 2018

Sept-17

206/17

Andrew Maloney,
Director of HR and
Corporate Affairs
Chris Daly, Medical
Director and Julie
Jarman, Non-Executive
Director

Revalidation and
Appraisal 2016/17

Agreed
Forecast
Owner
Timescale
Completion
Structured programme of Non-Executive 30/09/2017 30/10/2017 Deborah Partington,
Director service visits to be developed
Director of Operations
and Kim Saville, Company
Secretary

Discussion on GP access to appraisal and
peer review to be followed up

Not yet due
Completed on time
In progress and on target
Incomplete and overdue
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Gill Green, Director of
Nursing and Governance

Kim Saville, Company
Secretary

Status
Visits allocated
for Nov. 17–
March 18.
Scheduling in
progress.

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

Board Performance Report (August 2017)
30 October 2017
07
Neil Thwaite, Deputy CEO/Director of Strategic Development
Miranda Washington, Deputy Director of Performance & Business Development

REPORT SUMMARY:

This report details performance as at the end of August 2017. It demonstrates a
good position for the organisation.
The performance dashboard (p3) highlights 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 77.67% cf 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 August Salford have
also missed the referral to six week target (11.2%) reflective of a capacity shortfall.
Increased fixed term capacity has been funded. A more in-depth briefing on IAPT
performance transformation will be provided at the October 2017 Board meeting.
The performance dashboard also highlights sickness (p13) above target at 5.92% cf
5.75% target, the second month since December 2016 the target has been
exceeded.
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Context
The Board Performance Report is designed to provide assurance to the Trust Board on progress against a range of key performance indicators and highlight any areas
of concern. The key performance indicators reported include both national targets and locally-agreed priorities.
The Trust Board has delegated responsibility for monitoring and managing performance to nominated Executive Directors within the Executive Management Team
(EMT). The Deputy Chief Executive / Director of Strategic Development has overall responsibility for the co-ordination of the performance agenda and provision of business intelligence support. The Director of Operations and Medical Director are responsible for enabling the clinical workforce to deliver the key clinical performance indicators. The Director of 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
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NHSI Single Oversight Framework
NHSI Single Oversight Framework
Care Quality Commission
CQUIN
CQUIN
Quality Account
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Area
Indicators Linked to the 5 Domains
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Finance and Use of Resources
guide
Single Oversight Framework Rating
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Membership
Operational Performance Indicators
Summary
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Early Intervention in Psychosis
MHSDS Data Completeness
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6 & 18 Weeks
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CQC Rating
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Service Reviews
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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
R
G
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NHSI Single Oversight Framework—Overview
Single Oversight Framework
Area

Weighting
0.2

Financial
Sustainability

0.2

Financial Efficency

0.2
0.2

Financial Controls

0.2

Metric

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

2017/18
Q2

Capital service capacity
Liquidity (days)
I&E margin

G

Plan

Sep-17

Q1

Q2

1
1

1
1

1
1

1
1

Distance from financial
Financial Control plan
Agency spend
Overall Score

1

1

<1.25x

(7)-0

(14)-(7)

<(14)

1-0%

0-(1)%

≤(1)%

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

≤(2)%

0-25%

>50%

25-50%

Q4

% of Total
Mem bership

No. of Mem bers

Bolton Public

7.17%

758

Salford Public

6.04%

638

Trafford Public

5.67%

602

Manchester Public

21.66%

2,293

NW Public

8.80%

932

Sub Total
SERVICE USER & CARER

49.35%

5,223

Service User

12.12%

1,284

Carer

1.21%

126

13.33%

1,410

Group
PUBLIC

G

1

4

MEMBERSHIP as at Q1 2017-2018

Q3

2017/18
Metric

Score
2
3
1.751.252.5x
1.75x

1

Q3

Q4

Sub Total

1

1

1

1

STAFF

1
1

4
3

3
1

4
3

Health and Social Care
GMMH* TOTAL

37.32%

3,959

100.00%

10,592

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 6 2017/18 a level 3 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 - August 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
Aug-17
YTD
Comments
1. Patients requiring acute care who received
a gatekeeping assessment by a crisis
99.4%
95.0%
100.0%
99.5%
99.9% 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%
78.3%
68.9%
73.5%
package of care within 2 weeks of referral
all 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
• Postcode
99.5%
95.0%
99.5%
99.5%
• Current Gender
• Registered GP Org Code
• Commissioner Org Code
b) Priority Metrics:Accommodation status and Employment status
• Ethnicity
have been identified as a concern. A remedial
• Employment Status (adults only)
action plan has been prepared by services and
• Accommodation Status (adults only)
78.8%
85.0%
76.7%
77.7%
implementation is being overseen by the
Associate Directors of Operations. It is
anticipated that performance will improve by the
end of Q2.
5. Improving Access to Psychological Therapies (IAPT)/talking therapies (from IAPT minimum dataset):The Trust is again below 50%, although the
overall former GMW services recovery rate
shows 55.7% for August. This is due to the
a) Proportion of people completing treatment
excellent recovery rates in Bolton and Trafford
who move to recovery (from IAPT minimum
46.3%
50.0%
41.9%
43.2%
40.9% (Step 2 and 3 combined). Salford (Step 3 only)
dataset)
shows good recovery rate in comparison to
other Step 3 only services nationally. The very
low recovery rate reported for Manchester
influences the overall position.
The 6 week access target is compromised by a
relatively low proportion of people, discharged in
b) Waiting time to begin treatment within 6
72.4%
75.0%
61.2%
60.8%
60.9% August from Manchester and Salford, having
weeks of referral
attended their first appointment (mainly prior to
April 2017) within six weeks.
The 18 week access target is compromised by
the relatively low proportion of people,
c) Waiting time to begin treatment within 18
95.0%
95.0%
92.2%
94.9%
93.1% discharged in August from Manchester, having
weeks of referral
attended their first appointment (mainly prior to
April 2017) within 18 weeks.

Board Performance Report - August 2017 Final Version

5

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%

Aug-17
100.0%
98.8%
100.0%
100.0%
99.5%

YTD
100.0%
99.7%
100.0%
100.0%
99.9%

Comments:
All services are within target for August 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%

Aug-17
100.0%
57.1%
87.5%
50.0%
68.9%

YTD
94.3%
65.6%
72.5%
65.6%
60.0%
73.5%

Comments: All services are within target for August 2017.
Negotiations with commissioners have commenced to secure additional resources to meet the stretch target of 60% of clients
seen within 2 weeks and the delivery of NICE concord packages of care.
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

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%

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
99.71%
99.26%
99.46%
99.62%
96.77%
98.15%
97.74%
99.79%
99.27%
99.50%

Jul-17
99.74%
99.55%
99.48%
99.56%
96.63%
98.19%
98.41%
99.79%
99.15%
99.64%

4a. Identifiers
Aug-17
Sep-17
99.73%
99.65%
99.52%
99.62%
96.83%
98.40%
98.59%
99.75%
99.40%
99.45%

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
89.67%
47.69%
80.94%
90.10%
92.48%
94.69%
100.00%
83.98%
95.32%
76.74%

Jul-17
92.35%
48.36%
85.77%
90.53%
93.80%
94.58%
98.94%
79.45%
95.20%
77.84%

4b. Priorities
Aug-17
Sep-17
89.85%
48.24%
88.01%
89.77%
92.21%
95.54%
98.87%
87.33%
95.24%
77.67%

Directorate
Bolton
Manchester
Salford
Trafford
FMH
CJS
MHD
CPTS
CAMHS
GMMH

85.0%

85.0%

Oct-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

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. A remedial action plan has been prepared by services and implementation is being overseen by the Associate Directors of Operations. It is anticipated that performance will improve by the end of Q2.
Please note: The figures were 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
2,492
60.7%
76.2%
99.7%

Q2

Q3

Q4

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

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

Q1
2,114
21.1%
25.3%
81.3%

Q2

Q3

Q4

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

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

Q1
1,183
49.1%
78.1%
99.5%

Q2

Q3

Q4

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

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

Q1
1,890
57.1%
88.4%
97.8%

Q2

Q3

Q4

Jul
623
59.0%
91.1%
99.4%

Aug
619
56.7%
87.8%
97.8%

Sep

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

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

Q1
62
38.1%
52.9%
88.2%

Q2

Q3

Q4

Jul
21
54.5%
70.0%
90.0%

Aug
23
66.7%
25.0%
75.0%

Sep

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

2016/17 Target
Q1
1220
390
43.2%
50
34.1%
100.0%
75
100.0%
100.0%
95
100.0%

Q2

Q3

Q4

Jul
Aug
135
140
35.1% 39.6%
100.0% 100.0%
100.0% 100.0%

Sep

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

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

Q2

Q3

Q4

Q1
39.9%
60.0%
91.8%

Jul
Aug
829
723
60.4% 60.5%
76.5% 75.7%
100.0% 100.0%
Jul
659
22.4%
34.2%
87.5%

Sep

Aug
747
26.6%
32.2%
88.1%

Sep

Jul
Aug
361
376
42.5% 44.8%
62.9% 63.8%
100.0% 100.0%

Sep

Jul
41.7%
63.5%
95.2%

Aug
43.2%
60.8%
94.9%

Sep

Comments:
Bolton: The combined IAPT Step 2 and 3 continues to
show excellent clinical effectiveness, comparable with the
Q1 results. Compliance with both RTT targets is being sustained.
Manchester: The (Step 3 only) service continues to be noncompliant with RTT or Recovery targets for discharges in
month. Implementation of the new PCPTS Divisional management structure, and the new service leadership structure, will facilitate implementation of the required service
improvements.
Salford: The (Step 3 only) service’s recovery figure continues to fall above 40%, and is comparable with the National
Average for full CCG pathways. The shortfall in RTT compliance (6 weeks) in month is reflective of a capacity shortfall relative to actual level of demand post implementation of
a Shared Point of Access. Increased fixed-term capacity has
been funded, however the overall deficiency will continue to
impact on accessibility until addressed with recurrent funding.
Trafford: The combined IAPT Step 2 and 3 service continues to show excellent evidence of clinical effectiveness,
commensurate to the recovery figure for Q1. Compliance
with both RTT targets is being sustained.
Military Veterans: The service once again shows good
recovery for discharges in month. RTT performance figures
are influenced by the low numbers, and variable treatment
commencement dates, of discharges in month.
Working Well: The service is now established and discharging more complex longer-term therapy clients, from a
population with on average very high levels of socio economic barriers. This is being reflected in the reduction in
recovery figures (now comparable to CCG areas in the lowest decile in terms of IMD). Patient experience and selfreported problem resolution remain positive.
Trust position: The Trust as a whole continues to show
overall non-compliance on IAPT access and clinical effectiveness targets for August. Given the relative number of
discharges, this will continue to be the case until significant
improvement is seen in the Manchester and Salford provision with regards to RTT and within Manchester with regards to recovery.

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
Aug-17
Comments
In-Month sickness figures have been used to provide an indication of
Staff Sickness
NHS Digital
5.64%
5.92% performance. This is above the Trust target - please see page 13 for
further comments.
Turnover has been calculated as the number of leavers as a percent of the
Staff Turnover
NHS Digital
1.31%
1.48%
total Trust headcount as an indication of performance.
Executive Team Turnover
Provider Return
0
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
TBC Provision of internal figures are TBC due to lack of guidance from NHSI.
Aggressive Cost Reduction Plans
Provider Return
G
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
128
55
performance.
Staff Friends & Family Test - %
Recommended Care

NHS England

Occurrence of any Never Events

NHS Improvement

0

NHS Improvement

1

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

CQC

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

74%

NA

80.3%

0

97.4%

% clients in settled accommodation NHS Digital

75.1%

% clients in employment

NHS Digital

5.6%

Potential under-reporting of patient
safety incidents

NHS England
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G

G

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.

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
61.3%
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
98.4%
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
74.2% The Target applied as an indication of performance and was the overall
England result as at July 2016.
Target: 7% TBC
5.9% 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

NA

NA

NA

8

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. The Trust has been notified of a
forthcoming ‘Well Led’ inspection to take place in December
2017. This will involve some core service inspections by the
CQC in the preceding 3 months which have started to occur.

Directorate

2016/17

CQC Rating

Bolton
Woodlands
Salford
Braeburn
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
- - - 1
- - - - - - - -

Jul
C M
- 1
- - - 1
- - - - - - -

Number of Visits 2017/18
Aug
Sep
Oct
Nov
C M C M C M C M
- 1
- - - 1
- 1
- 1
- - - - -

Dec
C M

Jan
C M

Feb
C M

Mar
C M

Mental Health Act Monitoring:
During August 2017 there were 4 visits for the purpose of MHA. These were to Oak Ward in Bolton, Light Oaks Ward in
Braeburn House, Bollin/Greenway Ward in Trafford and Acacia ward in Manchester.

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 were given information about their medication in a way they could understand
Fieldwork for the 2017 survey programme commenced in February 2017. There was an extended sample of service users covering all 4 district geographical areas within GMMH. Fieldwork
closed on 23rd June 2017.A further additional sample of 3000 service users, split across the four geographical areas was commissioned. The results of this wider sample will be used to
track ongoing quality improvement on a geographical basis. The results of the survey will be available to the Trust in August with the final publication of the survey by CQC in October 2017.
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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)
Indicator Indicator
Number

Financial
Value

Target

Q1

2017/18
Q2
Q3

Comments
Q4

YTD

£124,769

G

G

N1b

Healthy food for NHS staff,
visitors and patients

£124,769

G

G

£124,769

G

G

£299,447

G

G

N1c

N3a

N3b

N4

N5

Improving uptake of flu
vaccinations for frontline
clinical staff
Demonstrate Cardio
metabolic Assessment and
Treatment for Patients with
Psychoses in: Inpatient
Wards, Early Intervention
Psychosis and CMHT
(patients on CPA)
Collaboration with Primary
Care
Reduce the number of
attendances to A&E for
those within a selected
cohort of frequent attenders
who would benefit from
mental health and
psychosocial interventions,
and establish improved
services to ensure this
reduction is sustainable.

Transitions out of Children
and Young People’s Mental
Health Services (CYPMHS)

£74,862

£374,308

To meet the quarterly milestones

N1a

Improvement of health and
wellbeing of NHS Staff

G

G

G

Leads have been identified for each of the acute Trust footprints and local
multi agency working groups established. These groups reflect
membership from a wide range of agencies including the police,
ambulance service and voluntary sector for example. Each group has
worked in partnership and identified the numbers of the frequent attenders
for each of the acute Trusts. We consider this CQUIN on track and
milestones for Q1 met.
A Trust-wide group has been established to progress the CQUIN, with
representation from each of the local Directorates. As a ‘receiving’
provider GMMH is reliant upon the engagement of ‘sending’ providers to
progress the requirements of the CQUIN locally. We consider this CQUIN
on track and milestones for Quarter 1 have been fully met for Bolton,
Salford and Manchester. GMMH have made every effort to deliver the
joint report for Trafford however the delays with this are outside of our
control. Work will continue to progress this with our partners.

£374,308

G

G

N9a

Tobacco screening

£18,715

G

G

N9b

Tobacco Brief Advice

£74,862

G

G

N9c

Tobacco Referral and
Medication Offer

£93,577

G

G

N9d

Alcohol Screening

£93,577

G

G

N9e

Alcohol Advice Referral

£93,577

G

G
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The Health and Wellbeing Action Plan has been updated and shared with
commissioners. The commissioners have been asked to accept the
baseline of performance in Manchester 2016/17 for the staff survey as the
baseline for GMMH. We consider this CQUIN on track and milestones for
Quarter 1 met.
The Trust has already met the targets on sale of sugary drinks and
confectionary and continues to progress the availability of healthy options
within patient menus. We consider this CQUIN on track and milestones
for Quarter 1 met
The Flu Strategy Group is in place and the Action Plan has been shared
with commissioners. We consider this CQUIN on track and milestones for
Quarter 1 met.
We have continued to develop our existing systems for monitoring and
recording physical healthcare assessments and interventions within
PARIS, and have identified and implemented an assessment process
within AMIGOS that will support data collection within our Manchester
services. We consider this CQUIN on track and milestones for Quarter 1
have been fully met for Bolton, Salford and Trafford with significant
progress achieved in Manchester.
Although there was no specific target for Q1 much progress has been
made to prepare for Q2 requirements across the Directorates.

A sub group of the physical healthcare committee has been established
(from leads within services and Health and Safety representation) to
support the implementation of the Risky Behaviours CQUINs. During this
quarter an information system audit has been completed on both PARIS
and AMIGOS. The actions identified as required for the collection of data
were implemented and the submission of the required CQUIN dataset to
provide a baseline was made to deadline. A training programme for the
delivery of all required interventions is in place in all districts and the
majority of staff have been trained at quarter end. We consider these
CQUINs are on track and milestones for Quarter 1 met.

10

CQUIN
CCG CQUIN Scheme Local Indicators (£374,308 of CCG Contract)

L1

Financial
Value

Indicator
Suicide Prevention - To
implement best practice and
enhance current policies in
suicide prevention strategies.

Reserve Financial Control

£374,308

£1,497,234

Target

To meet the quarterly
milestones

Local CQUINS

Indicator
Number

Q1

2017/18
Q2
Q3

Q4

YTD

G

G

G

Comments
The Suicide Prevention Strategy for GMMH has been revised to
incorporate the partnership working with the Manchester Suicide
Prevention group and contribution to delivery of the 9 pillars of
action; and the Suicide Prevention Quality improvement plan has
been updated to include Manchester specific actions. Both
documents have been shared with all commissioners. We consider
this CQUIN on track and milestones for Quarter 1 met.
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.

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

Financial
Value

Target

Q1

2017/18
Q2
Q3

Q4

YTD

Recovery Colleges for
Low and Medium
Secure Patients

£376,872

G

G

MH3

Reducing Restrictive
Practice within Low and
Medium Secure
Services

£226,123

G

G

CAMHS

MH4

MH5

Discharge &
Resettlement (All
Specialist MH Inpatient
Services)

CAMHS Inpatient
Transitions

£445,000

To meet the quarterly milestones

All

FMH

MH2

£66,850

G

G

Comments
A formal launch event for the prospectus took place during May,
followed by a series of roadshows held on the wards. Courses continue
to be delivered and have been well attended, with 100% of the target
group attending a course/event. Recovery portfolios, in which service
users can keep a record of their achievements, have been introduced.
Participants have been asked to complete an outcome form to
demonstrate how the recovery academy is having an impact on their
recovery, 81.6% service users reported that the recovery academy has
helped them to understand their condition and 95% reported that
attending has been a positive experience. We consider all targets for
Q1 have been met.
The service continues to implement the reducing restrictive practice
action plan and to align reducing restrictive practice with the Trust’s
positive and safe strategy, which will ensure that robust governance is
in place and that work carried out during this CQUIN is sustained over
time.
Positive and safe training is being rolled out across the service
involving staff, service users and carers. In addition to formal specific
training, ward based desk top exercises, discussion groups and
incorporation of positive and safe into core clinical risk training is taking
place. We consider all targets for Q1 have been met.

G

This CQUIN is split into a number of triggers rather than milestones,
however the CQUIN is on track to achieve all triggers. A CQUIN deliver
group has been established and a series of workshops have been held
to develop the strategy and implementation plan. Workshops to map
out "as is" processes in relation to discharge planning have taken
place, these have identified a number of good practices which will be
used within the strategy. Several discussions have taken place on how
to formulate an "Expected Date of Discharge" for each service user and
work has taken place around reporting processes for EDD. Outline
processes for the management of delayed discharges and the use of
the delayed discharge fund have been drafted.

G

This CQUIN is split into a number of triggers rather than milestones,
however the CQUIN is on track to achieve all triggers. A CQUIN delivery
group has been established with a wide range of representation from
various disciplines. An audit tool has been developed to capture current
state of discharge/transition planning and has been used to audit the
records of 50% of service users discharged during the quarter. A small
number of potential improvements have been identified. Two surveys
have been developed for service users and carers/families to feedback
on their experiences with a completion rate of 50%. The findings from
the survey and audit will be developed into an action plan during Q2.

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.

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

Policies and strategies relating to Service Users and Carers
and Volunteers have been reviewed in Q1 with a view to
implementing single policies and strategies throughout
GMMH. The ToRs for the CareHub, have undergone preliminary review prior to introducing revised policies and governance structures. The expanded CareHub will incorporate
examples where service user and carer feedback have improved services through the already established “You said,
We did” process. The National Lead for Triangle of Care has
agreed to maintain GMMH 2 star status whilst strategy is
rolled out to Manchester services, with Carer Awareness
training implemented in Manchester in Q1.

A wide range of activity is taking place in order to support the
delivery of this Quality Improvement Priority. Ward level
leads continue to champion the Safewards approach and
activity continues to ensure that progress s being made to
implement Safewards approach across all Trust inpatient
wards. A training package linked to PMVA for staff working
with young people within CAMHS has been produced for use
as part of the service induction and ongoing development of
staff. A scoping exercise to support the development of
PROMs, PREMs and CROMs has been completed to establish the extent of outcome measures in practice across
GMMH. The Recovery Academy launched its 9th prospectus
at the start of Quarter 1. There are now 58 courses running
across the Trust including North, South and Central Manchester.

The progression of improvement measures for this Priority
will be discussed at the Older Adults Steering Group in July.
An initial older adults inpatient effective practice sharing day
was held on 25th April 2017. This was attended by band 6
and above clinical staff and managers from a range of disciplines. A similar day is being arranged for the older adults
community services across the 4 districts.
From May 2017 Woodlands are hosting monthly education
sessions which all staff across the services in GMMH (and
external partners) are able to book places. The sessions
have been arranged based on feedback from staff in the services and within the inpatient effective practice sharing day.
Work has begun to develop Trust Guidance on the use of
non-pharmacological interventions for behavioural and psychological symptoms of dementia, and for pharmacological
interventions for behavioural and psychological symptoms of
dementia. This guidance will be based on the NICE guidance
recommendations

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.

Representatives from GMMH have met with the multi lat
commissioners to agree forward plan. There are no milestones for Q1 however agreed to share CPA lists with GP
surgery and practice manager to cross reference to ensure
we capture all service users with Mental Illness and who may
not have been seen by secondary services for some time.
Agreed that the cohort on National CQUIN 3a would be replicated in 3b, in order that the most high risk patients are in
receipt of all measures and interventions of the Lester tool.
Audit tool shared with Commissioners.
Lester tool shared with Commissioners.
All discharge notifications and in-patient discharge summaries are shared within agreed timescales electronically with
GP’s
Meeting with Manchester Commissioners taking place on 10 th
July to agree as above.

The demand for admissions on Trust beds has continued
throughout Q1 which impacts on the need to use OAP. Since
January 2017 to end of April 2017 there have been a total of
147 service users placed in OAP. However the LoS for those
placed in OAP does appear to be reducing.
Use of OAP are monitored via the X 3 weekly bed management meeting to identify those service users who are clinically appropriate for discharge or who require repatriation to a
Trust bed. There has also been a review off all service users
in Trust and OAP carried out on the 3rd February 2017 which
involved 210 service users to look at any barriers to discharge.

There is variation across our IAPT services, with a specific
transformation workstream for Manchester services. Some of
the variation is explained and related to: socio-economic
variation, absence of local clinical leadership to enable capability building, constant errors in KPI reporting, and sample of
population currently entering being skewed towards more
complex and chronic presentations. Our integrated Step 2, 3
and 3+ services (Bolton and Trafford) show excellent recovery, reliable improvement and patient experience results.
These, and Salford, show significant cumulative improvements in effectiveness over the last two years. Thus demonstrating the importance of embedding the associated culture
and processes across all services.
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Human Resources
Sickness Rate

Directo rate Targe t

6.00

5.92

4.31

4.43

3.94

3.82

3.67

3.62

3.52

3.71

4.04

3.78

3.88

1.47

1.28

1.51

1.70

1.56

1.61

A

M

J

J

A

1.81

J

M

1.77

D

1.83

2.10

N

1.89

O

1.37

S

F

Target

5.48

5.55

5.63

Corpor ate Target

3.92

3.85

3.79

3.77

3.77

3.77

3.76

1.69

1.72

J

A

1.69

0.00
2016/17
GMW/G MMH - S hort term

J

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

1.67

1.72

M

1.15

1.65

1.60

5.64

2.00

A

2.15

5.45

1.68

1.80

5.42

M

1.88

5.45

1.71

1.74

5.47

F

1.71

3.46

3.00

1.71

1.93

4.00

3.81

3.92

2.56
1.56

5.53

J

1.00

5.84

4.16

3.71
3.45

2.00

5.87

1.68

3.00

5.94

D

3.11

5.97

4.22

4.77

5.33

2017/18

1.65

4.03

4.94

GMW/G MMH - Lo ng ter m

N

4.15

5.21
3.54

6.00

4.34

5.02

6.00

1.60

%

4.00

5.09

5.00

5.05

5.00

5.36

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

7.00
5.63

5.26

5.52

2016/17

O

5.47

6.00

6.03

5.88 5.81

GMW/G MMH - S hort term

Corpor ate Target

6.57
5.78

0.00

4.38

6.91

6.58

1.00

1.58

Directo rate Targe t

1.61

S

Sickness Absence - Long Term

0.90

GMMH

SMS

FMH

1.90

1.76

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

8.00
7.00

2.24

Corpor ate

Sickness Absence - Short Term

1.92
Trafford

Mancheste r

1.33
Salford

1.56

6.09

2.00

2.30
1.13

3.00

A

3.20

4.31

3.45

Bolton

0.00

4.00

5.01

3.53

2.00

1.00

2.84

4.40

6.56

5.24

5.00

1.61

5.13

3.00

4.93

Other
Spe cia list

%

5.00

5.92

5.39

1.93

6.29
5.00

5.47

6.00

6.91

5.09

6.00

4.00

7.24

A

6.26

6.86

%

6.80

CAMHS

7.00

%

8.00

GMMH* Sickness Rate (%) - In Month

7.00

8.32

4.20

Directorate In Month Sickness Rates (%) - August 2017

9.00

2017/18
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 5.63%, the total sickness rate for the 12 months ending August 2017 was 0.08% more than the previous month. The sickness rate comprised 3.92% due to long-term sickness and
1.72% arising from short-term absences. The August in-month total for the Trust was 0.08% lower than the previous month and at 5.92% was 0.17% above the target rate of 5.75%; this is
the second month this calendar year that the rates have exceed the Trust target. Long Term absences continue to make up the majority of the time lost to sickness. SMS had the highest
sickness absence rate (8.32%); the lowest rate was recorded in Corporate Services (3.20%).
*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
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 4,336 4,301 4,284
4,739 4,720 4,709 4,666 4,649
828
828
858
887
887
82
79
72
58
58
1.7%
1.7%
1.5%
1.2%
1.2%
2.3%
2.3%
2.3%
2.3%
2.3%

IPDR

75

70

66

65

63

+/- change
from previous
month

-0.34
-0.01
0.22
0.07
0.03

J 0.24

1.44 1.48

J 0.04

1.63 1.86

1.34

1.17

M 0.02

Fixe d term Co ntr acts & TUP E Tra nsfers

1.30

1.37 1.43

A 0.06

Wastage Rate (%)

J 0.04

1.43 1.47

0.04

M 0.04

0.82

0.82

1.18 1.25

J

F 0.06

1.39 1.39

D

N

0.86

0.86

1.66

O 0.13

1.52

1.79 1.83

S 0.03

1.09

1.23

Greater
Percentage of staff with valid completed mandatory training as at end of the month
Staff % Manchester
Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18
Population %*
Ethnicity
73
62
60
55
White
84.01
88.63
94
95
94
92
Mixed
1.79
1.60
As ian
5.07
6.77
82
65
63
63
Black
6.00
1.66
94
96
95
93
Chines e/Other
0.77
1.33
93
65
66
59
Ethnic group
Not Stated
2.35
81
86
78
77
*Source: ONS PEEG Es tim ates for 2009
76
49
61
61
82
86
84
83
Turnover
89
84
84
84
87
84
84
83
2.00
92
95
93
91
1.50
75
67
64
60
90
78
80
91
1.00
91
82
80
91
92
82
81
83
0.50
88
50
77
78
85
85
85
85
87
81
78
78
2016/17

A 0.13

Course Name
Basic Life Support - 1 Year
Equality & Diversity - 3 Year
Fire Safety - 1 Year
Health and Safety
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
Prevent Awareness
Safeguarding Adults Level 1 - 3 Years
Safeguarding Children Level 1 - 3 Years
Safeguarding Children Level 2
Trust Target
Total Compliance

Ethnicity

1.14

Mandatory Training

2017/18

All Other Leavers

Workforce Overview: As at the end of August the Trust employed 4649 people who worked a total of 4284 Full-Time Equivalent; the budgeted FTE exceeded the contracted FTE by 887.
As at the end of August there were 58 apprentices in GMMH; this represents 1.2% 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. Overall, the mandatory training compliance rate was 78% which is 7% below target. Highest levels of compliance were in Equality and Diversity, Health and Safety and Moving and Handling Inanimate Objects, Prevent Awareness and Safeguarding Adults; all exceeded 90%. As at the end of August 63% of staff had completed IPDRs.
Ethnicity: The majority of GMMH staff described themselves as being of white origin. When compared with the ethnicity of Greater Manchester, the Trust had a smaller proportion of white
employees. GMMH had a greater percentage of staff of Black and Mixed origin but was under-represented in the Asian and Chinese/Other category. 2.35% of staff chose not to state their
ethnic origin.
Turnover: During August a total of 69 staff left GMMH. Reasons for leaving were: voluntary resignation (42), retirement (8), voluntary redundancy (14) and 5 staff left for a variety of other
reasons.
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Human Resources
Safe Staffing Levels
Apr-17
Day
Night

May-17
Day
Night

Jun-17
Day
Night

Jul-17
Day
Night

Aug-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%

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

100.0%
104.8%
100.0%
100.0%
109.9%
125.3%
106.1%
96.7%

100.0%
101.4%
100.0%
100.0%
103.1%
132.8%
107.0%
99.3%

100.0%
102.0%
100.0%
100.0%
109.0%
125.8%
105.5%
97.6%

GMMH

113.96% 114.13% 111.9% 111.1%

111.9%

112.2%

111.3% 111.8% 111.6% 112.0%

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%

100.0%
101.4%
100.0%
100.0%
102.4%
131.7%
106.8%
98.8%

100.0%
104.3%
100.0%
100.0%
108.0%
122.8%
110.3%
99.6%

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%
102.6%
100.0%
100.0%
107.4%
127.6%
113.4%
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 planned. This is usually on account of unplanned
enhanced observations of service users. Where actual staffing levels fall short of planned staffing levels an escalation procedure is in place. Exceptions are reported on DATIX and reviewed by matrons, senior operations managers and heads of operations. Overall weekly staffing levels are monitored by the Associate Directors of Nursing and Operations.

Staff, Friends and Family Test—Quarter 1 (2017/18)
Question 1. How likely are you to recom mend this organisation to friends
and fam ily if they needed care or treatment?
68,
5%

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

36,
3%

86,
7%
339,
27%

195, 16%

Extremely Likely

131,
10%

335,
26%
Extremely Likely

Likely
Neither likely nor unlikely

Likely

209, 17%

Neither likely nor unlikely

Unlikely
610,
49%

Extremely Unlikely

Unlikely
499,
40%

Extremely Unlikely

Comments: The results for the latest staff FFT for GMMH show that 74% of staff would recommend the Trust as a place to receive care or treatment (an increase of 2% from the previous
test). 65% would recommend the Trust as a place to work, a 1% increase on last time. The survey was conducted during June 2017.
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Human Resources / Finance and Contracts
Staff Costs—Rolling 12 Months
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9499
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9466
15040
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14836
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15000
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2016/17
2017/18

Agency Costs (000s)

800
700
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500
400
300
200
100

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

Bank Costs (000s)

484
465
506
480
638
714
935
681
661
690
676
714
747

2000

575
452
433
494
1448
1677
1694
1379
1378
1550
1414
1660
1577

Salary Costs (000s)

20000

Agency Spend Summary

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

Staff
Group Plan 1718
Med
4,244,000
Nurs
2,304,000
P&T
1,571,000
Infra
91,000
Supp
3,324,000
Total 11,534,000

Budget to
Sep-17
2,122,000
1,152,000
785,500
45,500
1,662,000
5,767,000

Actual to Variance
Sep-17
YTD
2,831,466 -709,466
2,355,727 -1,203,727
1,224,971 -439,471
321,808 -276,308
2,104,755 -442,755
8,838,727 -3,071,727

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

Sep-17
Plan Actual
26.68
24.50
-17.46 -17.18
-0.44
-0.63
-5.15
-2.96
3.63
3.73
-0.53
-0.63
0.02
0.01
-0.03
-0.02
0.00
0.00
0.00
0.00
-0.34
-0.35
2.74
2.74
0.00
0.00
2.74
2.74
-0.00
-0.00
2.74
2.74
13.6% 15.2%

YTD
Var
Plan Actual
-2.18 144.69 143.41
0.27 -104.74 -103.68
-0.19
-2.48
-2.85
2.20 -28.83 -27.78
0.10
8.64
9.09
-0.10
-3.18
-3.45
-0.01
0.10
0.10
0.02
-0.20
-0.08
0.00
0.00
0.00
0.00
0.00
0.00
-0.01
-2.06
-2.36
0.00
3.30
3.31
0.00
0.00
0.00
0.00
3.30
3.31
0.00
-0.01
-0.01
0.00
3.29
3.30
1.6%
6.0%
6.3%

FY
Comments:
Var
Plan
The Trust is reporting a surplus of £3,306k on income and ex-1.28 289.47
penditure, before non operating expenses as at month 6 17/18.
1.05 -209.27 This is in line with the planned surplus.
-0.38
-5.24
1.05 -61.39 Directorate financial positions compared to budget can be found in
0.45
13.58 section 5 of the Board Report.
-0.27
-6.36
0.01
0.19
0.12
-0.39
0.00
0.00
0.00
0.00
-0.31
-4.65 Mental Health Clustering
0.01
2.36 Percent Clustered
Percent with Valid Cluster
0.00
(0.50)
Comments
0.01
1.86
Percent Clustered is the total
0.00
(0.02)
number of clients clustered to
0.01
1.84
date, and is an decrease of 0.3%
0.4%
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

Sep-17
Plan Actual
0.3
0.3
17.9
15.5
2.5
2.5
(14.1) (15.0)
16.7
17.9
3.5
3.3
26.7
24.5
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Var
0.0
-2.3
0.0
-0.9
1.2
-0.2
-2.2

YTD
Plan Actual
1.9
2.0
95.2
93.0
14.8
14.8
0.0
0.0
16.7
17.9
16.1
15.7
144.7
143.4

Var
0.1
-2.2
0.0
0.0
1.2
-0.4
-1.3

FY
Plan
3.8
191.5
29.6
31.9
0.0
32.6
289.5

from the June 2017 position.
Percent with a Valid Cluster is the
number of clustered clients for
whom the clustering review is not
yet due, and is a decrease of 1%
from the June 2017 position.
4098 clients remain unclustered.
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Locally Agreed Targets
Bed Occupancy
By Contract
% Occupancy
Bolton
Manchester
Salford
Trafford
FMH
JDU
CBU
RADAR
J17
Gardener
Bramley Street
Braeburn House
MacColl Ward
By Specialty
% Occupancy
Adult
Older People
PICU
Rehab
Perinatal
Medium Secure
Low Secure
MHD
SMS
Young Persons
GMMH*

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

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

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

Jun
103
97
98
105
94
72
76
92
100
62
83
99
108

Jul
104
97
97
100
94
64
74
71
78
70
101
98
118

Aug
99
100
96
97
93
67
80
72
85
82
87
100
133

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
102
94
100
97
82
93
99
72
76
87
96

Jul
101
91
101
99
78
94
97
64
74
76
95

Aug
99
95
102
99
80
93
94
67
80
84
95

2017/18
Sep Oct

Sep

Nov

Dec

Jan

Feb

Mar

YTD
99
98
98
101
95
62
75
78
93
70
88
99
112

2017/18
Oct Nov

Dec

Jan

Feb

Mar

YTD
100
94
100
98
85
94
98
62
75
86
95

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

2016/17
Outturn Apr

May

Jun

Jul

Aug

5

3

2

1

0

3

9

18

3

3

0

1

2017/18
Sep Oct Nov

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

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

Dec

Jan

Feb

Mar

YTD

Under 18 Comment: 2 clients were admitted to Bolton and 1 client to Manchester. Both Bolton clients were admitted due to no
CAMHS bed availability and kept under Level 1 observation until a CAMHS bed became available. 1 client was transferred the same
day as admission and the other after 2 days.
Please Note: The 2016/17 Outturn figure did not include any Manchester figures prior to January 2017.
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Comment:
NHS England 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 is 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.
McColl over occupancy is due to use of additional beds to reflect clinical demand in Salford.
For J17, The pattern of referrals into service is
mirrored in partner organisations in the NW region. A gradual reduction is often seen in Tier 4
services during the summer months July to October when numbers increase again; This summer
has similar characteristics to previous years where
occupancy reduced in July but by mid-August
beds were again fully occupied with one week
alone seeing 6 admissions.
*Please Note: The 2016/17 Outturn figure did
not include Manchester services prior to January
2017.

PLACE
The annual PLACE inspections were undertaken
in Q1 2016/17 and the National results have since
been published by NHS England. GMW scored
higher than the National average across all domains with an overall compliance level of 99.87%
across the organisation. The next PLACE inspection is due to take place in Q1 2017/18 and will be
the first for GMMH.
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Locally Agreed Targets
Out of Area Placements
Inappropriate OAPS
Aug-17
YTD
No. New No. New
Total No. New No. New
Total
Clients Placements No. Days Clients Placements No. Days
Bolton
3
3
6
13
13
112
Manchester
26
27
480
116
123
3169
Salford
3
3
80
17
17
268
Trafford
8
8
130
24
24
330
GMMH
40
41
696
170
177
3879

Inappropriate OAPS Bed Types (New Placements)
Aug-17
Adult
OA
Adult
PICU
Acute
Acute
Acute
Bolton
3
0
0
11
Manchester
23
1
3
99
Salford
2
0
1
13
Trafford
6
0
2
22
GMMH
34
1
6
145

Appropriate OAPS

YTD
OA
Acute
0
8
0
0
8

PICU
2
16
4
2
24

Aug-17
YTD
No. New No. New
Total No. New No. New
Total
Clients Placements No. Days Clients Placements No. Days
Bolton
0
0
0
0
0
0
Manchester
1
1
43
3
3
182
Salford
0
0
0
1
1
3
Trafford
0
0
0
0
0
0
GMMH
1
1
43
4
4
185

Comments:
OAPS are reported to NHS Digital at the Placement level. Any changes to the Placement details, for example change of bed type, diagnosis or Provider, requires a new placement record to
be submitted for the client. The above tables advise how many clients have been placed in a new OAP, how many Placements have been reported to NHS Digital, and the Total Number of
Bed Days used for all clients, both new and 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 nonGMMH bed due to no bed availability within GMMH. An Appropriate OAP is where a client has been placed in a non-GMMH 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 August 2017:40 clients were placed in Inappropriate OAP bringing the YTD total to 170 clients placed in an Inappropriate OAP.
41 new Inappropriate Placements commenced bringing the YTD total to 177 new Inappropriate Placements.
27 clients on an Inappropriate OAP were repatriated or discharged, bringing the YTD total to 163 repatriated or discharged.
28 Placements were ended bringing the YTD total to 170 Placements ended.
At the end of August there were 35 clients placed in an Inappropriate OAPs although 21 clients have since been repatriated or discharged and 22 placements have since been ended (as at
20th September 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 Aug-17
Bolton
% Seen in 1 hr 82.3% 75%
75.8%
% Seen in 2 hrs 94.3% 95%
87.9%
% Seen in 4 hrs 98.0% 95%
90.0%
Manchester % Seen in 1 hr 81.1% 75%
76.3%
% Seen in 2 hrs 92.2% 95%
91.2%
% Seen in 4 hrs 56.6% 95%
50.5%
Salford
% Seen in 1 hr 70.1% 75%
56.6%
% Seen in 2 hrs 81.4% 95%
75.1%
% Seen in 4 hrs 97.7% 95%
98.0%
Trafford
% Seen in 1 hr 97.3% 75% 100.0%
% Seen in 2 hrs 98.8% 95% 100.0%
% Seen in 4 hrs 100.0% 95% 100.0%
GMMH*
% Seen in 1 hr 78.7% 75%
73.8%
% Seen in 2 hrs 89.3% 95%
88.0%
% Seen in 4 hrs 96.8% 95%
86.0%

YTD
71.3%
88.2%
93.2%
77.2%
90.4%
51.6%
67.5%
79.2%
97.7%
99.2%
99.8%
100.0%
75.7%
88.3%
88.0%
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Comments:
Bolton: The 1 hour target has been met in month, demonstrating the Team ’s prompt response and support. This
was aided by a reduction in referrals which have been high in previous months. The ongoing issues of surges in both
activity and complexity outside of office hours combined with multiple referrals continues to create challenges to respond
to within the 2 hour timescales. Implementation of the pilot A&E Diversion project is now underway and should aid the
reduction of inappropriate referrals. The 4 hour target has not been met this month due to a number of factors, including
high levels of intoxication prolonging assessment periods and clinically complex cases requiring specialist onward placements.
Manchester: The 1 hour target has been achieved again for the month. The 2 hour target is still being affected by
a high number of referrals (899 in August 2017). Current A&E liaison services have limited capacity to respond to surges
in demand although 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. An agreement has been reached to only
report the breaches as a percent of the referrals attributable to Mental Health going forwards.
Salford: Performance remains below target for the 1 hour and 2 hour indicators due to the ongoing issue that
demand for the whole system exceeds the service’s capacity. There are ongoing discussions with Commissioners regarding performance and actions to address the situation, in conjunction with internal focus on maximising efficiency.
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
2
7
8
National SUI Framework (2015), Trust Incident Policy, and

3. Serious Incidents Resulting in Death Reported
on Datix YTD to August 2017
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20
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33

No. Incidents

100
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20

The rolling trend for moderate and major incidents has shown a
slight increase in August, however the overall trend continues to
show a reduction. The degree of harm associated with incidents is
applied as per Trust policy, with the majority reported as insignifiSerious Incidents Comments:
There has been an increase in serious incidents since March as
demonstrated in Chart 4. In accordance with governance procedures all deaths are robustly investigated and monitored through
the Trust Mortality Group. The Trust Mortality Review Group are
undertaking a deeper dive into the Salford data.
The figures include both Expected and Unexpected deaths.
The in month position for August is as follows: Bolton - 4 unexpected outpatient, 1 expected inpatient; Manchester - 2 unexpected outpatient, 2 expected outpatient; Salford – 6 unexpected
outpatient, 10 expected outpatient, 3 expected inpatient; Trafford 3 unexpected outpatient, 2 expected outpatient, 1 expected inpatient; SMS - 7 unexpected outpatient; CJS - 1 expected inpatient;
Prison Health Services - 1 unexpected outpatient.
Inpatient expected deaths were not on trust sites. All service users
were on the end of life pathway. The unexpected death in the pris-
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SSN Other

8

5
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21

SMS

4
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There were no major incidents reported in August 2017.

50

4. Total Serious Incidents Resulting in Death
Reported on Datix - Rolling 12 m onths with
Trend
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2. Total Moderate & Major Incidents Reported on
Datix - Rolling 12 m onths with Trend
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70

Moderate & Major Incidents Comments:
During August 2017 there were 41 incidents of moderate harm
reported which included incidents with the following categories: self
-harm, accidents (inc falls), missing patients (ran off whlist on escorted leave, left ward without staff knowledge), patient ill health,
privacy & dignity, vulnerable patient, V&A to patients.

Oct-17

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

Oct-17

80

Sep -17

provider.

Sep -17

0

Aug -17

0

Aug -17

0

Jul-17

1

Jul-17

1

Jun-17

Regulation 28's

Jun-17

0

May-17

0

May-17

0

Apr -17

0

Apr -17

0

Mar-17

Never Events

relevant Health & Safety/HR Policies.
All data was extracted from DATIX on 19/09/2017.
Regulation 28: None received during August 2017.
R1 incidents ceased to be recorded in DATIX from 30th
June 2017 as per transition plan arrangements with the new

Mar-17

8

Feb-17

5

Feb-17

8

Jan-17

15

Jan-17

2

No. Incidents

RCA 2

No. Incidents

RCA 1

on service was physical health related.
UNEXPECTED death: The death of a patient under the care of community/inpatient services, where the death was not expected and/or the patient was not subject to an end of
life care plan.
EXPECTED death: The death of a patient under the care of community/inpatient services, where there is an agreed end of life care plan in pl ace.
Statutory Duty of Candour:
Being Open involves acknowledging, apologising and explaining to service users/carers (face to face) when harm categorised as moderate/severe has occurred following a patient safety
incident during their care. There have been 7 recorded Being Open discussions in August 2017, bringing the YTD total to 39.
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Safety
5. Total Num ber of Incidents Recorded on DATIX - Rolling 12 m onths w ith Trend

Total Number of Incidents Comments:
Over the last twelve months there has been an increase in the
230 0
reporting of all incidents, with the highest being in self-harm
220 0
across community and inpatient services and violence and
aggression against staff. The detail in staff safety section pro210 0
vides an update on the work of the Risk & Safety Team to
200 0
support actions being taken on reducing violence and aggres190 0
sion against staff. In relation to self-harm there are a small
180 0
number of service users accounting for the rise in incidents.
Consultation on the self help policy has concluded, along with
the self-harm care bundle being approved by the Positive &
Safe Network. In addition a Self-Harm Task & Finish group is
scoping out a training programme for the organisation. The
degree of harm associated with incidents continues to be reported as insignificant, low harm with a small percentage moderate and serious triggering RCA investigation as per Trust Incident Policy. As part of the transition process with the new provider, Recovery First ceased reporting incidents on DATIX at the end of June 2017.
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Incidents—Staff Safety
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9. Total Accident Incidents Causing Injury to Staff Rolling 12 m onths w ith Trend
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YTD there have been 32 incidents recorded, of which 3 have
been RIDDOR reportable. Accidents include: 2 x contact with
moving object, 4 x PMVA/V&A related, 2 x needle stick injury,
1 x injured by animal, 1 x burn/scald, 2 x trap injury, 2 x moving & Handling (non patient), 6 x trip/fall, 1 x collision with stationary object, 1 x staff illness, 3 x cut with sharp object (non
medical), 2 x unknown cause (excludes Manchester for April
2017 as their DATIX did not have the “Accident” category).
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No. Incidents

Accident Incidents Causing Injury to Staff Comments:
The total accident incidents causing injury to staff in August
2017 increased by 1 to 6 compared to July 2017. Of these, 1
was RIDDOR reportable. Accidents include: 2 x trip/fall, 1 x
trap injury, 1 x cut with sharp object (non medical), 1 x moving
& Handling (non patient), 1 x unknown cause.
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8. Accident Incidents Causing Injury to Staff
(Including RIDDOR) YTD to August 2017

No. Incidents

Violence and Aggression Incidents Causing Injury to Staff
Comments:
The number of incidents recorded during August 2017 was 57,
of which 1 was RIDDOR reportable. Manchester Directorate
reported 28 whilst Salford Directorate reported 14 incidents. The highest reported incidents on a ward was Poplar
Ward in Manchester (14).

No. Incidents

Minor harm, may require
aid/suppor t

No. Incidents
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6. Violence and Aggression Incidents Causing
Injury to Staff (Including RIDDOR) YTD to August
2017

20

Positive and Safe
Incidents—Positive and Safe (Positive Management of Violence and Aggression)
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15. Incidents Resulting in Use of Seclusion Directorate Breakdown
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Incidents Resulting in Use of Seclusion Comments:
Chart 15 shows that during August there were 76 incidents of seclusion
involving 38 clients (excluding Manchester clients). Chart 14 represents
a YTD increase in the use of seclusion which is accounted for by some
longer term use of seclusion for a small number of service users in the
Women’s Services at FMH and in Trafford. Based on August incidents
data the Trust wide Positive and Safe forum commissioned local assurance report from Irwell, Junction 17, Buttermere, Gardener Unit and
Maple House wards.
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13. Incidents that Required the Use of Rapid
Tranquilisation - Directorate Breakdown
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Incidents that Required the use of Rapid Tranquilisation Comments:
Chart 13 shows that during August there were 147 incidents of RT involving 41 service users (excluding Manchester clients) which represents a year to date increase in the use of RT. Based on August data
the Trust wide Positive and Safe forum commissioned local assurance
reports from Irwell, Elm, Hayeswater and Blake wards. The Positive and
Safe deep dive will include further analysis of the use of RT across the
organisation including compliance with the recently published NICE
quality standard on violence and aggression.

May-17

Jan-18

8%

% Total Incidents

175
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0

Bolton
Trafford

12. Incidents that Required the Use of Rapid
Tranquilisation - GMMH Rolling 12 m onths 10%
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Jan-17
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Jan-17

20%

Jan-17
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11. V&A Incidents where Restaint Techniques
w ere used - Directorate Breakdown - Num ber
Incidents

200
No. Techniques Used

500

Incidents where Restraint Techniques were used Comments:
Chart 10 shows the rolling 12 month trend of the number of incidents
recorded where at least one restraint technique has been used as a percent of total incidents along with the actual number of incidents. Chart 11
is the directorate breakdown for the number of incidents. 98 clients
(excluding Manchester) were involved in a total of 665 restraint techniques (for some multiple techniques were recorded) used during August
2017, of which a minority (108, 16%) were in the prone position. Based
on August incidents data the Trust wide Positive and Safe forum commissioned local assurance reports from Irwell, Hayeswater, Buttermere,
Elm and Bronte wards. These confirmed steps the wards are taking to
ensure practice is as least restrictive as possible.

No. Incidents

No. Incidents

10. V&A Incidents where Restraint Techniques
w ere used - GMMH Rolling 12 m onths with
600
30%
Trend

% Total Incidents

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

Salford
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Safeguarding
Incidents—Safeguarding (Quarter 1 2017/18)
Safeguarding data will be reported on a quarterly basis. The next data set will be available in the September 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. Q1 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.

300

200

Q1 17-18

Q4 16-17

Q3 16-17

Q2 16-17

Q1 16-17

Q4 15-16

Q3 15-16

100

Q2 15-16

Adu lt
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13 3
10
OOH 12 4

LIA

6 1 7

17
SGLEAD 2 2 3

INTER 111

10
LADO

OTHER

POLICE 112

8
CAF 12

33
69

Other action
taken

18
Referral to
safeguarding unit

43 22

39

19. Type of Action Taken for Adult Safeguarding
Incidents Q1 2017-18

Managed in
Service

160
140
120
100
80
60
40
20

FAMILY 3 5 2 2 5

10

CAREPL 3 2 3 1

4 3

15

Contacted police/
PPIU (Public
Protection Invest
Unit)

Adult Safeguarding Comments:
The main category for raising an adult safeguarding concern in
Q1 was V&A. The patient care incidents included one pressure
ulcer reported meeting the criteria for an RCA investigation and
reporting to the local authority adult safeguarding procedures.
Violence & Aggression incidents included: disclosures of financial, physical, sexual, and verbal. There were 6 incidents of racial verbal abuse reported by Recovery First, these were linked
to the same service users and managed through safeguarding
procedures. The incidents of allegations against staff were reported through HR processes and multiagency safeguarding
procedures.
Rolling 12 Months Comments:
The trend shows that there is consistent reporting of safeguarding across the Trust.

20. Total Incidents Leading to a Safeguarding
Action - Rolling 8 Quarters with Trends

Child

20

5

1
Vehicle…

V&A to Staff

V&A to…

V&A to Patients

V&A to Others

Self Harm

V&A no one…

Security…

Patient Care

Medication

Missing Patient

Fire

Illicit…

Environmental

Contractual /…

Consent

Communication

Accident

51

50

25

Vehicle
Incident

75

100

30

No. Incidents

150

17. Type of Action Taken for Child Safeguarding
Incidents Q1 2017-18

SOCIA 1

16

11
4

37 42

200

400

V&A to
Patients 21 4 2

1

V&A to
Others 3 1 4

Self Harm 3 4 1 3 2

V&A no one
else involved

1

1

Missing
Patient 2

1

Environment
al

18. Num ber of Incidents Leading to a
Safeguarding Adults Action Q1 2017-18

250
No. Incidents

Medication

1
Accident

5

Illicit
Substances 12

10

Security
Incident 112

15

Patient Care 3 3 3 4 1 6

20

35
No. Incidents

25

Communicati
on

No. Incidents

30

No. Incidents

Child Safeguarding Comments: The main incident category
for raising a child concern during Q1 was violence and aggression. The patient care incidents were not as a consequence of
any care delivery or omissions. The four police referrals were
linked to; missing patient, illegal substances brought on Trust
premises, violence and aggression.

16. Num ber of Incidents Leading to a
Safeguarding Children’s Action Q1 2017-18

Child Action Taken Legend
CAF: Initiation of a Common Assessment Framework
SOCIA: Referral to Children’s Social Care Services
POLICE: Contacted the police / PPIU (Public Protection
Invest Unit)
OTHER: Other Action taken
LADO: Local Authority Designated Officer (LADO)
CAREPL: Care plan amended
FAMILY: Discussed with family
INTER: Interagency Professionals meeting (TBA)
SGLEAD: Contacted / Discussed with Safeguarding Lead
LIA: Liaison with Children Social Services
OOH: Contacted out of hours Senior Manager
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Complaints and Patient Feedback
Complaints
50

District Services - 12 Months to August 2017
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Salford
Trend

60

Specialist Services - 12 Months to August 2017

Trust Wide by Level - 12 Months to August 2017
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SSN Other
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Level 2

Level 3

Level 5

Tota ls:

Trend

Level 4

Comments:
51 complaints were recorded across the Trust in August representing a 7% decrease from the number of complaints recorded in July (55). Complaints continue to have an upwards trend
over the past eight months.
During August 2017, 36 complaints at level 2 and above were closed, of which 21 (58%) were either upheld or partially upheld.
During August 2017, three level 4 and one level 5 complaints were responded to. The level 5 and a level 4 complaint were not upheld, two level 4 complaints were partially upheld. The partially upheld complaints were from Manchester and Salford.
The Manchester complaint was about the unsuitability of the ward for a service user on the autism spectrum and aspects of his care when he was in distress. The investigation agreed that
he was being cared for in an inappropriate setting and the service user has since been transferred to a specialist autism unit.
The Salford complaint was about poor communication and senior managers are reviewing induction information for agency staff and focusing on communication skills at a learning event.

Patient Feedback—Service User Friends and Family Test

113,
6.9%

Question. How likely are you to recommend this organisation to
friends and family if they needed care or treatment?
123,
YTD Period: August 2017
7.5%

64,
3.9%

1 - Extremely Likely
828,
50.3%

85,
5.2%

2 - Likely

3 - Neither likely nor unlikely
4 - Unlikely

432, 26.3%

5 - Extremely unlikely
6 - Don't Know
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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 August 2017, the combined GMMH
results showed that of the 296 service users asked, 67.6% said they would recommend our services to friends
and family bringing the YTD total to 76.6%.
GMMH has interrogated Augusts lower than average FFT results and it appears there has been an issue on
one of the electronic feedback devices in Trafford. It appears one service user has repeatedly entered
‘extremely unlikely’ on a number of occasions. This issue has been investigated thoroughly and where appropriate, the report has been cleansed accordingly. However, this has still had a negative impact on GMMH’s
FFT results.
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2017 CQC Action Plan Review
30th October 2017
08
Neil Thwaite, Deputy Chief Executive/Director of Strategic Development
Miranda Washington, Deputy Director of Performance and Business Development
Kevin Wilkinson, Transition and Integration Project Manager

REPORT SUMMARY:

As part of the previous CQC inspections of both Greater Manchester West MH FT
and Manchester Mental Health and Social Care Trust two action plans were
developed by the respective organisations based on the actions and
recommendations within the CQC reports.
When GMW acquired MMHSCT in January 2017 these action plans were combined
and have been monitored by EMT, the Quality Governance Committee and Board.
The Executive Management Team reviewed these actions and a summary document
has been produced which highlights ongoing actions from the combined action plan.
This was reviewed and updated at the Quality Governance Committee on 12
October 2017.
The action plan review is split into three sections:
• Actions 1 – 5 – relate to ongoing actions in relation to the GMW CQC review.
• Actions 6 -11 – are actions across GMMH
• Actions 12 – 22 – are actions in relation to issues specific to Manchester
services.
Each action has an Executive lead, update, current RAG status and planned
completion date.
As the Board is aware, CQC is currently undertaking a care services review with Wellled review. Should any concerns be identified during this process these will be
incorporated into the action plan.
1

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

REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
Quality Governance Committee
7.7.16, 3.11.16, 12.01.17, 9.3.17, 12.10.17
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
6.9.17
CQC Sustainability Meeting
27.9.17, 4.10.17, 4.10.17
LEGAL IMPLICATIONS:

REGULATORY
IMPLICATIONS (CQC/NHSI):

Compliance with the CQC monitoring, inspection and regulation regime.

THIS REPORT PROVIDES ASSURANCE AGAINST A RISK ON THE BOARD ASSURANCE
FRAMEWORK (BAF):

Yes

If ‘yes’:
DATIX ID
2189

Strategic Objective
Obj. 6 – Achieve sustainable
financial strength and be wellgoverned

Description (as per BAF)
Acquisition of MMHSC - failure to deliver the PostTransaction 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.

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board is asked to note the current status of CQC actions following the
review by the Quality Governance Committee and advice of any further
actions.

Y

Assurance

Y

Approval/Decision

2

2017 CQC Action Plan Review

16/10/2017 - Version 4

ID

Inspection

Core Service

Regulation
Regulation 12 HSCA (RA) Regulations 2014
Safe care and treatment

1

GMW

Child and adolescent mental
health wards

Care and treatment must be provided in a safe way for
service users

This was a breach of regulation 12(2)(a)(b)(g)

CQC Description

Action

5) Trust are currently collecting data as part of the RCPsych Quality
Improvement Programme 16a - POMH (Prescribing observatory for mental
health) audit regarding the use of rapid tranquilisation across the whole of
GMW bed based services. The audit focuses on the use of rapid tranquilisation
Records showed that staff did not carry out physical observations following administration of and the physical health monitoring as per clinical guidance. The data collection
Audit in 2016 achieved 60%, repeated in 2017 achieved 100% compliance
rapid tranquilisation medication on three separate occasions. This meant patients were at risk period is between 5th September and 25th November and a report will be
provided with completed action plans in March 2017. The Trust Physical Health
of physical health complications not being recognised.
Group Committee will receive a full report (from Governance and Audit
Department) and monitor progress of action plans.
Report received in July 2017 from national audit, Clinical audit preparing action
plan to go to MMG in September 2017.

Regulation 12 HSCA (RA) Regulations 2014
Safe care and treatment
2

GMW

Child and adolescent mental
health wards

Care and treatment must be provided in a safe way for
service users

6) Hand held devices to be used for completion of observation charts adjacent
Records showed that staff did not carry out physical observations following administration of to the patient are to be purchased. Once work to improve the Wi-Fi connection
rapid tranquilisation medication on three separate occasions. This meant patients were at risk in key areas of the trust is completed by the end of February, the devices can
start to be used. This will enable staff members to record vital information post
of physical health complications not being recognised.
rapid tranquilisation more easily and quickly.

This was a breach of regulation 12(2)(a)(b)(g)
Regulation 12 HSCA (RA) Regulations 2014

5

GMW

Wards for older adults with
mental health problems

Update

Safe care and treatment

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

Care and treatment must be provided in a safe way for
service users

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

This was a breach of regulation 12(2)(a)(b)(g)

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

Due Date

Current Status

Lead

Exec
Support

11/09/2017

Green

Chris Daly

Jane Wilson

Discussions have taken place to introduce the recording of vital
signs/observations (MEWS - Modified Early Warning Signs) within Paris and this
functionality has been developed which has enabled the recording of vital
signs/observations in Paris. The final element of the project was to introduce
30/10/2017
hand-held devices to record this data in patient areas and this has now been
organised. This has been reviewed and progressed locally if required, low
numbers mean that this would not significantly help to address to issue raised,
assurance already received via Item 1 and so this action can be removed.

Green

Chris
Daly/Ismail
Hafeji

Sarah
McDonald

Policies to be reviewed by CD to ensure compliance, further work is required to
ensure policies have been communicated and to ensure staff understanding of 30/10/2017
the policies in place is required

Amber

Chris Daly

Jane Wilson

Green

Ismail
Hafeji/Clare
Carson

Sarah
McDonald

30/09/2017

Green

Gill Green

Tim
McDougall

Regulation 12 HSCA (RA) Regulations 2014
6) Clinical leads agreed to postpone the roll out until after the acquisition
completion, at which point SLTs and services would be engaged.

Safe care and treatment
3

GMW

Wards for older adults with
mental health problems

Care and treatment must be provided in a safe way for
service users

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

This was a breach of regulation 12(2)(a)(b)(g)

4

6a

GMW

GMW/MMH

Child and adolescent mental
health wards

Acute wards for adults of
working age and psychiatric
intensive care units
Mental health crisis services
and health based places of
safety
Acute wards for adults of
working age and psychiatric
intensive care units

The Senior Clinicians have worked with IM&T in recent months to discuss ways
of improving the Leave Authorisation functionality with Paris and a new module
Clinical Leads and IM&T currently developing plans and timescales for roll out, has been developed recently and agreed. This includes training guidance. At
30/09/2017
the September Senior Clinicians meeting it was agreed to go-live with this on
including creating and issuing training materials.
The Group have postponed this on a couple of occasions due to other priorities 9th October 2017, which has now happened
and junior doctor rotation.

N/A

The CQC expressed some concerns the week prior to the inspection about the CAMHS services
based on the information provided by the Trust pre-inspection. There had been two escapes
from the Gardener Unit in the previous months, a number of safeguarding concerns reported 5) Implementation of CAMHS Action Plan
regarding staff and the CQC expressed a view that there may be cultural issues.
Four recent visits to J17, no issues raised.
During the inspection week, at the end of day one, the CQC formally raised a concern
Action plan is being developed. Once released, the GM CAMHS strategy will also
regarding the management of a young person in seclusion, the use of INS/seclusion,
inform the action plan
understanding of rights amongst the staff, restrictive practices, blanket rules and the
appropriateness of restraint training.

Multiple References/General Concern

Multiple References/General Concern

Confirm Ligature audit process embedded across the organisation including
Manchester services

Ligature audit process is embedded in GMW footprint, rollout concluded using
same model across Manchester in September 2017.

04/10/2017

Green

Gill Green

Julie
Bodnarec

The ligature audit has now been completed for all Manchester inpt areas and
also mother and baby unit. A summary report with the high level ligature risks
has been shared with Manchester Service Mgrs and Associate Director JW. A
meeting has been arranged between the Head of Patient Safety and
Governance, Manchester Service Mgrs, Matrons and Head of Facilities to
review the audit findings with a view of agreeing a schedule of priority works
for approval by the Trust Capital Investment Group.

30/10/2017

Green

Gill Green

Julie
Bodnarec

30/11/2017

Amber

Andrew
Maloney

Deborah
Goodman

30/10/2017

Amber

Gill Green

Tim
McDougall

31/03/2018

Red

Andrew
Maloney

Deborah
Goodman

30/11/2017

Red

31/03/2018

Red

Andrew
Maloney
Andrew
Maloney

Deborah
Goodman
Deborah
Goodman

Multiple References/General Concern

Multiple References/General Concern

Confirm Ligature audit process embedded across the organisation including
Manchester services

All

Multiple References/General Concern

Multiple References/General Concern

Maintenance of MHA/MCA Training levels

GMW/MMH

All

Multiple References/General Concern

Multiple References/General Concern

Evidence required to support action to ensure minimum of 1 trained ILS
member of staff to be on shift per bed based service

9

GMW/MMH

All

Multiple References/General Concern

Multiple References/General Concern

Maintenance of BLS/ILS Training levels

10

GMW/MMH

All

Multiple References/General Concern

Multiple References/General Concern

Maintenance of appraisal completion levels

11

GMW/MMH

All

Multiple References/General Concern

Multiple References/General Concern

Maintenance of PMVA Training levels

12

MMH

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

Regulation 9 HSCA (RA) Regulations 2014 Personcentred care.

Care plans were not always person-centred and did not reflect personal preferences. Patients
had not been provided with relevant information and support when they need it to make sure Care plan audit to be completed
they understand the choices available to them.

Care plan audit currently being actioned and due to be completed by 20th
October with a report to be submitted to the QGC on the 9th November.

09/11/2017

Amber

Gill Green

Tim
McDougall/C
lair Carson

13

MMH

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

Regulation 9 HSCA (RA) Regulations 2014 Personcentred care.

Care plans were not always person-centred and did not reflect personal preferences. Patients
had not been provided with relevant information and support when they need it to make sure Review of ward based activities to meet patient needs
they understand the choices available to them.

Current work taking place to map both individual and planned group activities
across ward areas. Due for completion on the 1st November 2017. For review at 01/11/2017
the following Matrons meeting.

Amber

Gill Green

Tim
McDougall/C
lair Carson

6b

GMW/MMH

7

GMW/MMH

8

Mental health crisis services
and health based places of
safety

August 2017 levels - MCA - 84%, MHA - 83%, discussed at workforce
development committee 28th September 2017, plan to achieve target by the
end of November 2017.
Paper to discuss standards taken to Workforce committee 28th September
2017, agreed actions documented and presented in paper signed off at QGC on
the 12th October 2017. Local protocols for staffing numbers per unit/cluster of
wards are in place
August 2017 levels - BLS - 55%, discussed at workforce development committee
28th September 2017, onward actions in progress - ILS to be removed as per
policy update and reflected in item 8. ILS no longer has a specific compliance
rate to be monitored in this way.
August 2017 level - 65%, discussed at workforce development committee 28th
September 2017, onward actions in progress
August 2017 level - 60%, discussed at workforce development committee 28th
September 2017. onward actions in progress

2017 CQC Action Plan Review

16/10/2017 - Version 4

ID

Inspection

Core Service

Regulation

CQC Description

Action

Update

Due Date

Ongoing work as recording issues identified within Amigos, staff in Manchester
are completing nutritional assessments using MUST tool and there is a robust
system in place for making referral to dietician. Audit planned for Q4 17/18 to 31/03/2018
provide assurance during the interim period before Paris is rolled out across the
Manchester services
Single sex accommodation guidance signed off, demonstrates clear procedure
and process in place, additional development of protocol to provide assurance 04/10/2017
regarding vulnerability

Lead

Exec
Support

Amber

Gill Green

Gail Johnson

Green

Gill Green

Tim
McDougall

Amber

Gill Green

Tim
McDougall

Current Status

14

MMH

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

15

MMH

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

16

MMH

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

Regulation 17 HSCA (RA) Regulations 2014 Good
governance.

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

Data cleansing work underway with risk being reviewed for Manchester
services. These will then be entered on to datix to provide one single record and
one process to record identified risks. Manchester Services staff now have
access to the Datix Risk Register. Any member of staff can raise a risk on the
01/11/2017
Datix Risk Register which enables Ward to Board escalation of the risk based on
the risk scoring in line with the Risk Management Framework. Risk register
workshops arranged to provide training where necessary.

17

MMH

Community based mental
health services for adults of
working age

Regulation 9 HSCA (RA) Regulations 2014 Personcentred care

The provider did not ensure that each patient had an effective recovery focussed care plan
and discharge plan in place to make sure they did not remain in services longer than was
clinically appropriate

Clair and Tim to action, report to QGC on 9th November (as item 12).

09/11/2017

Amber

Gill Green

Tim
McDougall/C
lair Carson

18

MMH

Community based mental
health services for adults of
working age

Regulation 9 HSCA (RA) Regulations 2014 Personcentred care

The provider did not ensure that care and treatment was delivered and reviewed in line with
CPA best practice guidance. This included medical representation at patients’ CPA reviews and
CPA process to be reviewed
ensuring patients were discharged from hospital without their community care coordinator
and consultant’s knowledge and involvement

Terms of Reference drafted, Steering Group to meet before end of October to
agree action plan against the ToRs and feed this work into the Quality
Governance Committee as per the CPA policy

30/11/2017

Amber

Gill Green

Tim
McDougall/C
lair Carson

19

MMH

Community based mental
health services for adults of
working age

The provider did not ensure that incidents were investigated in line with trust policy and there
were robust systems in place to make sure learning or good practice was shared within and
Incident process to be reviewed
across the service.

Single Datix system in place, clear process for recording and reporting processes
30/09/2017
in place

Green

Gill
Green/Chris
Daly

Karen Clancy

20

MMH

Community based mental
health services for adults of
working age

The provider did not ensure there were systems in place to effectively monitor, improve and
evaluate the quality of service provision across the service including feedback from patients.

Service User feedback process to be reviewed

Expansion of CareHub function and Lead for Community Engagement across
Manchester Services in place

04/10/2017

Green

Gill Green

Cathy Lovatt

Medicine management arrangements to be reviewed

T2/T3 issues also flagged as ongoing concern. Work required to put procedures
and communications in place to ensure compliance. Task and Finish group set
up in October 2017 to be chaired by CD to review system wide approach. This
30/11/2017
will lead to a review/update of policies and procedures. These will also need to
reflect the changes to ILS training standard in regard to having one qualified
person per unit/cluster of wards

Amber

Chris Daly

Jane Wilson

Service managers are carrying out random audits of staff files. A performance
reporting system has been set up for supervision.
A plan is in place, with immediate actions to ensure good compliance with
supervision and IPDR

Amber

Gill Green

Tim
McDougall/S
hirley
Wheeler

21

22

MMH

MMH

Regulation 9 HSCA (RA) Regulations 2014 Personcentred care.

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

Regulation 10 HSCA (RA) Regulations 2014 Dignity and
respect.

The use of shared bays did not ensure that when people receive care and treatment they were
Review of Mixed-Sex provision required
treated with dignity and respect at all times.

Care Act 2008 (Regulated Activities) regulations 2010,
which corresponds to regulation 10 of the Health and
Social Care Act 2008 (Regulated Activities) Regulations
2014.
Care Act 2008 (Regulated Activities) regulations 2010,
which corresponds to regulation 10 of the Health and
Social Care Act 2008 (Regulated Activities) Regulations
2014.

Long stay/rehabilitation mental
health wards for working age Regulation 18 HSCA (RA) Regulations 2014 Staffing
adults

Long stay/rehabilitation mental
health wards for working age Regulation 18 HSCA (RA) Regulations 2014 Staffing
adults

We found that the registered person had not protected people against the risk of unsafe
management of medication. This was in breach of regulation 13 of the Health and Social Care
Act 2008 (Regulated Activities) Regulations 2010, which corresponds to regulation 12 of the
Health and Social Care Act 2008 (Regulated Activities) Regulations 2014.
The MHA medication records were incorrect on Anson ward regarding their agreed medication
limits on the T2 and T3 when checked against the medication prescribed to patients. There
was no evidence that the responsible clinician had informed patients about the purpose or
side effects of the medication.

Audit of nutritional and hydration assessments

Care plan audit to be completed

We found the provider did not have clinical supervision arrangements in place in order to
ensure that qualified staff were appropriately supported in relation to their responsibilities, to
enable them to deliver care and treatment to service users safely and to an appropriate
standard. This was in breach of regulation 23 of the Health and Social Care Act 2008
(Regulated Activities) Regulations 2010, which corresponds to regulation 18 of the Health and
Clinical Supervision process to be reviewed
Social Care Act 2008 (Regulated Activities) Regulations 2014.
Ward managers did not monitor staff clinical supervision to ensure it was compliant with the
trust protocol. We found that 50% of staff had completed their annual appraisals on Acacia
ward
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REPORT SUMMARY:

In September 2017, the Board of Directors participated in a development session,
facilitated by KPMG, on risk management and board assurance. The following paper
aims to progress the outcomes of this session by proposing a number of
changes/additions to the Trust’s identified strategic risks, a new and clearer format
for the Board Assurance Framework and mechanisms for the lead committees to
review their risks and provide assurance to Board.

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

x

REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
Quality Governance Committee
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
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LEGAL IMPLICATIONS:

None identified

REGULATORY
IMPLICATIONS (CQC/NHSI):

None identified

THIS REPORT PROVIDES ASSURANCE AGAINST A RISK ON THE BOARD ASSURANCE
FRAMEWORK (BAF):

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board of Directors are asked to:
•

•
•

Assurance

Approval/Decision

x

Review and approve the proposed changes to the Trust’s strategic risks,
including identified Executive Leads and Lead Committees, or otherwise
recommend further changes/additions to the risks
Discuss and agree how the Lead Committees should carry out their role
Review and approve the proposed new format for the BAF
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Board Assurance
1

Introduction

1.1

In September 2017 the Board of Directors participated in a development session, facilitated
by Rob Jones from KPMG, on risk management and board assurance. The notes of this session
are attached as Appendix 1. The session revisited the first principles of risk management and
board assurance, critiqued the current Board Assurance Framework (BAF) and reviewed the
key risks to the achievement of the Trust’s strategic objectives. Opportunities to strengthen
the role of the Audit Committee in relation to the Board Assurance Framework were also
considered, in the context of recommendations arising from a meeting of the Audit
Committee members in August 2017.

2

Purpose of this Paper

2.1

As a first step in progressing the development session discussions, this paper proposes a
number of changes to the Trust’s identified strategic risks. The changes take into account
KPMG’s guidance on the aggregation and presentation of strategic risks, the focus of Board
attention and transparency and clarity of ownership.

2.2

As the basis of the assurance framework, collective agreement is sought from the Board of
Directors on the strategic risks prior to a comprehensive review and updating of the full Board
Assurance Framework in November 2017.

2.3

This paper also proposes a potential new format for the Board Assurance Framework for
discussion by the Board. This takes account of best practice guidance from KPMG and the
views of Audit Committee members.

3

Agreed Principles

3.1

The Board of Directors agreed that it is the Board’s role to ‘review the Board Assurance
Framework to ensure there is an appropriate spread of strategic objectives and that the main
risks have been identified to ensure no major omission. This review should be done annually’
(Source: Good Governance Institute). The Trust currently operates the BAF as a dynamic
document, with the key strategic risks reviewed on a quarterly basis by the Board of Directors.
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3.2

The Board agreed the role of the Audit Committee as to:
•

•

•

•

Assure itself that the process that has been undertaken by management to populate the
BAF is appropriate – the right people have been involved, they take responsibility for their
entries and there are no major omissions from the list of controls;
Monitor the implementation of action plans that have been drawn up to cover gaps in
controls and assurances – through reports from management/supplemented by
independent follow up from auditors. This review could be carried out on the Audit
Committee’s behalf by Internal Audit although the Committee should specifically agree
the terms of reference for this piece of work;
Consider the audit needs of the organisation in terms of sources of assurance, both
independent and from management, and ensure there is a plan for those assurances to
be received; and
Review the results of assurances and the implications they have on the achievement of
objectives. In looking at the results of the assurance work, the Audit Committee should
concentrate on assessing whether the overall objective is being met, that the main
controls are operating as expected and that agreed actions for improvement are being
implemented.
(Source: Good Governance Institute)

3.3

The practicalities of how the Audit Committee will carry out this role going forward are to be
agreed by the Audit Committee members.

4.

Review of Strategic Risks

4.1

The current Board Assurance Framework, as approved by the Board of Directors in July 2017,
identifies 12 key strategic risks. These are summarised in Appendix 2.

4.2

When mapped by KPMG against a risk matrix in terms of source (external or internal) and
status (stable/known or changing/new), as per the following diagram, the 12 current risks
demonstrate a predominantly internal focus with business change risks moving incrementally
towards core operations.
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4.3

As an outcome of the Board Development Session, the current strategic risks have been
reviewed and the following amendments and additions are proposed. All risk descriptions
have been simplified and, where appropriate, risks have been disaggregated to enable
increased accountability. This exercise potentially increases the number of risks on the Board
Assurance Framework to 24.

4.4

A Lead Committee has also been proposed. Wherever possible, KPMG’s advice that the Board
should not be identified as the first source of assurance on a risk has been adhered to and
reflects the current Trust governance structure. When reviewing their risks, the Lead
Committees should focus on:
•
•
•
•

4.5

Testing the accuracy of the current risk score based on the available assurances and/or
gaps in assurance;
Monitoring progress against actions plans designed to mitigate the risk;
Identifying any risks for addition or deletion
Where necessary, commissioning a more detailed review or ‘deep dive’ into specific
risks – this may be an internal review or an independent external review

Agreement on how the Lead Committee will carry out this role going forward is yet to be
reached. One approach would be for a ‘mini BAF’, containing only the risks relevant to a
particular committee/meeting, to be submitted for review on a monthly/bi-monthly basis. The
Executive Lead would need to be in attendance at the meeting to present the current position
and respond to queries. The review should cover the four areas identified above in paragraph
4.4. Where the Lead Committee is the Board of Directors, this review would form part of the
3

Board’s quarterly review process. The outcomes of such reviews would be fed up to the Board
of Directors via the Committee Chair’s Report in the case of the Quality Governance
Committee (QGC) and through updates to the Board Assurance Framework itself.
Figure 1 – Proposed Changes to Strategic Risks
Risk ID

Risk Description

Executive Lead

Lead
Committee
Objective 1 – Promote recovery by providing high quality care and delivering excellent outcomes
2252
Safe Staffing (Bed-Based Services) – Failure to achieve the
Gill Green
Quality
agreed safe staffing levels in the Trust’s bed-based services
Governance
will impact on clinical quality and safety of care
Committee
2252
Recruitment and Retention - Failure to recruit and retain high Andrew
Executive
quality staff will impact on quality of care and staff
Maloney
Management
satisfaction
Team
2606
Out of Area Placements (OAPs) - Failure to reduce the number Deborah
Executive
of OAPs will impact on patient safety and experience and act
Partington
Management
as a barrier to recovery
Team
2572
Agency Usage – Failure to reduce the Trust’s reliance on
Andrew
Executive
agency workers will impact on clinical quality and safety of
Maloney
Management
care
Team
1490
Performance – Failure to meet national and local targets and
Neil Thwaite
Executive
regulatory standards will impact on quality of care and could
Management
incur financial penalties and/or intervention from regulators.
Team
New
Physical Health – Failure to improve the Trust’s assessment
Gill Green
Quality
and treatment of physical conditions will impact on service
Governance
user wellbeing and lead to poorer outcomes
Committee
New
Positive and Safe – Failure to minimise the use of restrictive
Gill Green
Quality
practices will impact on patient safety and experience
Governance
Committee
New
PARIS Clinical Functionality – Failure to address the issues
Ismail Hafeji
Quality
identified with PARIS clinical functionality will impact on
Governance
patient safety
Committee
New
Mental Health Act and Mental Capacity Act Compliance –
Gill Green
Quality
Failure to comply with the legislative framework for the care
Governance
and treatment of detained patients will impact on the Trust’s
Committee
reputation and could lead to regulatory sanctions
New
Learning from Deaths – Failure to implement robust mortality Chris Daly
Quality
governance processes will impact on the Trust’s ability to
Governance
deliver safe care and on patient experience and outcomes
Committee
Objective 2 – Work with Service Users and Carers to Achieve their Goals
New
Engagement – Failure to engage effectively with service users Deborah
Executive
and carers in Manchester will impact on the Trust’s ability to
Partington
Management
transform services for the benefit of the wider population
Team
4

Risk ID

Risk Description

Objective 3 – Engage in effective partnership working
2363
Greater Manchester Health and Social Care Partnership –
Failure to contribute effectively to the implementation of the
region’s over-arching Sustainability and Transformation Plan
(STP) and Mental Health Strategy will impact on the Trust’s
ability to best meet the need of its population
2363
Integrated Provision – Failure to contribute to the successful
delivery of local integrated care organisations (e.g.
Manchester Local Care Organisation (LCO)) will impact on
patient experience and lead to poorer outcomes
Objective 4 – Invest in our environments
2608
IM&T – Failure to deliver a robust IT infrastructure in
Manchester will impact on service delivery, patient safety and
the Trust’s ability to meet reporting requirements
2609
Capital – Failure to invest in and improve estates standards in
Manchester will impact on patient experience and quality of
care
2732
Cyber Security – Failure to reduce the Trust’s susceptibility to
a cyber attack may lead to data breaches and compromise
patient safety and quality of care

Executive Lead

Lead
Committee

Bev Humphrey

Board of
Directors

Bev Humphrey

Board of
Directors

Ismail Hafeji

Executive
Management
Team
Executive
Management
Team
Executive
Management
Team

Neil Thwaite

Ismail Hafeji

NB The Board may consider removing this risk from the BAF at
its next comprehensive review on the basis of the controls and
assurances received
Objective 5 – Enable staff to reach their potential and innovate
1804
Mandatory Training - Failure to achieve compliance with
Andrew
mandatory training requirements will impact on quality of
Maloney
care and staff satisfaction
New
Cultural Alignment – Failure to align the different cultures of
Andrew
the two former organisations will impact on the ability of the
Maloney
combined entity to achieve its strategic goals
Objective 6 – Achieve sustainable financial strength and be well-governed
2572
Agency Expenditure – Failure to reduce the Trust’s
Andrew
expenditure on agency staff will impact on the Trust’s
Maloney
financial performance and NHS Improvement risk ratings
2606
Out of Area Placements (OAPs) – Failure to reduce
Ismail Hafeji
expenditure on OAPs will impact on the Trust’s ability to
deliver its financial plan
2607
Clinical Governance – Failure to implement robust clinical
Gill Green
governance systems and processes will impact on the Trust’s
ability to maintain and improve quality of care

Executive
Management
Team
Board of
Directors

Executive
Management
Team
Executive
Management
Team
Quality
Governance
Committee
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Risk ID

Risk Description

Executive Lead

2189

Acquisition of MMHSC – Failure to deliver the agreed PostTransaction Implementation Plan (PTIP) will have an adverse
impact on operational, financial and clinical performance and
the Trust’s reputation
Financial Sustainability – Failure to deliver the Trust’s financial
plans will impact on the Trust’s ratings and long-term
sustainability and its ability to deliver quality improvements
Future Commissioning Arrangements – The move towards
integrated commissioning arrangements and pooled budgets,
and the devolution of specialised commissioning to a Greater
Manchester level, may impact on the resources available to
the Trust

Bev Humphrey

2611

2363

Lead
Committee
Board of
Directors

Ismail Hafeji

Board of
Directors

Bev Humphrey

Board of
Directors

4.6

In line with KPMG’s advice, the risks proposed align with the Executive Management Team’s
current work priorities. It is noted that only one risk has been identified against Strategic
Objective 2 (‘To Work with Service Users and Carers to Achieve their Goals’). The Trust’s
strategic objectives will be reviewed as part of Board and Senior Leader development activities
in November 2017.

4.7

The proposed new risks have been mapped against KPMG’s risk matrix (see Figure 2). (To note,
risks have not been scored and RAG rated at this point.) Figure 3 below demonstrates how the
proposed new risks will support a continued shift in the Board’s focus towards emerging risks
and business change risks as opposed to core operational and core external risks.
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Figure 2 – Mapping of Strategic Risks

GM Health &
Social Care
Partnership

Recruitment
& Retention

Out of Area
Placements x2

Safe Staffing

Agency
Expenditure
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Commissioning
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Agency
Usage

Clinical
Governance
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Cyber
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MHA and MCA
Compliance

Positive
and Safe

Performance

Financial
Sustainability
PARIS Clinical
Functionality

Capital

IM&T

Failure to
deliver PTIP

Physical
Health
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4.8

In accepting the inclusion of an increased number of emerging risks on the Board Assurance
Framework, Board members are reminded that, by the very nature of these risks, this may
lead to gaps in assurance.

5

Board Assurance Framework Template

5.1

At the Development Session in September 2017, the Board of Directors also discussed
potential changes to the current Board Assurance Framework template. All recognised the
need to provide more precise and targeted information for each individual risk, however, a
consensus was not reached on changes to the template itself. Appendix 3 proposes a new
format for the BAF for discussion by the Board. Key changes include:
Risk controls and assurances are clearly linked i.e. potential sources of assurance to
be identified for each control
‘Internal’ and ‘external’ approach for assurances
Graphical representation of current risk scores to demonstrate progress towards
target risk scores across the course of the financial year
Clarity on the assurances being sought i.e. evidence that provides positive assurance
BAF presented in A4 format to enable ease of review

•
•
•
•
•
6

Recommendation and Next Steps

6.1

The Board of Directors are invited to:
•

•
•
6.2

Review and approve the proposed changes to the Trust’s strategic risks, including the
identified Executive Leads and Lead Committees, or otherwise recommend further
changes/additions to the risks.
Discuss and agree how the Lead Committees should carry out their role
Review and approve the proposed new format for the BAF

Subject to a collective agreement on the risks, a revised Board Assurance Framework will be
brought to the November 2017 Board of Directors meeting for review. The revised Board
Assurance Framework will take into account the characteristics of effective Board assurance
models identified by KPMG.
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Appendix 1 – Notes of Development Session held Monday 25 September 2017

BOARD DEVELOPMENT PROGRAMME 2017/18
NOTES OF DEVELOPMENT SESSION HELD ON MONDAY 25 SEPTEMBER 2017 AT 1.00PM
Present:
Rupert Nichols
Anthony Bell
Stephen Dalton
Chris Daly
Kathy Doran
Gill Green
Ismail Hafeji
Bev Humphrey
Julie Jarman
Andrea Knott
Pauleen Lane
Andrew Maloney
Deborah Partington
Neil Thwaite

-

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

In Attendance:
Rob Jones
Kim Saville

-

Director, KPMG
Company Secretary

No.
1

Item
Apologies

2

There were no apologies for
absence.
Introductions

3

Rob Jones, Director, KPMG
provided an overview of his
role and experience at KPMG.
Presentation

Action

The Board of Directors received
a presentation from Rob Jones
9

No.

Item
Action
on Risk Management and
Board
Assurance.
The
presentation covered the
following areas:
•

Current Framework –
Rob Jones advised that
the Trust’s current
framework appeared
to be in a relatively
healthy condition. All
noted the need for
clarity regarding the
role of the Audit
Committee in relation
to
the
current
framework, taking into
account best practice
guidance.
Board
members
discussed
the annual assurance
cycle, in the context of
the timeframes set for
key
strategic
objectives, and also the
timeframes
for
delivering
improvement actions.

•

First Principles – Rob
Jones outlined the role
of risk management
and Board assurance in
better identifying and
managing risks to meet
goals and objectives.
He summarised the
‘basics’ of effective
assurance
models,
including the ‘three
lines
of
defence’
approach and the need
to ensure that external
sources of assurance,
10

No.

Item

Action
in
particular,
are
timely.
He
also
emphasised
the
benefits of a concise
assurance framework.
Rob Jones highlighted
four areas where
assurance may be
sought – emerging
areas,
business
change, core external
risk
and
core
operations. He noted
the
challenges
in
gaining assurance on
emerging areas, but
emphasised the need
for the Board to focus
on this and areas of
business change. All
recognised the need to
accept more gaps in
assurance
if
the
Board’s focus moves
more
towards
emerging areas.

•

Critique –
•

Quality
Governance
–
Rob
Jones
defined risk as
the risk that
either ‘bad things
happen’ or ‘good
things
don’t
happen’.
He
indicated
opportunity
to
better align the
work of the
Quality
Governance
11

No.

Item

Action

•

Committee (QGC)
with the Board
Assurance
Framework and AM/KS
also enhance the
visibility
of
quality assurance
and improvement
at Board.
Gaps and Actions
– Rob Jones
challenged the
absence of risks
to achievement
of Objective 2
(‘To Work with
Service Users and
Carers to Achieve
their Goals’) on
the current BAF,
with
Board
members
acknowledging
that overlap with
Objective 1. He
advised that the
work priorities of
Executive
Directors, at a
point in time, can
often
provide
useful insight into
areas impacting
on achievement
of
strategic
objectives. Rob
Jones
advised
that
controls
should
be
focused
on
managing
the
potential impacts
of the identified
risk.
12

No.

Item

Action
•

•

Over Aggregation
– Rob Jones
highlighted
examples of overaggregation
in
the current Board
Assurance
Framework,
including in the
risks related to
Devolution
Greater
Manchester and
STPs and agency
expenditure. The
Board considered
splitting
overaggregated risks
down to reduce
complexity and
better
target
action.
Lines of Defence
– Rob Jones
highlighted
current gaps in
assurance,
in
particular,
in
relation to the
‘third
line’
(assurance
providers).
He
noted
that
independent
assurance is often
not sought by
Board in relation
to
emerging
areas, though the
views
of
experts/peers
can often be
beneficial.
13

No.

Item
•

Action
Proposed
New
Framework – The
Board reviewed the
current
use
and
structure of the BAF in
relation
to
best
practice
examples/guidance.
Andrea
Knott
introduced a number
of principles relating to
the Audit Committee’s
oversight of assurance
structures
and
processes. She noted
that
these
are
supported by the NonExecutive Members of
the Audit Committee.
Board
members
supported
these
principles overall, but
agreed that the Board,
rather than Audit
Committee, should be
responsible
for
reviewing the Board
Assurance Framework
on an annual basis to
ensure an appropriate
spread of strategic
objectives and the
identification of main
risks.
Rob
Jones
recommended that the
Board
are
not
identified as the first
source of assurance on
any risk. He advised
that this responsibility
should sit with a Board
Committee or other
Executive group (e.g.
14

No.

Item

Action
Executive
Management Team).
•

Template BAF –
The
Board
discussed
the
pros and cons of
multiple
Executive
Director leads for
identified risks,
noting that this
may
be
an
indicator of overaggregation.
Andrea Knott, on
behalf of the
Audit Committee
members,
proposed
the
identification of
potential sources
of
assurance,
positive
assurances and
potential
assurances
on
controls in the
Board Assurance
Framework.
In
addition to the
introduction of
‘RAG’ ratings to
assess assurance
levels
i.e.
whether
assurances are
appropriate,
uncertain or not
otherwise. Rob
Jones challenged
the need to
increase
the
complexity of the
15

No.

Item

Action
BAF templates. A
number of Board
members
also
questioned the
introduction of an
additional RAG
rating.

•

Risk Mapping Exercise
– Board members
reviewed a sample risk
assessment and a
mapping of the Trust’s
current risks sit against
the external/internal
and stable/changing
axes. All recognised the
need for the identified
risks to better reflect
the issues that Board,
Quality
Governance
Committee
and
Executive
Management Team are
spending their time on.
Bev Humphrey noted
that
the
Greater
Manchester
devolution risk can
now be disaggregated
to separate devolution
GM from integration of
commissioning
and
integration
of
provision (i.e. LCOs).
Andrew
Maloney
confirmed that the
agency
expenditure
risk can also be
disaggregated
to
better reflect the
potential impacts on
quality and financial
position.
Board
16

No.

Item

Action
members
discussed
the inclusion of a
workforce risk relating
to ability to recruit, in
addition
to
risks
relating to cultural
alignment between the
former GMW and
MMHSCT workforces
and post-acquisition
engagement.

4

In terms of next steps, Bev
Humphrey suggested that an
interim refresh of the current
BAF should be completed prior
to review of a new, revised
BAF.
Date of Next Meeting – The
next Board Development
session
will
focus
on
preparation for the CQC Wellled and Core Service Inspection
and be held on 30 October
2017 at 1.30pm.
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Appendix 2 – Current Strategic Risks (as per July 2017 Board Assurance Framework)

Risk ID

Risk Description

Executive
Lead

Responsible
Committee/SubGroup
Objective 1 – Promote recovery by providing high quality care and delivering excellent outcomes
2252
Safe Staffing Levels – availability and resources and ability to
Gill Green Quality Governance
recruit, retain and engage staff may compromise the Trust’s
&
Committee
ability to sustain safe staffing levels. This will impact on
Deborah
quality of care and staff morale.
Partington
2606
Out of Area Placements (OAPs) – due to the increasing
Deborah
Executive
demand for inpatient beds and the acuity of patient need, the Partington Management Team
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.
2607
Clinical Governance – issues identified with the
Gill Green Quality Governance
embeddedness of clinical governance systems and processes
Committee
in Manchester may result in incomplete assurance on actions
taken to maintain and improve quality of care.
Objective 3 – Engage in effective partnership working
2363
Devolution GM and Sustainability and Transformation Plans
Bev
Executive
(STPs) – contributing to the development and
Humphrey Management Team
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.
Objective 4 – Invest in our environments
2608
IM&T – failure to deliver a sustainable IT infrastructure in
Ismail
Executive
Manchester, which supports multi-site working and
Hafeji &
Management Team
performance reporting requirements, may impact on clinical
Neil
(Manchester
safety and delivery.
Thwaite
Acquisition Group
(MAG))
2609
Estates – failure to deliver a statutory compliant estate in
Neil
Executive
Manchester, which is consistent with the Trust-wide quality
Thwaite & Management Team
standards, may impact on patient experience and quality of
Andrew
(Manchester
care.
Maloney
Acquisition Group
(MAG))
2732
Cyber Security – susceptibility to a cyber-attack may lead to
Ismail
Executive
data breaches and compromise patient safety and quality of
Hafeji
Management Team
care.
Objective 5 – Enable staff to reach their potential and innovate
1804
Mandatory Training – lower than agreed compliance with
Andrew
Executive
mandatory training requirements may mean that all staff are Maloney
Management Team
18

Risk ID

Risk Description

Executive
Lead

not adequately trained. This will impact on quality of care and
staff morale.
Objective 6 – Achieve sustainable financial strength and be well-governed
1490
Performance – as a result of the acquisition, and due to the
Gill Green,
availability of resources, the Trust may fail to maintain
Deborah
contracted levels of performance and meet national/local
Partington
targets and regulatory standards. This will impact on quality
& Neil
of care and Trust ratings and could incur financial penalties
Thwaite
and/or intervention from regulators.
2189
Acquisition of MMHSC – failure to deliver the PostBev
Transaction Integration Plan (PTIP), including the agreed
Humphrey
transformation priorities and CQC inspection
recommendations, will have an adverse impact on
operational, financial and clinical performance and the Trust’s
reputation.
2572
Expenditure on Agency Staff – due to the demand on
Andrew
services, and the difficulties in recruiting and retaining staff,
Maloney
the Trust may incur increased agency expenditure and breach
the limits set by NHS Improvement. This will impact on the
Trust’s financial performance and may incur sanctions.
2611
Financial Sustainability – as a result of the acquisition of
Ismail
MMHSC, the financial performance of the Trust may be
Hafeji &
compromised. This will impact on the Trust’s ratings and
Neil
long-term sustainability.
Thwaite

Responsible
Committee/SubGroup

Board of Directors

Board of Directors

Executive
Management Team

Board of Directors
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Appendix 3 – Proposed BAF Template
Template to be completed for each risk
Risk ID.
Strategic Objective
Risk Description

Executive Lead
Lead Committee
Updates Since Last
Review
Controls
What are we currently doing about this
risk?

Gaps in Controls
What additional controls should we
implement?

Positive Assurances
Evidence that shows we are effectively managing our
risks
Internal Internal External -

External -

Internal -

Internal -

External -

External -

Internal -

Internal -

External -

External -

Gaps in Assurances
What additional assurances should we seek?

Risk Scores
Initial

Current

Target/Risk Appetite

Consequence
Likelihood
Score
20

Mapping of Current Risk Score to Target Score (2017/18)
25

Risk Score

20
15
10

Current Score

5

Target Score

0

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Month

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
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Board of Directors – Part 1
TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Safeguarding Annual Report 2016-17
30 October 2017
10
Gill Green, Director of Nursing and Governance
Joanne Glynn, Adult Safeguarding Lead
Helen Williamson, Children Safeguarding Lead

REPORT SUMMARY:

This Greater Manchester Mental Health safeguarding report brings together the
expertise of the former Greater Manchester West (GMW) and Manchester Mental
Health & Social Care Trust (MMHSCT). This annual report provides safeguarding
activity from 1.4.16 to 30.6.17.
The purpose of this report is to update the Trust Board, Local Safeguarding Children
Boards (LSCB) and Local Safeguarding Adult Boards (LSAB) on the operation of
safeguarding functions and to provide assurance regarding compliance with the
duties and responsibilities held by GMMH NHS FT.
This year’s annual report is in three parts:
Part one: Safeguarding arrangements for Children
Part two: Safeguarding arrangements for Adults
Part three: Generic Safeguarding
The report highlights significant sustainable improvement in:
• safeguarding children and adults (L1&L2) training and demonstrates our
progress with rolling out our relatively new L3 programmes for both children
and adults.
• Mental Capacity Act training and Mental Health Act Code of Practice
• Prevent & HealthWrap Training
The report provides information on the types of safeguarding incidents that have
been reported within Datix and the safeguarding action taken by the services and/or
escalated to the safeguarding corporate team to manage the concerns and level of
risk. There is detail within the report on multiagency/partnership working as
evidence in the Serious Case Reviews, Domestic Homicide Reviews, Safeguarding
Adult Reviews and attendance at Channel Panels and the Local Authority
Safeguarding Boards and subgroups.
1

The report provides information on the governance activity around safeguarding
through the internal, external audits, inspections and reviews, along with
information on the safeguarding Boards that the Trust supports.
Appendix 3 provides information on the safeguarding workplan 2017/19

THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
x
Objective 5 – Enable staff to reach their
achieve their goals
potential and innovate
Objective 3 – Engage in effective partnership
x
Objective 6 – Achieve financial strength and
working
be well-governed
REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
Quality Governance Committee
14/09/2017
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
LEGAL IMPLICATIONS:

Meeting the Trust’s statutory responsibilities as set out in:
•
•

REGULATORY
IMPLICATIONS (CQC/NHSI):

Section 11 of The Children’s Act (2004) – the need to safeguard and
promote the welfare of children
Sections 42-47 of The Care Act (2014) – the duty to protect and
safeguard adults at risk of abuse and neglect

Compliance with the safeguarding provisions in the NHS contract
None identified

THIS REPORT PROVIDES ASSURANCE AGAINST A RISK ON THE BOARD ASSURANCE
FRAMEWORK (BAF):

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

2

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Trust Board is asked to note the detail in this report and the level of assurance
with all forms of safeguarding training and the Trust compliance with the
Safeguarding Provider Standards, Section 11 Audit, CCG Annual Safeguarding Audits
and NHS England Quarterly Prevent returns.

x

Assurance

x

Approval/Decision

The Board is also asked to note that this report will be shared with the CCGs via the
Quality & Performance Groups and the local Safeguarding Boards
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Introduction
This annual report provides safeguarding activity from 01 April 2016 to 30 June 2017 for both the former
Greater Manchester West (GMW) and Manchester Mental Health & Social Care Trust (MMHSCT).
Through a formal acquisition process GMW acquired MMHSCT and on 01 January 2017 Greater
Manchester Mental Health (GMMH) was founded.
GMMH is a statutory body, which brings together the expertise of GMW and MMHSCT. GMMH continue
to work hard to ensure safeguarding systems are firmly embedded in the new organisation and is
committed to meeting its statutory responsibilities:
1. As per Section 11 of The Children’s Act (2004) the need to safeguard and promote the welfare
of children.
2. As per Sections 42-47 of The Care Act (2014 the duty to protect safeguarding adults at risk of
abuse and neglect.
The Trust provides inpatient and community-based mental health care for people living in Bolton,
Salford, Trafford, and now the city of Manchester. Plus a wide range of specialist mental health and
substance misuse services across Greater Manchester, the North West of England and beyond and
has specific duties under the Mental Health Act as the detaining authority for children and young people
under the age of 18 and adults who are admitted to its services under the Act.
The Trust employs around 4,750 members of staff, who deliver services from more than 130 locations.
Over a 12-month period, we see in the region of 53,000 service users.
The purpose of this report is to update the Trust Board, Local Safeguarding Children Boards (LSCB)
and Local Safeguarding Adult Boards (LSAB) on the operation of safeguarding functions and to provide
assurance regarding compliance with the duties and responsibilities held by GMMH NHS FT who will
now be referred to as the Trust.
This year’s annual report is in three parts:
Part one: Safeguarding arrangements for Children
Part two: Safeguarding arrangements for Adults
Part three: Generic Safeguarding
There will also be a slight change from previous reports because of the above mentioned acquisition
and the report will cover 01 April 2016 to 30 June 2017. Within each of the parts the previous MMHSCT
will give a brief overview of the safeguarding arrangements within Manchester Service. The
Safeguarding Business Plan 2017-19 will inform the reader of the Trust safeguarding arrangements
moving forward.
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Part One: Keeping Children Safe
1

Role and function of GMMH
The Trust is committed to meeting its responsibilities as per Section 11 of the Children Act (2004)
and it continues to promote a strong organisational understanding of the important role of adult
mental health services within the safeguarding children agenda.
The Director of Nursing and Governance is the Trust Board lead for safeguarding and has
delegated responsibility for the implementation of child safeguarding arrangements within the
Trust. The Trust also has specific duties under the Mental Health Act as detaining authority for
children and young people under the age of 18 who are admitted to its services under the Act.
As a Trust we continue to highlight the need to safeguard and promote the needs of children and
young people and we are committed to raising awareness of best practice. We ensure that the
workforce is trained to recognise early signs of need and that the Trust has effective mechanisms
in place to respond to safeguarding children issues in a timely manner.

2

Representation of GMMH on LSCB’s
GMMH is a partner agency within the local safeguarding children board (LSCB) arrangements of
the majority of councils within whose geographical boundaries we provide services to e.g. Bolton,
Manchester, Salford and Trafford.
In addition we have liaison arrangements with, and/or representation on the relevant subcommittees of, the LSCB’s of Bury, Central Lancashire, Cumbria and Wigan. (See Appendix Two)

3

Internal child safeguarding governance arrangements
Child safeguarding practice across GMMH is overseen by the Trust’s Joint Safeguarding Group
(JSG). The JSG provides assurance to GMMH Board via the Quality Governance Committee
through monthly board performance reports, bi-monthly Chair reports, annual safeguarding reports
and additional reporting on specific issues as required.
Progress on child safeguarding objectives during the reporting period is monitored through the
JSG work plans. Any objectives from last year’s safeguarding business plan that have not been
rated as fully green have been carried over on to the JSG 2017-19 Safeguarding Business Work
Plan (see Appendix Two)
Board level leadership is provided by the Director of Nursing and Governance who is lead
executive director for safeguarding. Professional leadership is provided by the Named Doctor who
is a CAMHS consultant psychiatrist and the Named Nurse who is the Deputy Director of
Governance. The Named Nurse is also the Trust lead for Prevent and child sexual exploitation
(CSE).
Each service directorate has a designated safeguarding lead who is a member of JSG and in
addition to these roles the Specialist Peri-natal Nurse and Consultant Psychiatrist for Peri-natal in
the Manchester Service offers advice support and guidance in relation to safeguarding concerns
of babies’ 0-12 months.
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The Trust recognises ‘working better together’ to support those at risk of abuse and neglect often
requires close partnership working. This challenges us to work in the most effective and seamless
way for those at risk.
National and local documents are always considered e.g. No Health without Mental Health and
their principles incorporated into Trust standards, in particular ‘Think Child’: a guide to parental
mental health and child welfare which highlights the impact that parents mental well-being may
have on their children.
4

Child safeguarding governance activity during the reporting period
All local agencies and organisations who provide services to children and young people must
evidence the effectiveness of local safeguarding arrangements.
The Trust provides a number of self-assessment audits:
1. The Safeguarding Provider Audit 2016-17 to evidence against contractual safeguarding
standards to demonstrate compliance with safeguarding leadership, safeguarding
children, incident reporting, learning from incidents/inspections, partnership working, adult
safeguarding, training, MCA & DoLS, PMVA and Prevent, which the Trust was noted to be
compliant with most standards, with those standards of partial compliance added to the
JSG work plan for 2017-19.
2. Section 11 Safeguarding Audit 2016-17 to demonstrate its compliance with duties to
safeguard and promote the welfare of children under section 11 of the Children Act. The
submissions are scrutinised by the Quality & Performance Subgroups of the local
Safeguarding Children’s Boards, which The Trust received notification of full compliance.
3. Quarterly Clinical Commissioning Group (CCG) safeguarding returns to reflect compliance
with the safeguarding elements of the NHS contract.
The Trust also completes a number of internal audits, which include:
a) Under 18’s admitted to Adult wards
b) Annual safeguarding children’s and adult audits to assess staff compliance with the
standards in the safeguarding children’s policy.
Action plans addressing learning and recommendations from all of the audits are reviewed by the
JSG.

5

Internal & External Audits, Inspections and Reviews
Salford Service:
In September 2016, a Joint Targeted Area Inspection (JTAI) was completed in Salford. The theme
was Children Living with Domestic Abuse.
The Inspectorate team consisted of Ofsted, CQC, Her Majesty’s Inspectorate of Constabulary
(HMIC) and Her Majesty’s Inspectorate of Prison’s (HMIP). This was a multi-agency inspection
which provided the opportunity for all partners to showcase and demonstrate the excellent work
that we do both individually and in a multiagency capacity to support and deliver care to children
and families living with domestic abuse.
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The Scope of the inspection included review of multi-agency arrangements in relation to:
•
the response to all forms of child abuse, neglect and exploitation at the point of
identification (the ‘front door’ of Children’s Services known as the Bridge in Salford)
•
the quality and impact of assessment, planning and decision-making in response to
notifications and referrals
•
protecting children and young people at risk of a specific type (or types) of harm, or the
support and care of children looked after and/or care leavers (evaluated through a deep
dive investigation into the experiences of these children)
•
the leadership and management of this work
•
the effectiveness of the local safeguarding children board (LSCB) in relation to this work
This was a ‘deep-dive inspection', which tracked a number of cases to evaluate the multi-agency
response and evaluate practice. Site visits were completed to provide the opportunity for the
Inspection Team to meet staff and review local arrangements to safeguard children.
The feedback was positive and no priority areas of need were identified across partner agencies.
Key highlights from the final report included;
•
A strong, committed multi-agency partnership in Salford prioritises children living with
domestic abuse and promotes a culture of continuous improvement.
•
A particular strength across all agencies is the commitment of resources to tackle this
issue and a clear determination to remove barriers to effective joint working. For
example, the investment in ‘the Bridge’: a single point of contact for referrals to early
help by children’s social care, health services, the youth offending service, the police,
the national probation service (NPS) and the community rehabilitation company (CRC).
•
The weekly Multi-Agency Risk Assessment Conference (MARAC) is chaired effectively
and is well attended by partner agencies and there is a good focus on the needs of
children living with high risk cases of domestic abuse, which leads to appropriate
referrals to services.
•
Areas for improvement were identified and an over-arching health action plan was
developed, which included GMMH e.g. safeguarding children Level 3 training and the
recording of safeguarding supervision.
•
GMMH have signed up to The Bridge multi-agency information-sharing agreement.
•
A MARAC section has been included in the Safeguarding Tile on the PARIS system.
•
Guidance has been completed and issued to staff in relation to recording children on the
PARIS system to ensure that children are visible on health records.
•
A Level 3 Child Safeguarding Training package has been developed and approved by
Salford Safeguarding Children Board (SSCB). This is now being rolled out to all clinical
staff as per Intercollegiate Document for Health (2015).
•
GMMH- Mental Health representative within the Bridge has produced an information
pack for all staff to utilise as a reference in relation to the function of The Bridge, referral
pathway and the support available.
•
Safeguarding is now included in the Trusts supervision policy.
•
Audit on MARAC interventions has been undertaken – flowchart developed in relation
to how to record MARAC interventions on the PARIS system.
The Salford Service are valued partners and regularly attend MARAC meetings, sharing
information between organisations in a way that reflects its personal and sensitive nature, which
staffs understand and use them accordingly.
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Child and Adolescent Mental Health Services:
The Children’s Commissioner’s visited the Gardener Unit in November 2016. The visit was a
one-day, unannounced visit conducted by a team of three staff. The visit consisted of a tour of
the unit, meetings with key staff and a review of a number of care records. The team conducted
interviews with four young people in private. There were a number of formal data request
following the visit.
Commissioners comments:
•
The ‘Safeguarding Children’ policy includes specific guidance on the admission of
16-17 year olds and under-16 year olds to age-appropriate services.
•
Specific guidance on under-18s visiting the adolescent services, and the need to
consider the best interests of all children involved.
•
A local procedure had been developed to address bullying between young people
and that this policy refers to the UN Convention on the Rights of the Child.
•
A booklet for young people included information on the young people’s care team,
care plans and reviews, and a clear commitment to working with young people to
develop care plans. Work is underway to ensure that all young people are aware of
their recovery and discharge plans and their views are reflected in the development
of these plans.
•
Restraint is always used as a last resort, and there is a Trust-wide attempt to move
away from prone restraint. Staff report there is a recognition that many patients
have had previous traumatic experiences and the use of the prone position to
administer rapid tranquilization may cause flashbacks.
•
Staff are encouraged to ‘Pause, Reflect and Negotiate’, as a means of focusing on
de-escalation and staff always attempt to de-brief and repair relationships following
a restraint. However, young people are encouraged to engage in the de-brief
process but they are often reluctant to do so.
•
Impressed by the Trust-wide ‘Positive and Safe’ strategy.
•
The advocacy service is delivered by Coram Voice, and that an advocate is on site
every two weeks unless requested earlier by a young person and how young
people were confident in making complaints and were all aware of the complaints
process.
•
Heard some positive comments about staff from young people, including that they
are good at calming them down. One young person said that he likes the staff and
think they care about him. Another young person said that he thinks staff are good
at communicating with young people, that they care about the young people and
display this in the way they interact with them.
•
Some mixed practice with regards to young people’s participation in decision
making, but note a number of initiatives had recently been put in place to improve
young people’s engagement in the life of the ward.
Young people’s participation:
• Young people gave mixed views on the extent to which they think their views are taken
seriously on the ward. One young person told that his views matter and he attends regular
community meetings. Less positively, one young person said that he didn’t think his
opinions matter to staff. Another young person said ‘if you keep your head down and do
what you are told, they [staff] listen to you’.
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•

Cloughside College make considerable efforts to involve young people in decisionmaking, with a monthly meeting of the student council and young people’s involvement in
recruitment of staff. The Head Teacher said that changes had been made as a result of
young people’s feedback, for example – running sports activities together in the
afternoons and improving food at snack times.

Conclusion:
The Commissioners reported some good practice at the Gardener unit and felt that staff
appeared to be committed to supporting young people’s well-being, care and treatment. They
saw some positive interactions between staff and young people, and young people told them
staff care about them, and are good at calming them down.
The general impression was the unit was undergoing a great deal of transition at the time of the
visit, in part due to the building work on site and two new senior staff recently taking up posts.
Yet also, with regards to various initiatives aimed at developing positive relationships between
staff and young people, and at reducing restrictive interventions on the unit. They felt that whilst
there was a lot of change on the unit, senior staff had given a lot of thought to where
improvements can be made, and the direction of travel appears to be positive.
In March 2017 the brand new dormitory area was opened, which has been very positively
received by the young people, carers, staff and Commissioners. This was quickly followed by
the creation of a new dining area which has been used since June.
Bolton Service:
In June 2016, Bolton Safeguarding Adult Board (SAB) undertook a self-assessment using
Associate Directors of Adult Social Services (ADASS) improvement framework tool, which had
three themes. A review team was formed with representation from all agencies including GMW
who looked for evidence across the key themes from policies, focus groups, case file audits etc.
The outcome of the assessment then identified strengths and weaknesses of the current
partnership and LSAB. The findings of this review has informed the annual business plan and
strategic vision for the Bolton SAB for the next three years.
The assessment found:
• A strong commitment that safeguarding was a strategic priority across partner agencies
• Overall engagement of partners with the LSAB had improved
• Bolton were strong in the area of delivery and effective practice
• Overall Governance of the LSAB required a review
Audit of admissions of under 18 year olds to adult wards (GMW)
Introduction:
• 10-year strategy to improve the health and wellbeing of children, young people and families
• Improving mental health services for all children and young people is a specific standard
• “Amongst other priorities, NHS Trusts and other organisations are specifically required to
improve mental health services for young people aged 16 and 17 including inpatient access
for those who require it”
• Section 31 of the 2007 amendment to the MHA 1983, requires an end to the inappropriate
admission of children and young people to adult mental health wards by April 2010
Aims and Objectives:
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To see whether or not any young people had been admitted to adult wards and to review what
actions were taken if this occurred.
Audit Standards:
Trust standards were used.
•
•
•

<18yrs admissions should be reported on DATIX as soon as they’re admitted.
If on an adult ward for more than 48 hours we report to CQC
If on an adult ward for more than 72 hours we also report to Strategic Executive
Information System (STEiS) and complete a 3 Day Review (3DR)

Methodology:
All young people admitted to adult wards in the financial year 2016-2017 were identified by
Business Intelligence. Each case was interrogated to review whether or not appropriate action was
taken (DATIX incident recorded; STEiS referral made if appropriate; referral to Tier 4 CAMHS
made etc. as well as to gather demographic data (Directorate; age and gender of the young person;
diagnosis at presentation; duration of stay; and where the young person moved to (Tier 4 CAMHS,
community etc.). In addition, the young person’s status under The Mental Health Act and The
Children Act was collected. Out of interest the days of the week that the young person was admitted
to an adult ward were noted to see if there was a difference between weekdays and weekends.
Results:
During the financial year of 2016-17 a total of 3 young people were admitted to adult wards. Of
the 3 admissions, 1 occurred in Bolton on a Saturday and the young person stayed on the adult
ward till Tuesday. The other 2 young people were admitted and discharged from their respective
adult wards on the same day, i.e. on Saturday (Salford) and Wednesday (Trafford).
Recommendations
None specific as Trust protocols and procedures were followed.

Plan :
The re-audit will take place in May 2018 for the year April 2017-March 2018.
Forums report presented to:
Trust Joint Safeguarding Board
Local Safeguarding Children Boards.
Manchester Service:
A key focus for the Service was to continue to promote awareness and understanding of
safeguards in particularly in relation to DVA. As a result of learning from audits and changing
practice the Manchester Service saw a 45% increase in DVA referrals being made to MultiAgency Risk Assessment Conference (MARAC) during 2016-17, which also suggests the
internal monitoring, and quality assurance systems in place are effective and protecting the
service users and their families.
Within the Service safeguarding referral forms there are prompts to remind staff to consider DVA
within the risk assessment and practitioner will be reminded to:
• think child, think parent, think family
• make every effort to complete a Risk Indicator Checklist (RIC) with the Adult
• record the RIC score of the Adults file
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•
•
•
•
•
•

consider if the RIC meets the threshold for a referral to MARAC
provide DVA advice and support and complete safety planning with the Adult
if not being referred to MARAC consider if specialist DVA services required e.g. Women’s
Aid/ Victim Support
So called ‘Honour Based’ Violence (HBV) is included within DVA training package
Domestic Abuse Awareness and the impact on the child was covered in Level 2
Safeguarding Children training
The previously known MMHSCT delivered DVA Level 3 training

The Service also has effective processes to enable it to identify and respond to concerns or
emerging risks relating to adults and their families:

GMMH Manchester Service DV&A Safeguarding Incidents
2015-16 compared to 2016-17
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•
The Service QA process takes in to account broader factors for example ‘think child, think
parent, think family safeguarding’
•
The Service also chooses a selection of safeguarding referrals for the QA process
includes both random selections as well as based on teams or thematic reviews e.g. DVA,
inpatient referrals, targeted areas based on poor performance or trends to note.
6

Safeguarding training activity during the reporting period
The designated Workforce Development Manager for Safeguarding and the Safeguarding
Children Lead ensures the delivery and evaluation of safeguarding training is to a high standard:
• All training promotes the ethos of DoH Working Together to Safeguard Children (2015)
and NHS England Safeguarding Vulnerable People in the NHS – Accountability and
Assurance Framework (2015)
• All training promotes the principles of partnership working and is informed by equal
opportunities, equality and diversity and anti-oppressive practice
• All resources/training materials used are clear, accurate, and relevant and take in to
account how adults learn, the diversity of participants and their differing needs
• All safeguarding training is delivered by professionals who are trained and suitably
experienced with up to date knowledge
• The Joint Safeguarding Group monitor consistency of training in terms of content,
delivery, length of sessions and evaluation summaries
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•
•

Compliance with mandatory single agency training is reported to the Joint
Safeguarding Group, chaired by the executive board lead for safeguarding
Trust Safeguarding training target = 80%

Safeguarding Children training:
 Induction / Level 1 is delivered bi-monthly
 Level 2 continues to be delivered via E-learning
 Level 3 has recently been reviewed and then approved by Salford Safeguarding
Children Board (SSCB) and complies with the Intercollegiate document
Reporting
Period

Q1 2016-17
Q2 2016-17
Q3 2016-17
Q4 2016-17
Q1 2017-18

Level 1
Safeguarding
Children
93%
93%
83%
92%
81%

Level 2
Safeguarding
Children
80%
85%
87%
88%
77%

Child and Adolescent Mental Health Services (CAMHS):
The Trust offer a range of specialist child and adolescent services and have two mental Health
inpatient units - Junction 17 and the Gardener Unit. These units provide support for young people
who require treatment for a range of complex needs. From January to March 2016 all CAHMS staff
were trained in Level 3 child safeguarding, we continue working towards sustaining this
compliance.
Safeguarding Children Level 3 training is a key priority for the Trust with this level of training now
being a mandatory requirement for all clinical staff working with children, young people and/or their
parents/ carers and who could potentially contribute to assessing, planning, intervening and
evaluating the needs of a child or young person and parenting capacity where there are
safeguarding/child protection concerns will complete this Level, which is reflected in the
Safeguarding Business Plan 2017-19. (Appendix Three).
Manchester Service:
Prior to the acquisition, the Manchester Service had a different training strategy in place. It was a
mandatory requirement for all staff to receive Level 1 and 2 Children Safeguarding training.
Below is a breakdown of the Manchester Service compliance figures. However, since 01 April
2017 and the harmonisation of both the previously known GMW and MMHSCT training
packages, the Manchester Service are now included in the above figures.
Reporting
Period 2016-17
Q1 2016-17
Q2 2016-17
Q3 2016-17
Q4 2016-17

Level 1 & 2
Safeguarding Children
89.6%
89%
87%
85.3%
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Safeguarding operational activity during the reporting period
As it stands the Trust DVA training material is included in both the Adult and Children’s Level 3
training packages. However, consideration is being given for a standalone Level 3 DVA package
to be designed and delivered, which will also be a mandatory requirement for all clinical staff
working with children, young people and adult’s and who could potentially contribute to
assessing, planning, intervening and evaluating the needs of a child or young person and adult
where there are safeguarding concerns.
Manchester Service:
In June 2016, the Trust arranged an Improving Practice Day, which focused on ‘Safeguarding
children and young people whose parents/ carer’s experience mental health difficulties and who
may be at risk or experiencing DV&A’.
The event was well attended by 80 multi-agency delegates , from the Trust , Local Authority,
including Early help, Schools Nurses, Health Visitors, Nursery Nurses, Class room assistant’s,
Women’s aid and Greater Manchester Police (GMP) and had guest speakers from:
• Police PPIU
• Women’s Aid
• Men’s Aid
• Early Help
• MAD Theatre Group
Comments and feedback from the event:
• Overall rating was very positive
• ‘Very powerful & informative’
• ‘I now have a better understanding of the impact of DV&A on children & young people’
• ‘Really touched by the play and all the issues it covered e.g. son’s sexuality, daughter’s
relationship and she became a victim’.

8

Safeguarding incidents and alerts
In May 2017, the Trust Incident & Risk reporting system (Datix) was aligned, with the MMHSCT
system archived with access as required. 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.
Safeguarding incidents are reviewed by the safeguarding leads and any queries escalated to the
Safeguarding Children Lead, 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.
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The Trust recorded a total of 257 child-safeguarding concerns on non-Trust locations and 108
safeguarding concerns on Trust sites during the reporting period (total of 365) which is slightly
down from the previous reporting period.
Below details, the safeguarding actions taken as a result of the concerns raised.
Inpatient:

All other Services:
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Local Authority Designated Officer (LADO):
Local authorities in England refer to designated officers as LADO who are involved in the
management and oversight of individual cases of allegations of abuse made against those who
work with children as set out in the Allegations against People who Work with Children
Procedure.
Their role is to give advice and guidance to employers and voluntary organisations; liaise with the
Police and other agencies, and monitor the progress of cases to ensure that they are dealt with
as quickly as possible consistent with a thorough and fair process.
The Trust made eight referrals to the LADO relating to allegations against people who work with
children, with three related to adults.
Manchester Service
In 2014, Manchester City Council (MCC) introduced a Children’s Multi-Agency Safeguarding Hub
(MASH). The MASH model encourages earlier identification of risk and harm through facilitating
information sharing across agencies. Through sharing appropriate and relevant information,
better decision making can take place at an earlier stage. This means that the interventions that
are referred into are appropriate to the contact.
The Trust shares information with its partners; police and children’s services so they can
complete assessments and reach decisions for the most appropriate intervention to be agreed in
response to the families identified needs and to help to improve the health, wellbeing and life
chances of families affected by parental mental ill health.
The Manchester Service has not reported any incidents to the LADO during the reporting period.
9

Serious case reviews (SCRs)
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Local Safeguarding Children Boards (LSCB’s) maintain a local learning and improvement
framework which is shared across local organisations who work with children and families. The
framework enables organisations to be clear about their responsibilities, to learn from experience
and improve services as a result.
Each local framework supports the work of the LSCB and their partners so that:
•

•
•
•

reviews are conducted regularly, not only on cases which meet statutory criteria, but also
on other cases which can provide useful insights into the way organisations are working
together to safeguard and protect the welfare of children and that this learning is actively
shared with relevant agencies;
reviews look at what happened in a case, and why, and what action will be taken to learn
from the review findings;
action results in lasting improvements to services which safeguard and promote the welfare
of children and help protect them from harm; and
there is transparency about the issues arising from individual cases and the actions which
organisations are taking in response to them, including sharing the final reports of Serious

The Trust has processes in place for quality assuring decisions relating to safeguarding children
concerns and enquiries have managerial oversight to evidence appropriate level of scrutiny and
approval, providing support for the practitioner so decisions are not made in isolation.
During the reporting period there have been three SCR’s the Trust have participated in, which
have commissioned by Cumbria, Lancashire and Manchester Safeguarding Children Boards
respectively. However, none of these have been finalised or officially reported. It is not unusual
for an SCR process to take 12-24 months, (or even longer sometimes).
Manchester Service:
During the reporting period the Trust has had involvement with one SCR. This report is in a draft
stage.
10 Admission of under 18 year olds to adult wards
The Trust does not routinely admit children/young people onto an adult ward unless there are no
local/regional/national age appropriate beds and the child/young person is in crisis and considered
a risk to themselves. No child <16yrs would be admitted to an adult in-patient facility within the
Trust.
As per Trust procedure when a child/young person is admitted into an adult bed the clinical team
in partnership with the CAMHS team at Junction 17 review the patient/admission to ensure and
the child’s needs are being met and that an age appropriate bed is identified promptly or if clinically
appropriate the child/young person is discharged home with the appropriate care package.
All admissions of young people are reported on Datix and included on the monthly Board
Performance Report. Any identified points of learning and development are brought to the attention
of LSB’s and CCG’s.
Reporting
Period

Number & Directorate of Under
18’s Admitted to Adult beds

Protocol
Followed
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Q1 2016-17

Q2 2016-17
Q3 2016-17
Q4 2016-17
Q1 2017-18

1 Bolton
1 Salford
1Trafford
1 Salford
0
1 Manchester
3 Bolton
1 Manchester
2 Salford











Part Two: Keeping Adults Safe
1

Role and function of GMMH
Safeguarding is everyone’s business and it is important that organisations work together to
protect people who need help and support. The introduction of the Care Act 2014 created a legal
framework so key organisations and individuals with responsibility for adult safeguarding can
agree on how they work together and what roles they must play to keep adults at risk safe.
Co-ordinating responsibility for safeguarding adult’s rests with local authorities and the Trust is
fully signed up to the multi-agency procedures in all boroughs where it provides mental health or
substance misuse services.
Safeguarding adults procedures apply to all adults aged 18 and over at risk of abuse. Whilst the
Trust expects to deal primarily with those adults using its services who are at risk of abuse, it will
link into local multi-agency procedures where staff become aware of other vulnerable adults e.g.
carers at risk of being abused.
The Trust is committed to protecting adults from abuse and, if abuse is occurring to intervene.
Safeguarding Adults is integrated in all contractual processes with clear expectations of reporting
requirements to prevent harm, neglect and abuse of adults at risk:
•
•
•
•
•

Public Interest Disclosure Act Policy (Whistleblowing)
Policy on Learning & Embedding Lessons Arising from Incidents, Claims & Complaints
Safeguarding Adults at Risk Policy
Safeguarding Procedure and Practice Guidance
Complies with NHS England standard contract for healthcare services
Safeguarding encompasses the following core elements:
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The Trust has performance management systems that record and indicate the effectiveness and
potential for interventions to prevent harm, neglect and abuse:
•
Improving Performance Policy
•
Standard Operating Procedure (SOP) on Improving Performance
•
Improvement Clinical Audit Policy
•
Safeguarding audit tool
•
Safeguarding Adults and Children is a fixed supervision agenda item.
Emphasis is placed on quality of care and good clinical practice, which include:
• Risk assessments
• Care planning
• Early Intervention
• Support & guidance on how to escalate concerns
• Commitment to multi-disciplinary and Multi-agency working
2

Representation of GMMH on LSAB’s

3

Representatives on Local Safeguarding Adult Board’s (LSAB’s) are of a senior level, strategic
officers and are decision makers within the Trust; responsibility is taken seriously and attendance
at the following meetings is high: (Appendix One)
• LSAB Board Meetings
• LSAB Exec-Group
• LSAB Sub-Groups
 Safeguarding Adult Review’s
 Learning & Development
Internal adult safeguarding governance arrangements
Adult safeguarding practice across GMMH is overseen by the Trust’s Joint Safeguarding Group
(JSG). The JSG provides assurance to GMMH Board via the Quality Governance Committee
through monthly Board performance reports, bi-monthly Chair’s reports, annual safeguarding
report and additional reporting on specific issues as required.
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Progress on adult safeguarding objectives during the reporting period is monitored through the
JSG Safeguarding Business Plan. Any safeguarding adult actions that are not RAG rated as fully
green have been transferred to the JSG Safeguarding Business Plan for 2017-19 (See Appendix
Two).
Board level leadership is provided by the Director of Nursing and Governance who is the lead
executive director for safeguarding.
Each service directorate has a designated safeguarding lead who is a member of JSG.
The Trust now has two named doctors for safeguarding adults, which is a shared post between 2
consultants (from Bolton and Salford).
4

Adult safeguarding governance activity during the reporting period
Under Section 75 of the NHS Act 2006, local authorities and National Health Service (NHS) bodies
can enter into partnership arrangements in relation to certain functions, where these arrangements
are likely to lead to an improvement in the way in which those functions are exercised. The specific
provision for these arrangements is set out in the NHS Bodies and Local Authorities Partnership
Arrangements Regulations 2000. The regulations:
• Set out the NHS bodies and local authorities that may participate in partnership
arrangements;
• Set out the functions of those bodies that may be the subject of partnership arrangements;
• Enable partners to enter into arrangements for or in connection with the establishment of a
pooled fund;
• Enable partners to enter into arrangements for an NHS body to exercise the prescribed
health-related functions of local authorities; and
• Enable partners to enter into arrangements for a local authority to exercise prescribed NHS
functions.
In respect to safeguarding arrangements Section 42 of the Care Act 2014 places a duty on LA’s
to make enquires or to cause enquiries to be made. This means each of the LA’s the Trust works
in partnership with may delegate Section 42 enquiries to the Trust for the Trust to investigate and
report back to them.

5

Internal & External Audits, Inspections and Reviews
•
•
•
•

CCG Annual Safeguarding Audit - collaborative Greater Manchester submission to show
compliance with safeguarding children, young people and adults at risk contractual
standards.
Safeguarding Adults at Risk Audit - in-house audit of staff awareness of and compliance
with the Trust’s Safeguarding Adults at Risk policy and procedures
Prior to the acquisition of MMHSCT a comprehensive due diligence was undertaken by the
former GMW to test the robustness of safeguarding arrangements within the Manchester
Service, which they found to be of a good standard.
The CQC Inspection of the former GMW also recognised their commitment to safeguarding
and the processes providing assurances.
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Action plans addressing learning and recommendations from each of these audits are reviewed
by JSG.
GMW NHS FT:
In June 2016 the previously known GMW completed a Safeguarding Adult’s at Risk Audit to:
•
•
•
•

ascertain levels of awareness of the Trust’s PREVENT and Safeguarding Adults at Risk
policies and procedures
determine whether safeguarding concerns are reported and documented as per Trust policy
evaluate training requirements
evidence compliance with Trust Safeguarding Adult’s at Risk Policy

The data collection questionnaires were sent out to all directorates, including corporate services
for clinical and non-clinical staff asking them a number of questions about Safeguarding Adults at
Risk policies and procedures.
The questionnaires were sent to Audit Leads/Heads of Ops/Managers for them to disseminate to
Team Leaders and Managers for all Inpatient wards/units, Community Teams and Departments
and ask them to randomly select 5 members of staff per team/area and ask them to complete a
questionnaire.
A total of 421 questionnaires were completed and returned. Acceptable compliance threshold is
90% or more.
Prevent Policy
Were familiar with Trust Prevent Policy and where to access it

70%

Were clear who to discuss “Prevent” concerns with

76%

Safeguarding Adults at Risk Policy
Knew where to access the Trust Safeguarding Vulnerable Adults policy

96%

Were familiar with the Trust Safeguarding Vulnerable Adults policy on
Threshold information

81%

Have a flowchart within their service of what to do if you are concerned
about an adult at risk

80%

Safeguarding Adults at Risk procedures
Were clear on who to discuss safeguarding adults concerns with

99%

If staff had had a safeguarding adult concern, was this discussed in
supervision

78%

Safeguarding Vulnerable Adults Training
Staff who had had safeguarding adult training

98%
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Staff who felt would benefit from further adult safeguarding training

53%

Conclusions:
Trust Prevent Policy
•

76% of staff were clear on who to discuss “prevent” concerns with whilst this did not reach the 90%
compliance threshold. Prevent awareness is still being rolled out across the Trust and this is likely
to be achieved in 2017/18.

Safeguarding Adults at Risk Policy
•

96% of staff know where to access the Trust Safeguarding Vulnerable Adults Policy, compliance
has been achieved

Safeguarding Adults at Risk procedures
•

99% of staff were clear on who to discuss safeguarding adults concerns with. Compliance has been
met

Safeguarding Adult’s at Risk Training
•

98% of staff have had safeguarding adult training. Compliance has been achieved

Recommendation: A re-audit to take place in 2017/18.
Manchester Service:
The Service Quality Assurance (QA) process enables the service to identify and respond to
concerns or emerging risks relating to adults with care and support needs and takes in to
account broader factors for example ‘think child, think parent, think family safeguarding’. The
Service chooses a selection of safeguarding referrals for the QA process, which includes both
random selections as well as selections based on teams or thematic reviews e.g. Domestic
Violence and Abuse (DVA), Adult lives with children 0-18, targeted areas based on poor
performance or trends to note. A full copy of the audit is provided as part of the feedback to the
investigating officer/ practitioner and their senior management team, which is then discussed in
the practitioners supervision and where appropriate team meetings.
As a result of themed monthly safeguarding audits the Service recruited twenty DVA advisors
who not only provide advice and support to the rest of the Trust workforce but they also
represent the Service at all three Multi-Agency Risk Assessment Conference (MARAC) operating
in South, Central and North Manchester sectors of the city, which is led by Greater Manchester
Police.
Learning from audits and changing practice saw a 45% increase in DVA referrals by the Service
being made to MARAC during 2016-17, which also suggests the internal monitoring, and quality
assurance systems the Service has in place are effective and protecting the service users and
their families.
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Increase MARAC Referrals by Manchester Service
2016-17

Apr

6

May

Jun

Jul

Aug

2015-16

Sep

Oct

2014-15

Nov

Dec

Jan

Feb

Mar

Safeguarding training activity during the reporting period
The Workforce Development Manager for Safeguarding ensures the delivery and evaluation of
safeguarding training is to a high standard:
•
•
•
•
•
•
•

All training promotes the ethos of DoH Working Together to Safeguard Children 2015 and
NHS England Safeguarding Vulnerable People in the NHS – Accountability and
Assurance Framework (2015)
All training promotes the principles of partnership working and is informed by equal
opportunities, equality and diversity and anti-oppressive practice
All resources/training materials used are clear, accurate, and relevant and take in to
account how adults learn, the diversity of participants and their differing needs
All safeguarding training is delivered by professionals who are trained and suitably
experienced with up to date knowledge
The Joint Safeguarding Group monitor consistency of training in terms of content, delivery,
length of sessions and evaluation summaries
Compliance with mandatory single agency training is reported to the Joint Safeguarding
Group, chaired by the executive board lead for safeguarding
Trust Safeguarding training target = 80%

Safeguarding Adult’s Level 3 training is also a key priority for the Trust. However, the package has
only recently being developed and delivered during Q1 of 2017-18 and is for all staff who regularly
contribute in the investigation of adults at risk of abuse and neglect and/or their families/carers
through the multiagency safeguarding procedures, and assessing, planning, intervening and
evaluating the needs of an adult of which there are safeguarding concerns. This includes Bank or
Volunteer staff within this role and is reflected in the Safeguarding Business Plan 2017-19
(Appendix Three).
Reporting
Period

Level 1 & 2
Safeguarding
Adult

Q1 2016-17

94%

Q2 2016-17

93%

Level 3
Safeguarding Adult
Not applicable during
reporting period
Not applicable during
reporting period
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Q3 2016-17

92%

Q4 2016-17

92%

Q1 2017-18

80%

Not applicable during
reporting period
Not applicable during
reporting period
19%

Manchester Service:
Prior to the acquisition, the Manchester Service had a different training strategy in place. It was a
mandatory requirement for all staff to receive Level 1 and 2 Adult Safeguarding training. Below is
a breakdown of the Manchester Service compliance figures. However, since 01 April 2017 and
the harmonisation of both the previously known GMW and MMHSCT training packages, the
Manchester Service are now included in the above figures.
Reporting
Period 2016-17
Q1 2016-17
Q2 2016-17
Q3 2016-17
Q4 2016-17

Level 1 & 2
Safeguarding Adult’s
89.6%
89%
87%
87%

All safeguarding activity is carried out with a focus on achieving the outcomes that the adult has
identified and Making Safeguarding Personal (MSP) is a key line of enquiry throughout all
safeguarding enquiries within the Trust. The Adult at risk or their representative is asked their
views, their desired outcomes and if they were achieved.
7

Safeguarding operational activity during the reporting period

The Deprivation of Liberty Safeguards were introduced as an amendment to the Mental Capacity
Act 2005, which took effect on 1st April 2009. The Safeguards provide for the lawful deprivation
of liberty of people who lack capacity to consent to arrangements for their care or treatment in
either hospitals or care homes, but who need to be deprived of liberty in their best interests, to
protect them from harm.
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The Safeguards apply to people in England and Wales who are 18 years or older. A large
number of such individuals will be those suffering significant learning disabilities, or people with
dementias, but may also include people with neurological conditions, for example, as the result of
a brain injury and where the criteria for detention under the Mental Health Act 1983 are not met
at the time the care and treatment is proposed.
A key focus for the Trust is to continue to promote awareness and understanding of safeguards
in particularly in relation to understanding issues of capacity. Therefore, MCA is included within
the Trust training strategy programme.

Reporting
Period

8

Q1 2016-17
Q2 2016-17
Q3 2016-17
Q4 2016-17
Q1 2017-18
Safeguarding incidents and alerts

Mental
Capacity
Act Training
71%
81%
86%
88%
84%

Mental Health Act
Code of Practice
Training
89%
90%
92%
89%
84%

Staff report in DATIX when they have initiated safeguarding action or made 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 Lead, 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.
The Trust saw an increase in the number of Adult Safeguarding incidents reported on the Datix
system, which would indicate a greater awareness and understanding of safeguarding across the
service.
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Incidents by Directorate
300

257

250
173

200
150
100
50
0

58

75

86
18

412

19

3

1

22

91 100

74

Non trust Location

1514

7

Trust Location
(blank)

The Trust saw minimal increase in the percentage of in-patient adult safeguarding incidents
relating to violence and aggression by patients on patients, staff or others from the previous
reporting period.

Incidents by Category - Trust Locations

Violence / Aggression / abuse /
harrassment to Patients
Patient Care
Violence / Aggression / abuse /
harrassment to Staff
Accident

2.55%

Security Incident
3.89%

Self Harm

64.08%

Violence / Aggression / abuse /
harrassment to Others
Medication
Missing Patient
Illicit Substances
Violence / Aggression / abuse /
harrassment to Prisoners
Contractual / Fraud
Communication

Where the potential source of risk is also an adult with care and support needs, the safety of the
person is paramount. The Trust has a responsibility towards both the alleged victim and the alleged
perpetrator. However, in this situation it is important that the needs of the adult who is the alleged
victim are addressed separately from the needs of the potential source of risk.
It may be necessary to reassess the adult who is the potential source of risk. This may involve a
meeting where the following could be addressed:
• The extent to which this person has the capacity to understand his or her actions;
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• Whether the needs of this person are being met;
• A risk assessment of the likelihood that this person will further abuse the adult or others;
• Steps that should be taken to reduce or eliminate risks of further harm occurring

Safeguarding Adult Action Taken - Inpatient
Alert/Referral made to Local Safeguarding
Authority
Care plan amended

Contacted /discussed with Safeguarding Lead
4.2, 4%

Contacted out of hours Senior Manager
36.4, 37%

47.3, 47%

Contacted police/ PPIU (Public Protection
Invest Unit)
Contacted PREVENT Team Lead
Discussed with the family

2.3, 2%
3.3,1%
3%
0.7,
4.4,
4%
0.2,1%
0%
0.7,
1%
0.7,

Interagency Professionals meeting (TBA)
Managed in Service
OTHER

Allegations of institutional abuse or abuse by staff are treated seriously. Allegation of misconduct
by a member of staff or volunteer to an adult at risk is referred to local Adult Safeguarding services
with the Trust HR and senior managers being kept informed.
Dependent on the circumstances such concerns will go on to be investigated through one or more
systems, including:
• Criminal justice system
• Trust serious incident system
• Complaints procedures
• Professional body disciplinary procedures
• Disclosure, vetting and barring procedures
The Trust has made the following referrals in relation to safeguarding Adult’s at risk of abuse and
neglect, which have involved members of staff.
Directorate

Specialist Service Network
Manchester Service
Salford
Trafford
Bolton

Referrals made to the
Disclosure & Barring Service
(DBS)
1
3
1
0
0

Referrals made to
Professional Bodies e.g.
HCPC, NMC
0
1
0
0
0

24 | P a g e

Manchester Service:

Manchester Service Safeguarding Concerns 2016-17
250
200
150
100
50
0
Total Referrals 2016-17

Apr May Jun Jul Aug Sept Oct Nov Dec Jan Feb Mar
146 161 176 170 205 195 186 162 169 198 181 179

Trust Referrals 2016-17

68

70

86

81

123

95

81

81

84

98

88

92

LA Referrals 2016-17

78

91

90

89

82

100 105

81

85

100

93

87

Since 12 April 2017, MCC have introduced an Adult MASH, which is co-located with Manchester
Children’s MASH in the Manchester Town Hall. Similar to the Children’s MASH the model
encourages earlier identification of risk and harm through facilitating information sharing across
agencies.
Since the launch, the Manchester Service has been a virtual member. However, the Trust has
recently recruited and appointed an Adult MASH practitioner who from September 2017 will work
with our partners and be co-located with Children’s MASH in Manchester’s Town Hall.

Month
Apr
May
Jun
Jul
Aug
Sept
Oct
Nov
Dec
Jan
Feb
Mar
Total

Manchester
Service
Referrals
2017-18
147
148
166

Manchester
Service
Referrals
2016-17
146
161
176
170
205
195
186
162
169
198
181
179
461
2128

Manchester
Service
Referrals
2015-16
112
119
140
144
135
129
136
164
149
157
138
157
1680

Manchester
Service
Referrals
14-15
71
91
115
108
107
114
114
100
100
116
82
119
1237

Trafford Service:
Senior social work practitioners within the Service are having planned and regular safeguarding
supervision sessions with Local Authority safeguarding practitioners. This has had the effect of
more robustly embedding Making Safeguarding Personal into our safeguarding practice, and has
improved working relationships between Mental Health services and the Council.
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9

Safeguarding Adult Reviews (SAR’s)
Under Section 44 of the Care Act (2014) a Safeguarding Adult Board (SAB) must arrange for a
review of a case involving an adult in its area with care and support needs if there is reasonable
cause for concern about how the SAB members or other persons with relevant functions worked
together to safeguard the adult, and the adult has died, and the SAB knows or suspects that the
death resulted from abuse or neglect or if the adult is still alive, and the SAB knows or suspects
that the adult has experienced serious abuse or neglect.
Specialist Services:
Following the death of a female patient on the Edenfield unit in March 2017 a SAR commenced.
A learning event was held in August 2017, which was well attended and received. From the
learning event it was evident that the service provided very good care. The inquest is scheduled
for November 2017 following which the SAR will be completed.
Manchester Service:
During the reporting period Manchester’s SAB has commissioned four SAR’s of which the Trust
has co-operated on all four. Two SAR’s have been completed. Their reports are in their draft
stages and will be published later this year. The other two SAR’s are in the embryonic stages of
the review.
Domestic Homicides Reviews (DHR’s)
DHR’s involve a multi-agency review of the circumstances in which the death of a person aged 16
or over has, or appears to have, resulted from violence, abuse or neglect by a person to whom
they were related or with whom they were, or had been, in an intimate personal relationship, or a
member of the same household as themselves.
Since 13 April 2011 there has been a statutory requirement for local areas to conduct a DHR
following a domestic homicide that meets the criteria. The Trust is required to check whether
anyone within the scope of the review is known and if so, to provide a chronology and to take part
in the review process.
Reviews are commissioned by the Community Safety Partnership, and chaired by a senior police
officer.
During the reporting period there has been one Domestic Homicide Review in which the Trust has
participated, however this has not been finalised or officially reported. It is not unusual for a DHR
process to take 12-24 months, (or even longer sometimes).
Bolton Service:
A DHR was commissioned in Bolton in 2014 following the murder of a man by a person who had
been in contact with mental health services in Bolton. The review found that none of the agencies
involved with the perpetrator had a full picture of the risk he posed to himself or others and
questioned as to whether it was acceptable that agencies working with him relied solely on
information provided by the perpetrator himself about his past and current criminal offending.
One of the actions is to establish a working group comprising of representatives from the Health
Economy and Criminal Justice sector to identify barriers and how they might be overcome, to the
sharing of accurate, complete and up to date details of criminal offending.
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All learning from this working group will be shared and across the whole of the Trust foot print.
Manchester Service:
The Manchester Community Safety Partnership has commissioned one DHR during this reporting
period. However, the Manchester Service has had no direct involvement with the review.

Part Three: Generic Safeguarding
1

Policy development
As part of the Due Diligence associated with the new Trust it was agreed by Quality Governance
Committee (QGC) that there would be a period of parallel running with systems, policies and
procedures. To support parallel running all safeguarding policies were extended until the end of
June 2017 to mitigate potential risks around policy migration. This extension enabled staff to
work with the policies that they were familiar from the 1st January 2017 whilst policies were
aligned and harmonised to ensure that were fit for purpose for all staff groups and support safe,
effective care delivery. All policies are available for staff to access electronically via the intranet.
The suite of children and adult safeguarding policies provide a Trust wide structure and information
to support all staff who in the course of their work come directly in to contact with, or who may
become involved in information about children, adults in need or at risk of harm.
The Assessment Framework for gathering and analysing information about all children and their
families has three dimensions, which Trust staff are familiar with:
•
Child’s Developmental Needs
•
Parenting Capacity
•
Family and Environmental Factors
This Framework requires practitioners to explore the interaction between, or the influence of these
three dimensions on each other in a child’s life and allows professionals to discriminate effectively
between different types and different levels of need.
Trust staff at all stages of an assessment process will consider whether the service user’s illness
and/ or substance misuse is having a detrimental impact on their parenting capacity and the range
of support and action that may need to be provided to ensure sufficient safeguards.
Service users parenting capacity will always be considered as part of their care planning process
and will always be considered in terms of their discharge, both when being discharged back to
their home environment and when being discharged from Trust care.

2

Prevent
The Counter-Terrorism and Security Act (2015) contains a duty on specified authorities to have
due regard to the need to prevent people from being drawn into terrorism. This is also known as
the Prevent duty.
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The aim of Prevent is to stop people from being radicalised. It operates in the pre-criminal space
before any criminal activity has taken place, with the aim of supporting and safeguarding vulnerable
children, young people and adults thought to be at risk of radicalisation.
In March 2015, Parliament approved guidance issued under section 29 of the Act about how
specified authorities are to comply with the Prevent duty. Specified authorities which in Health are
NHS Trusts and NHS Foundation Trusts must have regard to this guidance when complying with
the Prevent duty.
It is recognised that healthcare professionals will meet and treat people who may be vulnerable to
being drawn into terrorism. Being drawn into terrorism includes not just violent extremism but also
non-violent extremism, which can create an atmosphere conducive to terrorism and can popularise
views which terrorists exploit. The key challenge for the healthcare sector is to ensure that, where
there are signs that someone has been or is being drawn into terrorism, the healthcare worker is
trained to recognise those signs correctly and is aware of and can locate available support,
including the Channel programme where necessary. Preventing someone from being drawn into
terrorism is substantially comparable to safeguarding in other areas, including child abuse or
domestic violence.
Our Prevent (Radicalisation and Counter Terrorism) policy provides guidance and support for all
our staff, outlining roles and responsibilities around the action to take if there are concerns that a
service user is at risk of exploitation. This policy is closely linked with both our adult safeguarding
and child safeguarding policies.
The Safeguarding Training Strategy outlines our commitment to the Prevent training and provides
guidance on the training required, based on staff roles and responsibilities. Within 15/16 we have
started to see an increase our training figures around both Prevent Awareness (for all staff groups)
and Health Wrap (for all clinical staff). The Health WRAP training is devised to give staff a better
understanding of the Prevent strategy, reporting procedures, multi-agency counter-terrorism
arrangements and indicators of what makes someone vulnerable or susceptible to radicalisation.
Along with providing advice on managing risk at organisational, staff and clinical practitioner level.
As a Trust we provide quarterly assurances to the CCG and NHS England on our Prevent activity
based on our staff numbers, this includes; update on policies, training, number of Health Wrap
trainers, and number of referrals to Channel Panels (multi-agency approach to protect people at
risk from radicalisation), attendance at Channel Panels and attendance at Regional Prevent
meetings.
Our quarterly Trust data returns to the CCG and NHS England demonstrate a positive increase in
training with evidence of multiagency partnership working on this important safeguarding agenda.
The data provided from previous GMW Trust are in keeping with the Prevent requirement and have
been recorded as the number of staff trained. However, the previous MMHSCT figures were by
percentage. The newly formed Trust will continue to report by number of staff as per protocol.
Reporting Period
Q1 2016-17
Q2 2016-17
Q3 2016-17
Q4 2016-17

No: staff trained in Basic
Prevent Awareness
482
270
301
337

No: staff trained in WRAP
118
275
178
290
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Q1 2017-18 (GMMH)

126

307

Manchester Service:
Reporting Period

3

No: staff trained in Basic
No: staff trained in WRAP
Prevent Awareness
Q1 2016-17
75%
31%
Q2 2016-17
83%
53%
Q3 2016-17
87%
68%
Q4 2016-17
90%
76%
Identified points of learning or concerns to be brought to the attention of Trust Board and
Local Safeguarding Boards
Manchester Service
The service has an approach of positive risk taking and defensible decision making in which the
adult is fully involved within the safeguarding investigation and the practitioner leading the
investigation will seek feedback from the Adult about their experience of the safeguarding
process. Individual’s experiences are reflected on and lessons are learnt and embedded within
the Trust safeguarding training packages.
The Trust:
• Includes a carer’s complaint and the learning from the complaint within its safeguarding
training
• Is part of MSAB Learning & Development Sub-Group (vice chair)
• Are active partners on multiple MSAB Sub-Groups e.g. QAPI, DV&A, SARs
• Serious Safeguarding Incidents are reported on NHS electronic DATIX system, which
CCG have oversight
• A member of the Corporate Safeguarding Team attends periodic Service User/ Carer
Forum’s
A member of The Trust Corporate Safeguarding Team delivers Safeguarding Awareness Training
to service users and carers.

4

Safeguarding objectives for next twelve months
•
•

The Safeguarding Business Plan 2017-19 details the Trust objectives (Appendix Three)
The Safeguarding Team Structure has been further developed: (Appendix One)

Appendices
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Appendix One: Safeguarding Structure

Director of Nursing & Governance

Named Doctor
Children

Named Doctor
Adult’s (shared)

Deputy Director of Governance

Head of Adult & Child Safeguarding

Adult
Safeguarding
Lead

Safeguarding
Workforce
Development Lead

Child
Safeguarding
Lead
Directorate/service
Safeguarding Leads

Deputy Adult
Safeguarding
Lead

Safeguarding
Trainer

Safeguarding Team Administrator

denotes close working

Children
Safeguarding
Named Nurse

Appendix Two: Safeguarding Board Representative and Deputies
Trust Directorate
Bolton

Manchester

Salford

Adult

Children

LSAB
Lead: Named Doctor for Adults
Deputy: Service Manager Community

LSCB
Lead: Named Doctor for Children
Deputy: Deputy Director of Governance

Sub-groups
CCG Integrated Safeguarding Committee – Service Manager
Community
Safeguarding Committee – Named Doctor for Adults
MARAC – Senior Manager Transforming Care Team
MAPPA – Deputy Team Manager

Sub-groups
Safeguarding Executive – Service Manager
Integrated Working – Service Manager
Learning and Improvement– Service Manager
Child Death Overview Panel: Lead – Named Doctor for Children Child
Death Overview Panel: Deputy – Deputy Director of Governance

LSAB
Lead: Director of Nursing & Governance
Deputy: Safeguarding Adult Lead

LSCB
Lead: Head of Social Work
Deputy:

Sub-groups
Exec - Safeguarding Adult Lead
SAR - Safeguarding Adult Lead
L&D - Safeguarding Adult Lead
QAPI - Safeguarding Adult Lead
DVA Forum - Safeguarding Adult Lead
PREVENT Steering Group – Local Security Specialist
Manager
Channel Strategic Monitoring Group - Safeguarding Adult
Lead
Greater Manchester CHANNEL Peer Review meetings - Local
Security Specialist Manager

Sub-groups
SCR – when required
L&D - Safeguarding Adult Lead

LSAB

LSCB
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Trafford

Lead: Head of Social Care
Deputy: Named Doctor for Adults

Lead: Deputy Director of Governance
Deputy: Safeguarding Children Lead

Sub-groups
Policies – Head of Social Care
Performance Management – Deputy Director of Governance

Sub-groups
The Case Review and Audit - Safeguarding Children Lead
Strategic Training - Safeguarding Children Lead
FGM subgroup - Safeguarding Children Lead
Performance Management – Deputy Director of Governance
Child Sexual Exploitation (CSE) - Deputy Director of Governance
Child Death Overview Panel: Lead – Named Doctor for Children
Child Death Overview Panel: Deputy – Deputy Director of Governance

LSAB
Lead: Director of Nursing & Governance
Deputy: Social Worker and Safeguarding Lead

LSCB
Lead:
Deputy: Social Worker and Safeguarding Lead
Sub-groups
Policy and Training - Social Worker and Safeguarding Lead

Wigan

LSAB
When required

LSCB
When required.
Sub-groups
Exec Group Lead: Safeguarding Children’s Lead
Exec Group Deputy: Service Manager CAMHS
Child Death Overview Panel: Lead – Named Doctor for Children
Child Death Overview Panel: Deputy – Deputy Director of Governance
Secure Setting Meetings (under 18’s): Service Manager

Central
Lancashire

LSAB
When required

LSCB
When required.
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Cumbria

Bury

Sub-groups
Safeguarding Adult Leadership Group - Locality Team
Manager

Sub-groups
Lanc. Central Locality Safeguarding Children - Locality Team Manager

LSAB
Lead: Service Manager
Deputy: Team Leader

LSCB
Lead: Service Manager
Deputy: Team Leader

Sub-groups
Operational Group – Service Manager

Sub-groups
Operational Group – Service Manager
Workforce Development Group – Locality Manager

LSAB
When required

LSCB
When required
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Appendix Three - Safeguarding Business Plan 2017/2019

Objective
Objective 1
Ensure there is effective
leadership, partnership
working and governance
arrangements in place for
safeguarding Children,
Young People and Adults

Action

(Master template – progress and completion monitored
and evaluated by JSG)
Lead

1. Ensure adequate Trust
representation at Local
Safeguarding Boards (LSB),
LSB sub-groups and
Community Safeguarding
Partnership meetings to
better coordinate the overall
approach to safeguarding

Corporate
Safeguarding Team
and Safeguarding
Leads

2. Consolidate safeguarding
arrangements within the new
organisation

Corporate
Safeguarding Team

Target Date

RAG

Comments/ Progress
Update

3. Provide
contemporary Corporate
policies, procedures and Safeguarding Team
practice guidance to support
staff in the discharge of their
legal duties
4. Design and implement a Corporate
safeguarding lead structure Safeguarding Team
within
the
Manchester
Directorate
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5. Redesign and harmonise the Corporate
Safeguarding page on both Safeguarding Team
the Trust Intranet and Internet
Objective 2
Ensure there is a quality
improvement approach to
workforce practice

1. Develop a process for
recording adult safeguarding
within PARIS, which will
improve data collection, and
develop good practice,
aimed at reducing repeat
occurrences of abuse and
neglect.

Corporate
Safeguarding Team
and IM&T

2. Develop guidance for staff
on the recording of children
parented / or cared for by
service users

Corporate
Safeguarding Team
and IM&T

3. Design and implement a
Quality Assurance and
Performance Improvement
audit framework to assess,
monitor and improve
safeguarding arrangements
and practice, which includes
a system for reviewing alerts
and referrals which is
integrated with complaints
and serious incident reviews

Corporate
Safeguarding Team
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and to ensure accurate
recording of safeguarding for
both children and adults
within PARIS
4. Arrange the setup of a
Corporate
shared drive for the
Safeguarding Team
Corporate Safeguarding
and IM&T
Team and all safeguarding
leads to have access to. This
will support the development
of the new Safeguarding
system i.e. SCR’s, SAR’s
and DHR’s filing system
Objective 3

To ensure the workforce are
equipped to respond to
legislative changes and take
a proactive approach to
safeguarding children,
young people and adults

1. Support the redesign and
implementation of a health
focused PREVENT strategy
programme to improve
compliance and to include:
 Both e-learning and face
to face training material
 A NHS accredited
training compliance data
base that can be added
to NHS staff training
passports
 A NHS National referral
form and guidance

Corporate
Safeguarding Team
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pathway to improve
recording and to ensure
referrals are accurately
credited to health
2. Review the safeguarding
training strategy and the
provision of mandatory
Domestic Violence and
Abuse (DV&A) training for
clinical staff (to include
Forced Marriage, Honour
Based Violence and FGM)

Corporate
Safeguarding Team

3. To communicate and embed
the neglect and self-neglect
strategies; working with
partners to ensure there is
an effective response to the
issue of hoarding

Corporate
Safeguarding Team

4. Listen and learn to Children,
Young People and Adults
who have experienced
abuse and neglect. Ensuring
their experience of
safeguarding helps to
improve professional
practice.

Corporate
Safeguarding Team
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5. Build service user/ carer’s
involvement in to the design
and implementation of Trust
safeguarding programmes.

Corporate
Safeguarding Team

6. Respond to and implement
Corporate
action plans from learning of Safeguarding Team
SCR’s, SAR’s, DHR’s and
other case investigations e.g.
SIRI’s and Complaints in to
training programmes.

Objective 4

7. Ensure there is a consistent,
seamless and safe; no one
‘slips through the net’
transition to Adult Services
for Young People.

Corporate
Safeguarding Team

8. Design and implement a
system that identifies when
service users with a learning
disability are admitted to
inpatient services.

Corporate
Safeguarding Team

1. Design and implement a
safeguarding supervision
assurance framework

Corporate
Safeguarding Team
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Provide effective
safeguarding support and
supervision to designated
named safeguarding
professionals and
safeguarding leads for
Children, Young People and
Adults

2. Provide safeguarding
Corporate
development sessions for
Safeguarding Team
JSG Leads and the specialist
safeguarding leads within
services i.e. DV&A specialist
advisors/ champions
3. Increase the number of
safeguarding leads/
champions who specialise in
taking a “think child, think
parent, think family”
approach

Corporate
Safeguarding Team

Objective 5

1. Provide internal and external
assurance through the
Annual Safeguarding Report

Corporate
Safeguarding Team

2. Complete annual audit in
relation to admissions of
under 18s to adult wards
2017-18

Named Doctor
Safeguarding
Children

Business as usual work plan

3. Complete quarterly and
annual CCG Safeguarding
Audits; taking remedial
actions as necessary to
ensure compliance
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4. Complete section 11 audit(s)
5. Review, monitor, and
analyse safeguarding actions
taken through Datix and
provide quarterly report to
JSG
6. Timely completion of the
PREVENT dataset
7. Timely completion of the
FGM dataset

Appendix Four: Standards & Key Performance Indicators
Audit Tool to monitor NHS Provider compliance with the NHS Accountability and Assurance Framework for Safeguarding
(Safeguarding Vulnerable People in the NHS 2015) and Section 11 of the Children Act 2004

Copy of 170615
FINAL Copy of Safeg

Appendix Five: The PREVENT self-assessment Audit Tool for NHS Providers

Copy of Quarterly
Prevent Return (Prov
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Safeguarding Standards for Provider Organisations
Policy

Evidence (embed document or
provide link if on intranet)

Date Policy Needs
Reviewing

Safeguarding Adults Policy (Policy to include guidance on the following unless there is a specific procedure).

CCG Assessment
(RAG)

Human Trafficking

Please Select

Domestic Abuse

Please Select

Forced Marriage

Please Select

Honour Based Violence

Please Select

Female Genital Mutilation

Please Select

Self-Neglect

Please Select

Human Slavery

Please Select

Safeguarding Children Policy (Policy to include guidance on the following unless there is a specific procedure).
Domestic Abuse

Please Select

Forced marriage

Please Select

Honour Based Violence

Please Select

Female Genital Mutilation

Please Select

Fabricated Illness

Please Select

Sexually Exploited Children

Please Select

Disabled Children

Please Select

Working with sexually active young people under the
age of 18

Please Select

Child Trafficking

Please Select

Additional policies/procedures/gudiance
Whistle blowing

Please Select

Managing allegations of abuse against a person who
works with children or adults at risk

Please Select

Information sharing

Please Select

Safe Recruitment, including DBS checks where required
and taking up of references

Please Select

Appropriate Behaviour by staff towards adults at risk
and children

Please Select

Mental Capacity Act/ Deprivation of Liberty (including
reference to 16 /17 year olds

Please Select

Prevent

Please Select

Managing violence, aggression & restraint (this can be
included within MCA/DOLS)

Please Select

Chaperone (can be a separate policy or incorporated
into another relevant procedure)

Please Select

Safeguarding/Clinical Supervision Policy

Please Select

Provider Safeguarding Audit / Assurance Toolkit 2017/2018 - GM STANDARDS
Provider Name:

Provider Type:

(Name & Designation) Completed by:

Date Completed: (dd/mm/yyyy)

GREEN - Fully compliant (remains subject to continuous quality improvement)
AMBER - Action plans in place to ensure full compliance and progress being made within agreed timescales
RED - Non-compliance against standards and actions have not been completed within agreed timescales
ALL YELLOW SECTIONS TO BE COMPLETED

THIS SELF ASSESSMENT IS DUE FOR RETURN TO THE CCG WITHIN 2 WEEKS OF RECEIPT

Ref Quality Standard

Compliance Requirement
Self-Assessment Measure

1

Job description clearly identifies safeguarding

There is a board lead for safeguarding

children, adults at risk and Looked After
Children (LAC)

2

GREEN - Fully
compliant

quality

Safeguarding Adult Board (LSAB) and Local

Safeguarding Boards, including that of its sub groups (remains subject

 The organisation contributes to the work of the
 Organisation contributes to the work of the

Corporate Parenting Board

Identification of a named doctor and named  In line with Working Together 2015

GREEN - Fully

to continuous
quality

GREEN - Fully

 Named professionals have a key role in promoting

safeguarding children.

supporting the local safeguarding system and

ambulance trusts and independent

professionals, and ensuring safeguarding training is in improvement)

organisation provides maternity services) for good professional practice within their organisation,

providers, this could be a named

professional from any relevant health or
social care background.

processes, providing advice and expertise for fellow

Please Select

compliant

nurse (and a named midwife if the

In the case of out of hours services,

Please Select

to continuous
 There is representation at a senior level

Safeguarding Children Board (LSCB), Local

CCG
Assessment
(RAG)

(remains subject

The organisation is linked into the Local

Corporate Parenting Board.
3a

responsibilities.

Provider Self- Possible Sources of Compliance
Evidence - (Embed evidence in
Assessment
this column where possible)
(RAG)

Please Select

compliant

(remains subject
to continuous
quality

place.

 The leads should be ‘one step away’ from the Board
so as to ensure sufficient strategic influence in line
with the Intercollegiate Document.

There should also be a named lead for Child  The named lead(s) will work closely with their
Sexual Exploitation.

organisation’s safeguarding lead for adults, LSCB and
CCG Designated Professionals

 In line with Working Together 2015

 Named professionals have a key role in promoting
good professional practice within their organisation,
supporting the local safeguarding system and

processes, providing advice and expertise for fellow

professionals, and ensuring safeguarding training is in
place.

 The leads should be ‘one step away’ from the Board
so as to ensure sufficient strategic influence in line
with the Intercollegiate Document.

 The named lead(s) will work closely with their

3b

organisation’s safeguarding lead for adults LSCB and
Named professional provision for safeguarding children should meet the requirements contained
GREEN - Fully
within the Intercollegiate Document

Please Select

compliant

(remains subject
to continuous

4a

Identification of named lead for adults at risk  In line with Guidance to Health in respect of adults
and a named lead for MCA/DoLS – this must at risk by Department of Health ( Feb 2011)

include the statutory role for managing adult  Named professionals have a key role in promoting
safeguarding allegations against staff.

good professional practice within their organisation,
supporting the local safeguarding system and

processes, providing advice and expertise for fellow

professionals, and ensuring safeguarding training is in

quality

GREEN - Fully
compliant

(remains subject

This is a new post, currently out to
recruitment

Please Select

to continuous
quality

improvement)

Band 8a - Head of
Mental Health
Legislation and

place.

 The leads should be ‘one step away’ from the Board
so as to ensure sufficient strategic influence.

 The named lead(s) will work closely with their

organisation’s safeguarding lead for children, LSAB

4b

and CCG adult safeguarding lead
Named Professional provision for safeguarding adults at risk should meet the requirements
contained within the Intercollegiate Document

GREEN - Fully
compliant

(remains subject
to continuous
quality

Please Select

Provider Safeguarding Audit / Assurance Toolkit 2017/2018 - GM STANDARDS
Provider Name:

Provider Type:

(Name & Designation) Completed by:

Date Completed: (dd/mm/yyyy)

GREEN - Fully compliant (remains subject to continuous quality improvement)
AMBER - Action plans in place to ensure full compliance and progress being made within agreed timescales
RED - Non-compliance against standards and actions have not been completed within agreed timescales
ALL YELLOW SECTIONS TO BE COMPLETED

THIS SELF ASSESSMENT IS DUE FOR RETURN TO THE CCG WITHIN 2 WEEKS OF RECEIPT

Ref Quality Standard

Compliance Requirement
Self-Assessment Measure

5a

 Named professionals have a key role in promoting

Identification of a named nurse and named
doctor for Looked After Children.

good professional practice within their organisation,

Provider Self- Possible Sources of Compliance
Evidence - (Embed evidence in
Assessment
this column where possible)
(RAG)

CCG
Assessment
(RAG)

N/A

Please Select

N/A

Please Select

N/A

Please Select

Please Select

supporting the local Looked After Children system
and processes, providing advice and expertise for
fellow professionals, and ensuring Looked After
Children training is in place.

 The leads should be ‘one step away’ from the Board
so as to ensure sufficient strategic influence in line
with Department of Health Statutory Guidance for
LAC 2015

 The named lead(s) will work closely with their

organisation’s named professionals for Safeguarding
Children, Corporate Parenting Board and CCG

5b
6

Designated Professionals
Named Professional provision for Looked After Children should meet the requirements contained
The Provider Board regularly reviews

 The board should receive regular reports on their

After Children across the organisation.

Children. At a minimum an annual report regarding

safeguarding and arrangements for Looked

arrangements for safeguarding and Looked After

N/A

Please Select

safeguarding children, adults at risk and Looked After
Children should be presented at board level with the

expectation that this will be made public. The provider
should be able to provide a document that clearly

7

describes their safeguarding governance
In respect of Looked After Children there are  The organisation should be able to demonstrate
systems in place:

how they are alerted to a new child in care (from

• For completing Initial Health assessments

 What the process is for arranging the IHA - who

(IHAs) and Review Health Assessments
(RHAs)for Looked After Children;

within or from out of area)

does this and are they appropriately qualified? (i.e.
medical practitioner)

 What are the processes for arranging RHAs?

• To enable the organisation to demonstrate  How does the organisation know the health
levels of compliance for the completion of

IHAs and RHAs within statutory timescales -

assessments are of good quality?

Statutory Guidance on Promoting the Health
and Wellbeing of Looked After Children (DH
2015).
8

An adverse incident reporting system is in

 Commissioners provided with a quarterly report of

GREEN - Fully

circumstances/incidents which have

safeguarding children and adults at risk.

(remains subject

place which identifies

compromised the safety and welfare of
children and/or adults at risk

key themes/learning from SUIs that involve

compliant

 All complaints that refer to the safety of children and to continuous
adults at risk are referred and investigated thoroughly quality
in accordance with the Duty of Candour (Care Act,
2014)

improvement)

 All incidents occurring within healthcare that reach
LSAB thresholds are reported into multi-agency
procedures

 For adults the incident reporting policy must clarify

when and how safety incidents must be reported to
9

A programme of safeguarding and Looked

the police and to multi-agency procedures
 Audits of safeguarding and Looked After Children

GREEN - Fully

place that enables the organisation to

implement recommendations from:

(remains subject

After Children related audit and review is in

arrangements to include progress on action to

evidence the learning from review, incidents • Serious Case Reviews / Local Case Reviews/Serious
and inspections

Adult Reviews

• Internal Management reviews as a consequence of
SI’s compromising the safety and welfare or service

compliant

Please Select

to continuous
quality

improvement)

users

• Reports from national bodies e.g. Ofsted / CQC
10

Staff at all levels, have easy access to

 Policies and procedures are updated regularly to

GREEN - Fully

policies and procedures must be consistent

 Policies take account of the Mental Capacity Act.

(remains subject

safeguarding policies and procedures. These reflect any structural, departmental and legal changes compliant
with statutory, national and local guidance
(as per evidence log tab)

to continuous
quality

improvement)

Please Select

Provider Safeguarding Audit / Assurance Toolkit 2017/2018 - GM STANDARDS
Provider Name:

Provider Type:

(Name & Designation) Completed by:

Date Completed: (dd/mm/yyyy)

GREEN - Fully compliant (remains subject to continuous quality improvement)
AMBER - Action plans in place to ensure full compliance and progress being made within agreed timescales
RED - Non-compliance against standards and actions have not been completed within agreed timescales
ALL YELLOW SECTIONS TO BE COMPLETED

THIS SELF ASSESSMENT IS DUE FOR RETURN TO THE CCG WITHIN 2 WEEKS OF RECEIPT

Ref Quality Standard

Compliance Requirement
Self-Assessment Measure

11

 Policies or guidance needs to include the

There is clear guidance on managing

allegations against staff and volunteers

requirement to notify Disclosure and Baring Service

working with children and/or adults at risk in (DBS)
line with those of the LSCB and LSAB.

12

There is a process for ensuring that patients
are routinely asked about dependents such
as children, or about any caring

There are agreed systems, standards and

protocols for sharing information within the

 Assessment documentation, care plans, risk
assessments

compliant

7 Golden Rules of Information Sharing

(remains subject
quality

improvement)
Green - Fully
compliant

(remains subject
quality

GREEN - Fully
compliant

quality

 Staff to provide, when requested, information on

and Looked After Children; and participates

the case discussion in relation to Serious Case

(remains subject

Statutory Reviews; Child in Need meetings; case

quality

and local guidance

Please Select

to continuous

The organisation shares information with

in reviews as set out in statutory, national

Please Select

(remains subject

with national and local guidance

partners to protect children, adults at risk

Please Select

to continuous

service and between agencies in accordance

14

GREEN - Fully

CCG
Assessment
(RAG)

 Policy or guidance needs to include the requirement to continuous

to notify the relevant professional body

responsibilities
13

Provider Self- Possible Sources of Compliance
Evidence - (Embed evidence in
Assessment
this column where possible)
(RAG)

GREEN - Fully

their involvement with a child and or family to inform compliant
Reviews; strategy discussion; Looked After Child
conferences; Child Death Overview Processes;

MARAC; MAPPA and Child Sexual Exploitation

Please Select

to continuous

improvement)

meetings

 Staff participate in Safeguarding Adult Reviews
(SARs) and multi-agency case adult protection
15

Safeguarding responsibilities are reflected in all job descriptions relevant to role and responsibilities

GREEN - Fully
compliant

Please Select

(remains subject
to continuous
16

Staff working directly with children, adults at risk and Looked After Children have access to advice
support and supervision. This includes clinical and safeguarding supervision as per the
organisation’s safeguarding supervision policy

Named professionals seek advice and access regular formal supervision from designated
professionals for complex issues or where concerns may have to be escalated.
17

There is a training strategy for safeguarding
and Looked After Children

quality

AMBER - Action

plans in place to
ensure full

compliance and

progress is being
made within

 The training strategy should include training on

agreed timescales
GREEN - Fully

Looked After Children; Prevent, MCA, DoLS; FGM;

(remains subject

safeguarding children; safeguarding adults at risk;
and the interagency process that support
safeguarding practices

Please Select

compliant

Please Select

to continuous
quality

 A training needs analysis should be undertaken and improvement)
training programmes should be tailored to address

the identified needs of staff at different levels in the

organisation and stages of professional development.
Training must reflect statutory and local guidance
such as:

• Working Together to Safeguard Children;

• Safeguarding children and young people: roles and
competences for health care staff - Intercollegiate
Document Third edition (March 2014)

• Looked after children: Knowledge, skills and

competences of health care staff - Intercollegiate Role
Framework (March 2015)

• LSCB /LSAB training strategies

 Training must be audited to ensure its effectiveness
and quality assured
18

Staff are trained to the appropriate levels in

 95% of staff trained to Level 1 safeguarding children,

children and Looked After Children

 85% of relevant staff trained to Level 2 and Level 3

accordance with the current safeguarding
Intercollegiate Documents and the

anticipated Safeguarding Adults at Risk
Intercollegiate Document

Looked After Children and adults at risk

safeguarding children and Looked After Children

 Staff receive Prevent training in line with the Prevent
self-assessment tool

Please Select

Provider Safeguarding Audit / Assurance Toolkit 2017/2018 - GM STANDARDS
Provider Name:

Provider Type:

(Name & Designation) Completed by:

Date Completed: (dd/mm/yyyy)

GREEN - Fully compliant (remains subject to continuous quality improvement)
AMBER - Action plans in place to ensure full compliance and progress being made within agreed timescales
RED - Non-compliance against standards and actions have not been completed within agreed timescales
ALL YELLOW SECTIONS TO BE COMPLETED

THIS SELF ASSESSMENT IS DUE FOR RETURN TO THE CCG WITHIN 2 WEEKS OF RECEIPT

Ref Quality Standard

Compliance Requirement
Self-Assessment Measure

19

 In line with NHS Employers Guidance

The Provider has a safer recruitment policy

and ensures that any services commissioned
provide assurance that staff are recruited

quality

safeguarding in line with the intercollegiate

document, e.g., interpreting services, security
There is a process for following up children  This will ensure the clinician and referrer are aware
that the child has not attended and can take any

Green - Fully

Please Select

compliant

child’s needs are being met.

to continuous

an annual audit as part of their safeguarding audit

improvement)

programme to ensure that this process is working

quality

 Engaged with Child Protection Information Sharing

Green - Fully

 The Safeguarding Team could consider completing

(remains subject

whom there are safeguarding concerns and (CP-IS) Project
Looked After Children.

improvement)

follow up action considered appropriate to ensure the (remains subject
 The Safeguarding Team could consider completing

21a There is a system for flagging children for

compliant

Please Select

to continuous

staff are appropriately trained in

who do not attend appointments.

GREEN - Fully

CCG
Assessment
(RAG)

(remains subject

according to safe recruitment practices and

20

Provider Self- Possible Sources of Compliance
Evidence - (Embed evidence in
Assessment
this column where possible)
(RAG)

an annual audit as part of their safeguarding audit
programme to ensure that this process is working
 The Looked After Children Team could consider
completing an annual audit as part of their audit

Please Select

compliant

to continuous
quality

improvement)

programme to ensure that this process is working
21b There is a system for flagging adults in

inpatient care who have learning disabilities
or dementia

22

 Flagging will activate additional support for patients’ GREEN - Fully
communication (hearing aids/glasses/Makaton etc.)
and access to advocacy services.

When it is known that a child is not accessing  Where it is discovered a child is not receiving any
education a referral will be made to the Local form of education the Children Missing Education
Authority in which the child lives.

23a There is clear guidance as to the discharge
of children for whom there are child
protection concerns.

Please Select

decision-making including use of any relevant aids to compliant

Officer is to be notified. Information on missing
education is available at: (add own link)

 Where there are child protection concerns there is
evidence of discharge planning. This must include

(remains subject
to continuous
quality

GREEN - Fully
compliant

#VALUE!

Please Select

(remains subject
to continuous
quality

GREEN - Fully
compliant

Please Select

follow up arrangements and involve partner agencies (remains subject
as required.

to continuous

 The need to safeguard a child should always inform quality

the timing of their discharge, so that the likelihood of improvement)
harm can be assessed while he or she is in hospital.
23b There is clear guidance as to the discharge
of adults who lack capacity including best
interests to keep themselves safe.

 Where there are safeguarding concerns there is

GREEN - Fully

interests processes. This must include follow up

(remains subject

evidence of discharge planning following best

arrangements and involve partner agencies as
required.

compliant

Please Select

to continuous
quality

 The need to safeguard an adult at risk should always improvement)
inform the timing of their discharge, so that the

likelihood of harm can be assessed while he or she is
24

The Child’s GP and health visitor/school

in hospital
 Where a child is not registered with a GP the

GREEN - Fully

are notified of admissions/discharges for

with a local GP practice.

(remains subject

nurse (depending on the age of the child)
children under 18 years to A&E, ambulatory
care units, walk in centres and minor injury
units and wards/units.

25

parent/carer should be advised to register the child
 Where the child has no parents in attendance and

compliant

Please Select

to continuous

the child is not registered with a GP, it is the provider’s quality
responsibility to contact the CCG to inform them so
that a GP can be allocated.

improvement)

Applies only to community providers offering services to children / families and adults

Community health practitioners should have a clear means of identifying in records those children

AMBER - Action

Children

ensure full

(together with their parents and siblings) who are subject to a child protection plan or Looked After plans in place to
compliance and

progress is being
made within

agreed timescales

Please Select

Provider Safeguarding Audit / Assurance Toolkit 2017/2018 - GM STANDARDS
Provider Name:

Provider Type:

(Name & Designation) Completed by:

Date Completed: (dd/mm/yyyy)

GREEN - Fully compliant (remains subject to continuous quality improvement)
AMBER - Action plans in place to ensure full compliance and progress being made within agreed timescales
RED - Non-compliance against standards and actions have not been completed within agreed timescales
ALL YELLOW SECTIONS TO BE COMPLETED

Ref Quality Standard

THIS SELF ASSESSMENT IS DUE FOR RETURN TO THE CCG WITHIN 2 WEEKS OF RECEIPT

Compliance Requirement
Self-Assessment Measure

26a There is good communication between GPs,  Each GP practice should be informed of who their
community nursing services (i.e. health

visiting, school nursing and community

midwifery services) in respect of children for

‘named’ health visitor / school nurse / community
midwife is and how they can be contacted

whom there are concerns and Looked After

26b There is good communication between GPs and community nursing services/allied health
professionals in respect of adults for whom there are concerns.

27

Mental Capacity Act & Deprivation of Liberty Safeguards

GREEN - Fully
compliant

quality

GREEN - Fully
compliant

the Mental Capacity Act (2005) for adults

 Documentation will be available to support staff to

(remains subject

decision making.

 Policies, arrangements and records to ensure

consent to care and treatment is obtained in line with

compliant

quality

improvement)

legislation and guidance
 The policy should include reference to:

GREEN - Fully

MCA/Mental Health Code of Practice.

process

(remains subject

Where appropriate, staff required to use

followed by an assessment of the person restrained

quality

includes MCA in line with CQC guidance and  The use of restraint within the best interest decision compliant

restrictive physical interventions have
received specialist training

Please Select

to continuous

The organisation has a restraint policy that

 Where restraint is used, it is documented and

Please Select

(remains subject
GREEN - Fully

demonstrate capacity assessment and best interest

Please Select

to continuous

 Mental Capacity Act (2005) policy is accessible to

documentation to support implementation of support staff to implement the Act.

CCG
Assessment
(RAG)

(remains subject

All staff have access to clear policy, and

including young people from the age of 16.

28

Provider Self- Possible Sources of Compliance
Evidence - (Embed evidence in
Assessment
this column where possible)
(RAG)

Please Select

to continuous

for signs of injury and any emotional or psychological improvement)
impact

 restraint should only be used as a last resort where it
is necessary and proportionate, and that restraint
used should be the least restrictive and for the

minimum amount of time to ensure that harm is

prevented and that the person, and others around

29

Paid staff and volunteers are trained to

them are safe
 The level of training an individual requires is

GREEN - Fully

Capacity Act 2005. There is a clear training

 Records are kept of those accessing training

(remains subject

support implementation of the Mental
strategy to identify level of awareness

30

required by staff.

 Refresher training is undertaken at regular intervals
(at a minimum 3 yearly)

compliant

quality

are trained around the process of

on their roles and responsibilities.

compliant

There is a clear training strategy to identify

 Refresher training is undertaken at regular intervals

to continuous

level of awareness required by staff.

 Records are kept of those accessing training
(at a minimum 3 yearly)

Decision Makers under the MCA have a clear  Evidence of referral process contained within
referral process to Independent Mental

organisational policy.

for Serious Medical Treatment (SMT).

local IMCAs are and how to contact them.

Please Select

to continuous

Where appropriate paid staff and volunteers he level of training an individual requires is dependent GREEN - Fully
Deprivation of Liberty Safeguards 2009.

31

dependent on their roles and responsibilities.

Please Select

(remains subject
quality

GREEN - Fully
compliant

Please Select

Capacity Advocacy (IMCA) including referrals  Organisational policy includes reference to who the (remains subject
 Sample of referrals made in relation to Serious

to continuous
quality

Medical Treatment during previous 12 month period. improvement)
32

33

There is a local policy and procedure in

 Policy and procedure accessible to support staff to

(2009).

 The procedure should include information regarding (remains subject

relation to Deprivation of Liberty Safeguards instigate the DoLS process.

Inpatient organisations adhere to DoLS

34

35

PREVENT

The Provider is meeting the contracted
Prevent agenda requirements

to continuous

 Policy and procedure accessible to support staff to

GREEN - Fully

(Local Authority)

quality

compliant

Please Select

Please Select

 The procedure should include information regarding (remains subject
how to refer to the DoLS team supervisory body

to continuous

This includes all requirements stipulated in the

GREEN - Fully

(Local Authority)

Prevent Self Assessment Tool. See separate tab

Lampard Review

The Provider is meeting the Lampard Review This includes all requirements stipulated in the
recommendations (Saville).

compliant

how to refer to the DoLS team supervisory body

statute and can evidence appropriate urgent instigate the DoLS process.
authorisations and standard applications.

GREEN - Fully

Lampard Self Assessment Tool - see separate tab

quality

compliant

Please Select

(remains subject
GREEN - Fully
compliant

Please Select

(remains subject

The standards detailed in this assurance toolkit reflect the requirements detailed in NHS Bolton Safeguarding Contractual Standards 2017-2018.
If you need support in completing the tool or are unsure of what supporting evidence is required please contcat a member of Bolton CCG

Provider Safeguarding Audit / Assurance Toolkit 2017/2018 - GM STANDARDS
Provider Name:

Provider Type:

(Name & Designation) Completed by:

Date Completed: (dd/mm/yyyy)

GREEN - Fully compliant (remains subject to continuous quality improvement)
AMBER - Action plans in place to ensure full compliance and progress being made within agreed timescales
RED - Non-compliance against standards and actions have not been completed within agreed timescales
ALL YELLOW SECTIONS TO BE COMPLETED

Ref Quality Standard

THIS SELF ASSESSMENT IS DUE FOR RETURN TO THE CCG WITHIN 2 WEEKS OF RECEIPT

Compliance Requirement
Self-Assessment Measure

Safeguarding Team on 01204 463390 or email:- bolccg.safeguardingaudit@nhs.net

Provider Self- Possible Sources of Compliance
Evidence - (Embed evidence in
Assessment
this column where possible)
(RAG)

CCG
Assessment
(RAG)

Provider Safeguarding Audit / Assurance Toolkit 2017/2018 - PREVENT MEASURES
Provider Name:

Please Select

Provider Type: Please Select

(Name & Designation) Completed by:

Date Completed: (dd/mm/yyyy)

GREEN - Fully compliant (remains subject to continuous quality improvement)
AMBER - Action plans in place to ensure full compliance and progress being made within agreed timescales
RED - Non-compliance against standards and actions have not been completed within agreed timescales
ALL YELLOW SECTIONS TO BE COMPLETED

Ref Organisational
1

Provider Self Evidence (embed documents as CCG
assessment
Assessment required)

Policies and procedures are in place within the provider organisation that address the Prevent Duty

GREEN - Fully

policy on prevent is not required).

(remains subject

Guidance and ensure that Prevent is embedded into the existing safeguarding policy. (A separate

compliant

t
ti
GREEN - Fully

2

The Organisation has a named Prevent lead

3

Statutory and mandatory induction and updating programmes contain Prevent awareness training

4

(remains subject
There are organisational and joint agency agreed protocols and procedures for Prevent referrals and GREEN - Fully

and policy updates – This is e-learning package and WRAP 3.

compliant
GREEN - Fully
compliant

when to make a referral to Channel Panel: obtaining advice raising concerns reporting concerns

compliant

regionalPrevent contacts

to continuous

consent information sharing escalation sharing escalation process and procedures list of local and

Please Select

Please Select
Please Select
Please Select

(remains subject

5

Organisational risk assessments include risk issues in Prevent Objectives 2 and 3

6

Governance and risk reporting requirements including Prevent incident(s) reporting for both

compliant
GREEN - Fully

7

All staff and volunteers are aware where they can obtain information about Prevent and how and

(remains subject
GREEN - Fully

Please Select

8

Protocols, policies and procedures address issues of internet access

(remains subject
GREEN - Fully

Please Select

9

Protocols, policies and procedures address the management of booking meeting rooms/public

organisational and inter-agency issues
where they can raise any concerns

areas/seminar rooms, etc., and the safety of their use (This is particularly relevant if outside bodies

GREEN - Fully
compliant
compliant

compliant
Please Select

Please Select
Please Select

Please Select

rent NHS premises for events which may seek to support radicalisation)
10

Protocols, policies and procedures address issues of inappropriate canvassing/leafleting

Please Select

Please Select

Staff and Volunteers
11

Staff apprise themselves with and know where to access organisational protocols, policies and

12

Staff and volunteers attend WRAP awareness raising and associated updates in accordance with

GREEN - Fully

Please Select

13

Staff and are aware of issues that can lead to the exploitation of at risk individuals, resulting in them

(remains subject
GREEN - Fully

Please Select

14

Staff and volunteers are aware of their responsibility to raise concerns and know how and where to

(remains subject
GREEN - Fully

Please Select

organisational requirements. Organisation has approved WRAP trainers

being drawn into terrorist-related activity, and know how to support patients at risk
do this

Partnership Working
15

Please Select

procedures

compliant
compliant
compliant

(remains subject

Locally agreed protocols, policies and procedures are in place for addressing Prevent Referrals /

GREEN - Fully

linked to the local Channel Panel.

(remains subject

concerns that appropriately utilise the expertise of partner agencies when dealing with concerns

compliant

Please Select

16

t
ti
There are locally agreed protocols and procedures for sharing information, including joint information GREEN - Fully

17

There is a nominated Prevent representative who regularly attend local or regional inter-agency

(remains subject
GREEN - Fully

Please Select

18

There are appropriate processes for co-operation and joint care planning with other

(remains subject
GREEN - Fully

Please Select

appropriate information procedures

(remains subject

sharing

Prevent meetings

providers/agencies where care is transferred or shared. The above should take account of

compliant
compliant
compliant
t

ti

Please Select

Provider Safeguarding Audit / Assurance Toolkit 2017/2018 - LAMPARD MEASURES
Provider Name:

Please Select

Provider Type: Please Select

(Name & Designation) Completed by:

Date Completed: (dd/mm/yyyy)

GREEN - Fully compliant (remains subject to continuous quality improvement)
AMBER - Action plans in place to ensure full compliance and progress being made within agreed timescales
RED - Non-compliance against standards and actions have not been completed within agreed timescales
ALL YELLOW SECTIONS TO BE COMPLETED

Ref Statement

Provider Self Evidence (embed documets
Assessment where relevant)

1

All NHS hospital providers should a policy for agreeing to and managing visits by celebrities, VIPs and GREEN - Fully

2

All NHS providers should review their voluntary services arrangements and ensure that:

other official visitors. The policy should apply to all such visits without exception.
• They are fit for purpose;

compliant

(remains subject
GREEN - Fully
compliant

CCG
Assessment

Please Select
Please Select

• Volunteers are properly recruited, selected and trained and are subject to appropriate management (remains subject

3
4

and supervision;

to continuous

All NHS provider staff and volunteers should be required to undergo formal refresher training in

GREEN - Fully

Please Select

All NHS provider staff should undertake regular reviews of:

(remains subject
GREEN - Fully

Please Select

• The behaviour and responsiveness of management and staff in relation to safeguarding issues to

(remains subject

• All voluntary services managers have development opportunities and are properly supported.
safeguarding at the appropriate level at least every three years.

• Their safeguarding resources, structures and processes (including their training programmes)
ensure that their arrangements are robust and operate as effectively as possible.

5

compliant

to continuous

means within their organisation in relation to DBS checks on their staff and volunteers (NHS

compliant

All NHS providers should devise a robust trust-wide policy setting out how access by patients and

t
ti
GREEN - Fully

managed and where necessary, restricted. Such policy should be widely publicised to staff, patients

(remains subject

visitors to the internet, social networks and other social media activities such as blogs and Twitter is
and visitors and should be regularly reviewed and updated as necessary.

7

compliant

The NHS provider has conducted a risk assessment to determine what ‘checking at periodic intervals’ GREEN - Fully
Employment Check Standards).

6

quality

All NHS providers should ensure that arrangements and processes for the recruitment, checking and
general employment and training of contract and agency staff are consistent with their own internal

Please Select

(remains subject
compliant

Please Select

to continuous

GREEN - Fully
compliant

Please Select

HR processes and standards and are subject to monitoring and oversight by their own HR managers. (remains subject
to continuous

8

9

NHS Providers should review their recruitment, check training and general employment processes to

GREEN - Fully

overall responsibility for these matters rests with a single executive director.

(remains subject

NHS providers and their associated charities should consider the adequacy of their policies and

GREEN - Fully

including as a results of their associations with celebrities and major donors, and whether their risk

(remains subject

ensure they operate in a consistent and robust manner across all departments and functions and that compliant

to continuous

procedures in relation to the assessment and management of the risks to their brand and reputation, compliant
registers adequately reflect this.

Please Select

to continuous

Please Select

Quarterly Prevent Return for Providers
Refer to the GUIDE tab to ensure this report is completed accurately and in full. Consult your Regional Prevent Coordinator if you require any
support.
Name of Organisation:
Total Number of Employees:
Type of Organisation:
Period
Prevent Lead Details:
Name:

1. Training: (1.1 to 1.10)

2. Referrals: (2.1 to 2.5)

3. Partnerships: (3.1 to 3.5)

Job Title:

Email:

Mobile Number:

1.1 Total number of staff in your
organisation who are in date with
Basic Prevent Training.

1.2 Number of staff in your
organisations who received Basic
Prevent Training this quarter

1.3 Percentage of your workforce that is
in date with Basic Prevent Training

2.1 Total number of Prevent related
enquiries received by the Prevent
Lead this quarter

2.2 Number of referrals made from
your organisation to the Channel
Coordinator this quarter

2.3 Total number of referrals made
from your organisation to the Channel
Coordinator year to date

3.1 Which city/county/borough are
your main services/HQ based in/and
which local authority

3.2 Does a representative from your
3.3 If not, which Health Representative,
organisation routinely attend the local from which organisation attends the
Channel panel?
Channel Panel on behalf of your
organisation so you can maintain links,
updates and assist?

4. Prevent Policies & Procedures:
(4.1. to 4.5)

5. Are there additional Prevent
activities or actions for you to share
with NHS England?

4.1 What policies & procedures
4.2 If you don't have Prevent related
contain Prevent guidance, define roles policies & procedures in place, what
and responsibilities and explain
date will this be completed?
referral processes for staff in your
organisation?

4.3 Does your organisation have a
Prevent delivery plan or use the national
guidance 'Building Partnerships,
Staying Safe' toolkit?

DO NOT ENTER DATA ON THIS PAGE (use the Quarterly return tab at the bottom)
Provider Prevent Return GUIDE

Quarterly

Refer to the GUIDE tab to ensure this report is completed accurately and in full. Consult your Regional Prevent Coordinator if you require any
support.
Name of Organisation:
Total number of employees:
Type of Organisation:
Period:

Provider
Q4 January - March 2017

Prevent Lead Details:
Name

1. Training

Job title

1.1 Total number of staff in your
organisation who are in date with
Basic Prevent Training (BPT)
(Refer to NHS England Prevent
Training & Competency Framework) All staff require BPT, then refreshers
on a three year cycle. The number
you enter here should include staff
who have received the BPT (however
delivered, e-learning or slides etc),
and they are still in date; but NOT staff
who have attended WRAP even
though this covers BPT. This is to
avoid double counting of staff training.

Email

Mobile number

1.2 Total number of staff in your
1.3 percentage of your workforce that
organisations who received BPT this is in date with Basic Prevent training
quarter (this number should include all
staff who attended WRAP and those
who received BPT via safeguarding
training/specific BPT, during the
quarter you are reporting on).

2. Referrals

2.1 Total number of Prevent related
enquiries received by the Prevent
Lead this quarter (insert the number of
times your Prevent Lead has been
contacted for general Prevent
enquires such as discussing staff
concerns that were not referred to
Channel for good reason, contact
from Channel Coordinators or
enquires from partner agencies or
RPC etc)

3. Partnerships

3.3 If not, which Health
Representative attends the local
Channel Panel? (Has your
3.2 Is your organisation engaged with
3.1 Which city/county/borough is your
organisation agreed that another
the local Channel panel? (Do you
organisation based in, and which local
healthcare organisation in your area
attend the Channel Panels covering
authority (main place of operational
will represent the health community at
the areas that your organisation
services)
Channel Panel meetings and
delivers services)
feedback to the rest of the health
community, if so who and from which
organisation)

4. Prevent Policies & Procedures

4.1 What policies & procedures
contain Prevent guidance for staff
such as defining roles and
responsibilities, referral processes
and guidance for staff?

2.2 Total number of referrals made
from your organisation to the Channel
Coordinator this quarter (Insert the
number of times you have contact
your Channel Coordinator to refer an
individual you believe to be at risk of
radicalisation for the quarter you are
reporting, include any that didn't
become a Channel case, include all
referrals your organisation made)

4.2 If you don't have Prevent related
policies & procedures in place, what
date will this be in place?

2.3 Total number of referrals made
from your organisation to the Channel
Coordinator yearto date (Insert the
grand total number of times you have
contact your Channel Coordinator to
refer an individual you believe to be at
risk of radicalisation, include any that
didn't become a Channel case,
include all referrals your organisation
made)

4.3 Does the organisation have a
Prevent Delivery Plan?

Board of Directors – Part 1
TITLE OF REPORT:

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

REPORT SUMMARY:

Audit Committee:
• Minutes of the Meeting held 3 July 2017 (Ratified)
• Committee Chair’s Report on the Meeting held 2 October 2017
• Updated Terms of Reference
30 October 2017
11.01 – 11.03
Andrea Knott, Non-Executive Director and Audit Committee Chair
Andrea Knott, Non-Executive Director
Kim Saville, Company Secretary
Diana Paul, Executive PA
The Board of Directors are asked to note the ratified minutes of the Audit
Committee meeting held on 3 July 2017 and the Committee Chair’s Report on the
meeting held on 2 October 2017. The template for the Committee Chair’s Report
has been re-focused to provide assurance to the Board on key areas of work and to
direct specific items for the Board’s attention and information.
The Terms of Reference for the Audit Committee have been reviewed and updated
to reflect the addition of the Director of Nursing and Governance to the attendees
and to clarify the administrative support arrangements. The revised Terms of
Reference were approved by the Audit Committee on 2 October 2017 subject to a
number of minor amendments, which have now been actioned.

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

x
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REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
02/10/2017
Quality Governance Committee
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
LEGAL IMPLICATIONS:

None identified

REGULATORY
IMPLICATIONS (CQC/NHSI):

None identified

THIS REPORT PROVIDES ASSURANCE AGAINST A RISK ON THE BOARD ASSURANCE
FRAMEWORK (BAF):

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board of Directors are asked to review and note the following:

x

Assurance

x

Approval/Decision

• Minutes of the Audit Committee meeting held 3 July 2017 (Ratified)
• Committee Chair’s Report on the meeting held 2 October 2017
• Updated Audit Committee Terms of Reference
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RATIFIED
MINUTES OF THE AUDIT COMMITTEE MEETING
HELD 3rd JULY 2017 AT 1.00PM
ROOMS 1 & 2, 1ST FLOOR, THE CURVE
Present:
Andrea Knott
Anthony Bell
Pauleen Lane

-

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

In Attendance:
Amanda Latham
Rob Fenton
Ruth Fairbrother
Neil McQueen
Ismail Hafeji
Janine Taylor
Adele McKie
Andrew Maloney
Kim Saville

-

Director, KPMG
Assistant Manager, KPMG
Senior Audit Manager, MIAA
Anti-Fraud Specialist (MIAA)
Director of Finance and IM&T
Associate Director of Finance
Head of Financial Services
Director of HR and Corporate Affairs
Company Secretary

Imelda Barrington

-

PA to Chair & CEO (minutes)

No.
63/17

Item
Apologies for Absence

Action
Noted

Apologies for absence were received from:
• Bev Humphrey, Chief Executive
• Gill Green, Director of Nursing and Governance
64/17

Minutes of the Previous Meeting held 22nd May 2017

Approved

65/17

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
25th September 2017.
66/17

Declaration of Interest

Noted

There were no declarations of Interest.

1

67/17

Technical Update

Noted

Amanda Latham, Director, KPMG presented the Technical Update to the
Committee. She drew the Committee’s attention to page 9 of the report which
gave recommendations following the recent cyber-attacks on NHS organisations.
Anthony Bell, Non Executive Director, asked a question in relation to page 13
which related to the progress of race equality standards. Andrew Maloney
advised that following the recent report presented to the Quality Governance
Committee there had been an improvement in the figures for the Trust relating
to bullying and harassment and recruitment of ethnic minorities, however this
was a small improvement. He advised that the real test would come following
the staff survey this year which would also include staff from Manchester
Services.
The Committee noted the Technical Update.
68/17

Internal Audit Reports

Noted

68/01/17 Internal Audit Progress Report
Ruth Fairbrother, MIAA presented the progress report to the Committee. She
reported that the Departmental Locality Reviews had received significant
assurance and advised that there were areas of good practice which related such
as Salford undertake “zoning meetings” which happen everyday and include the
Multi-Disciplinary team which allocates work etc and patients are colour coded
depending on the criteria of their needs.
There were however two systems in operation for sickness and annual leave
(owing to social work staff being seconded from Local Authority) which be
difficult for managers to understand both systems. This also proved difficult for
managers to know the details of social care staff mandatory training.
Ruth Fairbrother advised that the following reports were in draft:•
•

Cyber Security
Bank and Agency

These reports would be presented to the Committee at it ‘s meeting in
September.
Ruth Fairbrother advised that clinical reports will be presented to the Quality
Governance Committee for scrutiny (Kevin Lloyd had presented an update to the
QGC on 8th June) and then presented to Audit Committee for review.
Andrea Knott asked if Ruth could mark on the plan which reports would be R
Fairbrother
presented to Quality Governance first.
The Committee noted the progress report
68/02/17 Audit Committee Charter
Ruth Fairbrother presented the Internal Audit Charter to the Committee for
2

information.
The Committee noted the Charter
68/03/17 Audit Committee Update
Ruth Fairbrother advised that the report is brought to the Committee on an
annual basis usually the May meeting but given the agenda was full was
presented at today’s meeting for information.
The Committee noted the update
68/04/17 Assurance Framework Opinion Benchmarking Insight Paper
Ruth Fairbrother presented the report and advised that it highlighted the results
from individual reviews of assurance frameworks from 31 trusts (including acute
and mental health). She advised that 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.
The Committee noted the report.
69/17

Counter Fraud Reports
69/01/17 Focussed Quality Assessment of Compliance Against NHS Protect
Standards for Providers 2017/18
Neil McQueen 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 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.
The Audit Committee noted assessment.
69/02/17 Counter Fraud Progress Report
Neil McQueen presented the report to the Committee. He reported that two
new referrals had been received since the last meeting. These were with
reference to false representation of time worked as well as an employee alleged
to have been working shifts whilst off sick from the Trust.
Two cases had been closed since the last meeting, one due to there being no
substance to the allegation and the Trust was happy with the amount of shifts
invoices and the second case closed was due to there not being enough evidence
3

Note

to pursue a criminal prosecution.
The Committee noted the progress report.
70/17

Investment Performance

Noted

Janine Taylor, Associate Director of Finance presented the investment
performance report. The Trust’s surplus cash remains in the Government
Banking system.
The interest income of £8,314.86, as summarised below, was earned from 1st
April to 31st May 2017. Please refer to Appendix 1 for the full analysis.
£
RBS Interest
0.00
GBS Interest
3,961.99
National Loans Fund Interest
4,352.87
Total Interest Earned
_ 8,314.86
Interest Rates in Q4 2016/17
RBS Rate
GBS Rate
National Loans Rate

0.01%
0.14%
0.15 to 0.18%

The Committee noted the Investment Performance
71/17

Review of Losses and Special Payments

Noted

Janine Taylor presented the report to the Committee advising that Patient and
Security Damage Payments for the period there were 242 cases totalling
£8,647.68. There were no cases over £500.00. (January to March, 501 cases
totalling £53,997.34)
Ex-gratia Payments - there were 4 cases totalling £234.49. The largest individual
amount was £79.50. (January to March, 12 cases totalling £1,835.00)
Bad debt write-offs - there were no cases of bad debt write-offs. (January to
March, 5 cases totalling £2,322.46).
Losses of Cash - there were no losses of cash. (January to March, 2 cases totalling
£45.00 the largest was £40.00)
The Committee noted the report
79/17

SFI Breaches

Noted

Janine Taylor explained that call off orders included 26 orders that have lapsed of
been exceeded she advised that the requisitioners are routinely emailed when
call off orders reach 80% of the value and this was followed up by a letter from
the Director of Finance. Breaches were for invoices raised after and invoice had
been received.
4

The Committee noted the report.
80/17

Payables and Receivables

Noted

Janine Taylor presented the report to the Committee.
The Committee noted the report
81/17

Use of Corporate Seal

Noted

Kim Saville, Company Secretary advised the Committee that the seal had been
used after the papers had been issued. The seal was used on 26th June for minor
works building contract for the refurbishment of Pharmacy Department – Mellor
Architects.
The Committee noted the report.
84/17

Any other Business
84/01.17 Board Assurance
Pauleen Lane asked that some thought be given to the processes for assurance
going forward. Andrew Maloney advised 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.

85/17

Date and Time of Next Meeting
2nd October 2017, 1.00pm Rooms 1 & 2, The Curve.

Certified as a true record of the meeting
…………………………………………………………
Committee Chair – Andrea Knott

……………………………………………………………
Date

5

Audit Committee - Action Log
Meeting Minute
No.
Jan-17
15/17

Item

April -17 32/17

Anti-Fraud Report

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
Update on the investigation process would 03/07/17

Internal Audit
Progress Report

be provided to a future meeting of the Audit
Committee (3rd July 2017)
A list of Reports that would be presented to 02/10/17
Quality Governance Committee

July-17

58/17

SFI Breaches

Action

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

6

Forecast
Owner
Completion
July 2017 Ismail Hafeji,
Director of Finance,
Capital and IM&T
Neil McQueen, AntiFraud Specialist
Ruth Fairbrother,
MIAA

Status

Chair’s Assurance Report to the Board of Directors
AUDIT COMMITTEE
Date of Board Meeting:

30 October 2017

Date of Committee Meeting:

2 October 2017

Committee Chair:

Andrea Knott, Non-Executive Director

Date of Assurance Report:

10 October 2017

Date of Next Committee Meeting:

4 December 2017

TOPIC AREA

ISSUES DISCUSSED

RISK ON
BAF?

1. Significant Assurance - The Committee has received significant assurance on behalf of the
Board as to the consistent application of controls in respect of the following matters:
IG Toolkit

MIAA’s report on the Information Governance Toolkit ‘stocktake review’ –
‘significant assurance’ opinion.

Ledger
Migration

MIAA’s report on ledger migration – high assurance. Confirmation received
that the Trust had established robust processes to support seamless transfer
balances from the MMHSCT ledger to GMMH.
2. Limited Assurance - The Committee considers that there are some gaps/weakness in
controls in respect of the following matters, which are of sufficient concern to require
escalation to the Board for information at this stage:
Bank and
MIAA’s report on the recent Bank and Agency audit - ‘limited assurance’
Agency
opinion. The Committee reviewed the high-risk recommendations relating to
system administrator access controls, timing of shift requests and the absence
of a contract for the Meridian agency framework and the agreed actions. The
Committee have requested a review of the procedures and controls for
entering and subsequently managing significant vendor contracts.
NHS Protect
The recent NHS Protect inspection assessed the Trust as ‘red’ and ‘amber’
Standards for
respectively with regard to ‘Inform and Involve’ and ‘Hold to Account’
Providers
standards. The Committee reviewed the Trust’s response to these findings
and the actions being implemented to address these.
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N
N

Y

N

Cyber Security

MIAA’s maturity assessment of the Trust’s cyber defence framework.
Evidence of good practice noted in a number of areas. The Committee
reviewed the identified opportunities for improvement relating to perimeter
controls, user access controls, malware protection, patch management and
data recovery.
SFI Breaches
Breaches noted in relation to agency expenditure. Follow up action
discussed, including communication to Manchester suppliers to ensure
understanding of Trust processes
3. No Assurance - The Committee considers that there are significant gaps/weaknesses in
controls in respect of the following matters, which are of sufficient concern to require
escalation to the Board for discussion on immediate action :
-

Y

N

-

4. Other Items for the Board’s Attention:

• EU General Data Protection Regulation (GDPR) – the new regulations come into force in May 2018
and introduce a range of data privacy requirements that Trust’s must adhere to. Work in progress by
the IG Team to assess the Trust’s readiness for the new regulations.
• NHSI Use of Resources Assessments – commenced in Sept. 2017. The first wave of assessments will
start with non-specialist acute trusts. Other forms of Trusts will be included in the assessments from
April 2019 onwards.
• Anti-Fraud Bribery and Corruption Policy – updated Policy approved. No significant changes.
• Audit Committee Terms of Reference – approved, subject to a number of minor amendments. To be
shared with Board of Directors on 30 October 2017
• Audit Committee Work-plan – reviewed with agreement reached to review again in December 2017
once clarity has been reached regarding how the Audit Committee will operationalise its role in
relation to the Board Assurance Framework.
• Revised Standing Financial Instructions (SFIs) – Scheme of Reservation and Delegation updated to
reflect new divisional and departmental structures. Authorisation levels for capital revised in line with
new capital arrangements.
• Risk Management Committee – minutes to be shared routinely with Audit Committee as per Terms of
Reference. Overview provided of risk escalation process.
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Audit Committee
Terms of Reference
1.

Constitution

The Board hereby resolves to establish a Committee of the Board to be known as the Audit
Committee (the Committee). The Committee is a non-executive committee of the Board and
has no executive powers, other than those specifically delegated in these Terms of
Reference and those delegated by the Board in private.
2.

Membership

The Committee shall be appointed by the Board from amongst the Non-Executive directors
of the Trust and shall consist of not less than three members. The Board will appoint one of
the members as Chair of the Committee. The Chair of the Trust shall not be a member of the
Committee. If the Chair of the Committee is unable to attend a meeting, the members
present may elect one of them to act as Chair, not withstanding the provisions of Section 3
below.
3.

Quorum

There shall be a Chair and one other member present, in order for a meeting to be declared
quorate.
4.

Frequency

Meetings shall be held not less than five times a year. Committee Members, External
Auditors or Head of Internal Audit may request an additional meeting if they consider that
one is appropriate.
5.

Attendance

The Director of Finance and IM&T, the Director of HR and Corporate Affairs and the Director
of Nursing and Governance, and appropriate Internal and External Audit representatives,
shall normally attend meetings. The Counter Fraud Specialist will attend a minimum of two
meetings a year. The Chief Executive and other executive directors should be invited to
attend particularly when the Committee is discussing areas of risk or operation that are the
responsibility of that director. The Chief Executive should be invited to attend, at least
annually, to discuss with the Audit Committee the process for assurance that supports the

governance statement. The Chief Executive should also attend when the Committee
considers the draft Annual Governance Statement and Annual Reports and Accounts. The
Company secretary, or nominated deputy, shall attend to take minutes of the meeting and
provide appropriate support to the Chair and committee members.
Representatives from other organisations (for example NHS Protect) and other individuals
may be invited to attend on occasion.
At least once a year the Committee shall meet privately with the external and internal
auditors. The Head of Internal Audit, representative of external audit and counter fraud
specialist have the right of access to the Chair of the Committee.
6.

Authority

The Committee is authorised by the Board to investigate any activity within its terms of
reference. It is authorised to seek any information from any employee and all employees are
directed to co-operate with any request made by the Committee. The Committee is
authorised by the Board to obtain legal or other independent professional advice and to
secure the attendance of outsiders with relevant experience and expertise if it considers this
necessary.
7.

Duties

The duties of the Committee can be categorised as follows:
Governance, Risk Management and Internal Control
The Committee shall review the establishment and maintenance of an effective system of
governance, risk management and internal control, across the whole of the organisation’s
activities (both clinical and non-clinical), which support the achievement of the
organisation’s objectives. In particular, the Committee will review the adequacy and
effectiveness of:
•

All risk and control related disclosure statements (in particular the Governance
Statement), together with any accompanying Head of Internal Audit statement,
external audit opinion or other appropriate independent assurances, prior to
endorsement by the Board

•

The underlying assurance processes that indicate the degree of achievement of the
corporate objectives, the effectiveness of the management of principal risks and the
appropriateness of the above disclosure statements

•

The policies for ensuring compliance with relevant regulatory, legal and code of
conduct requirements and any related reporting and self-certificates.
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•

The policies and procedures for all work related to counter fraud and security as
required by NHS Protect.

In carrying out this work, the Committee will primarily utilise the work of Internal Audit,
External Audit and other assurance functions, but will not be limited to these sources. It will
also seek reports and assurances from directors and managers as appropriate, concentrating
on the overarching systems of governance, risk management and internal control, together
with indicators of their effectiveness.
This will be evidenced through the Committee’s use of an effective Assurance Framework to
guide its work and that of the audit and assurance functions that report to it.
As part of its integrated approach, the Committee will have effective relationships with
other key committees (for example, Quality Governance) so that it understands processes
and linkages. However, these other committees must not usurp the Committee’s role.
Internal Audit
The Committee shall ensure that there is an effective internal audit function established by
management that meets the Public Sector Internal Audit Standards and provides
appropriate independent assurance to the Audit Committee, Chief Executive and Board.
This will be achieved by:
•

Considering the provision of the Internal Audit service, and the costs involved.

•

Reviewing and approving the annual internal audit plan and more detailed
programme of work, ensuring that this is consistent with the audit needs of the
organisation as identified in the Assurance Framework.

•

Considering the major findings of internal audit work (and management’s response),
and ensuring co-ordination between the Internal and External Auditors to optimise
the use of audit resources

•

Ensuring that the Internal Audit function is adequately resourced and has appropriate
standing within the organisation

•

Monitoring the effectiveness of internal audit and carrying out an annual review.
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External Audit
The Committee shall review and monitor the External Auditors’ independence and
objectivity and the effectiveness of the audit process. In particular, the Committee will
review the work and findings of the External Auditors and consider the implications and
management’s responses to their work. This will be achieved by:
•

Considering the appointment and performance of the External Auditor, as far as the
rules governing the appointment permit (and making recommendations to the Council
of Governors when appropriate).

•

Discussing and agreeing with the External Auditor, before the audit commences, the
nature and scope of the audit as set out in the Annual Plan, and ensuring coordination, as appropriate, with other External Auditors in the local health economy

•

Discussing with the External Auditors their evaluation of audit risks and assessment of
the Trust and the associated impact on the audit fee

•

Reviewing all External Audit reports, including the report to those charges with
governance before submission to the Board and any work undertaken outside the
annual audit plan, together with the appropriateness of management responses.

•

Ensuring that there is in place a clear policy for the engagement of external auditors to
supply non-audit services.

Other Assurance Functions
The Audit Committee shall review the findings of other significant assurance functions, both
internal and external to the organisation, and consider the implications to the governance of
the organisation.
These will include, but will not be limited to, any reviews by Department of Health Arms
Length Bodies or Regulator/ Inspectors (e.g. Care Quality Commission, NHS Litigation
Authority, etc.), and, where relevant, professional bodies with responsibility for the
performance of staff or functions (e.g. Royal Colleges, accreditation bodies etc.).
In addition, the Committee will review the work of other committees within the
organisation, whose work can provide relevant assurance to the Audit Committee’s own
scope of work. This will particularly include the Quality Governance Committee and the Risk
Management Committee.
The Audit Committee will also seek an opinion from the Quality Governance Committee on
the content of the annual internal audit plan so as to ensure that any relevant quality risks
identified by the Quality Governance Committee are addressed through the annual audit
activity.
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Investment Performance and Treasury Management Policy
The Audit Committee will review and approve the Treasury Management Policy for the Trust
every 3 years and thereafter monitor its use. The Committee will receive regular updates on
the performance of the investments including details on the levels of surplus cash invested,
interest rate obtained and the amount of interest generated by the investment.
Counter Fraud
The Committee shall satisfy itself that the organisation has adequate arrangements in place
for counter fraud that meet NHS Protect’s Standards and shall review the outcomes of work
in these areas.
Management
The Committee shall request and review reports, evidence and assurances from directors
and managers on the overall arrangements for governance, risk management and internal
control. The Committee may also request specific reports from individual functions within
the organisation (e.g. clinical audit), as they may be appropriate to the overall arrangements.
Financial Reporting
The Committee shall monitor the integrity of the financial statements of the organisation
and any formal announcements relating to its financial performance.
The Committee shall review the Annual Report and Financial Statements before submission
to the Board, focusing particularly on:
•

The wording in the Annual Governance Statement and other disclosures relevant to
the Terms of Reference of the Committee

•

Changes in, and compliance with, accounting policies and practices and estimation
techniques

•

Unadjusted mis-statements in the financial statements

•

Significant judgements in preparation of the financial statements

•

Significant adjustments resulting from the audit

•

Letters of representation

•

Explanations for significant variances
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The Committee should also ensure that the systems for financial reporting to the Board,
including those of budgetary control, are subject to review as to completeness and accuracy
of the information provided to the Board.
8.

Whistleblowing

The Committee shall review the effectiveness of the arrangements in place for allowing staff
to raise (in confidence) concerns about possible improprieties in financial, clinical or safety
matters and ensure that any such concerns are investigated proportionately and
independently. The Committee will undertake periodic audits of the Trust’s Whistleblowing
Policy through the annual internal audit plan.
9.

Reporting and Sub-Committees

The Committee shall report to the Board of Directors on how it discharges its
responsibilities.
The minutes of the Committee’s meetings shall be formally recorded by the secretary, or a
nominated deputy, and submitted to the governing body. The Chair of the Committee shall
draw to the attention of the Board of Directors any issues that require disclosure to the full
governing body, or require executive action.
The Committee will report to the Board of Directors at least annually on its work in support
of the Annual Governance Statement, specifically commenting on:•
•
•
•
•

The fitness for purpose of the assurance framework
The completeness and “embeddedness” of risk management in the organisation
The integration of governance arrangements
The appropriateness of the evidence that shows the organisation is fulfilling
regulatory requirements relating to its existence as a functioning business
The robustness of the processes behind the quality accounts.

The Annual Report should also describe how the Committee has fulfilled its terms of
reference and give details of any significant issues that the Committee considered in relation
to the financial statements and how they are addressed.
The Risk Management Committee shall report directly to the Audit Committee. The
Committee is responsible for ensuring the effective application of risk management across
the trust. The Committee is chaired by the Director of Nursing and Governance and includes
other executive directors, risk leads from Directorates and members from other trust-wide
Committees. The Director of Nursing and Governance will attend the Audit Committee to
provide assurance on the activity of the Committee. The approved minutes from the
Committee will be presented to the Audit Committee.
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10.

Administrative Support

The Committee shall be supported administratively by the Company Secretary, or a
nominated deputy. His or her duties in this respect will include:•
•
•
•
•
•
•
•
•
•
11.

Agreement of agendas with the Chair and attendees
Preparation, collation and circulation of papers in good time
Ensuring that those invited to each meeting attend
Taking minutes and helping the Chair to prepare reports to the governing body
Keeping a record of matters arising and issues to be carried forward
Arranging meetings for the Chair for example with the internal/external auditors or
local counter fraud specialists
Maintaining records of members’ appointments and renewal dates etc
Advising the Committee on pertinent issues/areas of interest/policy developments
Ensuring that action points are taken forward between meetings
Ensuring that Committee members receive the development and training they need.
Review

The Board shall formally review the Terms of Reference of the Audit Committee at least
annually.
Approved by Audit Committee
Reviewed by Trust Board
Next Scheduled Review

2 October 2017
30 October 2017
September 2018
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Board of Directors – Part 1
TITLE OF REPORT:

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

REPORT SUMMARY:

Quality Governance Committee:
• Minutes of the Meeting held 14 September 2017 (Ratified)
• Committee Chair’s Report on the Meeting held 12 October 2017
30 October 2017
12.01 – 12.02
Kathy Doran, Non-Executive Director and Quality Governance Committee Chair
Gill Green, Director of Nursing and Governance
Emily Hilton, Nursing and Governance Administration Manager
The Board of Directors are asked to note the ratified minutes of the Quality
Governance Committee meeting held on 14 September 2017 and the Committee
Chair’s Report on the meeting held on 12 October 2017.

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

REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
Quality Governance Committee
12/10/2017
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
1

LEGAL IMPLICATIONS:

None identified

REGULATORY
IMPLICATIONS (CQC/NHSI):

None identified

THIS REPORT PROVIDES ASSURANCE AGAINST A RISK ON THE BOARD ASSURANCE
FRAMEWORK (BAF):

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board of Directors are asked to review and note the following:

x

Assurance

x

Approval/Decision

• Minutes of the Audit Committee meeting held 3 July 2017 (Ratified)
• Committee Chair’s Report on the meeting held 2 October 2017
• Updated Audit Committee Terms of Reference
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RATIFIED
MINUTES OF THE QUALITY GOVERNANCE COMMITTEE
HELD ON THURSDAY 14th SEPTEMBER 2017
9.30AM MEETING ROOM 1, FIRST FLOOR, THE CURVE
Present:
Kathy Doran
Julie Jarman
Gill Green
Neil Thwaite
Tim McDougall
Dr Chris Daly
Dr Alice Seabourne
Dr Shermin Imran
Dr Andrew Haddock
Dr Sodi Mann
Dr David Hughes
Karen Clancy
Andrew Maloney
Deborah Partington
Dr Luis Rojo

-

Non-Executive Director, Chair
Non-Executive Director
Director of Nursing and Governance
Deputy CEO/Director of Strategic Development
Associate Director of Nursing
Medical Director
Associate Medical Director
Lead Consultant, Adolescent Services
Lead Consultant, Adult Forensic
Lead Consultant, Mental Health & Deafness
Lead Consultant, Salford Inpatient
Deputy Director of Governance
Director of HR & Corporate Affairs
Director of Operations
Lead Consultant Trafford AOWA

In Attendance:
Ruth Parker
Joanne Edwards

-

Senior Audit Manager, MIAA
PA (minutes)

No.
81/17

Item
Apologies for Absence

Action
Noted

Apologies for absence were received from Bev Humphrey, Tony Morrison, Sean Lennon,
Josanne Holloway, Rosie Clarke, Jonathan Dewhurst, Boben Benjamin and Steph Kennedy.
82/17

Minutes of the Previous Meeting

Approved

The minutes from the 13th July 2017 were agreed as a correct record.
83/17

Matters Arising from the Previous Meeting
The action plan was updated as below.
39/17 – Mapping of Groups – GG presented the updated governance structure to the July
meeting, albeit still going through organisational change. GG explained governance
structure still needed to be tested through and will be able to report to the October
1

Committee once this has been completed.
46/17 – CQC Mental Health Act Review – not had feedback yet, expected
October/November.
53/17 – PARIS Update – CD updated on the meeting held last week focusing on the 7 issues
previously highlighted, work continuing and some work signed off especially around the
ICD10 coding and clinical correspondence, albeit an element of this is yet to be finalised.
The PDF print driver is ready to be launched. Leave tile is ready to launch and expected to
be launched around 9th October. There is a new version of PARIS coming out soon and the
launch of the work will be included in this timescale. Further updates will go to October
Committee. The committee discussed the risks involved in all these albeit assurances can
be evidenced in all the work currently being undertake to make improvements to the
system.
Section 17 launch, also expected in October, KC stated that the S17 Leave policy is currently
under review and CD suggested she link with Kishen Neelam for input to the policy review.
55/17 – Drug related deaths – action can be removed, JD was asked for an update not
formal feedback.
59/17 – Lessons Learnt from RCAs – to update at October meeting
67/17 – Trustwide audit of Autism Spectrum – agreed 6 month timescale to develop strategy
and report back to QGC.
71/17 – Deep Dive Process – KC reported that she has taken on board the comments from
the previous meeting and amended the flow chart accordingly
72/17 – Policy Harmonisation – to be picked up on the agenda.
74/17 – QGC Terms of Reference – amendments made and review dates of March 2018.
75/17 – Positive Learning – target date for updates to be added to action plan. TMcD
CQC – Well Led Inspection

Neil Thwaite reported that we have now received official notification of the ‘Well
Led inspection’ which has been identified as 6-7th December 2017. NT explained the
new inspection regime is mainly focussed on the Well Led domain and what this
would mean for the organisation. He further explained that between now and then
there is likely to be a number of unannounced inspections, 1 which will give 30
minutes notice (for inpatient services) and the other (for community services) will
give 24 hours’ notice.
There is a joint GMMH/CQC meeting scheduled for Monday and will clarify any outstanding
queries around the inspections and focus meetings which will take place on the 6&7th
December.
Planning meetings scheduled with John Walker taking an operational lead for this work and
Miranda Washington leading from a BI perspective and coordinating all data requests and
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Tim McDougall leading on the quality governance agenda.
Update paper to come to next Committee once signed off at Trust Board and feedback from NT
mock inspections, which are to take place.
84/17

Quality Matters Walk Around Update – John Denmark Unit

Noted

Tim McDougall presented the Quality Matters Walk Around report regarding the John
Denmark Unit. The purpose of the visits are intended to help provide assurance that our
services are safe, effective and experienced as positive by service users.
The JDU report is rated as green and is based on feedback from services users and staff, the
outcome of the latest Quality and Safety Metrics and review of the Local Data Pack, minor
improvements were identified for the attention of the senior leadership team which include,
access to hoist training for ward staff, expanding individualised on and off ward activities for
service users, increased access to the multisensory room as part of positive support and care
plans, support working input to weekly ward rounds and considering value of ward based
interpreters instead of SLA. The report has been shared with the JDU SLT and they are
working through the actions highlighted.
Tim explained that the Older Adult and CAMHS wards will be inspected before the next
Committee meeting. Alice Seabourne asked if medical staff could be included on
inspections to aid learning across areas and input their expertise. Tim noted he was putting
the teams together and would consider this. AS stated she would be happy to organise the
clinician input and would send names to Tim.
85/17

CARE Hub Report

Noted

Tim McDougall presented the Care Hub Report and gave an overview of the work that had
been undertaken during quarter 1. Tim noted that this is the second combined CARE hub
report to include our Manchester Services although the majority of reports exclude data
from Manchester teams, the team are still actively involved in collecting the data. Highlights
from the report:
Dragon’s Den bid – Hidden Carers Campaign which identifies hidden carers and promote the
new carer feedback survey.
Development of volunteering roles
Celebration event for volunteers & carers in June
Carers listening events
Friends and family test results doubles in last quarter
Showcasing You said We did
Complaints – themes highlighted and work being undertaken to drill down in to individual
aspects of care delivery to enable a more detailed report.
Julie Jarman requested an update on the Peer support work, Tim confirmed he would
prepare a summary for the next meeting via Claire Watson. TMcD
Deborah Partington updated on the engagement and coproduction work in Manchester.
There are 12 service users/carers who are involved in the Manchester implementation
workstreams and in the process a further 14 will be sitting on the neighbourhood teams
and are being asked to invest in their own neighbourhoods.
This process is just in
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Manchester at the moment but it is hoped to roll this out to the wider organisation in the
future.
86/17

Policy Harmonisation Update

Noted

Karen presented a position paper on the progress with policy harmonisation.
highlighted:-

She

Conflict of Interest & medical Appraisal policies are now available on the new harmonised
policy section.
Sharepoint has been updated to reflect the new organisational leadership structures
Currently 9 policies out for consultation, which include five safeguarding policies, safety
alerts, DNAR and mentoring.
Twenty three policies waiting for approval.
Andrew suggested that some of the newly harmonised policies should be tested through
and have an action plan in place to identify where we are up to and ensure staff are aware
of this process also.
Karen stated that staff are emailed around the current process but will check this this
includes that we work with existing policies until officially told of revised policy.
Karen to also sent out the list of polices and reviewers currently out for consultation to
ensure that the correct people are involved, Chris will forward to medical staff.
It is anticipated that policy harmonisation should be completed by end of March 2018.
87/17

Annual Safeguarding Report

Noted

Gill reported on the annual Safeguarding report stating that the report brings together the
expertise from former GMW and MMHSCT staff and provides details of safeguarding
activity from 1 April 2016 to 30 June 2017. The report is in 3 parts, safeguarding
arrangements for Children, safeguarding arrangements for Adults and generic safeguarding.
The report highlights significant improvement in safeguarding children and adults (L1 & L2)
training and demonstrates progress with rolling out the new L3 programme, We are the first
accredited organisation for L3 training. It also highlights the Mental Capacity Act training
and Mental Health Act Code of Practice training programmes and the Prevent and
HealthWrap Training. The report also provides information on the governance activity
around safeguarding through internal, external audits, inspections and reviews.
Gill also highlighted the low level of admission of under 18s to adult wards and noted that
policies were followed in each case.
Alignment of Datix systems – now complete and all services reporting into the same system.
Serious case reviews – the trust have been involved in 4 in total, 3 for GMW and 1 for
Manchester albeit reports have yet to be finalised.
Prevent – as the counter terrorism threat is increased in the UK and nationally the spotlight
on Prevent training has increased and the trust needs to ensure that staff follow the
strategy, undertake the training and report any concerns accordingly. It was noted that
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there is a high degree of potential for grooming within ward areas and 8 cases have already
been reported by the trust. However no unlawful activity has been reported. Use of
internet by service users was highlighted as an area of concern and what they are able to
access, however it was confirmed this was closely monitored.
Shermin raised use of internet especially in CAMHS via mobile phones as this is not as easily
monitored. She stated that a local policy has been developed and staff will monitor mobile
phone use and access to the internet and that this is clearly care planned for each patient.
88/17

Biannual Report on Implementation of the Nursing Strategy 2016-2011

Noted

Tim McDougall presented the bi-annual report to the Committee and gave highlights of the
report as follows:
Inpatient Quality and safety Metrics continue to be rolled out. Currently 14 wards are
completing metrics on a bi-monthly basis.
The central nursing team have been working closing with the CARE Hub and Customer care
team around learning from feedback.
There is a task and finish group looking an improving the end of life care for service users
and improving support for carers during this process.
Activities around PRN, the Pause Reflect Next Steps campaign is well underway with the aim
to reduce unnecessary use of PRN and utilising alternatives linked to Positive Support Plans.
A baseline audit has been completed and Tim will report the outcome to future committee.
The plan for the next 12 months is to refresh the strategy and action plan following on from
the listening events that have been held over the past couple of months.
Joint wellbeing events with HR & Nursing colleagues are being held to look at workforce and
a detailed summary will be available for the next meeting
89/17

Board Performance Report

Noted

Tim presented an excerpt of the Performance Report, which contains key quality data
related to service user and staff Safety, least restrictive practice, safeguarding and
complaints.
David highlighted that it is not a requirement to report expected deaths in Salford and felt
this is why the figures seem high, Alice suggested this be picked up in the Salford task &
Finish group around outliers/unexpected death and also in Mortality group (CD).
Karen is already looking at the Salford data to enhance the narrative for the report to ensure
this give a clear picture.
Tim highlighted Restraint & Rapid Tranquilisation in Manchester – reporting high numbers,
is this something we need to be concerned about, Tim explained that the central nursing
team re looking into this already and it is being picked up trustwide. The Board report will
have a breakdown of patients involved and will look at trends.
All agreed it was useful to have sight of the performance report and data being reported
with the opportunity to feed views into Trust Board
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90/17

Quality Account – Q1 Progress Report

Noted

Tim noted the report and the process currently being made against the Quality Account
QIPS. He noted there was nothing outstanding to highlight as all targets were on line as
expected and details reflected in the action plan as needed.
91/17

Internal Audit Progress Report

Noted

Ruth updated on the internal Audit Report and highlighted on the work in progress which
includes:Serious Incident Audit - no serious concerns in draft report
Safeguarding – joint report with the City Council audit still in progress.
Quality Spot Checks – again audit ongoing and will cross reference these visits with mock
CQC inspections around the Well Led domain.
Mortality Framework – audit near completion, will report to December committee
Ruth will liaise with Andrew around information they hold around Well Led.
92/17

Sub Group Reports

Noted

92/01/17 Infection Prevention & Control Committee
No meeting since last committee
92/02/17 Physical Healthcare Group
The Committee noted the report
92/03/17 Joint Safeguarding Group
No meeting in August
92/04/17 Mental Health Act and Mental Capacity Compliance Committee
The Committee noted the report
92/05/17 PIR Panel Report
The Committee noted the report. Micheal Capek, Clinical Lead for Manchester CCG
attended to observe the meeting and was impressed by the panel’s process and scrutiny.
92/06/17 Medicines Management Committee
The Committee noted the report, which was tabled.
MMG chair
template 13.07.2017

92/07/17 Mortality Review Group
No meeting since the last report
92/08/17 Research and Innovation Committee
The Committee noted the report
93/17

Any Other Business

Noted

6

94/17

Date and Time of Next Meeting
The next meeting has been scheduled for Thursday 12th October 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

46/17

CQC Mental Health
Act Reivew

Jun-17

53/17
(47/17)

PARIS Update

Jun-17

55/17

Jun-17

59/17

July-17

67/17

Trust wide audit of
Autism Spectrum

Strategy to be developed and presented to February
2018
the Committee in September 2017

July-17

71/17

Deep Dive Process

Deep Dive Programme to be presented to 14/09/17
the Committee in September 2017

July-17

72/17

Policy
Harmonisation

Quarterly reports to be presented to the Ongoing
Committee

Mapping of Groups

Action

Agreed
Timescale
Revised report to be presented to the July QGC 12/10/17
meeting

Report to be shared with QGC when October/
November
received

PARIS clinician meeting held 31.05.17 a 12/10/17
follow up report to QCG at September
meeting
Drug Related Deaths Learning points to be emphasised in the 14/09/17
report along with a description of innovative
clinical practice – be circulated to Board
when completed
Lessons Learnt from Annual Thematic report to be developed for 12/10/17
RCAs
Board of Directors

8

Forecast
Owner
Completion
Gill Green, Chris Daly
and Josanne
Holloway
Gill Green, Director
of Nursing and
Governance
Gill Green, Chris
Daly, Ismail Hafeji
Verbal
update
needed

Jonathan Dewhurst,
Consultant

Karen Clancy,
Deputy Director,
Clinical Governance
Gill Green, Director
of Nursing and
Operations
Gill Green, Director
of Nursing and
Operations
Tim McDougall,
Associate Director of
Nursing

Status

Meeting Minute
No.
July-17
75/17

Item
Positive Learning

Action

Agreed
Timescale
Quarterly report to be presented to the Ongoing

Quality Governance Committee
Sept 17

CQC – Well Led
Inspection

Update paper to October Committee

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

9

October

Forecast
Owner
Completion
Tim McDougall,
Associate Director of
Nursing
Neil Thwaite

Status

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

30 October 2017

Date of Committee Meeting:

12 October 2017

Committee Chair:

Kathy Doran

Date of Chair’s Report:

16 October 2017

Date of Next Committee Meeting:

9 November 2017

Key
Developments

-

Presentation given in regard to positive and safe developments in
preparation for a ‘deep dive’ review across GMMH. Ward
Managers present who described how they are receive assurance
within their unit and how they used their ward manager’s
dashboard to monitor practice within their unit.

-

Learning from Incidents: last 12 months of incidents. Paper
presented advising the Committee of numbers, trends, analysis
across GMMH including GMMH Manchester services since January
2017. Committee receive assurance about the harmonisation
since March 1st 2017 of the incident management process across
GMMH.

-

Paper presented by MIAA on the internal audit plan and
confirmations of the recent audit report issued for serious
incidents which received significant assurance.

-

Paper presented about progress since September 2016 of coproduction with service users with lived experience. 4860 students
registered with the Recovery Academy of which 50% are service
users and carers. 53 volunteer peer mentors and 158 volunteers
working across GMMH.

-

Committee received an update on the progress of remaining
actions to be completed following the 2 CQC inspections of the

1

previous organisations. Progress noted and update to be
presented at October Board.
-

Any Risks
Identified and
Agreed Actions
Other Items for
the Board’s
Attention

-

-

Outcomes of Annual PLACE report 2016/2017. Scores are above
national average benchmark. However, noted and recognised at
committee in regard to the current condition of Park House
accommodation and the ongoing potential developments to the
site.
None to note.

Updated progress in regard to the policy harmonisation across
GMMH.
Quality Matters Walk Around report for Braeburn House which
received GREEN rating.
Confirmation of current position of ILS arrangements in GMMH
and the proposal of quarterly monitoring by QGC.
Governance structure for GMMH updated in October 2017 and
confirmed by QGC.
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Board of Directors – Part 1
TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Schedule of Board, Board Committee and Council of Governors Meetings 2018
30 October 2017
13
Kim Saville, Company Secretary
Kim Saville, Company Secretary

REPORT SUMMARY:

The Board of Directors are asked to note the schedule of Board, Council of
Governors and Board Committee meetings for 2018. Changes to the 2017
schedule include:
• the removal of a joint Board of Directors and Council of Governors meeting in
Feb. 2018 and addition of new Council of Governors meeting on 12 February
2018;
• Council of Governors meetings to commence at 10.00am;
• scheduling of the Board of Directors meeting and Audit Committee meeting in
May on the same date (21 May 2018) to enable Board sign-off of Annual
Report and Accounts post-Audit Committee review; and
• the continuation of monthly Board Development sessions (post-Board) with
the exception of May 2018.

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

x

REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
02/10/2017 (Audit
Committee Schedule)
Quality Governance Committee
1

Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team

27/09/2017

LEGAL IMPLICATIONS:

None identified

REGULATORY
IMPLICATIONS (CQC/NHSI):

None identified

THIS REPORT PROVIDES ASSURANCE AGAINST A RISK ON THE BOARD ASSURANCE
FRAMEWORK (BAF):

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board of Directors are asked to note the schedule of Board, Board Committee
and Council of Governors meetings for 2018.

x

Assurance

Approval/Decision
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SCHEDULE OF BOARD, COUNCIL OF GOVERNORS & BOARD COMMITTEE MEETINGS 2018

Meeting

Meeting Date

Receipt of
Papers

Circulate
Papers

Time

Room

Quality Governance Committee

11 January

03.01.18

04.01.18

9.30am

1st Floor, The Curve

Board of Directors

29 January

17.01.18

19.01.18

10.00am

1st Floor, The Curve

Board Development Session

29 January

17.01.18

19.01.18

1.30pm

1st Floor, The Curve

Charitable Funds Committee

5 February

25.01.18

26.01.18

11.00am

1st Floor, The Curve

Audit Committee

5 February

25.01.18

26.01.18

1.00pm

1st Floor, The Curve

Quality Governance Committee

8 February

31.01.18

01.02.18

9.30am

1st Floor, The Curve

Council of Governors

12 February

31.01.18

02.02.18

10.00am

Conference Rm 7

Board of Directors

26 February

14.02.18

16.02.18

10.00am

1st Floor, The Curve

Board Development Session

26 February

14.02.18

16.02.18

1.30pm

1st Floor, The Curve

Quality Governance Committee

8 March

28.02.18

01.03.18

9.30am

1st Floor, The Curve

Board of Directors

26 March

14.03.18

16.03.18

10.00am

1st Floor, The Curve

Board Development Session

26 March

14.03.18

16.03.18

1.30pm

1st Floor, The Curve

Council of Governors

9 April

28.03.18

30.03.18

10.00am

Seminar Rms 1 & 2

Audit Committee

27 April

19.04.18

20.04.18

1.00pm

1st Floor, The Curve

Quality Governance Committee

10 May

02.05.18

03.05.18

9.30am

1st Floor, The Curve

Audit Committee

21 May

10.05.18

11.05.18

10.00am

1st Floor, The Curve

Board of Directors

21 May

09.05.18

11.05.18

1.30pm

1st Floor, The Curve

Quality Governance Committee

14 June

06.06.18

07.06.18

9.30am

1st Floor, The Curve

Remuneration Committee

25 June

13.06.18

15.06.18

1.00pm

1st Floor, The Curve

Board of Directors

25 June

13.06.18

15.06.18

10.00am

1st Floor, The Curve

Board Development Session

25 June

13.06.18

15.06.18

1.30pm

1st Floor, The Curve

Charitable Funds Committee

2 July

21.06.18

22.06.18

11.00am

1st Floor, The Curve

Audit Committee

2 July

21.06.18

22.06.18

1.00pm

1st Floor, The Curve

Council of Governors

9 July

27.06.18

29.06.18

10.00am

Seminar Rms 1 & 2

Quality Governance Committee

19 July

11.07.18

12.07.18

9.30am

1st Floor, The Curve

Board of Directors

30 July

18.07.18

20.07.18

10.00am

1st Floor, The Curve

Board Development Session

30 July

18.07.18

20.17.18

1.30pm

1st Floor, The Curve

Audit Committee

3 September

23.08.18

24.08.18

1.00pm

1st Floor, The Curve

Council of Governors

10 September

29.08.18

31.08.18

10.00am

Conference Rm 7

Quality Governance Committee

13 September

05.09.18

06.09.18

9.30am

1st Floor, The Curve

Board of Directors

24 September

12.09.18

14.09.18

10.00am

1st Floor, The Curve

Board Development Session

24 September

12.09.18

14.09.18

1.30pm

1st Floor, The Curve

Annual Members Meeting

10 October

26.09.18

10.10.18

TBC

Conference Rooms 6

&7
Quality Governance Committee

11 October

03.10.18

04.10.18

9.30am

1st Floor, The Curve

Board of Directors

29 October

17.10.18

19.10.18

10.00am

1st Floor, The Curve

Board Development Session

29 October

17.10.18

19.10.18

1.30pm

1st Floor, The Curve

Quality Governance Committee

8 November

31.10.18

01.11.16

9.30am

1st Floor, The Curve

Board of Directors

26 November

14.11.18

16.11.18

10.00am

1st Floor, The Curve

Board Development Session

26 November

14.11.18

16.11.18

1.30pm

1st Floor, The Curve

Charitable Funds Committee

3 December

22.11.18

23.11.18

11.00am

1st Floor, The Curve

Audit Committee

3 December

22.11.18

23.11.18

1.00pm

1st Floor, The Curve

Council of Governors

10 December

28.11.18

30.11.18

10.00am

Conference Rm 7

Quality Governance Committee

13 December

05.12.18

06.12.18

9.30am

1st Floor, The Curve

Board of Directors

17 December

05.12.18

07.12.18

10.00am

1st Floor, The Curve

Board Development Session

17 December

05.12.18

07.12.18

1.30pm

1st Floor, The Curve
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TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Board Work-plan 2018
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14
Kim Saville, Company Secretary
Kim Saville, Company Secretary

REPORT SUMMARY:

The attached work-plan for the Board of Directors sets out a schedule of items for
Board consideration and assurance during 2018. The work-plan is informed by
previous years’ information flows to the Board, current understanding of statutory
reporting requirements and other statutory Board duties. The work-plan will be a
dynamic document, maintained and updated by the Company Secretary. Any
significant changes to the work-plan will be brought to the Board of Directors’
attention.

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

x

REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
Quality Governance Committee
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
1

LEGAL IMPLICATIONS:

None identified

REGULATORY
IMPLICATIONS (CQC/NHSI):

None identified

THIS REPORT PROVIDES ASSURANCE AGAINST A RISK ON THE BOARD ASSURANCE
FRAMEWORK (BAF):

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

Assurance

Approval/Decision

RECOMMENDATIONS:

The Board of Directors are asked to review and approve the Board of Directors
work-plan for 2018.

x

2

V1 Oct. 2017

BOARD OF DIRECTORS WORKPLAN (JANUARY TO DECEMBER 2018)
Agenda Item

Declarations of Interest
Chair and Chief Executive Report – National and
Regional Update
STRATEGY AND POLICY
MMHSCT Acquisition Update
Review of 2018/19 Annual Plan and Future 3-5 Year
Strategic Development Plan
Competitive Tenders Briefing
Business Cases – as required
Research and Innovation Strategy
Strategies and Policies – as required
NHS Operational Planning and Contracting
Guidance 2019/20 – 2020/21 i
Draft Operational Plan 2019/20 – 2020/21
Final Operational Plan 2019/20 – 2020/21
OPERATIONAL PERFORMANCE
Board Performance Report
Finance Report
Commentary on the Monthly Financial Reporting
Return to NHSI
Capital Programme Update
Preparation of Annual Accounts:
• Going Concern
• IFRS 8 Segmental Reporting
• Non-consolidation of Charitable Funds
Annual Report and Accounts – for approval
Clinical Contracts and Performance Requirements
2018/19
GOVERNANCE AND QUALITY
CQC Inspection Outcome ii
CQC Action Plan – Core Service and Well-led
Board Assurance Framework
Quarterly quality/clinical assurance report – to be
confirmed
EU GDPR (General Data Protection Regulation)
Quality Account – approach to development
Mental Health Act and Mental Capacity Act
Compliance – annual report
Register of Interests – Annual Review
Fit and Proper Persons Declaration
Guardians of Safe Working Quarterly Report
Quality Account – for approval

29th January



26th February



26th March



21st May



25th June



30th July



24th September



29th October



26th November



17th December




































 Q3









 Q4













 Q1

 Q2














 Verbal













 (Nov-Jan)

 (Feb-Apr)

1

 (May-Jul)

 (Aug-Oct)





V1 Oct. 2017

Agenda Item

Annual Governance Statement (Part of Annual
Report)
Quality Matters – summary report
Compliance with NHS Provider Licence Governance
Condition (Self-Assessment)
Modern Slavery – Annual Review
Community Mental Health Survey
Annual Fire Safety Board Assurance Report
Medical Revalidation and Appraisal Annual Report
Annual Equality Report
Infection Prevention Annual Report
Complaints Annual Report
Freedom to Speak Up Annual Report
Safeguarding Annual Report
EPRR Core Standards Self-Assessment
Board Committee Terms of Reference – Annual
Review

29th January

26th February

SERVICE PRESENTATION/DIGITAL PATIENT STORY
As per agreed programme

21st May


ii

30th July

24th September

29th October

26th November

17th December













 CFC

 QGC

 AC
























































 - OAPs



















OTHER BUSINESS
Annual Schedule of Meetings
Board Workplan
Board Effectiveness – Self-Assessment

i

25th June



HR & ORGANISATIONAL DEVELOPMENT
Staff Survey
Workforce Strategy
COMMITTEE REPORTS/MINUTES
Audit Committee Minutes (Ratified)
Audit Committee Chair’s Report
Audit Committee Annual Report (part of Annual
Report)
Quality Governance Committee Minutes (Ratified)
Quality Governance Committee Chair’s Report
Charitable Funds Committee Minutes (Unratified)
Remuneration & Terms of Service Committee
Minutes (Unratified – Part 2)

26th March





Assumes two-year planning cycle as per 2017-19
CQC Ratings Approval Meeting scheduled for week commencing 15/01/2018
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