BOARD OF DIRECTORS (Meeting in Public)
Monday 21 May 2018
1.00pm, Meeting Rooms 1 and 2, 1st Floor, The Curve
AGENDA – PART 1
ITEM
01
Apologies for Absence

ACTION
To Note

PRESENTED BY
Rupert Nichols, Chair

02
03

To Note
To Note
To Approve

All
Juliette Tait, Head of
Organisational Development
Rupert Nichols, Chair

05

Declarations of Interest
Service Presentation – Pre-employment,
Work Experience and Apprenticeships
Minutes of the Previous Meeting of the
Board of Directors held 26 March 2018
Matters Arising and Action Log

To Note

Rupert Nichols, Chair

06

Chair’s Report (Verbal)

To Note

Rupert Nichols, Chair

1.35pm

07

Chief Executive’s Briefing

To Note

Neil Thwaite, Chief Executive

1.40pm

04

08

09
10

11
12
13

Draft Workforce and Organisational
Development Strategy 2018 - 2021

TIME
1.00pm
1.05pm
1.30pm

STRATEGY AND POLICY
To Approve Andrew Maloney, Director of HR and 1.45pm
Corporate Affairs

OPERATIONAL PERFORMANCE
Board Performance Report (Mar. 2018)
To Note
Mary Lee, Acting Director of
Development and Performance
GM OAPs Definition
To Note
Deborah Partington, Director of
Operations
GOVERNANCE AND QUALITY
Quality Matters Quarter 4 Activity Report
To Note
Gill Green, Director of Nursing and
Governance
Updated CQC Action Plan 2018
To Note
Mary Lee, Acting Director of
Development and Performance
Learning from Deaths – Quarterly Mortality
To Note
Chris Daly, Medical Director
Review Dashboard

2.00pm
2.15pm

2.20pm
2.30pm
2.40pm

14
15

GOVERNANCE AND QUALITY
Data Security and Protection Requirements
To Note
Ismail Hafeji, Director of Finance
2017/18 - self-assessment (NHS I )
and IM&T
2017/18 Self-Certification on Compliance
To Approve Andrew Maloney, Director of HR
with the Requirements of the NHS Provider
and Corporate Affairs
Licence

COMMITTEE REPORTS/MINUTES
To Note
Andrea Knott, Non-Executive
Director
16.01 – Minutes of the Meeting held 5
February 2018 (Ratified)

16

Audit Committee:

17

16.02 – Committee Chair’s Assurance Report
on the Meeting held 27 April 2018
Quality Governance Committee:
To Note
17.01 - Minutes of the Meeting held 8
March 2018 (Ratified)

Kathy Doran, Non-Executive
Director

2.45pm
2.50pm

2.55pm

3.00pm

17.02 – Committee Chair’s Report on the
Meeting held 10 May 2018

19

ANY OTHER BUSINESS
Board Development Programme 2018/19
To Note
Andrew Maloney, Director of HR
and Corporate Affairs
Any Other Business
To Note
All

20

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

18

3.05pm
3.10pm

DATE AND TIME OF NEXT MEETING
The next Board of Directors’ Meeting in public will take place on Monday 25 June 2018 at 1.00pm in Meeting Rooms
1 and 2, 1st Floor, The Curve.

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

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

Minutes of the Previous Meeting of the Board of Directors held 26 March 2018
Monday 21 May 2018
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 26 March 2018.

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 approve the minutes of the meeting
held on 26 March 2018.

x

Approval/Decision

x

2

UNRATIFIED
IN PUBLIC BOARD OF DIRECTORS MEETING - MONDAY 26 MARCH 2018 AT 1.00PM IN
ROOMS 1 AND 2, 1ST FLOOR, THE CURVE
PRESENT:
Board of Directors:
Rupert Nichols
Anthony Bell
Chris Daly
Stephen Dalton
Gill Green
Ismail Hafeji
Bev Humphrey
Julie Jarman
Andrea Knott
Pauleen Lane
Andrew Maloney
Neil Thwaite

-

Chair
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
Public Governor (City of Manchester)
Assistant Director of Planning and Performance, NHS Salford
Service User and Carer Governor
Company Secretary

IN ATTENDANCE:
Les Allen
Nayla Cookson
Adam Hebden
Dan Stears
Kim Saville
No.
61/18

Item
Apologies for Absence

Action
Noted

Apologies for absence were received from:

62/18
63/18

• Kathy Doran, Non-Executive Director
• Deborah Partington, Director of Operations
Declarations of Interest

Noted

There were no declarations of interest.
Minutes of the Previous Meeting of the Board of Directors held 26 February Approved
2018
1

64/18

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

65/18

The Board of Directors reviewed the action log and noted that the draft
Workforce Strategy is now scheduled for review at the May 2018 Board of
Directors meeting. There were no other matters arising.
Chair and Chief Executive Report
Noted

Noted

Rupert Nichols, Chair, briefed the Board on his recent meeting with Tom Tasker,
Chair of NHS Salford and his attendance at the Mental Health Network Annual
Conference 2018 along with Bev Humphrey (Chief Executive) and Neil Thwaite
(Deputy Chief Executive/Director of Strategic Development). He also advised that
he has recently visited Woodlands Hospital accompanied by Margaret Willis,
Service User and Carer Governor.
Rupert Nichols formally acknowledged Bev Humphrey’s retirement from the
position of Chief Executive, effective from 31 March 2018. He briefed the Board
on the outcome of the Chief Executive recruitment process, which concluded on
22 March 2018 and also involved Les Allen in his capacity as Lead Governor. He
confirmed that the Remuneration and Terms of Service Committee’s
appointment of Neil Thwaite as the Trust’s new Chief Executive is subject to
approval by the Council of Governors on 9 April 2018 and cannot be publicised
before this date. Neil Thwaite will operate as Interim Chief Executive from 1 April
to 9 April 2018.
Bev Humphrey, Chief Executive, thanked all members of the Board of Directors
for their support during her time with the Trust. She congratulated Neil Thwaite
on his appointment and expressed confidence in his ability to undertake the role.

66/18

The Board of Directors noted the Chair and Chief Executive’s report.
Smoke-Free Strategy

Approved

Gill Green, Director of Nursing and Governance, presented the proposed Smoke
Free Strategy for the Board’s approval, which has been discussed in depth at the
Quality Governance Committee. She advised that the Strategy sets out the
Trust’s approach to meeting the requirements of the nationally-mandated NHS
Service Delivery Improvement Plan (SDIP) by 31 December 2018 and the national
CQUIN for risky behaviours. She highlighted the comprehensive implementation
plan that will be actioned following Board approval. This includes consultation
and discussion with service users and carers, frontline staff and other Trusts who
have already successfully implemented smoke-free.

67/18

The Board of Directors approved the GMMH Smoke Free Strategy and agreed
commencement of the Trust’s preparations from 1 April 2018.
Board Performance Report (January 2018)
Noted
Neil Thwaite, Deputy Chief Executive/Director of Strategic Development,
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presented the Board Performance for January 2018. He advised that the Trust’s
overall position remains positive and is in line with the Full Business Case for the
acquisition of Manchester Mental Health and Social Care NHS Trust (MMHSCT)
and the Operational Plan.
Neil Thwaite highlighted three areas of continuing challenge. With regard to the
Single Oversight Framework priority metrics, he noted that the overall
performance continues to be impacted by the current clinical information system
in Manchester. Plans are, however, being progressed through operational forums
to improve this position.
In terms of the IAPT access and recovery targets, Neil Thwaite highlighted the
action being taken to address the capacity shortfall in Salford and the continued
implementation of the Manchester transformation work-stream. He advised that
the Trust is not expected to achieve the targets before the end of Quarter 2
2018/19.
Neil Thwaite also noted that sickness absence levels increased in January 2018,
remaining above target at 7.27%. Andrew Maloney, Director of HR and Corporate
Affairs, advised that the decline is seasonal, rather than a trend, and set an
expectation that sickness absence figures will improve in February 2018.
From a governance perspective, Gill Green drew the Board’s attention to the
complaints data and the upward trend in numbers of complaints received in the
Trust’s district services. She assured Board members that this trend has been
analysed, with no recurring themes identified, and that learning has been shared,
for example, via the Ward Managers Network and through the use of ‘Seven
Minute Briefings’. She noted that these briefings have proved effective and the
Trust will continue to employ this model going forward.
Pauleen Lane, Non-Executive Director, referenced the Military Veterans (IAPT)
service and questioned whether the Trust considers military veterans in more
crosscutting terms given their over-representation in substance misuse services
and homelessness figures. Gill Green briefed the Board on the Trust’s
relationship with Combat Stress and the work underway to gain further
understanding of military veterans’ access to substance misuse services. She
advised that the majority of referrals received in relation to military veterans
come via primary care, with a number of direct referrals also arising through the
Trust’s links with Combat Stress. Chris Daly, Medical Director, also noted the
connection being made by Discover (Central Lancashire) with Preston barracks.
Neil Thwaite confirmed that the Trust is actively engaged in the work underway
at a Greater Manchester level to reduce homelessness.
In response to a query from Anthony Bell, Non-Executive Director, Andrew
Maloney advised that the Trust is observing an upturn in stress/mental healthrelated long-term sickness absence. Discussions are taking place with the Trade
Unions regarding the support available to line managers and staff to deal with
3

these issues, as this was also raised through the Staff Survey.
Anthony Bell also welcomed the improving position in terms of appraisal rates.
Andrew Maloney advised that he is working with Deborah Partington, Director of
Operations, to strengthen accountability for appraisals through the Operational
Leadership Committee (OLC). He noted the opportunity the new pay deal
presents in terms of linking incremental pay progression to appraisal and the
need to simplify the process and ensure that it is valued by staff.

68/18

The Board of Directors noted the Performance Report for January 2018.
Annual Accounts for the Year Ended 31 March 2018 – Reported Going Concern Approved
Disclosure
The Board of Directors considered the report presented by Ismail Hafeji, Director
of Finance and IM&T, and authorised the completion of the annual accounts on a
‘Going Concern’ basis.

69/18

In response to a query from Anthony Bell, Ismail Hafeji advised that the majority
of local Trusts are expected to report on a ‘Going Concern’ basis, but will
highlight their challenges in meeting their Control Totals.
Annual Accounts for the Year Ended 31 March 2018 – Segmental Reporting
Approved
Ismail Hafeji presented a report setting out a proposed approach to compliance
with IFRS 8 (Operating Segments) for the 2017/18 annual accounts. On the basis
of the analysis, he recommended that the Trust does not report on a segmental
basis and should instead report against one operating segment (‘Healthcare’) for
2017/18. Pauleen Lane highlighted the omission of substance misuse services
from the classification.

70/18

71/18

The Board of Directors approved the recommendation to not report on a
segmental basis.
Annual Accounts for the Year Ended 31 March 2018 – Charitable Funds Approved
Consolidation
Ismail Hafeji outlined the rationale for not consolidating the Trust’s charitable
funds with the annual accounts. He confirmed that this approach is consistent
with previous years. The Board of Directors accepted the recommendation that
the GMMH charitable fund does not meet the criteria for it to be consolidated as
a subsidiary of the annual accounts.
Outcome of GMMH CQC Core Service with Well-led Inspection 2017
Noted
Neil Thwaite presented a report formally notifying the Board of Directors of the
outcome of the Trust’s recent CQC Core Service with Well-Led Inspection. He
highlighted the thorough inspection process, which included a review of five of
the Trust’s nine core services. Substance misuse services were inspected for the
first time. He confirmed that the Trust has received an overall rating of ‘Good’ for
quality of services and a rating of ‘Outstanding’ for well-led (leadership). He
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advised one of the Trust’s core services – acute wards for adults of working age
and psychiatric intensive care units – received a ‘Requires Improvement’ rating,
with all other services rated as ‘Good’ with the exception of Substance Misuse
Services which achieved an ‘Outstanding’ rating.
Neil Thwaite confirmed that the existing CQC action plan will be updated to
respond to the CQC’s recommendations. This will be reviewed by the Executive
Management Team prior to submission to the CQC and then shared with the
Quality Governance Committee and Board of Directors in May 2018.
Responsibility for ongoing monitoring of the action plan implementation will sit
with the Quality Governance Committee.
With regard to the ‘Requires Improvement’ rating for adult acute wards, Pauleen
Lane questioned what ‘Good’ looks like in these challenging settings. Neil
Thwaite highlighted a number of opportunities for improvement relating to care
plans, Mental Health Act documentation, ligature audits and training and
supervision.
Neil Thwaite extended his thanks to all staff involved in the inspection process.
He noted that the process was more comprehensive than was expected and that
the Trust is sharing its learning with other organisations.
In response to a question from Rupert Nichols, Neil Thwaite advised that the
inspection process is intended to take place on an annual basis, however, the
CQC are not expected to complete their first round of inspections until summer
2019. The Trust is therefore not expecting another visit before that date.

72/18

The Board of Directors noted the achievement of the Trust’s Substance Misuse
Services and that of GMMH’s leadership for being recognised as ‘Outstanding’.
The Board also noted the planned update to the CQC Action Plan, which will be
considered by the Executive Management Team and Quality Governance
Committee.
Board Assurance Framework (March 2018)
Approved
Andrew Maloney provided an overview of the updated Board Assurance
Framework. He advised that the majority of the risks have been reviewed by the
Quality Governance Committee and Executive Management Team during
February and March 2018 in their capacity as Lead Committee and that the
outcomes of these reviews are reflected in the March 2018 Board Assurance
Framework. He confirmed that no new risks have been added to the Board
Assurance Framework and that one risk - Risk ID 2607 – Quality Governance - has
recommended for closure by the Quality Governance Committee. He highlighted
the rationale for closure of Risk ID 2607 and the work undertaken to ensure that
the Trust’s quality governance systems are robust.
Andrew Maloney facilitated the Board’s review of those risks where the Board is
identified as Lead Committee. For each risk, he identified the updates since the
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last review, the current risk score (including any changes) and the identified
actions.

73/18

The Board of Directors confirmed that the risks are an accurate description of the
current significant risks to the delivery of the Trust’s strategic objectives and
confirmed that the target risk score for each risk, once achieved, can be
withstood. The Board of Directors also accepted Risk ID 2607 (Quality
Governance) at the current risk level and approved the removal of this risk from
the Board Assurance Framework.
Mental Health Act Report (Jan. to Dec. 2017)
Noted
Gill Green presented a summary of the Trust’s activity in relation to the Mental
Health Act 1983, Mental Capacity Act and Deprivation of Liberty Safeguards
(DoLS) for the period January to December 2017. She noted that the Report had
previously been considered by the Quality Governance Committee. She drew out
a number of key headlines, including the proposed replacement of DoLS with
Liberty Protection Safeguards (LPS) later this year. She also drew the Board’s
attention to the analysis of formal detentions, use of holding powers, use of
Community Treatment Orders and use of Section 136 during the reporting
period.
Gill Green advised that the Trust has invested £33k in refurbishing the Tribunal
Rooms at Park House and that this has been well received. With reference to the
feedback received following the CQC inspection, she noted the need to
strengthen the role of the Mental Health Act Compliance Committee and
confirmed that Mental Health Act resources will be made available to staff via
the intranet from March 2018.
Stephen Dalton, Non-Executive Director, indicated that it would be beneficial for
future reports to analyse data, particularly on admissions, by gender and race.
Gill Green confirmed that this will be actioned.
In response to a question from Pauleen Lane regarding the use of Section 136
and the pressures in the system, Gill Green advised that the Trust has a positive
and proactive working relationship with Greater Manchester Police which
supports effective use of Section 136.

74/18

The Board of Directors noted the report.
Positive and Safe Deep Dive Audit Report
Gill Green summarised the key findings of a recent deep dive review (audit) into
the Trust’s approach to Positive and Safe, which was commissioned by the
Quality Governance Committee. The audit was undertaken on 16 wards
comprising five adult acute wards, four Psychiatric Intensive Care Units, two
medium secure wards, two CAMHS wards and three older adult wards.
Gill Green outlined areas of good practice and opportunities for improvement,
6

Noted

noting that the latter include quality and frequency of debriefs, evidence of
positive support in planning in care plans and de-escalation techniques. She
noted that one of the new Quality Account priorities may link with these
improvement areas. She confirmed that the learning will be taken forward
through the Trust’s Positive and Safe Forum, Physical Healthcare Committee,
CareHub and Medicines Management Group – all of which have reporting lines
into the Quality Governance Committee – and progress will be monitored via the
new quarterly Quality Report. A re-audit will take place in 12 months’ time to test
whether improvements have been embedded. Julie Jarman, Non-Executive
Director, noted that the re-audit will include analysis by race and gender.
Pauleen Lane highlighted the risks associated with handover periods and rota
structures.
Stephen Dalton noted that the Trust’s use of prone restraint was lower than the
national average and sought understanding as to whether the Trust was aiming
to reduce this further. Gill Green confirmed that the Trust’s ambition is to reach
zero prone restraint. She briefed the Board on the connections established with
Mersey Care regarding how best to take this forward.

75/18

The Board of Directors noted the Positive and Safe Deep Dive Audit Report.
Quarterly Report on Safe Working Hours: Doctors in Training (Nov. 2017 to Jan. Noted
2018)
Chris Daly presented his third quarterly report on safe working hours for Doctors
in Training, which covers the period 1 November 2017 to 31 January 2018. He
noted that the report is structured in line with the template provided by NHS
Employers. He highlighted a number of qualitative findings, including in relation
to the well-functioning Junior Doctors Forum and the fact that no fines were
received during the reporting period.

76/18

The Board of Directors noted the Report.
Register of Interests – Annual Review

Noted

Kim Saville, Company Secretary, set out the requirement for the Trust to hold a
Register of Interests of members of the Board of Directors and for this Register to
be reviewed and updated on an annual basis. All Board members reviewed and
update, as required, the current Register of Interests prior to signature.

77/18

Kim Saville also reminded Board members of the requirement to declare any gifts
and hospitality received, in accordance with the provisions of the Trust’s
‘Conflicts of Interest Policy’.
Fit and Proper Persons – Annual Declaration
Noted
Kim Saville invited Board members to review and complete their annual Fit and
Proper Persons self-assessment. She noted that this was one of four mechanisms
used by the Trust to ensure the continued ‘fitness’ of those persons to whom the
7

Fit and Proper Persons Regulations (FPPR) apply.
Kim Saville also highlighted the potential implications of the recent Kirkup Review
into Liverpool Community Health NHS Trust in terms of Fit and Proper Persons.
She advised that the Department of Health are now working with the CQC to
scope a review of the workings of the Fit and Proper Persons Test to ensure that
any concerns over capability and conduct of NHS Executive and Non-Executive
Directors are resolved and reflected in future appointments.

78/18

All Board members completed an annual Fit and Proper Persons self-assessment.
NHS Staff Survey 2017
Andrew Maloney briefed the Board on the outcomes of the NHS Staff Survey
2017. He described the overall position as a ‘balancing out’ of the previous
outcomes for MMHSCT and GMW. He noted that the response rate of 34% was
lower than the previous year and below the national average for mental health
trusts. He advised that, with the support of Trade Unions, it has been agreed that
the Trust will move to an online survey in 2018 to facilitate an increased
response rate.
Andrew Maloney drew the Board’s attention to the overall Staff Engagement
Score, which is derived from the responses to a number of the survey questions.
He noted that the Trust’s score is in line with the national average. He highlighted
the areas of the survey where the Trust compares most favourably with other
mental health trusts and the areas where the Trust compares least favourably.
With regard to the latter, he advised that the Survey findings are being analysed
by the Trust to enable improvement actions to be targeted to specific areas.
Strategies will be put in place to enable improvements over the next 6-12
months. As an example, he highlighted quality of appraisals as an area for
improvement and confirmed that the appraisal system is being reviewed to link
with the new pay system and also to encourage greater staff engagement. He
also briefed the Board on the work being undertaken in partnership with the
Trade Unions in relation to health and wellbeing and specifically work-related
stress.
Andrew Maloney advised that the survey outcomes will inform the Trust’s new
Communications Strategy as the Trust’s engagement activities in the last 12
months have focused primarily on Manchester and there is now a need to widen
this. The outcomes will also influence the Workforce and Organisational
Development Strategy.
With reference to the relatively low response rate, Andrea Knott, Non-Executive
Director, questioned whether there are any mechanisms the Trust can use to
validate the results. Andrew Maloney advised that a 34% response rate is still
statistically valid and reiterated the plan to introduce an online survey in future
years. He also noted that responses to the Quarter 4 Staff Friends and Family
Test will be a useful indicator of levels of engagement.
8

Noted

In response to a query from Anthony Bell, Andrew Maloney advised that the
survey outcomes reflect the accepted differences between GMW and MMHSCT
and highlight the opportunity to now do more in terms of staff support and
engagement. He also noted the timeframe of the survey, which covered the
period October to December 2017. Neil Thwaite noted that the early agreement
of shared values across the combined entity was the right approach to take in
terms of staff engagement.

79/18

The Board of Directors noted the NHS Staff Survey 2017 outcomes.
Gender Pay Gap Report 2018
Andrew Maloney presented the new Gender Pay Gap Report 2018, which has
been prepared in accordance with the requirements of the Equality Act 2010
(Gender Pay Gap Information Regulations 2017). He noted that the report is
based on data collated on the snapshot date of 31 March 2017.
Andrew Maloney drew the Board’s attention to the mean and median gender
pay gap, which are 12.64% and 5.04% in favour of male members of staff
respectively. He advised that this position is better than the national average,
though remains a gap that the Trust wants to bridge. With regard to the mean
and median bonus gender pay gap, which also favours men, Andrew Maloney
confirmed that the only system of bonus pay in use by the Trust is the Clinical
Excellence Awards and, as such, the sample size is relatively small. He noted that
discussions have taken place at the Local Negotiating Committee regarding
strategies to improve this position and better support female doctors.
Andrew Maloney noted that the report also includes the gender profile of staff
within each quartile pay band and demonstrates an erosion of female staff at the
higher end. This is reflective of the national picture.
Andrew Maloney concluded his report by highlighting the actions for
implementation to reduce the gender pay gap.
Julie Jarman sought further understanding of the lower proportion of female
staff in the upper pay quartile compared to other quartiles. Andrew Maloney
advised that there is no single clear reason, but contributing factors may include
flexible working, social issues, opportunities for career progression and
unconscious bias in the system.
With regard to bonus pay, Pauleen Lane highlighted the need to set expectations
through the appraisal process that female staff should apply for Clinical
Excellence Awards. Bev Humphrey noted that age may be a factor in the current
discrepancy between men and women in terms of bonus pay. She also advised
that gender profile of staff within pay bands may be influenced by professions.
The Board of Directors noted the report.
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Noted

80/18

Quality Governance Committee:
•
•

Noted

Minutes of the Meeting held 8 February 2018 (Ratified)
Committee Chair’s Report on the Meeting held 8 March 2018

The Board of Directors noted the ratified minutes of the Quality Governance
Committee meeting held on 8 February 2018 and the Committee Chair’s Report
on the meeting held on 8 March 2018. Pauleen Lane sought an update on the
GM Diabetes Strategy. Chris Daly confirmed that this will be discussed at the next
GM Adult Mental Health Board.
81/18

Any Other Business

Noted

82/18

There were no items of other business.
Questions from the Public

Noted

83/18

Les Allen, Lead Governor, highlighted the increase in agency expenditure in
February 2018. Andrew Maloney advised that the change-over in medical staff
affected the February position.
Date and Time of Next Meeting
Noted

84/18

The next Board of Directors meeting in public will take place on Monday 21 May
2018 at 1.00pm in Meeting Rooms 1 and 2, 1st Floor, The Curve
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.
Sept-17 204/17 Agency Expenditure
Update

Action

Agreed
Forecast
Owner
Timescale
Completion
Details of longer-term workforce strategy 26/03/2018 21/05/2018 Andrew Maloney,
to be brought to Board by March 2018
Director of HR and
Corporate Affairs

Not yet due
Completed
In progress and on target
Incomplete and overdue
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Status
On agenda

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

Chief Executive’s Briefing
Monday 21 May 2018
07
Neil Thwaite, Chief Executive
Andrew Maloney, Director of HR and Corporate Affairs
Kim Saville, Company Secretary

REPORT SUMMARY:

The following Chief Executive’s Briefing identifies the key national, regional and local
issues that are impacting upon or are relevant to the Trust.

THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
x
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
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
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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 receive and note the Chief Executive’s briefing
for May 2018.

x

Assurance

Approval/Decision

2

Chief Executive’s
Monthly Brief
21 May 2018

CEO Brief May 2018
This document
identifies the key
national, regional and
local issues that are
impacting upon or are
relevant to the Trust

Action required
For information

National Update
•
•
•
•

NHS Pay Deal
New CEO Appointed to Care Quality Commission (CQC)
A & E Performance
Recent reports on mental health and learning disability

Regional Update
•
•
•
•

New Care Models – Medium Secure Services
North Region STP Capital Allocation - Wave 4 Capital Bids
Manchester LCO ‘Go Live’
GM Mutual Aid Agreement

Local Update
•
•
•
•

NHS70 – Celebrating 70 Years of the NHS
Dragons’ Den Launch
GM Health and Care Champions Awards
Performance Overview

CEO Brief May 2018
National Update

Action

• NHS Pay Deal

•

The NHS Staff Council has reached agreement on a refresh of the NHS Terms and Conditions of Service
(Agenda for Change). The framework agreement (21 March 2018), forms the basis on which NHS trade
unions will now proceed to consult their members. The trade union consultation will run until the 31 May
2018. Should the trade union consultation result in acceptance of the details set out in the framework
agreement, this will result in a three year pay deal as well as a reform of the pay scales.
The new pay scales will increase starting salaries, reduce the number of pay points, and shorten the amount
of time it takes to reach the top of the pay band for most staff. The Government have indicated that the
additional cost of the proposed deal will be fully funded

• NEW CEO Appointed to Care Quality Commission (CQC)
Ian Trenholm has been appointed as the CQC’s new Chief Executive and will take over the role from David
Behan when he leaves in July. Ian has been Chief Executive of NHS Blood and Transplant since 2014. Having
started his career in the police service, his previous roles include Chief Operating Officer at the Department
of Environment Food and Rural Affairs (Defra) and Chief Executive of the Royal Borough of Windsor and
Maidenhead.

•

Support raising
awareness of
proposed deal
Start
preparations
for
implementation

CEO Brief May 2018
National Update
• A & E Performance
Data released by NHS England shows that in March 2018:
• Overall performance against the four hour target in A & E fell to 84.6% - the lowest level since data
collection began
• The number of patients who waited for longer than four hours to be admitted, transferred or
discharged rose to 315,043 – an increase of more than 50% compared to the previous March
• 31,000 more patients turned up at A & E compared to the same month last year
• Emergency admissions rose by 3.3% compared with March 2017
The published 4-hour performance position for all attendance types across Greater Manchester for March
2018 was 81.5%, compared with 83.7% in February 2018. The Trust’s performance in March 2018 was
89.1% seen in four hours, with only Trafford achieving the required standard. GMMH have implemented a
number of measures to support improvements in A & E performance, including the introduction of a mental
health ambulatory care unit in Bolton, provision of direct support to A & E Teams with patients that are
waiting but require watching, and the development of guidance for ward-based staff around flexibilities
that can be introduced for ‘stranded’ patients. Looking ahead, investment from the GM Transformation
Fund will enable the development of Mental Health Teams in all A & E departments. Proposals for the
introduction of further ambulatory schemes are also being drafted based on the successful Bolton model.

Action
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• Recent Reports on Mental Health and Learning Sisability
Three significant reports have been published in the last week with a focus on mental health and learning
disabilities, but with relevance to all NHS foundation trusts and trusts. The reports are:
• The Government’s Green Paper on mental health: failing a generation – a joint report by the Health and
Social Care Select Committee and the Education Select Committee – this report is a critique of the
governments green paper highlighting the scale and urgency of the challenges surrounding children’s
mental health and questions whether the strategy will adequately address them.
• The Learning Disabilities Mortality Review (LeDeR) Programme – the annual report by the Healthcare
Quality Improvement Partnership, on behalf of NHS England – this report analyses deaths reported to the
programme between July 2016 and 30 November 2017 and sets out a number of learning points and
recommendations.
• The interim report of the Independent Review of the Mental Health Act – the review being chaired by
Professor Sir Simon Wessely and commissioned by the Department of Health and Social Care – this interim
report summarises work so far and the priority issues that have emerged for further examination.

Action
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• New Care Models – Medium Secure Services

•

Further develop
NCM approach
for medium
secure services,
including
establishing
governance
arrangements
and engaging
with partners

•

Submission of
Wave 4 Capital
Bid by 31 May
2018

The New Care Models (NCM) programme was rolled out in tertiary mental health services from April 2017,
with the aim of reducing the number of OAPs and improving clinical pathways. In November 2017, the Trust
commenced discussions with the national NCM Team regarding the development of a NCM approach for
Greater Manchester medium secure services. A business case proposal has subsequently been developed
with GMMH as Lead Provider. The NHS England NCM Team are supportive of the proposal to pilot an NCM
approach in 2018/19 – with funding remaining with NHS England during this period - with a view to
devolving commissioning functions and the budget from April 2019. The Trust has received £100k nonrecurrent funding to support further development of this approach during 2018/19.

• North Region STP Capital Allocation – Wave 4 Bids
National guidance has been issued for STP (Sustainability and Transformation Partnership) capital
submissions in summer 2018 (Wave 4). The Trust is preparing a Wave 4 Capital Scheme Bid for the
replacement of Park House on the North Manchester General Hospital (NMGH) site. First draft bids are due
for submission to STP leaders by 31 May 2018 to finalise the North region’s view of priorities. Final
submission to the Department of Health will follow in July 2018.

CEO Brief May 2018
Regional Update
• Manchester LCO ‘Go Live’
The Manchester Local Care Organisation (MLCO) went live on 1 April 2018. The MLCO is a key component of
the region’s Locality Plan. The LCO will be delivered in two distinct phases. In Year 1 (1 April 2018 onwards),
the LCO brings together directly provided adult social care services, community health services and
additional primary care services. This is the starting position for the LCO with clear delegations set out in a
Partnering Agreement and the LCO Executive assuming responsibility for the management of the in scope
services under their existing contractual arrangements. The plan is for GMMH-provided mental health
services to join the LCO under a sub-contract arrangement in Year 3 (2020/21), as the LCO takes on
commissioning responsibilities from the Council and CCG.

• GM Mutual Aid Agreement
On 16 April 2018, the Trust became a signatory to the GM Mutual Aid Agreement for Emergency
Preparedness, Resilience and Response between NHS Commissioners and NHS Providers within Greater
Manchester. This agreement details the arrangements that may be invoked where one of more of the
signatory organisations experience an emergency or business continuity event that is beyond their ability or
capability to deal with on their own. Such situations may arise out of a major or critical incident.

Action
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• NHS70 – Celebrating 70 Years of the NHS
The NHS turns 70 on 5 July 2018. Two national celebrations of thanks for NHS staff, patient groups and
volunteers will take place on this date – a service at Westminster Abbey and a choral concert at York
Minster. All Trusts have been allocated three tickets for each event. The Chair of GMMH will attend
Westminster Abbey. The five remaining tickets have been allocated to individuals selected from a ‘pool’
comprising GMMH staff with over 40 years’ service, short-listed nominees for the Staff Awards 2017 and
the Trust’s young apprentices. A panel including the Director of HR and Corporate Affairs and Director of
Nursing and Governance reviewed the ‘pool’ and recommended the final ticket allocation to the Executive
Management Team for approval.

• Dragons’ Den Launch
This year’s Dragons’ Den funding scheme launched at the end of April 2018. £250k has been made available
for investment in projects that will support achievement of the Trust’s six Quality Account improvement
priorities in 2018/19. The deadline for applications is 21 May 2018 and the Dragons’ Den panel will meet on
11 June 2018 to consider the proposals.

•

Attendees at
NHS70
celebrations to
be confirmed in
May 2018

CEO Brief May 2018
Local Update
• GM Health and Care Champions Awards
Simone Litvaitis, a Senior Social Worker based at Bentley House, Bolton has been short-listed for the
People’s Champion Award in the first ever Greater Manchester Health and Care Champion Awards. The
Awards Ceremony will take place on 13 July 2018.

• Performance Overview
The Trust continues to perform well, with the achievement of the majority of its key performance targets at
year-end. Improvements are being made as planned in IAPT services and business cases for additional
investment are being agreed with commissioners. With regard to Out of Area Placement (OAPs), Executiveled weekly patient flow meetings are underway and the GMMH Director of Operations is leading a Greater
Manchester OAPs workstream to consider patient flow across the region and establish a GM-wide bed
bureau. Our Commissioning for Quality and Innovation (CQUIN) targets have also been largely met. Two
areas are highlighted as ‘Amber’ - cardiometabolic screening and interventions and risky behaviours.
Recovery plans for both indicators have included the completion of an internal audit, which have
demonstrated significant progress, particularly in Manchester, to commissioners.
For the financial year 2017/18, the Trust met its Control Total of £2.3million. The Trust received bonus and
incentive Sustainability and Transformation funding of £1.6million, which will be used in 2018/19.

Action
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• Performance Overview Cont.
In terms of Trust performance against the Single Oversight Framework, the Trust was placed in
‘Segment 2’ for the financial year and achieved a rating of ‘3’ for the Finance and Use of
Resources metric due to the costs of agency incurred in 2017/18.
The achievement of the Control Total is a very positive outcome in the context of the
transformation work being undertaken by GMMH and the financial pressures faced by the Trust
linked with increases in demand and acuity.

Action
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Our Vision
Our vision, put simply is to Improve Lives. We can only achieve our vision through
the delivery of a high quality service. We can only deliver high quality services if we
have a highly effective, skilled and motivated workforce.
This strategy sets out the systems, processes and organisational activities that we will
put in place to ensure we have the right workforce with the skills and expertise now
and in the future. The strategy also sets out the values, leadership behaviours and
organisational culture, which are essential to provide an outstanding place to work,
learn and where individuals can reach their full potential.
The strategy sets our vision for the next 3 years with an associated action plan setting
out the clear milestones and areas for action.

Our Culture
We want to foster a high performing culture where staff feel valued and recognised for
their important contribution. We want our leaders to engage, motivate and inspire
others and lead positive performance.
We want to provide an inclusive and healthy environment for our employees where
everyone is treated with respect and dignity in an organisation that promotes an open
and transparent culture.
We want to be the first choice employer offering a great experience for staff where
they can achieve their goals and have a range of choice and experience in their career
with GMMH.

Our Values
Our values underpin and guide everything we do.
Our Trust values are:






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

Our values are embedded within our organisational processes.

Our Objectives
Our organisational objectives are designed to deliver our vision to Improve Lives. Our
objectives are:




To promote recovery by providing high quality care and delivering
excellent outcomes
To work with service users and carers to achieve their goals
To engage in effective partnership working
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To invest in our environments
To enable staff to reach their potential and innovate
To achieve sustainable financial strength and be well-governed.

Our workforce is engaged to deliver our objectives and our services and structures are
in place to deliver services effectively. This strategy sets out the workforce and
leadership priorities and actions which enable the organisational objectives to be
achieved.

National and Local Context
The strategy is developed in the context of growth, innovation and change within the
wider NHS footprint and within the mental health agenda.
The Mental Health Workforce Plan illustrated that 21,000 additional posts would be
needed to deliver the specified service improvements. This indicates by 2020:



11,000 core clinical professions such as nurses, occupational therapists or
doctors
8,000 new roles such as peer support workers and personal wellbeing
practitioners, call handlers or nursing associates.

This growth is set within the context of increasing pressures with the future supply of
professional roles within the NHS.
In summary the data for the mental health workforce shows:








The NHS vacancy rate for nurses and AHPs is approx. 9.4%
Fewer mental health nurses are employed each year (-4% compared to +2%
for Adult Nursing)
Almost a third of all qualified mental health nurses do not currently work in the
NHS
Nationally 13% of all consultant psychiatry posts are vacant
There is only an 83% fill rate for doctors training in psychiatry
Recruitment into higher psychiatry is reliant on non-UK doctors in training
A quarter of recently qualified consultant psychiatrists do not go onto substantive
NHS employment

The position locally within GMMH mirrors the national supply challenges. On average
the Trust has been running at a 15% vacancy rate with approximately 800 vacancies
at any one time. Turnover rates within the Trust remain above average compared to
other Mental Health Trusts, running at an annual turnover rate of approx. 17%
annually.
Local data demonstrates the Trust has a high turnover rate for staff with less than 2
years service. The main reasons for leaving the Trust are due to retirement, promotion
and work-life balance.
The national and local issues have fully informed the development of this workforce
strategy and supported the identification of the priority areas for action.
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Workforce Priority High Impact Areas
The workforce challenges NHS organisations are currently facing are unprecedented.
The current supply and retention challenges GMMH are facing are predicted to worsen
if we do not systematically address these issues.
Our workforce strategy has been developed to set out a 3 year programme of actions
that will be taken to address these challenges. The strategy is set against four High
Impact areas that have been prioritised to address the current and future challenges.
The Four High Impact Areas are:

High Impact
Area 1

High Impact
Area 2
Creating an
Outstanding
place to work

Supply,
recruitment
and retention

High Impact
Area 4
Outstanding
Leadership and
management
development

High Impact
Area 3
Transforming
our workforce

We will only be successful in delivering against the workforce high impact areas if we
set the right conditions for the organisation culture. This strategy also sets out the
foundations for positive organisational development that will provide the foundation for
the delivery of the High Impact Areas.
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Organisational Development
Our vision of Improved Lives is relevant both to people who use our services and also
the people who work for the Trust. Our ambition to become the first choice employer
for mental health will only be realised if our workforce have a great experience in work.
We want our staff to feel valued, cared for, supported and rewarded for the work they
do. We want our staff to feel empowered and able to innovate and improve the way
they work. We want our staff to be themselves in work and develop an open culture
where people feel able to speak up, share ideas, raise concerns or make suggestions
without being judged or treated unfairly.
The way we go about our business, how we treat each other and live our Trust values
sets the tone and creates the organisational culture. The following areas are key to
the development of the workforce culture we aspire to foster.
We will fully embed meaningful Employee Engagement across the organisation
Alongside informal employee engagement, this strategy sets out the formal employee
engagement mechanisms that will be in place to ensure leaders of the organisation
are in touch with and hear directly from the workforce at the frontline of delivery. The
mechanisms provide two way lines of communication, involvement and engagement
to make sure there is a meaningful connection with senior leaders, line managers and
people on the frontline.
We will do this by:






Running joint staff forums, led by Senior Management and Trade Union
Partners, across all Divisions
Establishing other forums and mechanisms which provide frequent
opportunities for the workforce to feedback their experience in the workplace
and make suggestions for improvements
Having a visible and accessible Executive Management Team
Involve and engage staff at the earliest opportunity to support service
development and redesign
Ensure staff consultation processes are effective and meaningful and staff have
full opportunity to influence change

We will fully embed positive Reward and Recognition programmes
It is important for staff to receive recognition for their contributions and achievements.
This strategy sets out the formal recognition methods that will be introduced.
We will:





Develop and implement a new Long Service Award scheme
Run a monthly Employee Achievement scheme
Make GMMH Thankyou cards available to all services to enable individual and
timely praise/thanks
Ensure management development programmes encourage positive recognition
from line managers
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Hold an annual values based event that celebrates the achievements of our
workforce

Foster a positive performance culture
The development of a performance culture will be achieved through robust
performance review and appraisal processes led by highly skilled line managers. Role
clarity, skills development and career pathway support are also essential.
Alongside positive recognition and reward, there is a need to ensure line managers
are equipped to have honest performance conversations with staff when they are not
performing to the required standard. It is important that staff know what is expected,
how they are performing against standards and expectations and what support they
will receive to help them reach the required standards. All performance conversations
will be sensitively handled in line with the Trust values.
An essential tool to support this will be the appraisal and performance review
process. In line with the Agenda for Change pay structure we will:






Redesign the performance review and appraisal framework as required to
support the Agenda for Change pay structure
Ensure the redesign of the framework incorporates a model for talent
management
Design line manager and employee training sessions to enable effective
performance review, development and objective setting to ensure staff get the
most from the appraisal conversations
Include within the framework and training sessions a strong focus on employee
wellbeing, resilience and skills development

Empower Innovation, Improvement and sharing of good practice
We aim to foster a culture of innovation and improvement where our workforce are
empowered to bring about changes as we recognise our staff at the frontline are best
placed to come up with ideas for improvements that will make a difference for the
people who use our services. We want to create the environment that empowers
individuals to come up with ideas for change and make them happen.
To achieve this we will ensure all leaders and staff have an understanding of
improvement methodology and create space and opportunity for them to be innovative
to support service improvement.
We will:




Embed improvement knowledge and skills delivery within all formal leadership
programmes
Connect with Advanced Quality Alliance (AQuA) to develop an offering in
collaboration with them
Proactively offer OD support to services who need support
Align the Organisational Development Team with the Quality Improvement Team
to ensure that a holistic and transformational approach is taken to service
improvement
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Provide formal interactive opportunities for staff on the frontline to make
suggestions for improvements, with opportunity for them to own future actions

HIGH IMPACT AREA 1 – Supply, Recruitment and Retention
In order to deliver high quality modern mental health services we need to recruit and
retain high calibre staff with the right values, attitude, skill set and experience to
perform their roles effectively.
We aim to attract, recruit, develop and retain a highly skilled mental health workforce
to meet the needs of our communities.
To achieve this aim we will:
Work with key stakeholders to influence and increase the workforce supply
within the mental health workforce
The need to increase the supply of professional groups within mental health is a
shared challenge across mental health providers not just a Trust issue. There is no
value in continually trying to compete with other Trusts all trying to attract from a small
pool. We need to focus our strategy on the longer term improvement in the supply of
the mental health workforce.
In order to improve the longer term position we will:


Work collaboratively with other mental health employers and HEI’s to support
an increase in commissioned places for nursing students and review the
mechanisms to support placement opportunities

In order to enhance the value of student placements both to the organisation and the
individual we will:




Work with HEI’s to develop an employment model where students will be
offered a contract of employment as a non-registered member of staff with a
minimum number of contracted hours during their training
Give a guaranteed offer of employment to the trainees following successful
completion of training as long as the candidate meets internal GMMH standards
(based on hard to fill occupational groups).

Additionally, there is a real appetite for the development of Degree Nurse
Apprenticeships that will ensure the Trust is efficiently using the Apprenticeship Levy
whilst supporting the growth of nursing roles. We will:


Use this as an opportunity to `grow our own’ qualified nurses from our pool of
clinical support staff and also target opportunities for people within our
communities to ensure our professional workforce is representative of the
people we serve

The workforce supply challenges for the future can also be met through innovation,
development of new roles and redesign of existing roles to fit within the changing
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landscape across our localities. During 2018/19 we will see the introduction of new
roles into our workforce.
We will:




Support new role integration including the introduction of Physicians Associates
and Nursing Associates which will add value and enhance our workforce
Review and develop opportunities for growth/new roles within the Allied Health
professional/social care/psychology workforce
Set out the growth projections for the development of new roles for the next 3
to 5 years
Evaluate the effectiveness of new roles in order to inform our future workforce
plans

The projections for the medical workforce as set out in the national data also
demonstrate a significant challenge for mental health providers. Current pressures
experienced within GMMH as a result of gaps in training rotas and vacancies has
impacted on the usage of bank and agency. We are at a critical point where demand
is exceeding the available supply and the future projections will not address this issue.
We need to think differently about the roles required to deliver services in the long
term which will have an impact on the other professional groups and the skill mix within
the workforce.
We will:





Carry out a significant review of the Trust position in relation to medical
workforce recruitment and retention issues
Develop a long term workforce plan to address the issues caused by the gaps
in medical roles, including reviewing all hard to fill medical roles and review job
plans to make the roles more attractive
Develop a clear strategy for the further development of Advanced Practitioner
roles across GMMH alongside the Physicians Associate developing role
Review competitor financial incentive initiatives for medical roles, assess
impact on the Trust ability to recruit medics and develop an options appraisal
on Trust incentive/recruitment and retention premia approach

A key area of our strategy ‘to increase the supply of the mental health workforce for
GMMH’ will be to support our local communities to think of, engage with and flourish
in a career in mental health. We recognise that there are some communities who are
not as well represented within the workforce, therefore, we will:


Reach into the community groups (including schools, colleges and HEI’s) and
offer opportunities for placements, training and employment. We can do this
through our careers engagement work, volunteering, targeting apprenticeship
opportunities and better promotion of our jobs in these areas
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Review, refresh and develop our approaches to attracting and recruiting people
Our ambition is to attract the best candidates to come and work for GMMH. We want
to be the first choice for a career in mental health and offer a great experience for
those people who come and work for us. The key to success will be to differentiate
our employment offer and demonstrate the added benefits in coming to work for
GMMH.
We need to review the current employment market and competitor incentives and
consider what incentives are appropriate for GMMH to offer.
This may or may not be about monetary benefit but we also need to promote the
benefits of working for a well led, supportive, responsive organisation with a passion
for improvement and continual professional and personal development for our
workforce.
We will:



Carry out a review of the competitor incentive schemes and evaluate impact on
our recruitment success
Develop an options appraisal setting out potential incentive schemes and/or
priority areas for local recruitment and retention premia as required

We aim to increase the promotion of GMMH, the vacancies available and the benefits
of working for the Trust through an enhanced social media presence. We will:






Develop social media campaigns to continually promote opportunities
Promote the staff health and wellbeing initiative/benefits and our equalities and
inclusion activities so we can share positive examples and potential recruits can
get a feel for the organisation
Increase the range of mediums to reach a more diverse group of people and
increase the awareness of GMMH and our opportunities
Work with our local community groups to advertise and promote our
opportunities and help spark an interest in mental health jobs that people may
not have been aware of previously

We recognise the importance of reducing the time to hire and improving the
experience of recruitment for both candidates and managers using the service.
During 2018 we will:






Develop the best value and most effective method for transactional recruitment
activity within GMMH with the aim to improve the time to hire period
substantially
Develop KPI’s for the recruitment process, providing clarity on roles and
responsibilities for the recruitment team and line managers
Provide monthly performance reports on the time to hire
Receive candidate and line manager feedback on the recruitment process
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Review, refresh and develop our approaches to retention based on a greater
understanding of the workforce needs
The most effective way of ensuring we have a consistent and high quality workforce
is to retain the great people we already employ. There are plenty of job opportunities
for people to choose in GMMH.
We need to provide a compelling reason for people to stay working for GMMH by
understanding what is important to them and trying to find ways to meet individual
needs.
We know that different generations want different things in their working lives and can
see from our workforce data that flexibility is an increasing need for most groups.
We know from the internal data that the Trust has high levels of turnover compared to
our peers. The main reported reasons staff leave are due to retirement, relocation,
promotion and work-life balance. We also know that there is a high number of staff
who leave within the first 2 years of employment with the Trust.
It is essential we continually understand and respond to the differing motivational
needs in order to improve recruitment, retention and career development.
To ensure all our managers understand the different motivators, we will:




Open up communication within our teams and services and support managers
to understand the different motivators for individuals
Challenge our cultures and assess whether we do offer the flexibility for careers
that people may want from the organisation
Support line managers to help individuals balance workforce flexibility against
operational need

As part of the NHSI Improvement Programme, key priority actions have been
developed into a Retention Improvement Plan. These actions have now been
embedded into the Workforce Strategy Action Plan, and includes:









Improve and promote staff benefits
Improved Staff Health and Wellbeing opportunities
Provide career support and guided development opportunities
Keep people engaged and supported through the recruitment process
Provide enhanced preceptorship support
Provide improved clinical skills development pathways
Actively promote retire and return options
Develop a flexible working culture across GMMH
Develop `Right First Time’ recruitment

An integral part of the Retention Improvement Plan is the commitment to enhance the
support for continued professional development/improved clinical skills development
pathways. Given the reduced financial support through the HEE Cash Allocation and
withdrawal of CPD Apply funding, we will:


Agree an annual Trustwide CPD budget
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In addition, the Trust strategy to effectively utilise the Apprenticeship Levy will focus
on the development of appropriate apprenticeship programmes for existing staff to
offer continued development. We will:


Agree a 3 year Apprenticeship strategy setting out the programmes on offer
and the areas for growth and development

Additionally, we will develop and promote clear career pathway opportunities which
set out the route for individuals to progress through their career and achieve their
aspirations.
As set out earlier, the generational differences within our current and future workforce
and their motivators need to be better understood and our line management
approaches adapted. We need to challenge ourselves and recognise that the way we
have managed in the past may not be the best way to manage in the future. We know
flexibility and balancing personal life and work life is becoming increasingly important.
To address this we need to look across our organisational systems to enable the
retention of the workforce to retain skills and expertise, including more flexibility and
proactive approaches for staff wishing to retire and return. Our data shows retirement
is one of the main reasons for leaving and the future projections show there is a
substantial number of nursing staff reaching an age where they will be able to retire.
The data also shows the age profile of newly qualified nursing staff is within the lower
age ranges so we may lose a significant amount of experience to retirement.
We need to enable our managers to support the flexible needs of our workforce and
help them understand what is important to individual staff members. To do this we
will:







Embed within our line management development programmes:
- evidence based information on the generational differences
- expectations on retention of staff and the need to look at individual
workplace solutions
- ensure all fundamental line management tasks such as 1:1’s, appraisal,
mandatory training etc are carried out
Provide early advice for staff to help plan for their retirement and in particular
look at potential flexible retire and return options to retain expertise
Introduce career coaching/careers advice to help staff to plan their future career
pathway
Introduce an internal transfer process to enable individuals to move more freely
across the organisation
Support managers with flexible working requests and managing rotas

HIGH IMPACT AREA 2 – Creating an Outstanding place to work
We aim to be the first choice employer for the mental health workforce where people
feel valued, looked after and appreciated.
To achieve this we will:
Create an inclusive environment which embraces diversity
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We recognise the importance of providing a safe, supportive and caring environment
for staff where they can be themselves in work. Our aim is to create a sense of
wellbeing within the organisation where people feel valued, cared for and appreciated
for the contribution they bring. We want to increase the diversity of our workforce as
we recognise there is under-representation in certain staff groups and levels of
seniority.
We will:






Offer targeted leadership and support for BAME staff to increase the number of
BAME staff within middle and senior manager roles
Support the sustainability of the staff networks across the Trust and enable
virtual networks as appropriate to help people connect and strengthen their
collective voice to influence and inform the inclusion and equality work.
Continue to meet the WRES requirements and embed the WDES within our
equalities work
Fully embed the Disability Passport and Carer Passport and meet our
MINDFUL Employer, Dying to Work charter, Stonewall Diversity Champions
and Disability Confident commitments

We are committed to improving the employment chances for people within our
communities, whether they are from under-represented groups, disadvantaged groups
or people who may have experienced physical or mental ill health. To achieve this we
will:


Upscale our widening participation and community engagement activities such
as work placement, work experience, pre-employment opportunities and further
develop our community links

We will challenge inequality and discrimination and ensure that all managers
understand their responsibilities in promoting a safe and supportive environment
where less favourable treatment will not be tolerated. To achieve this we will:


Include equality, inclusion, wellbeing and values as essential areas in all
management and leadership development programmes

Create a healthy organisation where our employees can achieve the best
possible state of health and well-being at work
The experience staff have in work is influenced by a number of factors and a key
responsibility for the organisation is to provide a safe and healthy working
environment.
Staff Health and Wellbeing is a golden thread through our workforce, retention and
leadership activities. There is also a separate Staff Health and Wellbeing Strategy.
Our Staff Health and Wellbeing strategy sets out our aims and intentions to support
staff health and wellbeing and we will continue to implement the strategy and
supporting action plans. This includes support for staff through our Employee
Assistance Programme, Occupational Health, access to psychological therapies and
fast track physiotherapy.
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In order to continually develop our strategy, we will:






Carry out a focussed review of the staff benefits that can be offered as part of
the health and wellbeing approach to differentiate GMMH benefits from other
providers
Provide access to Financial management support through our employee
benefits offer
Target specific activities to reduce the number of staff experiencing musculoskeletal illness
Target specific activities to improve the mental wellbeing support for staff and
reduce the number of absences due to stress

We recognise that working within a mental health trust can bring challenges to the
workforce that may not be experienced in other NHS organisations such as increased
incidents of violence and aggression toward staff. We need to ensure our staff work
in a safe environment free from harm and have identified this as a key area for further
development work. We will:


Develop a task and finish group aimed at reducing incidents of violence and
aggression towards staff and develop clear protocols for staff safety and
support

Wellbeing in work is also influenced by the way staff feel about the organisation. We
want to create the conditions for staff to work in an open and transparent culture where
they feel listened to and safe to speak up. To achieve this we will:





Carry out further work to promote the Freedom to Speak Up Guardian role
across the Trust
Continue to work in partnership with staff side to run staff forums across the
Trust where staff have direct access to senior managers and staff side to
address issues at the earliest opportunity
Establish a systematic programme of Executive Team - `on the frontline’ visits
to ensure direct communication with senior leaders

Employee Engagement activities will also continue as set out earlier in the strategy as
these are crucial to understanding if we have set the right conditions for a healthy
workplace.
The further development and embedding of the Schwartz Rounds will also offer a
structured process for group reflective practice for staff from all disciplines to reflect
on the emotional aspects of their work.

HIGH IMPACT AREA 3 – Transforming our Workforce
We aim to transform our workforce to respond to changing needs and demands
through the development of a highly skilled, flexible and modern workforce
We will achieve this by:
Embedding systematic workforce planning and developing new roles to
effectively integrate into the workforce
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The landscape of the NHS is continually changing, with Greater Manchester Health
and Social Care changing at pace. The Trust provides services across a number of
different localities within Greater Manchester and therefore needs to be responsive to
each localities needs whilst retaining an identity as a specialist mental health provider.
The Trust is committed to working in a flexible way to enable integration aligned to
each locality approach. We already have an established record of partnership working
and our staff are experienced in working within multi-disciplinary teams. This will be
further enhanced by working collaboratively with health and social care partners
across each locality to develop our workforce to work across boundaries and
professional groups with the community at the heart of everything we do.
The supply challenges have been a key driver for organisations to look at new roles
and new ways of working, however, there are other drivers for workforce
transformation within mental health services. The Mental Health Five Year Forward
View sets out the investment and reform agenda for mental health with more care
delivered within the community.
It states to deliver the proposed growth and
transformation we will need multi-professional teams delivering person-centred care
combining traditional professional roles with new and enhanced roles such as peer
support workers, nursing associates, assistant practitioners, assistant psychologists
and personal wellbeing practitioners. In addition there is recognition that the shape
and composition of the medical workforce needs to adapt.
The Trust has started to introduce the role of Physicians Associates and Trainee
Nursing Associate placements.
In order to effectively introduce new roles into the workforce there needs to be role
clarity on the existing and new role descriptions to ensure they complement and
enhance rather than duplicate or confuse practice.
To achieve this we will:






Carry out a detailed review of the service needs/tasks and duties required in
order to build the right skill mix model for our services utilising the professional
and specialist expertise and skilling up the wider workforce. This will inform the
longer term workforce planning required to ensure the future supply issues can
be addressed
Support service transformation through effective organisational change
processes and work with our staff side partners to enable a smooth transition
for staff affected by change
Offer training, development and support for all staff experiencing change and
work with line managers to help them understand the emotional impact of
change

Improve organisational performance through workforce productivity
Workforce productivity is key to the delivery of high quality services. Staff need the
right tools to do their jobs effectively and the right systems and processes to make
their jobs satisfying. We want to ensure that our highly qualified staff are not spending
too much of their skilled time on administrative and other tasks that can be carried out
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by others. To improve productivity and release more time to care we intend to carry
out a programme of work to review the duties and tasks of our clinicians and consider
the technical and additional support that may be required.
We will:


Carry out a review of the nursing tasks of a `Model`Ward/Community Team to
see if systems/processes can be streamlined/carried out by other staff
members leaving nurses more time to care

The provision of high quality services can be affected by a number of workforce
productivity factors including sickness and other absence, poor performance,
presenteeism, high level of vacancies / turnover and increased use of agency staff.
Whilst the focus on supporting staff attendance and promoting staff health and
wellbeing opportunities is a positive factor in addressing this, we will also continue to
robustly manage sickness absence. We will:



Continue to support line managers in the management of sickness absence
through monitoring reporting and HR Advisory support
Support staff through our Occupational Health and Employee Assistance
Programmes

We aim to drive down agency usage through:





Reducing the time posts remain vacant by improving the recruitment processes
and time to fill rates
Continued Executive oversight of agency use and senior management
accountability
Robust agency approval processes
Development of collaborative bank solutions and cost effective temporary
staffing options for the organisation

HIGH IMPACT AREA 4 - Outstanding Leadership and Management
Development
Effective leadership and positive management enables the development of a high
performing organisation and provides a positive employee experience which in turn
creates the right environment for our service users and carers to receive the best
possible care.
We strive to deliver high quality, efficient and effective care and to support this our
approach to leadership puts clinical staff at the heart of decision making through our
`Clinically led, operationally partnered, academically informed’ model of leadership.
This means our services are led by expert clinicians, partnered by senior operational
leaders who lead the delivery of clinical practices that have been developed through
evidence based research by our own highly acclaimed Research and Innovation
Specialists.
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At GMMH, leadership exists for everyone. It exists far beyond the process of line
management and can display itself through empowering staff to be innovative and
engaging them in the development and improvement of our services. By taking this
approach we can ensure that our future leaders can be grown from within and enable
an inclusive working environment that represents the communities we serve.
Our commitment to develop leadership capabilities goes beyond the Trust and the
NHS and recognises the importance of developing our leaders within the context of a
wider health and social care community to ensure our models of integrated care can
flourish.
Our model of leadership development will be based on the following components:

Coaching
and
Mentoring
Organisational
Development
support

Values based
Leadership
Programmes
Outstanding
Leadership
Masterclasses
and
Leadership
resource

Line
management
development
Senior Leaders
Group
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Develop a culture of Coaching and Mentoring.
It is widely acknowledged that Coaching is used as a tool to empower individuals to
become self-aware of their own development needs and goals and supports them to
take positive action. Mentoring is a more direct approach which will enable our current
leaders to share their skills and expertise with others to enable them to learn and grow.
We will:



Train a cohort of internal coaches and create a formal coaching network for staff
to access.
Increase access to the North West Mentoring Scheme, and other similar offers that
exist across the Health and Social Care Partnership
Embed coaching skills within all formal leadership programmes to enable coaching
conversations to take place as a matter of norm.

Develop a formal values based Leadership Development Programme with
compassionate and inclusive leadership qualities embedded throughout
Compassionate leaders pay close attention to the people we lead, understand the
situations they face, respond empathetically and take thoughtful and appropriate
action to help. Inclusive leadership is demonstrated by leaders who are aware of their
own biases and preferences, actively seek out and consider different views and
perspectives to inform better decision-making. They see diverse talent as a source of
competitive advantage and inspire diverse people to drive organisational and
individual performance towards a shared vision.
We will:








Provide bespoke OD support for local Senior Leadership Teams to develop as a
multi professional collective
Develop a future leader’s programme for our most talented staff to access, together
with the development of a framework to support their future career mapping linked
into succession planning and appraisals
Develop a suite of accessible leadership development programmes as part of the
Apprenticeship service to ensure all staff can identify a pathway of development
should they wish to develop leadership capabilities
Participate in and support the NHS Graduate Management Training Scheme
Provide specific and targeted leadership development opportunities for our BAME,
Disabled and LGBT Workforce

Increase opportunities for staff to develop self-awareness around leadership
behaviours and increase individual’s toolkits for their own leadership
development.
All our staff are leaders within their own rights and have the ability to influence change
and improve services. Those who may not sit in traditional leadership roles are known
as informal leaders. Informal leaders are people who influence the behaviour of others
through role modelling positive leadership behaviours and engaging in the overall
objective of the organisation.
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We will:



Develop a series of Leadership Masterclasses for all staff to access
Regularly publicise resources and toolkits for staff to easily access
Embed our Leadership Behaviours to sit within our values and alongside our
behaviours for all staff

Equip those with formal line management responsibilities with skills and tools
that enable them to people manage to the highest possible standard.
We recognise that highly skilled managers are key to ensuring the highest levels of
staff engagement and are critical to ensuring positive employee health and wellbeing
exists across the organisation.
It is essential that line managers are aware of their own leadership styles, behaviours
and approaches as well as understanding what motivates others. This will enable line
managers to adapt their management style to get the best from their individual staff
members.
We will:



Develop a simple framework that will support all line managers to plan and deliver
key people management tasks which clearly articulates expectations for all.
Develop Management Development Programmes which support and guide
managers through key HR policies and processes.
Ensure a specific focus within the line management development programmes on:
- supporting the mental wellbeing of staff by understanding the influencing factors
that affect mental health and wellbeing and signs and symptoms of mental ill
health
- understanding the motivators of different generations within the workforce

Create a culture that empowers, enables and promotes learning and sharing.
The way care is provided is changing. Nationally it is acknowledged that people
benefit from care that is person-centred and co-ordinated within healthcare settings,
across mental and physical health and across health and social care. For care to be
integrated, organisations and care professionals need to bring together all of the
different elements of care that a person needs and to do this we need to ensure a
culture of working together is maintained.
Development of our leaders to work within systems and across boundaries is crucial
in ensuring our organisational influence and effectiveness across the changing
landscape of integrated care.
We will:


Hold regular forums for Senior Leaders to collaborate on areas of business across
the Trust
Organisational senior leaders continue to engage with other health and social care
leaders across the Trust footprint
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Engage our leaders in Systems Leadership Development either internally or
through external leadership programmes
Support new leaders through the allocation of a buddy from a different area of the
organisation to support the creation of lifelong networks
Promoting and actively engaging in the work of the NHS Leadership Academy,
North West Employers and other organisations that will support our leaders to
stretch their knowledge
Establishing a development programme for Ward Managers
Establishing a development programme for new Consultants

DELIVERING THE STRATEGY
Workforce risks are one of the highest priority risks NHS organisations are currently
facing. The workforce strategy sets out a significant amount of activity required to
address the workforce challenges which are all important and essential in developing
a sustainable workforce for the future. In order to ensure there are sufficient resources
and capacity to deliver the actions a full review of the current structures and capacity
within the HR and LD team will be undertaken. This will ensure the existing roles are
focussed and aligned to the strategy, but also identify any gaps and resource
requirements that will be needed for the future.

EVALUATION
The workforce strategy action plan will be monitored and measured via quarterly
collaborative Workforce Strategy Sessions. Performance measures will be developed
and evaluation/progress against the strategy will be reported to the Trust Board.
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GLOSSARY

Advanced
Practitioner

Advanced clinical practitioners (ACPs) are skilled healthcare
professionals, practising across a range of fields, such as
nursing, pharmacy, emergency medical services
(paramedics) and adult and children's therapies.

Advanced Quality
Alliance (AQuA)

NHS health and care quality improvement organisation at
the forefront of transforming the safety and quality of
healthcare

Apprenticeship Levy

Allied Health Professionals Staff Group - comprises 14 roles,
including Art Therapist, Occupational Therapist, Dieticians,
Phsyiotherapists, Speech and Language therapists,
Podiatrist
The Apprenticeship Levy is is a new tax which aims to fund
three million new Apprenticeships in England by 2020. All
organisations with an annual paybill of £3m or more pay
0.5% into the apprenticeship levy each month.
Organisations can then draw down levy funds to support
apprentice training for staff and new recruits.

BAME

Black, Asian and Minority Ethnic communities

Coaching

Coaching is a form of development in which a person called
a coach supports a learner or client in achieving a specific
personal or professional goal by providing training and
guidance

CPD Apply funding

Continued Professional Development Funding previously
supported by Health Education England (HEE) to access
modules with North West HEI's for professionally registered
non-medical staff.

CPD Budget

Continued Professional Development Budget

Degree Nurse
Apprenticeship

An alternative route to gaining a nursing degree through the
Apprenticeship route

Disability passport

An Employee Passport developed to support GMMH staff
with disability conditions to maintain a record of reasonable
adjustments

AHP

An employment charter signing up to the Dying to Work
Campaign supporting staff with terminal diagnoses
Dying to Work charter
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Freedom to Speak Up
Guardian

An employee assistance program (EAP) is an employee
benefit program that assists employees with personal
problems and/or work-related problems that may impact
their job performance, health, mental and emotional wellbeing
The Freedom to Speak Up Guardian acts as an independent
and impartial source of advice to staff at any stage of raising
a concern, with access to anyone in the organisation,
including the chief executive, or if necessary, outside the
organisation

HEE

Health Education England

HEE Cash allocation

Health Education England Cash Allocation provided to NHS
Trusts to support continued professional development of
non-medical professional staff

HEI

Higher Education Institute

Internal Transfer
process

Trust process to facilitate movement across the organisation
to similar roles without undertaking the full recruitment
process

KPIs

Key Performance Indicators

LGBT

Lesbian, Gay, Bisexual and Transgender

Mentoring

Mentorship is a relationship in which a more experienced or
more knowledgeable person helps to guide a less
experienced or less knowledgeable person.

MINDFUL employer

MINDFUL EMPLOYER® is a NHS initiative run
by Workways, a service of Devon Partnership NHS Trust.
Workways supports people with a mental health condition to
find or remain in employment.

Employee Assistance
Programme

NHS Leadership
Academy
NHSI Retention
Improvement
Programme

North West
Employers

Part of Health Education England (HEE), the NHS
Leadership Academy works to deliver excellent leadership
across the NHS to have a direct impact on patient care.

NHS Improvement programme to improve staff retention in
trusts across England and bring down the leaver rates in the
NHS by 2020.
A not for profit membership organisation providing an
extensive range of advice, support and development
opportunities to the 41 local authorities and their partners
across the North West
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Nursing Associate

The Nursing Associate role is a new support role that will sit
alongside existing healthcare support workers and fullyqualified registered nurses to deliver hands-on care for
patients

Physicians Associate

Physician associates are medically trained, generalist
healthcare professionals, who work alongside doctors and
provide medical care as an integral part of the
multidisciplinary team. Physician associates are dependent
practitioners working with a dedicated medical supervisor,
but are able to work autonomously with appropriate support

Preceptorship

The Nursing and Midwifery Council defines a preceptorship
as 'a period to guide and support all newly qualified
practitioners to make the transition from student to develop
their practice further'.

Schwartz Rounds

Schwartz Rounds provide a structured forum where all staff,
clinical and non-clinical, come together regularly to discuss
the emotional and social aspects of working in healthcare.

Stonewall

Stonewall is a lesbian, gay, bisexual and transgender rights
charity in the United Kingdom

Systems Leadership

Systems leadership is i) collaborative and ii) crosses
boundaries – organisational, professional and virtual,
therefore extending leaders beyond the usual limits of their
responsibilities and authority

Turnover rate

Turnover rate is the percentage of employees in a workforce
that leave during a certain period of time.

WDES

WRES

The Workforce Disability Equality Standard (WDES) is a set
of specific measures (metrics) that will enable NHS
organisations to compare the experiences of disabled and
non-disabled staff. Due to be launched in Autumn 2018
The Workforce Race Equality Standard (WRES) is a set of 9
specific measures that all NHS organisations are required to
measure with associated actions demonstrating how Trusts
are addressing race equality issues in a range of staffing
areas.
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Appendix 1
Workforce Strategy Actions
Objective

Actions

Lead
Officer

Delivering the strategy

Undertake a full review of the current
structures and capacity within the HR and LD
teams to align roles to the strategy actions and
identify gaps and resource requirements that
will be needed for the future.

ORGANISATIONAL DEVELOPMENT ACTIONS
We will fully embed
All Divisions to run joint staff forum led by
meaningful Employee
senior management and Trade Union partners
Engagement across
the Organisation
Establish forums and mechanisms such as:
Weather Watch, Exit interview reporting,
review and analysis of Staff FFT
Provide quarterly reports through
Hub/Directorate meetings
Full communication strategy to be wrapped
around the annual Staff Survey to give staff
greater confidence of using the survey as a
tool to inform the Trust of staff experience
Six monthly temperature check survey carried
out
Provide tools and techniques to enable line
managers and local leaders to continually
engage staff
Chief Executive regular communication into
the workforce
We will fully embed
positive Reward &
Recognition, including
Recognition
Programmes

Development of new scheme for Long service
awards consistently applied across GMMH
Monthly Employee Achievement scheme to be
introduced
Thankyou cards to be available in all service
areas to enable peer and line manager
recognition
Annual values based staff awards event

24

Timescale
for action

Foster a Positive
Performance Culture

Redesign the performance review and
appraisal framework to align with the AFC pay
framework, incorporating a model for talent
management and a strong focus on employee
wellbeing, resilience and skills development
Design line manager and employee training
sessions to enable effective performance,
development and objective setting

Empower innovation
and sharing of good
practice

Embed improvement knowledge and skills
delivery within all formal leadership
programmes
Connect with Advanced Quality Alliance
(AQuA) to develop access to improvement
tools and techniques
Proactively offer OD support to services who
need support
Align the Organisational Development Team
with the Quality Improvement Team to ensure
that a holistic and transformational approach
is taken to service improvement
Annual Dragons Den scheme to empower and
promote local innovation

HIGH IMPACT AREA 1 - SUPPLY, RECRUITMENT & RETENTION
Work with key
Work collaboratively with other mental health
stakeholders to
employers and HEI’s to support an increase in
influence and increase nursing students and review the mechanisms
the workforce supply
to support placement opportunities
within the mental
health workforce
Work with HEI’s to develop an employment
model where students will be offered a
contract of employment as a non-registered
member of staff with a minimum number of
contracted hours during their training
Give a guaranteed offer of employment to the
trainees following successful completion of
training as long as the candidate meets internal
GMMH standards (based on hard to fill
occupational groups).

Work with HEI providers to develop a Mental
Health Degree Nurse Apprenticeship
programme
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Set out the growth projections for the
development of new roles for the next 3-5
years
Support new role integration including the
introduction of the Physicians Associate and
Nursing Associates. Develop a mechanism to
evaluate the impact that these have within
the services
Review and develop opportunities for
growth/new roles within the Allied Health
professional/social care workforce

Carry out a significant review of the Trust
position in relation to medical workforce
recruitment and retention issues
Develop a long term workforce plan to address
the issues caused by the gaps in medical roles,
including reviewing all hard to fill medical roles
and review job plans to make the roles more
attractive
Develop a clear strategy for the further
development of Advanced Practitioner roles
across GMMH alongside the Physicians
Associate developing role
Review competitor financial incentive
initiatives for medical roles, assess impact on
the Trust ability to recruit medics and develop
an
options
appraisal
on
Trust
incentive/recruitment and retention premia
approach
Reach into community groups (including
schools, colleges and HEIs) and offer
opportunities for placements, volunteering,
training and employment
Agree targets for each Directorate/Division to
host work placements/work experience
opportunities
Agree targets with Trust Mental Health
Employment Services Team for pre-
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employment placements for people with lived
experience of Mental Health
Review, refresh &
develop our
approaches to
attracting and
recruiting people

Carry out a review of the competitor incentive
schemes and evaluate impact on our
recruitment success
Develop an options appraisal setting out
potential incentive schemes and/or priority
areas for local recruitment and retention
premia as required
Assess the flexibility of careers within the
Trust
Support mangers to understand the
motivators for individuals
Support line managers to balance individual
and service needs to enable flexibility
Develop an employer brand and use through
all recruitment materials/channels
Develop social media campaigns to continually
promote opportunities
Use our existing workforce to promote
opportunities with family and friends
Promote the staff health and wellbeing
initiatives / benefits and our equalities and
inclusion activities to ensure potential recruits
can get a feel for GMMH
Increase the range of mediums to reach a
more diverse group of people and increase
awareness of GMMH and our opportunities
Work with our local community groups
(including local job centres) to advertise and
promote our opportunities
Increase the opportunity to recruit newly
qualified professionals through increased
involvement with GMMH whilst in training
Develop a campaign to attract qualified nurses
who have left the NHS to work for the Trust
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Develop the best value and most effective
method for transactional
recruitment activity within GMMH to
substantially improve the time to hire period.
Develop KPI’s for the recruitment process,
providing clarity on roles and responsibilities
for the recruitment team and line managers
Provide monthly performance reports on the
time to hire
Receive candidate and line manager feedback
on the recruitment process

Review, refresh and
develop our
approaches to
retention based on a
greater understanding
of the workforce
needs

Improve and promote staff benefits
Enhance opportunities for individuals to
understand career opportunities within
GMMH through:










Identify appropriate agencies for
partnership to support structured
career advice
Introduce career coaching / careers
advice to help staff to plan their
future career pathway
Expansion of the achievement of
Matrix Accreditation to cover all
aspects of Learning and Development
Agree an annual Trust wide CPD
budget with accompanying fair and
transparent application process
Agreement of a 3 year Apprenticeship
Strategy setting out the programmes
on offer and the areas for growth and
development
Ensure visibility of career availability
within the Trust by mapping the
pathway for different career
opportunities from volunteer to
professional roles. Design an
infographic to visually represent the
career steps to inspire ambition
Embed within our line management
development programmes:
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-

-

-

evidence based information
on
the
generational
differences
expectations on retention of
staff and the need to look at
individual workplace solutions
ensure all fundamental line
management tasks such as
1:1’s, appraisal, mandatory
training etc are carried out

Develop a “keep warm” strategy for new
recruits which makes people feel part of
GMMH and supported from the minute they
are offered a job to when they commence
within the Trust
Enhance preceptorship support through
improved oversight of existing programmes
and the identification of a local lead in clinical
services
Implement and embed an Internal Transfer
Process to enable seamless movement of
employees across vacancies in the Trust
Provide enhanced support to staff considering
retirement from the organisation, for
example, the provision of early advice to aid
retirement planning, and promotion of flexible
retire and return options
Develop a flexible working culture through the
provision
HIGH IMPACT AREA 2 CREATING AN OUTSTANDING PLACE TO WORK
Create an inclusive
Offer targeted leadership and support for
environment which
BAME staff to increase the number of BAME
addresses imbalance
staff within middle manager and senior
and embraces
manager roles
diversity
Support the sustainability of the staff
networks across the Trust
Meet the WRES requirements
Embed the WDES within our equalities work
Fully embed the Disability and Carers
Passports
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Continue to meet accreditation requirements
of key stakeholder organisations, such as: MINDFUL Employer
 Dying to Work Charter
 Stonewall Diversity Champions
 Disability Confident Employer
Upscale our widening participation and
community engagement to proactively target
areas of the community
Include equality, inclusion, wellbeing and
values as essential areas in all management
and leadership development programmes
Create a healthy
organisation where
our employees can
achieve the best
possible state of
health and wellbeing
at work

Deliver annual Staff Health and Wellbeing Plan
informed by staff, relevant data and CQUIN
targets
Carry out a focussed review of the staff
benefits that can be offered as part of the
health and wellbeing approach to differentiate
GMMH benefits from other providers
Provide access to Financial management
support through our employee benefits offer

Target specific activities, as informed by the
Trust Health and Wellbeing Group, to reduce
the number of staff experiencing MSK related
illness
Target specific activities, as informed by the
Trust Health and Wellbeing Group, to reduce
the number of staff experiencing stress
related illness
Develop a task and finish group aimed at
reducing incidents of violence and aggression
towards staff and develop clear protocols for
staff safety and support
Carry out further work to promote the
Freedom to Speak Up role across the Trust
and assess impact
Establish a programme of exec team “on the
frontline” visits to ensure direct
communication with senior leaders
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Embed an annual programme of Schwartz
rounds
HIGH IMPACT AREA 3 – TRANSFORMING OUR WORKFORCE
Embedding systematic Carry out a detailed review of the service
workforce planning
needs / tasks and duties required in order to
and develop new roles build the right skill mix model for our services
to effectively integrate utilising the professional and specialist
into the workforce
expertise and skilling up the wider workforce.
Using workforce planning methodology
Support service transformation through
effective organisation change processes and
work with our staff side partners to enable a
smooth transition for staff affected by change
Offer training, development and support for
all staff experiencing change and work with
line managers to help them understand the
emotional impact of change
Improve
organisational
performance through
workforce productivity

Carry out a review of the nursing tasks of a
`Model ward’/Community Team to see if
systems/processes can be streamlined/carried
out by other staff members leaving nurses
more time to care
Continue to support line managers in the
management of sickness absence through
monitoring reporting and HR Advisory Support
Support staff through our Occupational Health
and Employee Assistance programme
Reducing the time posts remain vacant by
improving the recruitment process and time
to fill timescale
Implement best value temporary resourcing
solution
Continued Executive oversight of agency use
and senior management accountability
Robust agency approval processes

HIGH IMPACT AREA 4 – OUTSTANDING LEADERSHIP AND MANAGEMENT DEVELOPMENT
Work with Senior Leaders Group to define
what `Clinically Led, Operationally Partnered,
Academically informed’ model of leadership
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looks like and develop structures/define
behaviours to support this model

We will develop a
culture of Coaching
and Mentoring

Develop a formal
values based
Leadership
Development
Programme with
compassionate and
inclusive leadership
qualities embedded
throughout

Train a cohort of internal coaches and create a
formal coaching network for staff to access
Increase access to the North West Mentoring
Scheme, and other similar offers that exist
across the Health and Social Care Partnership,
e.g. NW Employers Resources
Embed coaching skills within all formal
leadership programmes to enable coaching
conversations to take place routinely
Provide bespoke OD support for local Senior
Leadership Teams to develop as a multi
professional collective
Develop a future leader’s programme for our
most talented staff to access, together with
the development of a framework to support
their future career mapping linked into
succession planning and appraisals
Develop a suite of accessible leadership
development programmes as part of the
Apprenticeship service to ensure all staff can
identify a pathway of development should
they wish to develop their leadership
capabilities
Participate in and support the NHS Graduate
Management Training Scheme
Provide specific and targeted leadership
development opportunities for BAME,
Disabled and LGBT Workforce

Increase opportunities
for staff to develop
self-awareness around
leadership behaviours
and increase
individuals toolkits for
their own leadership
development

Develop a series of Leadership Masterclasses
for all staff to access

Equip those with
formal line
management
responsibilities with

Develop a simple framework that will support
all line managers to plan and deliver key
people management tasks which clearly
articulates expectations for all

Regularly publicise resources and toolkits for
staff to easily access
Embed leadership behaviours to sit within our
values and alongside our behaviours for all
staff
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skills and tools that
enable them to people
manage to the highest
possible standard

Develop management development
programmes which support and guide
managers through key HR policies and process
Ensure a specific focus within the line
management development programmes on:
- supporting the mental wellbeing of
staff by understanding the influencing
factors that affect mental health and
wellbeing and signs and symptoms of
mental ill health
- understanding the motivators of
different generations within the
workforce

Create a culture that
empowers, enables
and promotes learning
and sharing

Hold regular forums for Senior Leaders to
collaborate on areas of business across the
Trust
Organisational senior leaders continue to
engage with other health and social care
leaders across the Trust footprint
Support new leaders through the allocation of
a buddy from a different area of the
organisation to support the creation of life
long networks
Promote and actively engage in the work of
the NHS Leadership Academy, North West
Employers and other organisations that will
support our leaders to stretch their
knowledge
Establishment of a development programme
for Ward Managers
Establishment of a development programme
for new Consultants and new Lead
Consultants
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REPORT SUMMARY:

This report details performance as at the year end for 2017/18 and demonstrates a
good position for the organisation. This is the last version of the Board performance
report in this style. The new format that reflects the Board requirements will be
used from April 2018 onwards.
There are two exceptions in relation to statutory targets both of which are expected,
as per the Full Business Case for the Manchester Acquisition:
Priority Metrics (employment and accommodation status) (Pg6). The Trust is overall
at 78.6% cf 85% target. There are plans being progressed through operational
forums to improve this however Manchester performance is impacted by the
current clinical information system.
IAPT SOF Operational Performance (Pg7) – The impact of Manchester current
performance continues to be seen as expected. This will have a continuing impact
until later in 2018/19. As the Board is aware there is a clinical transformation
workstream in place to address this. Salford have also missed the referral to six
week target and 18 week target as in the previous months which is reflective of a
capacity shortfall. Increased fixed term capacity has been funded. The impact of this
will be seen in coming months as staff are recruited The impact of Manchester and
Salford means that GMMH are Red for 6 week, 18 week and recovery IAPT targets in
March.
Sickness (p13) is also Red however shows an improved position at 5.94% against a
target of 5.75%.
1

The Board are also asked to note the quarterly updates and end of year position for
17/18 presented for CQUIN and Quality Account priorities as follows:CQUIN - Amber positions are reported for two areas, N3a - cardiometabolic screening
and interventions and N9 risky behaviours. For each of these further internal audit
has been completed and the significant progress made, particularly in Manchester,
has been evidenced for commissioners. Discussions with commissioners will take
place during Q1 of 2018/19. The maximum financial impact for GMMH is highlighted
below:• N3a - Cardio metabolic - £149,723
• N9 - Risky Behaviours - £23,394
Please note this has not been split out across individual contracts.
Quality Account – The quarterly update of the Quality Account priorities is provided
for Board. All are RAG rated as Green and demonstrate the progress made in
implementation.
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
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
LEGAL IMPLICATIONS:

N/A

REGULATORY
IMPLICATIONS (CQC/NHSI):

Compliance with NHSI targets, CQC standards and contractual KPIs

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

Yes

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)
2

x
x

1490

Objective 6: Achieve
sustainable financial strength
and be well-governed

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

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board is asked to note the report.

Y

Assurance

Y

Approval/Decision
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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 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 Hub meetings and local management forums.

Perspective
Quick View

NHSI Single Oversight Framework

NHSI Single Oversight Framework
NHSI Single Oversight Framework
NHSI Single Oversight Framework
NHSI Single Oversight Framework
Care Quality Commission
CQUIN
CQUIN
Quality Account
Human Resources

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

Page

Perspective

3
Human Resources

4

5

Human Resources

Human Resources / Finance and
Contracts

6
7
8

Locally Agreed Targets

9
10
11
12
13

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

Page
14

15

16

17

18
19
20
21
22
23
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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

Requires Improvement

Effective

Good

Caring

Good

Responsive

Good

Well Led

Outstanding

Trust Rating

Good

G

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

GMMH

RAG
G
R
G
G
G

Caring
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
A
R
R
A

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
R
G
NA
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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

2017/18
Q2
G
G
G
G

Q1
G
G
G
G

Q4
G
G
G
G

PUBLIC

G

G

G

Plan

Jan-18

Q1

Q2

Q3

Q4

1
1

1
1

1
1

1
1

1
1

1
1

2017/18
Metric
Capital service capacity
Liquidity (days)
I&E margin

Distance from financial
Financial Control plan
Agency spend
Overall Score

1

1

1

1

4
<1.25x

(7)-0

(14)-(7)

<(14)

1-0%

0-(1)%

≤(1)%

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

≤(2)%

0-25%

>50%

25-50%

MEMBERSHIP as at Q4 2017-2018

Q3
G
G
G
G

G

G

Score
2
3
1.751.252.5x
1.75x

1

1

% of Total
Mem bership

No. of Mem bers

Bolton Public

7.17%

743

Salford Public

6.04%

624

Trafford Public

5.67%

588

Manchester Public

21.66%

2,268

NW Public

8.80%

927

Sub Total
SERVICE USER & CARER

49.35%

5,150

Service User

12.12%

1,261

Carer

1.21%

126

13.33%

1,387

Group

Sub Total

1

1

1

1

1

1

STAFF

1
1

4
3

3
1

4
3

4
3

4
3

Health and Social Care
GMMH* TOTAL

37.32%

4,071

100.00%

10,608

Comments:

NHS Improvement’s Single Oversight Framework oversees the financial and operational performance of Providers, compared to the Trust’s Operational Plan and the Mental Health Indicators on pages 4-8 of this report.
The Trust planned to achieve a rating of 1 in the “Finance Use of Resources Metric’. As at month 12, for 2017/18 a level 3 is being achieved by the Trust.
*Distance from Financial 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 12 this gives the following:
Plan
I&E margin%
0.81%
I&E margin distance from plan (0.55%)
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Actual
1.37%

4

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
1. Patients requiring acute care who received
a gatekeeping assessment by a crisis
99.4%
95.0%
100.0% 99.7%
95.0%
97.9%
resolution and home treatment team in line
with best practice standards (UNIFY2)
2. People with a first episode of psychosis
begin treatment with a NICE-recommended
85.1%
50.0%
78.3%
68.2%
80.0%
71.6%
package of care within 2 weeks of referral
(UNIFY2 and MHSDS)
3. Ensure that cardio-metabolic assessment and treatment for people with psychosis is delivered routinely

Mar-18

YTD

Comments

97.9%

98.8%

The target has been met in month and YTD.

75.6%

74.3%

The target has been met in month and YTD.

in the following service areas:
Please note formal results are not available until
NA
NA
results from national audit released later in
2018. Internal monitoring is in place and issues
b) Early Intervention in Psychosis services
NA
90.0%
NA
NA
NA
NA
NA
NA
are highlighted in the commentary in the CQUIN
c) Community Mental Health Services
National Indicators Section of this report for
NA
65.0%
NA
NA
NA
NA
NA
NA
(people on Care Programme Approach)
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%
99.6%
99.6%
99.6%
99.6%
• Current Gender
• Registered GP Org Code
• Commissioner Org Code
b) Priority Metrics:Accommodation status and Employment status
• Ethnicity
have been identified as a concern. The impact of
• Employment Status (adults only)
remedial action plans has resulted in improved
78.8%
85.0%
76.7%
78.4%
79.1%
78.6%
78.6%
• Accommodation Status (adults only)
performance in Salford. There is ongoing work in
Manchester services which is impacted by
difficulties with AMIGOS.
5. Improving Access to Psychological Therapies (IAPT)/talking therapies (from IAPT minimum dataset):The overall recovery rate for GMMH remains noncompliant. The Step 3 only services
a) Proportion of people completing treatment
(Manchester and Salford) who are typically nonwho move to recovery (from IAPT minimum
46.3%
50.0%
39.3%
42.3%
40.8%
42.0%
43.5%
41.2%
compliant with the recovery target account for
dataset)
65% of the discharges from district services this
month.
Six week RTT is similarly impacted in month,
by the 32% of total discharges within
Manchester and 28% within Salford. Overall
b) Waiting time to begin treatment within 6
Trust compliance is contingent upon sustained
72.4%
75.0%
60.0%
62.3%
63.9%
60.9%
59.9%
61.8%
weeks of referral
improved accessibility in both of these services.
Improvement plans are in place and recruitment
ongoing. The impact will take time to show in
these figures
The Trust position on 18 weeks remains above
90% although below the 95% target. An
c) Waiting time to begin treatment within 18
improved position in Manchester is being offset
95.0%
95.0%
91.8%
95.4%
94.1%
92.5%
93.0%
93.7%
weeks of referral
by the position in Salford. This should improve
over the next six months with additional staff
recruited.

a) Inpatient wards

NA
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90.0%

NA

NA

NA

NA
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NHSI SOF Operational Performance Indicators
1. Access to CRHT on Admission (Gatekeeping)
Directorate
Bolton
Manchester
Salford
Trafford
MHD
GMMH

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

Target
95.0%

95.0%

Mar-18
100.0%
93.2%
100.0%
100.0%
97.9%

YTD
100.0%
97.0%
100.0%
100.0%
98.8%

Comments:
Manchester has 3 breaches from 44 total discharges—just failing to meet the 95% target. This was as a result of administration errors. Plans are now in place to rectify any errors on a weekly basis.
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%

Mar-18
91.7%
73.7%
50.0%
100.0%
75.6%

YTD
92.2%
62.9%
83.8%
66.7%
83.3%
74.3%

Comments: Salford assessed 11 service users in March; however, after assessment they were not accepted to the FEP pathway which the RTT reports.
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%
99.72%
99.65%
99.61%
99.52%
99.52%
99.62%
99.61%
96.83%
96.74%
98.40%
98.29%
98.59%
98.81%
99.75%
99.80%
99.40%
98.61%
99.45%
99.57%

Oct-17
99.75%
99.60%
99.53%
99.62%
96.61%
97.97%
98.85%
99.85%
99.14%
99.57%

Nov-17
99.71%
99.59%
99.59%
99.64%
96.53%
98.12%
98.26%
99.85%
99.43%
99.58%

Dec-17
99.71%
99.59%
99.60%
99.65%
96.63%
98.00%
97.66%
99.66%
99.25%
99.57%

Jan-18
99.73%
99.61%
99.58%
99.57%
96.57%
97.71%
97.66%
99.89%
99.39%
99.58%

Feb-18
99.70%
99.61%
99.57%
99.57%
96.62%
97.49%
98.02%
99.85%
98.61%
99.56%

Mar-18
99.75%
99.58%
99.55%
99.63%
96.60%
98.00%
97.66%
99.92%
98.42%
99.56%

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%
89.58%
48.24%
48.31%
88.01%
91.92%
89.77%
88.68%
92.21%
91.59%
95.54%
97.06%
98.87%
100.00%
87.33%
83.65%
95.24%
93.89%
77.67%
78.37%

Oct-17
88.79%
49.02%
92.13%
89.40%
91.91%
96.14%
99.43%
80.10%
96.26%
78.64%

Nov-17
91.47%
48.93%
93.63%
89.68%
92.92%
97.94%
98.01%
91.42%
92.59%
79.31%

Dec-17
90.41%
48.16%
92.98%
90.20%
91.78%
97.37%
100.00%
89.06%
93.03%
79.09%

Jan-18
89.45%
48.75%
89.08%
88.96%
90.69%
96.02%
99.42%
87.65%
92.89%
78.89%

Feb-18
89.40%
48.78%
88.98%
90.49%
89.99%
97.44%
99.44%
85.64%
87.04%
78.75%

Mar-18
90.75%
48.11%
91.02%
88.32%
89.04%
98.21%
98.83%
87.38%
86.50%
78.61%

Directorate
Bolton
Manchester
Salford
Trafford
FMH
CJS
MHD
CPTS
CAMHS
GMMH

85.0%

85.0%

Comments: The 2016/17 outturn is the position as at the end of March 2017. All services are within target for the Identifiers. Please s ee Page 5 for the full list of included indicators. Accommodation status and Employment status have been identified as a concern. The impact of remedial action plans has resulted in improved performance in Salford. There is
ongoing work in Manchester services which is impacted by difficulties with AMIGOS.
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
Completed Treatment
% Moving to Recovery
% within <= 6 weeks
% within <= 18 weeks

2016/17 Target
8015
1592
52.8%
50
87.9%
75
99.9%
95

Q1
2,492
323
60.3%
76.2%
99.7%

Q2
2,280
413
58.5%
75.8%
100.0%

Q3
2,121
430
54.1%
88.5%
99.8%

Q4
2,092
349
60.6%
88.6%
99.7%

Jan
727
102
62.2%
89.3%
99.0%

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

2016/17 Target
1977
733
21.6%
50
27.2%
75
77.7%
95

Q1
2,114
853
21.1%
25.3%
81.3%

Q2
2,263
795
24.3%
33.0%
88.9%

Q3
1,675
629
22.5%
33.2%
93.8%

Q4
1,868
559
29.8%
32.0%
90.3%

Jan
613
206
30.2%
37.4%
88.3%

Feb
564
175
28.2%
30.9%
91.4%

Mar
691
175
30.9%
27.0%
91.6%

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

2016/17 Target
4693
1572
41.1%
50
62.7%
75
94.4%
95

Q1
1,183
393
45.0%
78.1%
99.5%

Q2
1,140
271
46.6%
62.7%
99.6%

Q3
1,303
499
42.4%
50.7%
87.4%

Q4
1,386
458
38.8%
46.8%
82.9%

Jan
472
144
37.5%
46.8%
85.1%

Feb
445
156
38.0%
37.8%
78.2%

Mar
471
151
43.5%
55.6%
85.6%

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

2016/17 Target
7503
2043
54.9%
50
83.4%
75
98.0%
95

Q1
1,890
490
54.0%
88.4%
97.8%

Q2
1,791
471
59.1%
90.9%
99.2%

Q3
1,996
482
54.3%
86.5%
98.1%

Q4
1,574
363
51.3%
83.7%
98.9%

Jan
625
130
45.0%
86.4%
99.2%

Feb
574
148
59.9%
80.6%
97.8%

Mar
491
122
52.1%
84.7%
100.0%

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

2016/17 Target
125
45
53.3%
50
53.5%
75
88.4%
95

Q1
62
17
50.0%
52.9%
88.2%

Q2
61
15
64.3%
60.0%
86.7%

Q3
55
7
57.1%
87.5%
87.5%

Q4
61
6
0.0%
72.7%
81.8%

Jan
22
1
0.0%
83.3%
83.3%

Feb
25
2
0.0%
50.0%
100.0%

Mar
14
3
0.0%
66.7%
66.7%

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

2016/17 Target
Q1
Q2
Q3
Q4
Jan
Feb
Mar
1220
390
394
287
314
128
111
75
100
117
127
112
100
34
29
38
43.2%
50
39.8% 35.8% 29.0% 30.5% 31.3% 23.1% 34.2%
100.0%
75
100.0% 100.0% 99.2% 100.0% 100.0% 100.0% 100.0%
100.0%
95
100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

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

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

Q1
39.3%
60.0%
91.8%

Q2
42.3%
62.3%
95.4%

Q3
40.7%
64.0%
94.8%

Q4
42.0%
60.9%
92.5%

Jan
40.3%
63.3%
92.5%

Feb
Mar
695
670
147
101
59.0% 60.6%
86.4% 91.2%
100.0% 100.0%

Feb
44.3%
59.4%
92.1%

Mar
43.5%
59.9%
93.0%

Bolton: The combined IAPT Step 2 and 3 service continues to achieve excellent recovery, comparable to the highest performing CCG pathways in Northern England. Compliance with both RTT targets is being sustained.
Manchester: The (Step 3 only) service is not compliant
with RTT or Recovery targets. Work is ongoing regarding
the pathway re-design in line with best practice and supported by additional investment from Commissioners. This will
begin to influence performance towards the end of Q2. The
18 week target has continued to show signs of improvement.
Salford: The (Step 3 only) service is not compliant with
RTT or Recovery targets. A business case is with NHS Salford CCG requesting an increased establishment to equip
the service to meet current demand and build toward increased numbers of people entering within 6 weeks. We
have now recruited roles at risk against this funding which
should see a stepped improvement in access time within six
months.
Trafford: Compliance with both RTT targets is being
sustained, despite staffing shortages. Recruitment against
additional investment is underway which should ensure
maintenance of access time (RTT) and improved access
rates.
Military Veterans: There have only been six discharges
recorded in Q4. Such low volume of activity leads to marked
variation in KPI attainment.
Working Well: The service is running down towards the
end of the contracted expansion period. Activity and outcomes will fluctuate during this period. Access time, as
gauged by RTT, will continue to be compliant as the service
has a 14 day access target.
Trust position: The Trust as a whole continues to show
overall non-compliance on IAPT KPIs for March. Increased
capacity within Salford will improve access time and indirectly improve recovery, as people experiencing milder
presentations more amenable to complete resolution enter
the service. The overall Trust performance will improve as
all required conditions are put in place within the Manchester and Salford pathways, to enable balanced achievement
of all indices of high quality care.

Please Note: The 2016/17 Outturn figures do not include Manchester figures prior to January 2017.
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NHSI SOF Quality of Care Indicators
SOF Quality of Care Indicators — Summary

Mental Health Providers

All Providers

The NHSI are sourcing the performance against the Quality of Care Indicators from external origins (See Data Source column). The figures in the table below are sourced
internally and should be used as an indication of performance only until the official figures are published. Unless stated, no targets have been provided for the indicators.
As no targets have been set, benchmarking information has been used for comparisons where possible. Figures used in the interim for each indicator have been noted in the
Comments.
2017/18
Indicator
Data Source
Q1
Q2
Q3
Q4
Mar-18
Comments
In-month sickness figures have been used to provide an indication of
Staff Sickness
NHS Digital
5.64% 5.76% 5.98% 4.78% 5.19% performance. This is below 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% 1.81% 1.29% 1.28% 1.71%
total Trust headcount as an indication of performance.
Executive Team Turnover
Provider Return
0
0
0
1
1
The Chief Executive announced her retirement.
The Staff Survey for 2016 had an overall SER of 3.89 compared to a
NHS Staff Survey
CQC
NA
NA
G
NA
NA
national average of 3.77.
Proportion of Temporary Staff
Provider Return
TBC
TBC
TBC
TBC
TBC
Provision of internal figures are TBC due to lack of guidance from NHSI.
Aggressive Cost Reduction Plans
Provider Return
G
G
G
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
160
135
172
65
performance.
Quarterly figure only. Number of staff answering "Extremely Likely" or
"Likely" as a percentage of the total number of staff responding to the FFT
Staff Friends & Family Test - %
question "How likely are you to recommend this organisation to friends
NHS England
74%
63%
NA
64%
NA
Recommended Care
and family if they needed care or treatment?". There is no Staff FFT during
Q3 due to the Staff Survey. Awaiting release of the Q4 MH national
average - hence no RAG rating at present.
The list of Never Events covered by the Multi-Lateral Contract has been
Occurrence of any Never Events
NHS Improvement
0
0
0
0
0
used.
NHS England/NHS Improvement
All Alerts have been assigned to a Subject Matter Lead and are being
NHS Improvement
1
0
1
1
1
Patient Safety Alerts outstanding
progressed through the relevant Committees.
The 2017 community patient survey was the first survey as a combined
CQC inpatient/mental health and
CQC
G
G
G
G
G
organisation. GMMH achieved better results than other trusts in the
community survey
reviewing care section and were average across all the other areas.
Number of Service Users answering "Extremely Likely" or "Likely" as a
Mental health scores from Friends
percentage of the total number of service users responding to the FFT
NHS England
80.3% 73.1% 75.1% 75.2% 75.8%
and Family Test - % positive
question "How likely are you to recommend this organisation to friends
and family if they needed care or treatment?"
Admissions to adult facilities of
NHS Digital
0
0
0
0
0
There have been no under 16's admitted.
patients who are under 16 years old
This will be derived from the MHSDS in the future but is not yet publically
Care programme approach (CPA)
available, therefore this is the locally derived figure. The previous Monitor
follow up - proportion of discharges
NHS Digital
97.4% 97.5% 95.7% 96.8% 97.3% definition has been used to calculate the figures internally and the Monitor
from hospital followed up within 7
target of 95% has been applied to provide an indication of performance.
days - MHSDS
% clients in settled accommodation NHS Digital

% clients in employment

NHS Digital

Potential under-reporting of patient
safety incidents

NHS England
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75.1%

73.8%

75.2%

74.3%

5.6%

5.8%

5.6%

5.6%

G

G

G

G

Target: 52% TBC
74.3% The Target applied as an indication of performance and was the overall
England result as at July 2016.
Target: 7% TBC
5.6% The Target applied as an indication of performance and was the overall
England result as at July 2016.
As noted in the CQC inspection report, the latest six-monthly National
Patient Safety Agency Organisational Report (1 October 2016 to 31
G
March 2017), the trust was in the middle 50% of reporters nationally for
similar trusts.
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Care Quality Commission
CQC Rating

CQC Visits

Safe

Requires Improvement

Effective

Good

Caring

Good

Responsive

Good

Well Led

Outstanding

Trust Rating

Good

Comments:
The CQC Well Led Inspection was completed in December
following inspections of core services in the preceding months
and numerous stakeholder events and interviews with Board
members and staff. The report was published in February
2018, and the Trust has received a Good rating overall, with
an Outstanding rating for Well Led and the SMS Services.

Directorate

2016/1
7

GMMH

Bolton
Woodlands
Salford
Braeburn
Trafford
Manchester
FMH
SMS
CAMHS
MHD

1
1
4
0
1
0
8
0
1
0

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 - - - - - - 1 - - - - - - 1 - 2 - - - 1
- - - - - - - 1
- - - - - - - - - - - - 1 - - - - 1 - - - -

Dec
C M
- - - - - - 2
- - - - -

Jan
C M
- - - 3
- - - 2
- - - 1
- -

Feb
C M
2 - - - - - - - - -

Mar
C M
- - - - - 1 - - 1 - -

Mental Health Act Monitoring:
During March 2018 there were two CQC visits: one to Blake Ward, Laureate House, Manchester on 12/03/2018; and one
to Griffin Ward, Junction 17 on 14/03/2018.

Service Reviews
Community Patient Survey 2017:
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. This resulted in an additional 816 responses. The
results of this wider sample will be used to track ongoing quality improvement on a geographical basis. A summary of the 2017 survey was made available to the trust in October. This
shows that the trust has ‘better’ results when compared to other trusts in the questions related to the reviewing care section, which looks at how involved service users are in their care.
There were no areas highlighted where the trust is rated as ’worse.’ A full benchmark report is now available at www.cqc.org.uk/cmhsurvey. This will contain information for Trusts across
England and allow for much more detailed analysis to be completed to inform future practice.
Fieldwork for the 2018 survey programme is following the same schedule as previous years, commenced in February and will run until June.
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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)
Indica tor
Numbe r

Indica tor

Fina ncia l
Va lue

Ta rge t

Q1

2017/18
Q2
Q3

Comme nts
Q4

YTD

N1a

Improvement of health
and wellbeing of NHS
Staff

£124,769

G

G

G

G

G

The required 5% baseline improvement on two of the three staff survey
questions was achieved in 2017/18 in:- % of staff agreeing the
organisation takes positive action on health and wellbeing, and those
who have not felt unwell due to work related stress. Given the acquisition
and the wide ranging organisational change currently being implemented
this is a very positive result. Health and W ellbeing Steering group
meetings and implementation of the Staff Health and W ellbeing Strategy
Action plan and associated initiatives continued. W e consider this CQUIN
met for 2017/18.

N1b

Healthy food for NHS
staff, visitors and
patients

£124,769

G

G

G

G

G

The Trust continues to meet the targets on sale of sugary drinks and
confectionary and continues to progress the availability of healthy options
within staff and patient menus. W e consider this CQUIN met for 2017/18

N1c

Improving uptake of
flu vaccinations for
frontline clinical staff

G

Our co-ordinated team of “flu fighters” and Infection Prevention Nurses
worked tirelessly and the Trust exceeded the 70% target and achieved
74.2% uptake of flu vaccination for its frontline clinical staff.
All divisions achieved a 70% uptake with some achieving as much as
83%. The area of most significant improvement was in our Manchester
services who were able to increase their update from 56% in 2016-17 to
70% in 2017-18. W e consider this CQUIN met for 2017/18 .

N3a

Demonstrate Cardio
metabolic
Assessment and
Treatment for
Patients with
Psychoses in:
Inpatient W ards,
Early Intervention
Psychosis and CMHT
(patients on CPA)

N3b

Collaboration with
Primary Care

N5

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

N9a
N9b
N9c
N9d

N9e

Tobacco screening
Tobacco Brief Advice
Tobacco Referral and
Medication Offer
Alcohol Screening
Alcohol Advice
Referral

G

£299,447

£74,862

G

To meet the quarterly milestones

N4

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.

£124,769

£374,308

G

G

G

G

G

G

A

A

Internal indicative audit show it is likely GMMH will not achieve the 90%
target for inpatients or the EI target in Manchester however should
achieve the community and EI targets in all other districts. Results in the
national audit have been impacted by the change in the timing and
population of the national audit, the larger sample taken from Manchester
and the need to identify additional investment for physical health in
Manchester and recruit to these posts. Further internal audit undertaken
in Q4 provides assurance of the significant progress made and show the
inpatient target could have been achieved if national audit undertaken
now. Given the significant work, investment made to improve services and
progress evidenced by further internal audit we are asking commissioners
to consider this CQUIN as met for 2017/18.

G

G

G

G

Comprehensive audit was carried out in Q3 of communication with GP's
via the care plan / letter to GP, providing the required patient information
to support effective onward care. All areas across the Trust exceeded the
90% targets. W e consider this CQUIN as met during 2017/18.

G

The 20% reduction in the frequent attenders A&E attendance has been
achieved across GMMH in each of the acute Trust footprints apart from
Bolton which does forecast reduction however at a lower level. Bolton
jointly agreed a cohort later than other areas and have only had 9 months
implementation. Clinical leads are in place in each area to work with this
complex client group. Patient stories have been presented to highlight the
impact of this work on individuals lives. The overall position reflects the
dedication and commitment of staff across agencies. Data Quality
Improvement plans are in place to improve coding monitored via local
multi agency CQUIN groups. W e consider this CQUIN met for 2018/19.
The Trust-wide group established to progress this CQUIN scheme has
continued to meet and share best practice. Multi agency groups are in
place in each footprint and transition policies reviewed and updated to
support smooth transition that is a positive experience for young people
and their families / carer. GMMH as a receiving provider has been
proactive in all aspects of this CQUIN in all districts.
W e consider this
CQUIN met for 2017/18.

G

G

G

£374,308

G

G

G

G

G

£18,715
£74,862

G
G

A
A

A
A

A
A

A
A

£93,577

G

A

A

A

A

£93,577

G

A

A

A

A

£93,577

G

A

A

A

A
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Significant work has continued. High compliance and / or improvements in
quarter can be shown for the majority of the indicators. In two of the five
areas GMMH are already achieving the 18/19 Q4 targets. This reflects
significant work in Manchester in particular and is testament to the
dedication and commitment of staff. There remain issues in the levels of
brief advice and referral for alcohol interventions and actions have been
highlighted to support improvement. Given the progress and high
compliance against 18/19 targets already with some parameters we are
asking commissioners to consider this CQUIN met for 2017/18.
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CQUIN
CCG CQUIN Scheme Local Indicators (£374,308 of CCG Contract)

L1

Fina ncial
Value

Indicator

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

Reserve Financial Control

Ta rge t

£374,308

£1,497,234

To meet the quarterly milestones

Local CQUINS

Indicator
Numbe r

2017/18
Q2
Q3

Q1

G

G

G

Q4

YTD

G

G

G

Comments
The Quality Improvement Plan continues to progress well with the
majority of actions complete. This includes the pending roll out of a
Self-harm Toolkit in the Bolton RAID team, 48 hour wellbeing calls
in place across Bolton, Salford and Trafford inpatient areas, in
Manchester the Trust are working in partnership with the
Manchester Samaritan branch to implement 48 hour follow up call
when service users are discharged from A&E back to their GP.
There is also a Trust Suicide Prevention website which is now BSL
compliant enabling access and support to our service users, staff
and members of the public. We consider this CQUIN met for
2018/19.
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)
Indica tor
Numbe r

Indica tor

Fina ncia l
Va lue

Ta rge t

Q1

2017/18
Q2
Q3

Q4

YTD

Recovery
Colleges for Low
and Medium
Secure Patients

£376,872

G

G

G

G

G

MH3

Reducing
Restrictive
Practice within
Low and Medium
Secure Services

£226,123

G

G

G

G

G

All

MH4

Discharge &
Resettlement (All
Specialist MH
Inpatient
Services)

To meet the quarterly milestones

FMH

MH2

£445,000

G

G

G

G

G

Comme nts
To deliver trigger 1 the team are required to evidence implementation of the
Recovery Academy strategy via a quarterly report and implementation of the
prospectus. 100% of the prospectus courses are now available (26). The team
continue to evaluate the prospectus and outcomes in order to ensure optimum
outcomes. The service are also required to monitor service user take-up for the
quarter which was 10% above target during Q4. All responses to self-reported
outcomes were in excess of the 80% target. The team have commenced
action planning for year 3 of the CQUIN, and will utilise lessons learned from
the first two years of the CQUIN in order to continue to develop the service. A
key focus are will be future-proofing the sustainability of the service beyond the
CQUIN period.
The team were required to develop a report outlining the success of the
approach and disseminate this at a national level. The service has completed
an audit report and developed two articles in collaboration with the Manchester
Universities. It is anticipated that both articles will be publicly available within
the next several months. Locally, Q4 has focussed on a deep dive/audit at
ward level to understand performance and identify opportunities for
improvement. The team continue to embed the principles of the CQUIN
through an expansion of the team to incorporate broader disciplines and a
continued focus on supervision and reflective practice which has led to an
anticipated increase in staff participation. There has also been continued
focussed work on further enhancing collaborative aspects of care planning and
delivery in line with the principles of 'My Shared Pathway.
The team will continue to monitor data to highlight areas of success and
opportunities for improvement. Q1 18/19 will see the delivery of staff, service
user and carer workshop to develop the final Reducing Restrictive Practice
Framework. Monitoring of supervision themes and completion of an
implementation report will also be completed to inform future training needs
and develop strategies to promote and embed cultural change.
There are no explicit targets for achievement within the CQUIN for Q4 17/18.
The team has however continued to progress the implementation of the
Discharge and Resettlement strategy. Key areas of achievement during the
quarter include implementation of the Discharge and Resettlement Fund,
enhancement of the discharge planning process, pathway mapping and focus
groups to support identification of challenges and barriers. EDD compliance
reporting in place and the team are working with Trust IM&T to implement
improved data recording to further enhance analysis and enable proactive
reporting and delivery. The CQUIN is progressing well however clinical
engagement will be key to sustainability of impact beyond the CQUIN.
Agreement of ambition for Y2 delivery with Commissioners regarding required
reduction in average length of stay. Active performance reporting will support
this during Y2 of the CQUIN.

CAMHS

Q4 required completion of a survey with all service users discharged during the
quarter. All young people and their carers were offered the opportunity to
complete a survey. The service user response rate was 54% and the carer
response rate 56%. This is above the national average for inpatient services for
the NHS Friends and Family test. The team has undertaken significant work to
CAMHS Inpatient
improve the survey format in order to support an increase in response rate.
MH5
£66,850
G
G
G
G
G
Transitions
During the quarter the team were required to report on delayed discharges.
Two 'clinically ready for discharge' delays were reported. This is a reduction
against the Y1 quarterly average of 7. The team have undertaken work during
the quarter to improve processes and practice around delayed discharges. The
service will need to agree the Y2 ambitions with Commissioners regarding
target delivery requirements.
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

Draft CARE Hub related strategies have been developed and
we are working with the communication department to finalise these.

Considerable progress has been made with our Positive and
Support strategy at year end. The Positive and Safe deep
dive report confirmed that care is generally least restrictive
and that the practice standards and principles developed as
part of the Positive and Safe strategy are generally upheld.
Safewards is well embedded and strategic monitoring is supported by a range of quality improvement initiatives including
quality deep dives; inpatient safety metrics; ward walk
around visits; and the use of the Mental Health Safety Thermometer.

We continued to develop our process of sharing our
strengths and learning from good practice across the four
districts. We successfully adapted the focus and membership
of our older adult steering group. This has enabled the full
participation of our colleagues from Manchester services. We
reviewed the remit of the group to ensure that it reflected the
changes in both organisational and management structures
taking place during the year. We have facilitated a range of
joint education/training sessions, which were identified within
the effective practice-sharing day. Older adult services have
participated in the GMMH ‘Quality Matters’ programme, as a
way to identify good practice, and for sharing strengths
across inpatient services. During Q4, we have continued to
review the information we provide with the aim of providing
high quality information about all aspects of care including
therapies, medication therapies and aftercare placements.
We have ensured that information reviews are fully considered as part of ongoing service development going forward.

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.

GMMH has invested in the procurement of the QRisk2, 10year cardiovascular indicator and intends to incorporate this
into its electronic patient record. The Head of Integrated
Healthcare is currently in discussion with ABL who are a
weight management service provider; we are negotiating the
development and delivery of a weight management-training
programme. We have ensured compliance with Hospital
Food Standards to encourage service users to make healthier food choices. Guidelines for quality end of life care have
been developed and relationships have been formed with the
Bereavement Service at Salford Royal Hospital. Additionally,
we have invested into the implementation of an internal
smoking cessation service. A falls care bundle has been embedded within the trust falls policy and this is in the process
of being included within a falls prevention e-learning package. We have also implemented a speech and language
therapy service for our specialist services with early focus
within the CAMHS services.

In addition to all the work currently undertaken by GMMH to
create Acute and PICU Inpatient capacity and reduce the
use of OAP’s, a Trust Wide Patient Flow Group, chaired by
the Executive Director of Operations for GMMH, and attended by senior leaders and clinicians from all GMMH Divisions
has been established and has met during Q4.

GMMH Salford and Manchester figures are Step 3 only, .i.e.
part of the CCG pathway. Recovery for the Step 2 and 3
combined services shows 57.0% (of a year-end estimated
3,448 people completing therapy). Recovery for the two Step
3 only services, combined, shows 30.4% met the recovery
criterion (of a year-end estimated 4,517 people completing
therapy). The overall Trust recovery figure is 49.1% of the
estimated 7,964 people completing therapy, within the four
services. The North Manchester Long Term Conditions
(LTC) Pilot has been implemented and is delivering care to
people with co-morbid LTC and common mental health problems. The service model will form the basis of developments
in Central and South Manchester, and the contract for this
service is currently out for tender. Similar service models,
capable of meeting the needs of this population, in the other
boroughs we serve, are reliant on funding being finalised
from commissioning colleagues.

The Recovery Academy delivered its first ‘Co-Production’
module in Q4. The CARE Hub would like to promote this
session to all Trust Board members-please click on the following link
https://newintranet/resources/Service-users-and-carers/
recovery-academy
GMMH has retained its Triangle of Care two star rating and
all of Manchester services have carer related action plans to
place.
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This group also links to the new GM wide OAPs group,
Chaired by the Executive Directors of Operations from
GMMH and with the Executive Director of Operations for
Pennine Care NHS Foundation Trust acting as Deputy Chair.
There is also representation from all CCGs and supported by
Greater Manchester Combined Authority (GMCA). All activities follow a 10-Point Plan to eliminate OAPs.
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Human Resources
Sickness Rate

3.42

7.03

7.00

6.15

6.75

3.45

4.82

3.71

3.58

4.03

4.31

4.43

3.94

3.67

3.82

6.00

1.75

2.38

F

M

2.39

2.28

N

1.71

1.98

O

D

1.74

1.61

A

S

1.56

J

Corpor ate

5.94

GMW/G MMH - Lo ng ter m

Target

GMMH Sickness Rate (%) - Rolling 12 m onths

7.00

7.37
6.58

6.45 5.19

2017/18

2016/17
GMW/G MMH - S hort term

5.45

5.42

5.45

5.48 5.55

5.63

5.69

5.67

5.67

5.90

6.04

5.99

5.94

Directo rate Targe t

Corpor ate Target

4.09

4.16

4.25

4.16

3.93

3.94

3.92

3.85

3.95

1.83

1.84

F

M

1.79

J

1.74

N

1.74

1.73

O

D

1.74

1.00

S

1.84

1.72

CAMHS

SMS

FMH

Sickness Absence - Long Term

Other
Spe cia list

Sickness Absence - Short Term

Trafford

Salford

Mancheste r

Bolton

0.00

1.03

A

1.80

1.69

2.08

J

1.65

1.69

2.10

J

1.98

1.67

1.87

2.00

GMMH

2.09

Corpor ate

2.00

3.79

3.00

3.01
1.83

4.00

3.77

4.09

M

4.04

3.77

4.78

5.10

1.65

4.17

A

3.26

3.77

5.16

4.95

5.29

4.33

1.68

%

6.43

0.00

Corpor ate Target

3.00

1.00

6.53

5.00

5.00
4.00

Directo rate Targe t

1.00

1.70

0.65

1.75

J

1.68

Sickness Absence - Long Term

5.35

5.56 6.00

2.00

Directorate Rolling 12 Month Sickness Rates (%) - March 2018

6.78

6.00

FMH

Mancheste r

Bolton
8.00

5.92 5.76

1.51

1.31

0.00

Sickness Absence - Short Term

6.00

M

1.60

Other
Spe cia list

2.22

CAMHS

1.66

SMS

1.63

Trafford

2.28

Salford

1.64

3.00

A 1.28

3.41

2.33

2.00
1.00

4.00

3.45

3.62

2.25

4.73

4.13

4.07

6.60

1.47

3.65

5.33 5.64

5.00
4.74

0.00

M

3.00

4.94

6.00

%

%

4.00

5.19

M

3.99

5.00

5.09

6.33

7.27
5.09

J

5.76

%

4.53

6.00

GMMH

7.00

7.00

6.96

5.29

4.06

7.91

8.00

GMMH Sickness Rate (%) - In Month

8.00

4.88

Directorate In Month Sickness Rates (%) - March 2018

9.00

2017/18

2016/17
GMW/G MMH - S hort term

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 5.94%, the total sickness rate for the 12 months ending March 2018 was a decrease of 0.05% from the previous month. The sickness rate comprised 4.09% due to long-term sickness
and 1.84% arising from short-term absences.
The March in-month total for the Trust was 5.19% which is 1.26% lower than the previous month and the lowest recorded in-month sickness rate in the preceding 10 months. The lower rate
in March is consistent with the previous year March sickness rate which may be due to staff taking annual leave during this month which has resulted in a reduction in short term absences.
In addition, the long term sickness absence rates, whilst still contributing to the majority of time lost to sickness has reduced in March 2018.
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Human Resources
Workforce Overview

Vacancies

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
4,371
4,739
828
82
1.7%
2.3%

May-17
4,346
4,720
828
79
1.7%
2.3%

Mandatory Training

IPDR

Jul-17
4,301
4,666
887
58
1.2%
2.3%

Aug-17
4,284
4,649
887
58
1.2%
2.3%

Sep-17
4,295
4,662
903
78
1.7%
2.3%

Oct-17
4,314
4,678
827
81
1.7%
2.3%

Nov-17
4,403
4,775
827
89
1.9%
2.3%

Dec-17
4,301
4,668
756
87
1.9%
2.3%

Jan-18
4,441
4,818
850
89
1.8%
2.3%

Feb-18
4,464
4,841
774
92
1.9%
2.3%

Mar-18
4,529
4,864
769
106
2.2%
2.3%

In March there were 864 (FTE) active vacancies. Of
those:
184 (headcount) are clear to start and have a booked
start date.
449 (headcount) are offered positions and awaiting final
clearance/start date to be agreed.
242 FTE vacancies currently at stages prior to offer ie.
in the authorisation process, shortlisting stage, or interview date scheduled.

Ethnicity

1.71

1.42
0.29

1.20

F 0.06 1.13

M

0.92

1.22 1.39

0.90
J 0.02

N 0.020.98

D 0.17

1.01

1.47

1.22

S 0.88

O 0.26

1.48

1.20 2.08

1.63 1.86

1.44

J 0.24

A 0.04

1.34

J 0.04

1.30

1.17

M 0.02 1.14

1.37

A 0.06

1.47

1.43

1.43

Greater
+/- change
Percentage of staff with valid completed mandatory training as at end of the month
Staff % Manchester from previous
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 %*
month
Ethnicity
73
62
60
55
51
51
48
51
54
54
53
White
83.96
88.63
-0.05
94
95
94
92
91
92
81
84
85
85
86
Mixed
1.97
1.60
-0.01
As ian
5.14
6.77
0.06
82
65
63
63
61
64
64
67
66
66
65
Black
5.69
1.66
0.00
94
96
95
93
92
93
93
94
91
91
85
Chines e/Other
0.76
1.33
0.02
93
65
66
59
63
66
69
72
73
74
77
Ethnic group
Not Stated
2.47
-0.03
81
86
78
77
75
74
76
78
82
82
84
*Source: ONS PEEG Es tim ates for 2009
76
49
61
61
62
65
67
69
68
72
66
82
86
84
83
82
89
87
89
93
90
89
Turnover
89
84
84
84
82
82
83
86
85
84
84
87
84
84
83
83
82
84
86
85
84
84
2.50
92
95
93
91
90
91
80
83
82
83
82
2.00
75
67
64
60
63
62
71
70
66
64
62
1.50
90
78
80
91
90
90
61
71
73
74
77
91
82
80
91
90
90
90
92
90
91
90
1.00
92
82
81
83
83
84
80
88
87
88
88
0.50
88
50
77
78
80
82
86
86
86
87
86
85
85
85
85
85
85
85
85
85
85
85
87
81
78
78
77
78
78
78
78
78
78
2016/17
2017/18
Wastage Rate (%)
Fixe d term Co ntr acts & TUP E Tra nsfers
All Other Leavers
75
70
66
65
63
66
67
69
69
67
65
64

M 0.04

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

Jun-17
4,336
4,709
858
72
1.5%
2.3%

Workforce Overview: At the end of March the Trust employed 4,864 people who worked a total of 4,529 Full -Time Equivalent; the budgeted FTE exceeded the contracted FTE by
769. A social media nurse recruitment campaign is being developed to support ongoing nurse recruitment. As at the end of March there were 106 apprentices in GMMH; this represents
2.2% of the workforce and the national target is 2.3%. This is an increase of 48 apprentices since August 2017.
Mandatory Training and IPDR: Overall, the mandatory training compliance rate was 78%. At the end of March 64% of staff had completed IPDRs. Performance against the training and
appraisal targets is monitored through the Operational Leadership Committee. Each Directorate is working towards target with a particular focus on the corporate service areas which has
been continually lower than the target following the corporate restructure.
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. 2.47% of staff chose not to state their
ethnic origin.
Turnover: During March 83 staff left GMMH. Reasons for leaving were: voluntary resignation (29), retirement (22), TUPE Transfer (25), other (7). Target is 3% reduction within
12 months.
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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

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

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%

100.0%
100.3%
100.0%
100.0%
104.8%
127.2%
106.8%
100.0%

100.0%
100.0%
100.0%
100.0%
106.6%
117.8%
106.8%
99.4%

100.0%
100.0%
100.0%
100.0%
107.8%
120.4%
108.2%
99.5%

100.0%
104.5%
105.2%
100.0%
103.6%
114.4%
108.4%
99.3%

GMMH

113.96% 114.13% 111.9% 111.1%

111.9%

112.2%

111.3% 111.8% 111.6% 112.0% 105.9% 110.2%

108.0%

108.3%

108.2% 107.9% 106.1% 107.2% 108.5% 111.6% 108.8% 111.1% 106.8% 109.7%

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%

100.0%
102.6%
100.0%
100.0%
107.4%
127.6%
113.4%
99.8%

100.0%
100.2%
100.0%
100.0%
103.3%
113.3%
105.2%
99.6%

100.0%
101.7%
118.9%
100.0%
104.7%
116.0%
106.7%
99.8%

100.0%
102.7%
113.2%
100.0%
103.3%
109.3%
107.7%
99.1%

100.0%
101.4%
118.0%
100.0%
106.8%
113.5%
106.2%
99.8%

100.0%
103.2%
116.5%
103.0%
109.1%
112.4%
111.8%
99.2%

100.0%
103.0%
126.5%
100.0%
114.7%
119.1%
115.1%
99.8%

100.0%
104.0%
104.5%
100.0%
108.0%
114.5%
110.5%
102.2%

100.0%
101.7%
108.0%
100.0%
114.8%
122.6%
114.9%
98.7%

100.0%
99.7%
105.8%
100.0%
98.8%
114.5%
109.1%
100.9%

100.0%
100.9%
110.4%
100.0%
106.2%
120.9%
113.3%
99.7%

Comments: Where percentages are in excess of 100% this is because the number of hours worked is greater than the number of hours planne d. This is usually on account of
unplanned enhanced observations of service users. Where 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 and daily
reviews take place between managers and matrons across the organisation. In addition exception reports are reviewed at monthly Divisional hubs.

Staff, Friends and Family Test—Quarter 4 (2017/18)
Question 1. How likely are you to recom mend this organisation to friends
and fam ily if they needed care or treatment?
66,
6%

Question 2. How likely are you to recom mend this organisation to friends
and fam ily as a place to w ork?
102,
9%

44,
4%
285,
27%

172, 16%

Extremely Likely

286,
26%

102,
9%

Extremely Likely

Likely
Neither likely nor unlikely

Likely
Neither likely nor unlikely

186, 17%

Unlikely
508,
47%

Extremely Unlikely

Unlikely
422,
39%

Extremely Unlikely

Comments: The results for the latest staff FFT for GMMH show that 64.1% of staff would recommend the Trust as a place to receive care or treatment (an increase of 1.1% from the previous test). 72% would recommend the Trust as a place to work, a 12% increase on the previous test.
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Human Resources / Finance and Contracts
Staff Costs—Rolling 12 Months

10000

1000

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

500

800
700
600
500
400
300
200
100

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

Bank Costs (000s)

935
681
661
690
676
714
747
721
730
719
716
804
1100

1500

15065
15077
15670
15180
14936
14836
14859
15134
15025
15147
15280
15314
14711

15000

5000

Agency Costs (000s)

2000

1694
1379
1378
1550
1414
1660
1577
1761
1642
1605
1706
1860
1145

Salary Costs (000s)

20000

Agency Spend Summary

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

Staff
Group
Med
Nurs
P&T
Infra
Supp
Total

Plan 1718
4,244,000
2,304,000
1,571,000
91,000
3,324,000

11,534,000

Budget to Mar18
4,244,000
2,304,000
1,571,000
91,000
3,324,000

Actual to
Mar-18
6,230,910
5,126,410
1,832,405
702,690
4,467,034
11,534,000 18,359,448

Variance
YTD
-1,986,910
-2,822,410
-261,405
-611,690
-1,143,034
-6,825,448

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

Plan
26.79
-17.26
-0.67
-6.22
2.64
-0.53
0.02
-0.03
0.00
0.00
-0.73
1.36
-0.25
1.11
0.00
1.11
9.85%

Mar-18
Actual
28.57
-16.81
-0.51
-7.17
4.08
-0.58
0.01
-0.07
0.00
0.00
-0.65
2.79
4.64
7.43
14.90
22.33
14.3%

Var
1.78
0.44
0.16
-0.94
1.44
-0.05
-0.00
-0.04
0.00
0.00
0.09
1.43
4.89
6.32
14.91
21.23
4.4%

YTD
Plan Actual
289.47 293.29
-209.27 -208.66
-5.24
-5.54
-61.39 -63.49
13.58
15.60
-6.36
-6.79
0.19
0.15
-0.39
-0.19
0.00
0.00
0.00
0.00
-4.65
-4.98
2.36
3.79
(0.50)
4.39
1.86
8.18
-0.02
14.89
1.84
23.07
4.7%
5.3%

FY
Comments: The Trust is reporting a surplus of £8.182k on
Var
Plan income and expenditure, before non operating expenses at month
3.82 289.47 12 17/18. This is slightly above the planned surplus of £2,355k due
0.61 -209.27 to technical adjustments for pensions (GMPF £214k) and addition-0.31
-5.24 al bonus and incentive STF. Total comprehensive income as at
-2.10 -61.39 March 2018 is £23,070k. This is above plan by £20,730k and is
2.02
13.58 due to technical adjustments following the desk top revaluation of
-0.43
-6.36 Property , Plant and Equipment.
-0.04
0.19 The “Finance Use of Resources Metric” for the Trust scores 3—
0.21
-0.39 this is due to the agency rating continuing to score 4.
0.00
0.00
0.00
0.00
-0.33
-4.65 Mental Health Clustering
1.44
2.36 Percent Clustered
Percent with Valid Cluster
4.89
(0.50)
Comments
6.32
1.86
Percent Clustered is the total
14.91
-0.02
number of clients clustered to
21.23
1.84
date, and is a decrease of 0.5%
0.6%
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

Mar-18
Plan Actual
0.3
0.6
18.0
15.1
2.5
2.6
2.5
3.3
0.0
0.0
3.4
7.0
26.8
28.6
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Var
0.3
-3.0
0.1
0.8
0.0
3.6
1.8

YTD
Plan Actual
3.8
4.6
191.5
187.8
29.6
29.8
31.9
35.8
0.0
0.0
32.6
35.3
289.5
293.3

Var
0.7
-3.7
0.2
3.9
0.0
2.6
3.8

FY
Plan
3.8
191.5
29.6
31.9
0.0
32.6
289.5

from the February 2018 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
0.9% from the February 2018
position.
1498 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
103
99
100 102
99
98
102 101
94
93
64
75
82
88
55
76
88
97
102
76
88
74
99
99
154 137
2017/18
Sep Oct
102 102
95
97
102 104
98
95
94
95
93
91
97
97
64
75
82
88
92
90
97
97

Nov
98
99
97
101
91
62
90
65
99
70
75
96
100

Dec
102
100
98
101
90
65
68
52
90
70
88
93
97

Jan
101
101
100
104
91
69
75
70
89
78
92
98
108

Feb
94
101
98
103
89
64
69
70
92
70
82
99
97

Mar
93
100
97
100
92
68
78
59
97
70
73
96
101

YTD
99
99
98
102
93
65
77
70
93
74
84
98
110

Nov
101
94
104
96
86
91
94
62
90
89
96

Dec
103
97
103
96
97
88
99
65
68
83
96

Jan
103
100
104
98
95
90
97
69
75
85
97

Feb
101
97
103
98
97
89
93
64
69
85
96

Mar
100
94
104
95
97
90
99
68
78
88
96

YTD
101
95
102
97
91
92
97
65
77
87
96

Dec

Jan

Feb

Mar

YTD

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

2016/17
Outturn Apr

May

Jun

Jul

Aug

2017/18
Sep Oct Nov

5

3

2

1

0

3

0

0

0

1

0

6

1

9

18

3

3

0

1

0

0

0

1

0

23

41

16 to 18 years Comment: 1 Bolton patient admitted onto Oak ward when no bed available; under level one observation until their
discharge to a CAMHS bed. In addition a Bolton patient separately was admitted for 31 bednights; this patient was not deemed suitable
for CAMHS due to their learning disability. PICU was deemed the safest place until a suitable bed can be found at a specialist facility.
The patient is currently being cared for on the PICU by local staff with support from the CCG and NHS England.
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Comment:
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 put in place. The pattern of referrals into service for J17 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.

Infection Control
An outbreak of influenza B was reported for Holly
Ward (4 confirmed cases), which resulted as a
ward closure. Management plans were in place
and this ward has now reopened. Also, an outbreak of D&V on Elm Ward (5 symptomatic patients, 1 staff). Ward now declared symptom free.

EMSA Breaches
There were no breaches for single-sex accommodation for March 2018.

PLACE
The 2017 PLACE Inspections were conducted
during Q1 across all inpatient areas. GMMH
scored higher than the National Average in all
domains apart from food. The former GMW areas
all achieved 100% in cleanliness and all areas
scored highly in condition, appearance and
maintenance. The former MMH scores suggested
a higher standard of environment and accommodation than GMMH audits reflected. This has been
addressed over the subsequent quarters through
the delivery of a targeted action plan in Manchester which also included streamlining the reporting
of PLACE. We are now in a position to confirm
that quarterly inspections are conducted to the
National standard across all areas of GMMH.
The Trust is expecting to complete the Annual
PLACE inspections for 2018 during the period
February to May 2018.
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Locally Agreed Targets
Out of Area Placements
Appropriate OAPS

Inappropriate OAPS

Inappropriate OAPS Bed Types (New Placements)
Mar-18
Mar-18
YTD
No. New No. New
Adult
OA
Total No. New No. New
Adult
Total
PICU
Clients Placements No. Days Clients Placements No. Days
Acute
Acute
Acute
Bolton
4
1
4
0
94
3
74
58
74
812 Bolton
Manchester
50
41
50
3
1575
6
460
414
480
11566 Manchester
Salford
4
4
4
0
201
0
72
67
72
1126 Salford
Trafford
7
6
7
0
193
1
79
73
79
1690 Trafford
GMMH
65
52
65
3
2063
10
685
612
705
15194 GMMH

YTD
OA
Acute
0
14
0
2
16

PICU
15
53
5
4
77

Mar-18
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
0
0
0
4
4
291
Salford
0
0
0
2
2
28
Trafford
1
1
14
1
1
14
GMMH
1
1
14
7
7
333

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 29 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 March 2018:65 clients were placed in Inappropriate OAP bringing the YTD total to 685 clients placed in an Inappropriate OAP.
65 new Inappropriate Placements commenced bringing the YTD total to 705 new Inappropriate Placements.
38 clients on an Inappropriate OAP were repatriated or discharged, bringing the YTD total to 635 repatriated or discharged.
38 Placements were ended bringing the YTD total to 656 Placements ended.
At the end of March there were 78 clients placed in an Inappropriate OAPs although 9 clients have since been repatriated or discharged and 9 placements have since been ended.
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 Mar-18
Bolton
% Seen in 1 hr 82.3% 75%
91.3%
% Seen in 2 hrs 94.3% 95%
99.6%
% Seen in 4 hrs 98.0% 95%
90.5%
Manchester % Seen in 1 hr 81.1% 75%
73.8%
% Seen in 2 hrs 92.2% 95%
88.9%
% Seen in 4 hrs 56.6% 95%
85.5%
Salford
% Seen in 1 hr 70.1% 75%
63.5%
% Seen in 2 hrs 81.4% 95%
78.3%
% Seen in 4 hrs 97.7% 95%
94.3%
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%
99.0%
GMMH*
% Seen in 1 hr 78.7% 75%
76.3%
% Seen in 2 hrs 89.3% 95%
89.2%
% Seen in 4 hrs 96.8% 95%
89.1%

YTD
77.2%
89.9%
92.6%
75.3%
89.4%
86.6%
64.7%
77.7%
97.3%
98.8%
99.4%
100.0%
74.9%
87.7%
91.7%
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Comments:
Bolton: Performance remains below target for the 4 hour indicator. 4 hours: Factors that impact on this target
are a) Patients waiting for out of area beds who are not appropriate for ambulatory care, and b) Patients attending outside the A&E Diversion working hours. The development of the MH A&E Diversion Scheme along with the planned MH
Ambulatory Care area is supporting the team in meeting this target going forward. A review of how mental health leadership in A&E can be increased to cover 24/7 is taking place.
Manchester: 1 hour target: Central missed target due to the pattern of demand and short term sickness; analysis will be undertaken to recognise contributory issues. Recruitment to the central team is ongoing. 2 hour target: As with
the 1 hour target there has been increased demand, YTD demand for Manchester ED Liaison has increased 44.7% in
two years. 4 hour target: Across North, South and Central the main cause of breach was the delay in assessment by
Liaison practitioners; also, delays caused by non-AMHP associated mental health act team. The team leads are ensuring
that weekly joint validation is on track to support performance understanding and service improvement.
Salford: Performance remains below target for the 1 hour, 2 hour and 4 hour indicators. 1 hour: CPA support
sessions have been arranged with all staff in May to identify pressure points and solutions. 2 hour: Cromwell House and
Prescott House have experienced a slight increase due to staffing pressures which is anticipated to be alleviated in April.
4 hour: ED referrals seen was 94.3% - marginally below target.
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
4
7
5
5
8
5
3
National SUI Framework (2015), Trust Incident Policy, and
0

0

Regulation 28's

1

1

0

0

0

1

0

1

0

0

0

1

1. Mode rate & Major Incidents Re ported on Datix
YTD to March 2018

Moderate & Major Incidents Comments:
During March 2018 there were 41 incidents of moderate harm reported which included incidents with the following categories: acciModera
te
Major
120
dents (including fall, burn), patient ill health, intoxication with illicit
100
drugs/alcohol, self-harm (inc attempted suicides), hospital acquired
80
pressure ulcers.
60
There was 1 major incident reported in March 2018, an accidental
40
fall.
20
The trend for moderate and major incidents continues to show a
reduction which is in keeping with the overall incident reporting. A
piece of work has been commissioned to understand the rationale
behind the reduction in reporting. The degree of harm associated
with incidents is applied as per Trust policy, with the majority re-ported as insignificant and low harm.
160

Regulation 28: There was one Regulation 28s issued during March 2018.

90
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CAMHS

SMS

3

FMH
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Other

101
Trafford

Salford

Manchester

Bolton

50

No. Incidents

40
30

0

Mar-17

No. Incidents

138

100

131

250

150

50

10

1

200

81

No. Incidents

250

Serious Incidents Comments:
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 series of deep
dives into the Salford, Trafford and Manchester data which will be
reported towards the end of Quarter 4. The figures include both
Expected and Unexpected deaths.
The in month position for March is as follows: Bolton - 4 unexpected outpatient, 1 unexpected inpatient; Manchester - 6 unexpected outpatient, 2 expected outpatient, 1 expected inpatient, 1
unexpected inpatient; Salford – 8 unexpected outpatient, 12 expected outpatient; Trafford - 6 unexpected outpatient, 2 expected
outpatient, 3 unexpected inpatient, 1 expected inpatient; SMS - 11

60

20

SSN Other

CAMHS

SMS

FMH

3. Serious Incidents Resulting in Death Reported
on Datix YTD to March 2018

300

2. Total Moderate & Major Incidents Re ported on
Datix - 12 m onths with Trend
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22
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3
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17
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2

Trafford

6

Salford

1

Manchester

Bolton

4

62

72

137

No. Incidents

140

Mar-18

0

4. Total Serious Incidents Resulting in Death
Reported on Datix - 2 m onths with Trend

100
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10
0

Mar-18

0

Feb-18

0

Feb-18

0

Jan-18

0

Jan-18

0

Dec-17

0

Dec-17

0

Nov-17

0

Nov-17

0

Oct-17

Never Events

relevant Health & Safety/HR Policies.

Oct-17

12

Sep-17

11

Sep-17

14

Aug-17

11

Aug-17

9

Jul-17

14

Jul-17

10

Jun-17

8

Jun-17

5

May-17

8

May-17

15

Apr-17

2

Apr-17

RCA 2

Mar-17

RCA 1

unexpected outpatient, 1 expected outpatient.
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 1 recorded Being Open discussions in March 2018, bringing the YTD total to 74.
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Safety
5. Total Num ber of Incidents Recorded on DATIX - 12 m onths w ith Trend

No. Incidents

250 0
200 0

150 0
100 0
500
Mar-18

Feb-18

Jan-18

Dec-17

Nov-17

Oct-17

Sep -17

Aug -17

Jul-17

Jun-17

May-17

Mar-17

Apr -17

0

Total Number of Incidents Comments:
Over the last twelve months there has been a decrease in the
reporting of all incidents. The highest proportions of reported
incidents continues to be self-harm associated with a small
proportion of service users; and violence and aggression towards staff. A number of workstreams are underway to help
service users who self harm and reduce violence and aggression towards staff. The degree of harm associated with
incidents continues to be categorised as insignificant, low
harm with a small proportion being moderate or serious which
trigger RCA investigations as per Trust Incident Policy.

Incidents—Staff Safety
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9. Total Accident Incidents Causing Injury to Staff 12 m onths w ith Trend
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Salford

Accident Incidents Causing Injury to Staff Comments:
The total accident incidents causing injury to staff in March
2018 increased by 3 to 6 compared to February 2018.
Of these, 0 was RIDDOR reportable. Accidents include: 1x
needle stick injury; 1x fall; 1x cut; 2x injuries from moving and
handling.
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No. Incidents

10

5

80
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Minor harm, may require ai d/supp ort
Mo derate harm r equirin g treatment
Major perman ent or lon g term harm

7. Total V&A Incidents Causing Injury to Staff - 12
m onths with Trend
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3
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79
3
1

65
3
Trafford
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5
Salford

178

418
18
Mancheste r

27

Bolton

8. Accident Incidents Causing Injury to Staff
(Including RIDDOR) YTD to March 2018
15

120

Mar-17

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

Violence and Aggression Incidents Causing Injury to Staff
Comments:
The number of incidents recorded during March 2018 was 68.
Manchester Network reported 21 incidents whilst Salford Directorate reported 16 incidents. 4 of the violence and aggression incidents against staff resulted in moderate harm requiring treatment.
5 incidents were reported to the HSE as RIDDOR reportable
incidents. 1 of the RIDDOR incidents occurred in Manchester,
the other occurred at Forensic—Medium Secure Unit. 3 were
reported at CAMHS facilities.

No. Incidents

6. Violence and Aggression Incidents Causing
Injury to Staff (Including RIDDOR) YTD to March
2018

No. Incidents

450
400
350
300
250
200
150
100
50

20

Positive and Safe
Incidents—Positive and Safe (Positive Management of Violence and Aggression)
The DoH’s Positive & Safe Programme (2014) outlines requirements for promoting development of therapeutic environments and minimising restrictive practices, including prone restraint.
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15. Incidents Resulting in Use of Seclusion Directorate Breakdown
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Seclusion Incidents
As % o f To tal Number of Incidents
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No. Incidents
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Incidents Resulting in Use of Seclusion Comments:
Chart 15 shows that during March there were 134 incidents of seclusion
involving 61 service users. Based on March incidents data the Trust
wide Positive and Safe forum was provided with local assurance reports
by Dovedale, Pegasus, Irwell, Phoenix and Hayeswater ward managers.
These confirmed that a small number of service users were secluded
after alternative strategies to support them had been unsuccessful. The
Positive and Safe Deep Dive audit confirmed that all seclusion use was
regularly reviewed and contained exit strategies for service users to
return to communal ward areas.
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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 March there were 137 incidents of RT involving 63 service users. Based on March data the Trust wide Positive
and Safe forum was provided with local assurance reports by Blake,
Hayeswater, Irwell, Oak and Bronte ward managers where RT had been
given to small numbers of service users as part of preventative care
plans. The Positive and Safe deep dive audit concluded that the use of
RT was compliant with the NICE Quality Standard on violence and aggression.
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30%
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600

Incidents where Restraint Techniques were used Comments:
Chart 10 shows ytd number of incidents where at least one restraint
technique was used as a percent of total incidents. Chart 11 is the directorate breakdown for the number of incidents. During March 167 service
users were involved in a total of 676 restraint techniques. There has
been a reduction in restraint since October and prone restraint continues
to be the least often recorded technique in all areas. The Positive and
Safe Deep Dive audit confirmed that prone restraint occurred as part of
11% of all incidents which compares to an average of 15% reported by
NHS Benchmarking. Based on March data the Positive and Safe forum
was provided with local assurance reports from Hayeswater, Oak, Blake,
Irwell, and Phoenix ward managers. The reports were reviewed by the
Positive and Safe forum with case presentations illustrating least restrictive practice principles being used on the wards.

No. Incidents

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

Salford
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Safeguarding
Incidents—Safeguarding (Quarter 4 2017/18)
Staff report in DATIX when they have initiated a Safeguarding Referral as a consequence of information, observation or disclosures pertaining to the welfare and safety of children, young
people and adults. The safeguarding incidents are reviewed by the safeguarding leads within each of the Divisions 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 according to Trust policies
and procedures and that those reaching the threshold for multiagency procedures are appropriately referred.
Child and Adult Safeguarding Charts Legend:

400

Rolling 12 Months Comments:
The trend shows that there has been a steady increase in adult
safeguarding alerts being raised. There was an noted increase
in the number of alerts raised by Salford, Trafford and Forensics, with the main categories of reporting being patient care,
violence to others, patients and staff.

20. Total Incidents Leading to a Safeguarding
Action - 8 Quarters with Trends
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19. Type of Action Taken for Adult Safeguarding
Incidents Q4 2017-18
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17. Type of Action Taken for Child Safeguarding
Incidents Q4 2017-18

Contacted police/
PPIU (Public
Protection Invest
Unit)

28
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Adult Safeguarding Comments:
The main category for raising an adult safeguarding concern in
Q4 was violence and aggression between service users. All
incidents were categorised as low or moderate level and themes
included concerns about financial, physical, sexual and verbal
abuse. Most were incidents of verbal aggression or threats of
violence which were managed and monitored by the clinical
teams. Incidents of allegations involving staff were reported
through HR processes and multi-agency safeguarding procedures.
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18. Num ber of Incidents Leading to a
Safeguarding Adults Action Q4 2017-18
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Child Safeguarding Comments:
The main incident category for raising a child safeguarding concern during Q4 related to aggression, conflict and threats between young people on our CAMHS wards. These incidents
were managed by the ward teams and appropriate action was
taken to support young people to resolve conflict, and appropriate steps were taken to keep young people safe on the wards.
Missing patient incidents were related to young people not returning from leave within agreed times and none resulted in any
further investigation or incident of harm. The police referrals
were linked to disclosures of abuse and violence and aggression.

No. Incidents

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

Child Action Taken Legend
CAF: Initiation of a Common Assessment Framework
SOCIA: Referral to Children’s Social Care Services
POLICE: Contacted the police / PPIU (Public Protection
Invest Unit)
OTHER: Other Action taken
LADO: Local Authority Designated Officer (LADO)
CAREPL: Care plan amended
FAMILY: Discussed with family
INTER: Interagency Professionals meeting (TBA)
SGLEAD: Contacted / Discussed with Safeguarding Lead
LIA: Liaison with Children Social Services
OOH: Contacted out of hours Senior Manager
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Complaints and Patient Feedback
Complaints
60

District Services - 12 Months to March 2018
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Comments:
65 complaints were recorded across the Trust in March representing a 28% increase from the number of complaints recorded in February (51). Complaints continue to have an upwards
trend over the past twelve months. During March 2018, 53 complaints at level 2 and above were closed, of which 15 (28 %) were either upheld or partially upheld.
During March 2018, a level 5 complaint and a level 4 complaint were responded to. The level 5 complaint was partially upheld. The complaint concerned the death of a service user who
had been referred and placed on the waiting list for the IAPT Psychology Service in Trafford. Two recommendations were identified, one related to amending Route Cause Analysis Guidance for writing to relatives following the death of a service user. The second recommendation was to consider recording next of kin contact details on clinical records of people accessing
psychology services.
The level 4 complaint was about inpatient services for older people in North Manchester and was not upheld.

Patient Feedback—Service User Friends and Family Test

554,
8.9%

Question. How likely are you to recommend this organisation to
friends and family if they needed care or treatment?
424,
YTD Period: April 2017 - March 2018
6.8%

205,
3.3%

1 - Extremely Likely
2 - Likely

325,
5.2%

3355,
54.1%
1338, 21.6%

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 question 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 received, this feedback helps us to make
improvements and scope how we deliver services in the future. For the month of March 2018, the combined
GMMH results showed that of the 311 service users asked, 75.9% said they would recommend our services
to friends and family which is a decrease on an overall score of 80.0% in February (bringing the YTD total to
75.7%).

3 - Neither likely nor unlikely
4 - Unlikely

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

GM OAPs Definition
Monday 21 May 2018
10
Deborah Partington, Director of Operations
Deborah Partington, Director of Operations

REPORT SUMMARY:

The Greater Manchester (GM) OAPs Group was established in 2017/18 and is
chaired by Deborah Partington, GMMH Director of Operations. Its membership
includes representatives from all GM providers, GM CCGs and the Greater
Manchester Combined Authority (GMCA). A key aim of the Group has been to
establish a GM definition of an OAP (Out of Area Placement), in the context of
inconsistent OAPs definitions previously being applied across the region and
nationally. The following GM OAPs definition has been agreed by the Group and
shared with the Greater Manchester Health and Social Care Partnership and NHS
England. The new definition will be applied with effect from 1 April 2018.

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

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
14.02.18
1

LEGAL IMPLICATIONS:

None identified

REGULATORY
IMPLICATIONS (CQC/NHSI):

None identified

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

Yes

If ‘yes’:
DATIX ID
2606

Strategic Objective
Obj. 1 – to promote recovery
by providing high quality care
and delivering excellent
outcomes

Description (as per BAF)
OAPs – Failure to reduce the number of OAPs will impact on
patient safety and experience and act as a barrier to
recovery

2876

Obj. 6 – to achieve sustainable
financial strength and be wellgoverned

OAPs – Failure to manage expenditure on OAPs will impact
on the Trust’s financial position

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board of Directors are asked to note the agreed new GM OAPs definition which
will be applied from 1 April 2018.

x

Assurance

x

Approval/Decision

2

FINAL

GM OAPS Definition
Agreed March 2018

The GM OAPS Group has membership from all GM providers, representation from GM CCGs
and GMCA. A key aim of the group was to establish a GM definition of an OAP and agree a
GM trajectory on numbers of OAPs reduction. A GM trajectory will also be agreed and
submissions begin in April 2018.
As such the group has reviewed the NHS England definition and discussed local pathways and
commissioned services to enable the following definition of an OAP.
GM have interpreted the NHSE algorithm to identify when a placement is an OAP as follows:

V.8 - FINAL

How to decide whether
an admission is an OAP
within GM

Patient being
admitted by their
home provider to an
inpatient unit that
usually receives
admissions for people
living in the
catchment areas of
the persons CMHT

Patient being
admitted to a GM
footprint NHS
provided bed not in
their usual catchment
area

Not a UNIFY
Declarable OAP

Patient being
admitted to a GM
footprint privately
provided bed

Not a UNIFY
Declarable OAP

Patient admitted
outside the GM
footprint

Commissioned
Cross Border NHS
Contracted Bed

Non
Commissioned
Cross Border Bed

Not a UNIFY
Declarable OAP

Not an
OAP
Best
practic

Locally
Monitored
GM OAP

Locally
Monitored
GM OAP

Locally
Monitored
GM OAP

OAP
V.8 - FINAL

Inappropriate Out of Area Placement.
An out of area placement would be inappropriate, and declared to UNIFY as an OAP, when:


A person is admitted outside the GM footprint to a non commissioned bed.

Locally Monitored GM OAPs (not declared to UNIFY):
A locally monitored GM OAP would not be declared to UNIFY, as they are within the GM area,
and will be monitored through locally agreed systems as they are not best practice.
GM locally monitored OAPS occur when:




A person is admitted to an inpatient unit outside their local NHS provider but within
an NHS bed in Greater Manchester.
A person is admitted to a private provider bed within GM, contracted and spot
purchased.
A person is admitted to a contracted cross border NHS bed

Rationale for the definition:
The definition recognises best practice as a local bed for local people.
The definition also recognises that Greater Manchester is a densely populated area with
developed transport routes. Care coordination across GM is possible and will be reinforced
by the introduction of agreed standards for Care Coordination by all the GM NHS providers.
As such the agreement that, whilst not best practice and requiring monitoring, a person
placed in another NHS bed within the GM footprint does not need to be declared as a UNIFY
OAP but rather a locally monitored GM OAP. This also applies to privately provided beds
within the GM footprint that are both contracted and spot purchased for use of the
population they serve.
Supporting family/carer visiting and engagement in care can be complex, the distance in
location from a family’s home to an inpatient service is one of many contributing factors to
this. However, in support of GM definition all GM NHS providers/Commissioners will agree
standards for supporting family/carer transport to inpatient locations across GM.

Precedent supporting the rationale:
Neighbouring counties of Lancashire and Cumbria and counties elsewhere in the country with
less developed transport routes have one NHS provider for the whole county. The distance
and accessibility of the inpatient services are similar or greater than those within the whole
of GM.
The definition has been sense checked with NHS England who support the GM position.

V.8 - FINAL

Testing the definition:
In order to ensure best practice can be achieved quality standards will be determined, in
particular the expectations of how often CMHT’s should visit regardless of location of
admission.
GM NHS providers will conduct a retrospective audit after 6 months of implementation of
the definition to consider whether this has had any impact on:





Length of stay
Family contact and experience
Discharge location
Patient experience

Appropriate Out Of Area Placement
It should be noted there are also appropriate uses of an OAP.
An out of area placement may be appropriate when:






A person becomes acutely unwell when away from home
The decision to treat is the person’s choice to be near their family and networks
There are safeguarding reasons e.g. gang related issues, violence and domestic abuse
The person is a member of the local service’s staff
There are offending restrictions

V.8 - FINAL
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REPORT SUMMARY:

In total for quarter four, 18 sets of IPSQ metrics were received from wards across
GMMH. When aggregated, the average scores for Physical Health, the Mental
Health Act and Risk Assessment were more positive. Average scores for Care
Planning and PMVA were less positive. Quality Walkarounds took place on eight
inpatient areas during quarter four. The emerging good practice and suggested
areas of improvement have been summarised in section five of this report.
There are plans for nine Quality Walkarounds during quarter one of 2018/19. Four
of these have now been scheduled, with two having taken place already. A Quality
Matters Strategy has been drafted. This will articulate the strategic direction that
our future approach will adopt, and will help to manualise the current processes.
This will be presented at the June committee.
Two external Quality visits took place during quarter four. The first of these was an
unannounced visit by the North of England Specialised Commissioning Team to the
John Denmark Unit. The purpose of the visit was to undertake an environment audit
as part of NHS England’s quality monitoring process for providers of secure and
specialist services. Overall, the JDU was found to be of a good standard of
cleanliness throughout. There were no significant concerns raised by either staff or
service users during the visit.
The second external quality Walkaround was undertaken by Manchester Health and
Care Commissioning (MHCC). The visit took place on Greenway and Bollin wards at
the Moorside Unit in Trafford. A preliminary report was shared by MHCC with the
Trafford SLT, and comments have now been provided back to the MHCC Quality
team. The final report is due to be shared back with the SLT on 11th May.
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Quality Matters
January to March 2018 (Quarter four) activity report
1.

Introduction

1.1

The aim of this paper is to review activity delivered through the Trust Quality Matters
programme during quarter four. The report will summarise good practice, highlight themes
that have been identified via Quality Walkarounds, and set out the key plans for quarter one
(April to June 2018).

2.

Background

2.1

Quality Matters is a quality improvement tool that was introduced in 2016. It provides a
strategic framework, offering ward to Board level assurance that our services are safe, positive
and effective. The broad intention of Quality Matters is to support services to identify good
practice, and to make improvements where these may be required. This involves empowering
frontline staff and supporting service development in a way that is helpful and relevant,
promoting local ownership and accountability.

3.

The Quality Matters Framework

3.1

The Quality Matters framework was developed in consultation with operational services, and
through early implementation pilots. It comprises three core elements:




3.2

Inpatient Quality and Safety metrics
Inpatient Safety and Quality metrics (IPSQ) enable ward staff to self-audit specific quality
standards. They provide an insight into key quality and safety domains, and are used as a
prompt for further investigation. The metrics have a specific focus on the quality of record
keeping associated five key areas.






3.3

Inpatient Quality and Safety metrics
Local Data Packs
Quality Walkarounds

Care Planning
Physical Health
Mental Health Act
Risk Assessment
PMVA.

Local Datapacks
Local Data Packs complement the IPSQ metrics and drill down into harder to access data,
which, when triangulated presents a more accurate safety and quality perspective of a ward.
Local data packs bring together a wide range of information drawn from different areas
comprising:
Table 1: Content of Local Data Packs




The Mental Health Safety Thermometer
Planned and actual staffing levels




PMVA, restraint and seclusion
Safeguarding data





Use of bank and agency staff
Sickness
Medication errors








Performance against key KPIs or CQUINs
Infection Prevention and Control
highlights including Flu vaccination uptake
Nurse Revalidation activity
Physical health assessment
PLACE and environmental assessments
Service accreditation




Complaints and compliments
Ward level care plan audit data
Incidents – including open 3 day reviews, RCAs
and other relevant investigations
Friends and Family Test feedback
Patient reported Safety levels






Staff supervision and appraisals
Mandatory training and learning
3 days reviews
Bed occupancy






3.4

Local data packs are used primarily ahead of Quality Walkarounds. They can identify emerging
themes, prompts for further discussion and good practice. These can then be explored further
with the ward team during a Walkaround. The datapacks can inform improvement at ward
level through use at staff meetings. They can be used to explore specific challenges or good
practice helping the team to focus on the ‘so what’ questions as part of local service
development.

3.5

Quality Walkarounds and the 15 step challenge
The Quality Walkaround is a process that has been adapted from the ‘15 Steps Challenge’.
They offer an opportunity to explore whether or not wards are welcoming, safe, caring and
involving. The 15 Steps Challenge offers a suite of toolkits that explore different healthcare
settings through the eyes of service users and carers. It has been specifically developed for
use within inpatient mental health care settings. It includes an easy to use methodology and
alignment to NHS strategic drivers and is a helpful and robust way of involving patients, carers
and families in quality assurance processes.

3.6

Walkarounds are completed by a team of people who are independent from the clinical area.
The teams are clinically led and include representation from a variety of subject experts, e.g.
physical health, medicines, nursing and governance. Through scrutinising local data packs, the
team are able to have focussed conversations on issues that are current and relevant to that
individual ward, making effective use of time, and supporting sustainable quality
improvement.

3.7

Quality Walkarounds are undertaken using a philosophy of support and enablement, avoiding
criticism and blame. At the conclusion of the Walkaround, the team provide initial feedback
to ward management, highlighting positive practice, as well as any areas that may benefit
from potential quality improvement. Shortly after this, a report is then produced and once
approved it is shared with the ward team, and with the Senior Leadership Team for further
consideration.

3.8

Final reports are shared at both the Quality Governance Committee, and the Operational
Leadership Committee. The reports reflect the breadth of the discussions on the day of the
visit and highlight both strengths and challenges – they are also RAG rated following a final
review by the Walkaround team.

4.

Summary of Quarter Four IPSQ metric activity, including internal benchmarking

4.1

During quarter four, IPSQ metrics were received from 18 wards. These were as follows:
Table 2: IPSQ Metric Breakdown by ward type

Ward Type
Adult Acute

PICU
Older Adult

CAMHS
Rehab
Low/Medium
Secure

4.2




















Beech ward
Mulberry ward
Eagleton ward
Keats ward
Brook ward
Medlock ward
Chaucer ward
Delamere ward
Holly ward
Greenway ward
Bollin ward
Griffin ward
Gardner unit
Copeland ward
Bramley Street
Delaney ward
Coniston ward
Wentworth House

The following table provides a combined summary score of each of the 18 sets of metric scores
across the 5 key areas:
Table 3: Combined summary scores across all 18 IPSQ metrics

Section
Care Planning
Physical Health
Mental Health Act
Risk Assessment
PMVA

Q3
Aggregate %
75%
87%
85%
82%
66%

Q4
Aggregate %
77%
88%
87%
84%
74%

Overall
Variance
2%
1%
2%
2%
8%

4.3

Aggregate scores for the quarter follow a similar pattern to those that were reported in
quarter three. The combined average score for physical health at 88% was the highest overall
section score. Within this section, metrics take into account a wide range of issues including
weight and BMI assessment, MUST screening, physical health observations and risk
assessment of specific physical health issues.

4.4

The combined average score for PMVA, at 74%, was the lowest overall section score. However
this has increased from 66% in the previous cluster report. This section identifies if physical
interventions have been used within ward areas. It checks if de-escalation has been attempted

and whether or not a DATIX was completed with a rationale for use of PMVA. This section also
takes account of de-brief post incident when physical intervention has been used and whether
or not the care plan has been updated following PMVA.
4.5

Table 4 below provides an analysis across the six different ward specialities.
Table 4 Combined IPSQ metric summary scores by ward cluster

Care Planning
Physical Health
Mental Health Act
Risk Assessment
PMVA

Q3
Combined
Score
67%
83%
71%
87%
82%

Q4
Combined
Score
58%
92%
75%
92%
83%

9%
9%
4%
5%
1%

PICU

Care Planning
Physical Health
Mental Health Act
Risk Assessment
PMVA

75%
100%
91%
97%
88%

96%
77%
88%
83%
56%

21%
23%
33%
14%
32%

CAMHS

Care Planning
Physical Health
Mental Health Act
Risk Assessment
PMVA

53%
78%
93%
68%
44%

70%
72%
83%
56%
20%

17%
66%
10%
10%
24%

Older Adult

Care Planning
Physical Health
Mental Health Act
Risk Assessment
PMVA

91%
99%
92%
82%
43%

97%
98%
93%
93%
92%

66%
611%
11%
11%
49%

Rehab

Care Planning
Physical Health
Mental Health Act
Risk Assessment
PMVA

83%
78%
97%
58%
39%

83%
76%
97%
61%
60%

NO CHANGE
612%
NO CHANGE
13%
21%

Low & Medium Care Planning
Secure
Physical Health
Mental Health Act
Risk Assessment
PMVA

94%
100%
98%
96%
N/A*

79%
100%
96%
93%
100%

615%

Ward type

Section

Adult Acute

*Denotes that no physical interventions were evidenced within the patient records sampled.

Overall
Variance

NO CHANGE
612%
613%
N/A

4.6

For care planning, overall scores were higher PICU and older adult wards. Scores on adult
acute wards were generally lower across most areas of the care-planning theme, which
explores if service users and carers are actively involved in care planning. It also looks into
assessment capacity and consent to treatment, care reviews, planning for discharge/transition
and whether or not care plans reflect specific principles, for example positive support, crisis
planning, recovery approaches and evidence of least restrictive practice.

4.7

A further audit of care planning quality is currently underway across all GMMH wards. This
will provide a more accurate position highlighting where progress has been made from the
initial audit on October 2017. The audit will also identify wards that may require additional
support.

4.8

For Physical health, most ward areas continue to return positive IPSQ metric submissions.
Scores were generally higher on adult acute, older adult and low and medium secure wards,
and lower on the CAMHS, PICU and Rehab wards. This was particularly evident in terms of the
service user having had a comprehensive physical health assessment within 24 hours of
admission, recording of weight/BMI and smoking status, and evidence that the service user
had weekly physical health observations recorded.

4.9

For the Mental Health Act, lower average scores continue to be received from the adult acute
mental health wards, with higher scores reported from Rehab and Low and Medium Secure
Services. Lower scores tended to focus on a range of areas including service users not receiving
a copy of their Section 17 forms, not being informed of the right to access the IMHA service,
not receiving an explanation regarding their detention, right not being revisited if the
detention was reviewed and papers not being scrutinised when accepted by the nurse on
duty.

4.10

Risk assessment scores continue to be variable. Overall scores ranged from 56% for CAMHS
wards through to 93% on the older adult wards. For the Rehab wards, compliance was low
around ensuring that an initial risk assessment took place within 48 hours of admission, for a
risk management plan to be formulated within 48 hours of admission and for the risk
assessment to be reviewed after 72 hours.

4.11

Finally, for PMVA scores ranged from 20% on the CAMHS wards through to 100% on the low
and medium secure wards. The PMVA section identifies if physical interventions had been
used within ward areas. It checks if de-escalation was attempted and whether or not a DATIX
was completed with a rationale for use of PMVA. This section also takes account of de-brief
post incident when physical intervention has been used and whether or not the care plan has
been updated following PMVA. Compliance was specifically low in relation to physical health
and care plan reviews following PMVA.

5.

Summary of themes following Quality Walkaround visits

5.1

During quarter four, eight Quality Walkarounds have been undertaken, which is an increase
on the two visits that occurred in the previous quarter. These were as follows:

Table 5. Quality Walkaround visits and outcome reports for quarter 4

Ward

RAG Rating

MacColl ward
Beech ward
Hayeswater ward
Eagleton ward
Holly ward
Dovedale ward
Brook ward
Mulberry ward

Green
Green TBC
Green TBC
Amber
Amber
Amber
Amber
Not rated*

*Mulberry ward was visited as part of introducing the Quality Matters framework within Manchester
services. A RAG rating has not been provided on this occasion, and further work is taking place to embed
the approach across the division. Thematic learning including good practice and potential areas for
improvement have been identified, and shared back both to the ward team and to the SLT. Key learning
has also been included within this cluster report.

5.2

There were a number of areas where good practice was identified. This included dedicated
passionate ward staff, a culture of least restrictive practice, service users reporting that they
feel safe and have a positive care experience, recognition and support of carers, recovery
focussed practice, clear evidence of effective MDT working and continuing implementation of
the Safewards approach and associated culture.

5.3

The word cloud included above, highlights positive words that were used consistently by staff,
service users and carers during the Quality Walkarounds undertaken in Quarter 4.

5.4

Ward leadership teams continue to be described as approachable, supportive and visible, and
a good sense of team morale has been evident during the Walkarounds. Key roles such as the
Senior Practitioner role complement the care delivery model which also continues to benefit
from psychology input. Ward environments have been welcoming and clean. Receptionist

staff were reported to be friendly and helpful. Some of the displays on the wards were very
helpful, particularly in relation to Safewards, physical health, and the ward teams.
5.5

The Walkarounds have highlighted clear evidence of a culture of least restrictive practice
evidenced by relatively low use of restraint and seclusion and non-physical interventions on
some wards. They have continued to show excellent feedback from nursing students. Staff
were seen generally to be very positive, demonstrating a respectful attitude towards the
service users, and took a real pride in their ward. Service users continue to feel safe and well
cared for. The approach to physical health care was positive; some service users were able to
describe how ward staff had supported them with their physical healthcare needs. Ward
culture is generally positive and healthy.

5.6

The availability of recreational rooms and peer mentorship is a real benefit to the service
users. Patient councils were active and could be evidenced via minutes. Examples could be
provided where feedback from service users was acted upon. Chaplaincy support was very
apparent and the service users reported they welcomed spiritual support. External
areas/gardens were well kept, offering space that was calm and therapeutic for patients.

5.7

There was very positive feedback from nursing students, evidence of individualised care
planning, although this was variable, as well as a positive attitude to learning from incidents
through use of safety huddles.

5.8

A number of areas for potential improvement were also identified, and fed back to the ward
and senior leadership team. This included strengthening approach to service user and carer
involvement within CPA processes, and ensuring the ongoing implementation and increase of
Safewards modules in some ward areas. Staffing vacancies continue to be highlighted, as this
is leading to high agency nurse use and the associated challenges with care continuity.

5.9

The word cloud included above, highlights some of the specific improvement themes words
that were used consistently by staff, service users and carers during the Quality Walkarounds
undertaken in Quarter 4.

5.10

As highlighted within the quarter three report, some issues continue to be identified in
relation to the quality of care plans. This included some care plans not always reflecting a
recovery outcome based approach, and a lack of evidence of least restrictive principles
reflected in some care plans. Some service users have also highlighted that they did not have
access to care plans, and that they did not routinely discuss their care needs with staff on
some wards. A further GMMH wide audit of care plans is currently being undertaken within
the Quality Improvement team. This will be helpful in understanding where wards have made
effective progress from the previous audit undertaken in October 2017, and will also help to
identify ward areas that might benefit from additional support.

5.11

Some ward areas continue to report high levels of registered nurse vacancies which is limiting
collaborative care and the degree to which nurses can maintain quality standards in some
cases. Wards however have noted that the HR department are working hard to ensure that
there are fewer delays with recruitment processes.

5.12

Whilst some of the Information boards had evidence of useful information, others did not.
Some ward environments appeared to be bland with limited visual displays and useful
information, particularly for carers.

5.13

Clinical supervision and compliance with mandatory training was low on some ward areas.
This was particularly the case for PMVA, IPC and Prevent training.

6

Framework developments

6.1

Improvements continue to be made to the local data packs, which are an essential part of the
Quality Matters Framework. The local data packs are particularly helpful when identifying
areas of focus during Walkaround visits. As referenced in the quarter three report, data packs
now include a wider range of harder to access data including Infection Prevention and Control
highlights, Flu vaccination uptake, nurse revalidation activity, nurse supervision, mandatory
training and essential learning. During quarter four, further additions have been included such
as student feedback, essential job related training, smoke free related performance data,
ward level cardio metabolic data and analysis of high level incidents including those that were
RIDDOR reportable. Copies of data packs used to inform Walkarounds during quarter four are
appended below.

Data pack Brook Wd Data pack Mulberry
Data Pack Holly Wd
Final Data pack
Final Data pack
Hayeswater Wd Q4 2017Q3
Final Q3 2017 18.pdf
Wd Q4 2017 18.pdf McColl Wd Q3 2017 18.pdf
2017 18.pdf
18.pdf

Data Pack Dovedale
Final Data pack
Eagleton datapack
Wd Q4 2017 18.pdf Beech Wd Q4 2017 18.pdf
Final Jan 2018.pdf

7.

External Quality Walkarounds

7.1

Two external Quality Walkarounds have taken place during quarter four. The first of these was
an unannounced visit by the North of England Specialised Commissioning Team (North West
Hub) to the John Denmark Unit. The purpose of the visit was to undertake an environment
audit as part of NHS England’s quality monitoring process for providers of secure and specialist
services.

7.2

Overall, the JDU was found to be of a good standard of cleanliness throughout, and initial
feedback provided to the ward manager indicated that staff members clearly take pride in
their place of work. There were no significant concerns raised by either staff or service users
during the visit.

7.3

NHSE provided the ward manager with a summary of findings following their quality
environment review. This included:
Observations of the ward environment










There were no concerns surrounding the building or access to the building. There is
ongoing building work on the site at present
The ward is well signposted and reception staff were friendly and welcoming
There were no concerns surrounding the security of the ward and patients
Patient information is kept electronically on the PARIS electronic system
There is appropriate outside space and a well-kept garden area for the patients
There were no concerns surrounding appropriate staffing for the unit on the day, with all
staff being permanent staff on the unit. Staff have regular meetings and clinical
supervision
There were no concerns surrounding the clinic areas and storage of medications
There were no concerns surrounding furniture, fixtures and fittings on the wards
Generally, the ward environments observed were of a good standard of cleanliness

Security and Safety



There were some omissions noted from the daily recording of fridge temperatures in the
kitchen
Checks are required regarding the disposable curtains in bathroom areas to check they
are within date

There were no concerns highlighted in relation to either cleanliness or maintenance.
7.4

The second external quality Walkaround was undertaken by Manchester Health and Care
Commissioning (MHCC). The visit took place on Greenway and Bollin wards at the Moorside
Unit in Trafford. A preliminary report was shared by MHCC with the Trafford SLT, and
comments have now been provided back to the MHCC Quality team.

7.5

The current draft report is due to be finalised, and shared back to the Trafford SLT by 11th May
2018.

8.

Current and planned activity for quarter one 2018/19

8.1

Quality Matters activity continues to take place throughout quarter one. IPSQ Metric
submissions have been received from 3 wards to date (Medlock ward, Eagleton ward and
Bramley Street). Metrics are also expected to come in from the adult forensic services, who
are currently extending the spread of the programme across low and medium secure wards
as part of an agreed rollout.

8.2

A number of Quality Walkarounds have already taken place during quarter one. This includes
recent visits to Delaney ward and Keats ward. Visits are scheduled in for Chaucer and Medlock
wards, and slots are currently being assigned to undertake a series of additional quality
Walkarounds throughout May and June. A further cluster report focussing on quarter one
activities will be made available for the relevant Quality Governance Committee.

8.3

Plans are continuing to enable a wider rollout of the Quality Matters Framework into
Manchester services. This commenced with a pilot on Mulberry ward in March 2018. There
are ongoing discussions with operational leads in Manchester to identify a subsequent ward
for a visit during quarter one.

9.

Quality Matters Strategy

9.1

A Quality Matters strategy has now been developed. The strategy provides a review to date
of progress that has been made programme, including a summary of the background, an
overview of the overall ratings following each of the ward visits to date, and identifies
emerging themes that have been triangulated from each of the Walkarounds. It also
articulates the future strategic direction of the programme and how this links to ongoing
quality improvement at different levels.

9.2

The strategy, which could also be described as an operating manual, sets out the core
elements of the programme, and articulates how the process is managed, organised and
administrated. It describes the process and protocol expected from both the Walkaround
team and the services being visited and sets out the subsequent reporting requirements. The
strategy also formulates the processes for thematic learning, and describes the reporting
arrangements for sharing themes, good practice and suggestions for potential quality
improvement both with operational services and at the Quality Governance Committee. The
Quality Matters Strategy has been scheduled in for the June Quality Governance Committee
meeting.

10.

Conclusions

10.1

The Quality Matters Framework continues to develop. Improvements have been made to the
Local Data Packs, and copies of those that have been used to support Walkaround visits during
quarter four are appended in section six of this report. In total for quarter four, 18 sets of
IPSQ metrics were received from wards across GMMH. When aggregated, the average scores
for Physical Health, the Mental Health Act and Risk Assessment were more positive. Average
scores for Care Planning and PMVA were less positive.

10.2

IPSQ metrics have been received from several wards already during the current quarter , with
more expected to arrive from adult forensic services in particular. Quality Walkarounds took

place on eight inpatient areas during quarter four. The emerging good practice and suggested
areas of improvement have been summarised in section five of this report.
10.3

There are plans for nine Quality Walkarounds during quarter one of 2018/19. Four of these
have now been scheduled, with two having taken place already.

10.4

A Quality Matters Strategy has been drafted. This will articulate the strategic direction that
our future approach will adopt, and will help to manualise the current processes. The Quality
Improvement Team are currently seeking support from senior operational and clinical leaders
across GMMH in order to widen the pool of people who are able to participate in Walkaround
visits. To support this, a training day has been proposed for June 2018 and the details have
been shared across operational services. A further update on this will be provided within the
next cluster activity report.
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REPORT SUMMARY:

Purpose
The purpose of this report is to share with the Board of Directors the updated CQC action
plan following the CQC well led inspection in 2017.
This updated CQC action plan was considered at our quarterly engagement with CQC on 23rd
April 2018 and also presented to the Quality Governance Committee on 10th May 2018.
As Trust Board members are aware, the CQC completed a well led inspection of GMMH in
December 2017. The outcome of this was published on the CQC website ww.cqc.org.uk on
Friday 23rd February 2018. A summary was provided to the Board of Directors in March 2018.
The CQC plans for the next GMMH well led inspection are also highlighted for information.
Updated GMMH CQC Action Plan
GMMH had a number of actions ongoing from the previous CQC inspection in 2016. This
action plan has now been updated to include all the new required and recommended actions
from the CQC inspection in 2017. Please see Appendix 1. GMMH submitted this action plan
to the CQC as required in response to the five requirement notices shared with the Board in
March 2018.
It should be noted that some actions identified by the CQC were addressed and completed
during the inspection period.
CQC Sustainability Group
The updated CQC action plan attached will be reviewed on a quarterly basis by the CQC
sustainability group. This group, originally convened prior to the 2016 CQC inspection, has
been re – established to ensure all actions are:•
•
•
•

completed within the agreed timescales
supported by clear evidence
embedded in practice
validated on an ongoing basis to provide assurance that actions remain embedded.

The next meeting of the CQC sustainability group is scheduled in June 2018 and preparatory
work is underway for this.
CQC Well Led Inspection 2018/19
The CQC would plan to complete well led inspections of Trusts on an annual basis. As the
GMMH CQC report for 2017 was published in February 2018, the CQC have confirmed
GMMH should expect the next CQC well led inspection by February 2019. This is likely to
include review of at least one, but no more than four core services in addition to the well led
element. If more than four core services are inspected this triggers a comprehensive
inspection.
The CQC also plan to attend key committees and meetings during 2018 to support future
inspections. This may include committees and meetings such as Quality Governance
Committee, Care Hub, Healthwatch Liaison meetings, Medicines Management and Mental
Health Act meetings.
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high quality care and delivering excellent
outcomes
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Obj. 6 – Achieve sustainable
Acquisition of MMHSC - failure to deliver the Post-Transaction
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governed
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
x

Assurance
x

Approval/Decision

RECOMMENDATIONS: The Board are asked to:
•
•
•
•

Review the updated CQC action plan and advise as to any further work required.
Note the suggested way forward to monitor and evidence this via quarterly GMMH
CQC sustainability meetings.
Note the action plan was submitted to the CQC as required to address the five
requirement notices.
Note the expected time frame for the next CQC inspection and plans of the CQC to
attend Trust wide meetings to support this.

CQC Inspection Actions

10/05/2018 - Version 1.8

The first page of the action plan ("Must Do") represents the actions undertaken or to be undertaken as a direct result of the CQC inspection . Prior to the inspection actions being published the trust had already identified a number of these areas and action were planned and implemented immediately. The second page of the action plan covers "Should Do" actions identified.

ID

Core Service

Regulation

CQC action identified

Must or
Should

Theme

GMMH Update

Lead

Responsible
Group

Review
Date

Completed

1

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

Regulation 18 Staffing

The trust must ensure that staff receive regular supervision.

Must Do

Supervision

Central monitoring of supervision in conjunction with local supervision leads is being
strengthened. Access to supervision training will be increased. Work commenced on electronic
system of recording supervision rates and register of supervisors for nursing supervision

Gill Green /
Andrew
Maloney

Workforce
Committee and
Medical Education

30/06/2018

No

2

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

Regulation 18 Staffing

The trust must ensure that staff receive the appropriate training for their role including learning
disability training.

Must Do

Training

Training Needs Assessment to be completed by Head of OD in conjunction with professional
lead for Greenlight Toolkit to to determine onward actions. These will inform the Trust wide
Care Planning and Trust wide GreenLight Toolkit meetings.

Andrew
Maloney

Quality Governance
Committee

30/06/2018

No

3

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

Regulation 12 Safe Care and Treatment

The trust must ensure that the ligature audits are an accurate reflection of the ward and are shared
with staff and environmental challenges shared at staff’s induction to the ward.

Must Do

Safety

All ligature audits will be reviewed and discussed in SLT and local team meetings. Staff new to a
ward will be given a copy of the current ligature audit and confirm that they are aware of any
risks. By end of April 2018 we will be using our Trust Sharepoint system to upload each wards
Ligature audit for staff to access. A stocktake will take place at the end of June to review how
practice has been embedded

Gill Green

Risk Management

30/06/2018

No

4

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

Regulation 12 Safe Care and Treatment

The trust must ensure that they mitigate blind spots in Eagleton, MacColl and Chaucer wards.

Must Do

Safety

Improvements have been made with convex mirrors now in place.Associate Director of Estates
and Facilities to review by April 18. In addition plans to review via Quality Walkarounds .

Deborah
Partington

N/A

31/03/2018

Completed

5

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

Regulation 9 Person Centered Care

The trust must ensure that care plans are person centred and written in an accessible way for patients.

Must Do

Care Plan

The 6 monthly care plan quality audits will monitor the person centeredness of care plans on a
continuous basis. An audit will be undertaken in April with any learning taken through CAREhub
and the Care Plan review steering group and noted at QGC.

Gill Green

Quality Governance
Committee

30/06/2018

No

6

Wards for older people with mental health
problems

Regulation 11 Need for Consent

The trust must ensure that Mental Health Act documentation is completed correctly on all wards. This
includes ensuring that medication is authorised correctly under section 62 and that second opinion
doctors are requested in a timely manner to ensure that treatment is given under the correct authority.

Must Do

MHA

A Task and Finish group is in place developed and continuous monitoring will take place
through the audit framework by the MHA team. Audit outcomes will be considered at bimonthly MHA committee meetings then discussed at QGC

Gill
Green/Chris
Daly

Quality Governance
Committee

30/06/2018

No

7

Wards for older people with mental health
problems

Regulation 11 Need for Consent

The trust must ensure that on Cavendish ward, staff explain Section 132 rights to patients on
admission and at relevant points during their detention.

Must Do

MHA

Monthly audits regarding patients’ rights will be received and reviewed by the MHA
Department. Patients' Rights will also be part of the revised Trust wide MHA training. Staff on
Cavendish ward will receive direct training on this by the MHA team by May 2018. This will be
audited in June 18 and on an ongoing basis.

Gill
Green/Chris
Daly

Quality Governance
Committee

30/06/2018

No

8

Child and adolescent mental health wards

Regulation 12 Safe Care and Treatment

The trust must ensure that all safety checks are completed so that equipment is in date and safe to
use.

Must Do

Safety

New enhanced system in place. Matrons will oversee this process through their regular medical
device quality checks with overall governance at the Physical Health Care Committee

Gill Green

Physical Healthcare
Committee

30/04/2018

No

CQC Inspection Actions

10/05/2018 - Version 1.8

ID

Core Service

CQC action identified

Must or
Should

Theme

GMMH Update

Lead

Review
Date

Completed

16

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

The trust should review the process in supporting patients to complete advanced statements and
decisions regarding their care and treatment.

Should Do

MHA

Current MCA and MHA policies are being reviewed. Training is being established including
guidance on Paris recording to ensure that staff support service users to complete advance
statements and decisions regarding their care and treatment.

Gill Green

30/06/2018

No

20

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

The trust should ensure all relevant policies reflect the Mental Health Act code of practice 2015.

Should Do

MHA

All Trust MHA policies are being reviewed and will reflect the Code of Practice requirements.
T2 and T3 task and finish group completed. Consent policy updated. New electronic prompt
system in place.

Chris Daly

30/09/2018

No

21

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

The trust should ensure patients have their section 132 rights explained to them and that it is
recorded.

Should Do

MHA

Monthly audits regarding patients’ rights will be received and reviewed by the MHA
Department. Patients' Rights will also be part of the revised Trust wide MHA training. Staff on
Cavendish ward will receive direct training on this by the MHA team by May 2018. This will be
audited in June 18 and on an ongoing basis.

Chris Daly

30/06/2018

No

35

Substance misuse services

The trust should ensure that consideration of mental capacity is recorded.

Should Do

MHA

Gill Green

30/06/2018

No

13

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

The trust should ensure staff follow the trust’s policy in relation to the administration of rapid
tranquillisation, that the monitoring of physical observations takes place, is recorded, and the records
are accessible.

Should Do

Rapid Tranq

Policy harmonisation being completed to ensure compliance. Further work is being monitored
through Meg Mgt and NIAG for assurances

Chris Daly

30/06/2018

No

27

Wards for older people with mental health
problems

The trust should ensure that observations following rapid tranquilisation are recorded on the correct
paperwork to ensure this is easily located on one document during an emergency and for audit
purposes.

Should Do

Rapid Tranq

Included in item 13

Chris Daly

30/06/2018

No

28

Wards for older people with mental health
problems

The trust should ensure staff at Woodlands hospital are aware of the procedures to use rapid
tranquilisation at Woodlands Hospital.

Should Do

Rapid Tranq

The protocol for use of rapid tranquillisation at Woodlands will be reiterated through the SLT
and local team meetings. Please see item 13 in addition.

Chris Daly

30/06/2018

No

32

Child and adolescent mental health wards

The trust should ensure that patients understand their medication so that they can be effectively
involved in decisions about their medication.

Should Do

Medicine
Management

The medicines management team will work with CAMHS to develop age appropriate
information about medicines and systems will be strengthened to ensure that decision making
is collaborative

Chris Daly

30/09/2018

No

18

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

The trust should review the contribution of other disciplines within the team in the care planning
process.

Should Do

Care Plan

The 6 monthly care plan quality auditswill be used to moitor and review this and will be
included in CPA group programme of work.

Gill Green

30/06/2018

No

22

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

The trust should ensure that staff offer patients a copy of their care plan and that staff document this.

Should Do

Care Plan

The 6 monthly care plan quality audits will monitor this on a continuous basis. An audit will be
undertaken in April with any learning taken through CAREhub and the Care Plan review steering
group and noted at QGC.This will also included in CPA group work programme as appropriate.

Gill Green

30/06/2018

No

12

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

The trust should review the arrangements for measuring fridge temperatures, ensuring there is the
range of temperatures recorded and prompt action taken when a reading is outside of the
recommended range.

Should Do

Safety

Systems for monitoring that fridge temperatures are being recorded in line with Trust policies
are being strengthened. Matrons will oversee this process through their regular quality checks
with overall governance at IPCC

Gill Green

31/03/2018

Yes

14

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

The trust should ensure anti-barricade doors open both ways on Brook and Medlock wards.

Should Do

Safety

The checking of anti-barricade doors is now incorporated into weekly ward safety checks. This
is also incorporated into our annual Environmental Ligature Risk audit. Audit completed in
February 2018 to identify the location and types of every anti-barricade doors and ensure
appropriate signage. This has also been incorporated into the local ward inductions for new
staff including bank and agency staff .

Gill Green

30/06/2018

No

19

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

The trust should ensure staff have enough time to share the important information regarding patients,
especially on Bronte ward where there are 31 patients and 15 minutes allocated.

Should Do

Safety

Trust wide audit of handovers to be planned into the audit programme for 2018/19 and any
actions to be implemented operationally

Gill Green /
Deborah
Partington

30/09/2018

No

23

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

The trust should consider how agency staff work in line with the values of the service and deliver the
level of care expected.

Should Do

Safety

Monthly agency exec meeting groups set up to review quality and discussions ongoing around
usage of NHS professionals

Andrew
Maloney/Gill
Green

30/06/2018

No

33

Substance misuse services

The trust should ensure consistent use of alarm systems within community-based services.

Should Do

Safety

Task and finish group established to undertake audit and review of fixed and mobile alarm
systems and personal safety arrangements within community-based services. 3 month pilot has
been undertaken with options now being considered

Gill Green /
Deborah
Partington

30/09/2018

No

34

Substance misuse services

The trust should ensure services hold a register of substances deemed hazardous to health.

Should Do

Safety

Harmonisation of COSHH Policy to be completed.
Audit of COSHH registers to be undertaken.
COSHH intranet page to be refreshed.

Gill Green

30/06/2018

No

11

Trust wide

The trust should improve the system for monitoring training rates so that local and centrally held
figures align.

Should Do

Training

Figures are centrally collated and available through the Learning Hub as the central record.
Compliance is reported through management forums and operationally managed, this should
include updating the central record if discrepancies are identified

Andrew
Maloney

30/06/2018

No

The Mental Capacity Act functionality on Paris is being improved to ensure that use of MCA and
DoLS is captured accurately across the Trust.
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ID

Core Service

CQC action identified

Must or
Should

Theme

GMMH Update

Lead

Review
Date

Completed

Should Do

Training

Local system of more robust monitoring and management being developed, significant agenda
item in SLT and monitoring in place

Deborah
Partington

30/09/2018

No

36

Substance misuse services

38

Long-stay or rehabilitation mental health wards The trust should ensure that electronic systems designed to collate information regarding mandatory
for working age adults
training collate all data to give a true recording of the efforts of staff to stay up to date with training.

Should Do

Training

As item 11

Andrew
Maloney

30/06/2018

No

15

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

The trust should review the environment of Eagleton and Keats wards to ensure that the ward is free of
odours, the drainage is working and the showers are clean and hygienic to use.

Should Do

Environment

Facilities have reviewed and plan site visit to check remedial actions have progressed

Andrew
Maloney

30/06/2018

No

26

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

The trust should continue progressing with their plans to eliminate dormitories.

Should Do

Environment

Detailed capital plan being developed which will eliminate the use of dormitories. Active
engagment with GM estates strategy to redevelop site

Andrew
Maloney

30/06/2018

No

29

Wards for older people with mental health
problems

The trust should ensure that patients’ privacy and dignity is protected by ensuring that privacy screens
on bedroom windows are not routinely left open when patients are in their bedrooms.

Should Do

Environment

The Trust DSSA lead is working with the ward managers and matrons networks to ensure that
operational systems are strengthened to help maintain people's privacy and dignity

Gill Green /
Deborah
Partington

30/06/2018

No

30

Wards for older people with mental health
problems

The trust should consider the use of privacy curtains in the bathrooms on the main corridor on Bollin
ward.

Should Do

Environment

Privacy curtains have been ordered and have been installed in the bathrooms.

Gill Green

31/03/2018

Yes

31

Wards for older people with mental health
problems

The trust should consider that there is a quiet space where patients can relax on Bollin and Greenway
wards and an alternative space to the main lounge for activities.

Should Do

Environment

Alternatives to the two main lounges on Bollin ward is being explored. Work will be completed
on dividing the main lounge on Greenway ward.

Deborah
Partington

30/06/2018

No

37

Long-stay or rehabilitation mental health wards
The trust should ensure that the refurbishment of Acacia ward is considered with some urgency.
for working age adults

Should Do

Environment

Cosmetic and small scale environmental schemes completed and further work to improve
environment planned within capital projects

Deborah
Partington /
Andrew
Maloney

30/09/2018

No

10

Trust wide

The trust should continue work to ensure people are treated the same as others and have the same
opportunities.

Should Do

Equality

The Trust is implementing the E&D strategy

Gill Green

30/09/2018

No

25

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

The trust should ensure there is information on display on all wards to advise patients how they can
contact the Care Quality Commission.

Should Do

Patient
Information

Information and CQC displays is now included within ward based environmental checks. This
will be reviewed on Quality Visits in addition.

Deborah
Partington

30/06/2018

No

24

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

The trust should review the numbers of staff trained to support patients to access the gym to increase
the opportunity for patients to access the gym at Meadowbrook hospital.

Should Do

Physical Health

Considerations being made to a plan on how this can be increased

Deborah
Partington

30/09/2018

No

17

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

The trust should review access to psychology provision across the wards.

Should Do

Psychology

All district divisions are reviewing psychology resource available and access to inpatient suites.
Meeting arranged to discuss further actions with Trust Psychology lead

Deborah
Partington

30/06/2018

No

9

Trust wide

The trust should continue to embed the work of the freedom to speak up champion so that all staff are
able to raise concerns.

Should Do

Whistleblowing

Further awareness sessions for staff, leaflets and posters circulated, presentations planned at
managers meetings with ongoing promotion of role and access to whistleblowing policy

Andrew
Maloney

30/06/2018

No

The trust should ensure that staff are compliant with mandatory training.
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EXECUTIVE SUMMARY:

Quarter Four (Q4) 2017/18 data pulled on 01/04/2018. This is the second mortality
dashboard published by GMMH through the Open Executive Board Meeting.
Following the publication of the ‘Learning from Deaths guidance 2017’ there has
been no standard definition or criteria to assist Mental Health providers in
determining whether a death was avoidable and has been 50% more likely than not
to have been in relation to the care provided. Until a clear definition has been
agreed to assist Mental Health providers Trusts are asked to use a degree of
judgement to determine whether the death was more likely than not to be
avoidable. At the GM Mortality Review group there was consensus regarding
reporting of all definitely avoidable deaths using Structured Judgement Reviews
(SJR). Further consideration of the utility of the rating system to Root Cause Analysis
(RCA)/ Serious Untoward Incidents (SUI) investigations
Within Q4, no deaths that occurred in GMMH were judged to be as a direct result of
care provision. GMMH reviews all unexpected deaths using the agreed NHS Root
Cause Analysis methodology. Following the recommendations highlighted within
the first ‘Learning from deaths guidance in 2017 recommending providers to
implement the RCP Structured Review process in February 2018 GMMH hosted its
first SJR training workshop and a second training event has been arranged for
August 2018. These two training programmes will enable the Trust to skill up our
clinicians to fully implement the recommended SJR process.
GMMH has now started to implement the SJR process and these reviews will be
reflected within Q1 of our 18/19 quarterly mortality dash board) In Q4, no SJRs were
completed at the time of completing this dashboard
Expected deaths where no care concerns have been identified (i.e. service users on
an end of life care pathway) will not be investigated. Only expected deaths where
care and treatment concerns have been identified will then go on to receive further
investigation.

In total, there were three deaths of patients with identified learning disabilities. All
of which were unexpected outpatient deaths that occurred prior to the
commencement of the SJR methodology in February 2018. All three deaths were
reported to the Bristol University LeDeR Programme and investigated via three day
review, one of which progressed to RCA. Two deaths were attributed to physical
health and one drug related death.
There was an observed rise in reported deaths in Q4 compared to Q3. On review, it
was identified that there had been a rise specifically within Salford MATS team from
27 in Q3 to 55 in Q4. Of these deaths, there was a 56% increase of reported
expected deaths in Q4 compared to Q3. The increase in expected deaths may be
related to winter viruses such as the flu virus.
The increase between last year’s figures (2016/2017) and YTD figures (2017/2018) is
attributed to the change in reporting process where expected deaths are now
captured within the Trust Risk Management System (Datix) and the GMW/MMHSC
acquisition in January 2017 forming GMMH.

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

Yes/No

If ‘yes’:
DATIX ID
2820

Strategic Objective
Promote recovery by
providing high quality care and
delivering excellent outcomes

RECOMMENDATIONS:

Description (as per BAF)
Learning from Deaths –failure to implement robust mortality
governance processes will impact on the trusts ability to
deliver safe care

•

The Board of Directors to note contents of the report and dashboard

•

The Medical Director and Deputy Director of Governance to deliver session to
Board on Learning from Deaths, as part of a Board Development day.

Learning from Deaths Dashboard

Organisation

GMMH

Financial Year

2017-18

Month

March

Learning from deaths dashboard V2.1, updated 08/03/2017

Learning from Deaths Dashboard
Purpose of the dashboard

This suggested dashboard is a tool to aid the systematic recording of deaths and learning from the care provided by NHS Trusts. Trusts may use this to record relevant incidents
of mortality, deaths reviewed and lessons learnt to encourage future learning and the improvement of care.
Guidance on what should be recorded in individual fields is provided below, alongside instructions for completing and updating the dashboard. This guidance on individual
fields complements the wider guidance provided in the National Framework on Learning From Deaths and separate methodology guidance on the Structured Judgement
Review (SJR) as developed by the Royal College of Physicians (RCP). The dashboard is not prescriptive and Trusts may set their own definitions according to local goals and data
availability, although minimum requirements are set out in the framework.

To update this dashboard - enter your data on the "Data" worksheet. The dashboard sheet is automatically updated.

Guidance on individual fields
Field No.
Field
Description of Field
Recording data on structured judgement reviews:
Total Number of Deaths in scope

1

This must as a minimum include all adult inpatient deaths excluding maternity services. Where additional deaths are included
(for example maternal deaths, deaths post-discharge or deaths of outpatients etc) the inclusion criteria should be made clear in
this field, which can vary by trust. The total number of deaths in scope defined in this field must be used in all subsequent
relevant fields in this work book. If a post-discharge period is being included in scope, (eg deaths within 30 days of discharge)
then the death should be counted in the month where the death actually occurred rather than time of admittance or
discharge.
Note that where it has been identified that a patient has a learning disability the death should be recorded separately (see Data
item 6, below).

2

Total Number of Deaths Reviewed This is the total number of deaths for which the care provided to the patient has been reviewed by your Trust. This may be a
combination of deaths reviewed under national and local minimum requirements and random sampling of all other deaths in
under the SJR methodology
scope.
Total number of deaths
considered to have more than a
50% chance of having been
avoidable

The Structured Judgement Review methodology, for use in relation to adult acute inpatient deaths, allows for reviewers to
score a death as having a more than 50% chance of having been avoidable when this judgement is made in relation to the care
provided by the trust conducting the review. This is the equivalent of a score of 3 or less. If using the RCP SJR then the number
of such deaths scored in this way is equivalent to this field
If not using RCP SJR, then the method used to judge whether a death was more likely than not to have been avoidable in
relation to the care provided by the trust conducting the review (or another provider if appropriate) should be stated here
including any definitions used. Note that if you are applying other methodologies to specific groups, such as learning disabilities
patients, those methodologies may require a degree of judgement to determine whether the death was more likely than not to
be avoidable. It may be appropriate to cross-reference those outputs with the processes for assessing structured judgement
reviews, and if appropriate to include those outputs here.

3

If the RCP SJR methodology is being used for structured judgement reviews Trusts are able to include monthly totals of
reviewed deaths that were in each category 1 to 6. If the Trust is not using this methodology these fields can be either left
blank or edited as appropriate.
Recording data on LeDeR reviews:
Total Number of Deaths in scope

This must include all adult inpatient deaths for patients with identified learning disabilities. The total number of deaths in
scope defined in this field must be used in all subsequent relevant fields. If a post-discharge period is being included in scope,
(eg deaths within 30 days of discharge) then the death should be counted in the month where the death actually occurred
rather than time of admittance or discharge.

5

Total Deaths Reviewed Through
the LeDeR Methodology

Formally, the LeDeR review methodology should be applied to all of the deaths shown as 'in scope'. You should record the total
number of deaths reviewed here.

6

Total Number of deaths
considered to have been
potentially avoidable

Record the total number of deaths for which review evidence leads to a conclusion that it is more likely than not that the death
was potentially avoidable. This will require that a degree of judgement is applied to the outputs of the LeDeR review, and it
may be appropriate to cross-reference these outputs with the processes for assessing structured judgement reviews

4

How to update the dashboard

To update this dashboard - enter your data on the "Data" worksheet. The dashboard sheet is automatically updated.
To update the dashboard with new data:
1. Enter data for appropriate month(s) in the Data tab. Note that the RCP1 to RCP6 and Trust comparison fields are optional and the dashboard will still function correctly if
these fields are left blank.
- In the first 3 columns enter the data for your structured judgement reviews (number of deaths in scope, numbers reviewed, and numbers deemed potentially avoidable )
- You have the option of recording how many of the SJR reviews placed cases in each of the RCP1 to RCP 6 categories.
- For learning disabilities patients, enter the number of deaths in scope, numbers reviewed under the LeDeR methodology, and numbers deemed potentially avoidable
2. Change the month and year on the Front Sheet tab to the most recent month of data.
3. Change the data range on the time series charts as required by using the interactive dropdowns on the Dashboard tab (eg cell V4). Note that the time series charts are not
linked to the front sheet selection and are driven entirely by the dropdowns.

GMMH: Learning from Deaths Dashboard - March 2017-18
Description:
The suggested dashboard is a tool to aid the systematic recording of deaths and learning from care provided by NHS Trusts. Trusts are encouraged to use this to record relevant incidents of mortality, number of deaths reviewed and cases from which lessons can be learnt to improve care. Narrative provided in Table 7

Summary of total number of deaths and total number of cases reviewed
2. Time Series:

1. Total Number of all Deaths and Deaths Reviewed (including patients with identified learning disabilities)

Total Deaths Reviewed via 3 day review or root cause analysis
review

Total Number of Deaths in Scope

This Month-Mar 18
80
This Quarter (QTD)

Last Month-Feb18
91

*

Last Month-Feb18
42

Total Number of deaths considered to have been potentially
avoidable
(RCP<=3)

narrative 1

This Month-Mar 18
0
This Quarter (QTD)

Last Quarter

127

0

0

50

This Year -17/18 (YTD)

Last Year-16/17

0

0

0

290

This Year -17/18 (YTD)

Last Year-16/17

452

Total deaths

100

Last Quarter

Last Year-16/17

Q2

150

150

865

2018-19

200

Last Month-Feb18
0

This Quarter (QTD)

narrative 2

End date

Q1

250

227
narrative 2

2017-18

300

Last Quarter

277
This Year -17/18 (YTD)

This Month-Mar 18
49

Start date

Mortality over time and total deaths reviewed

236

Deaths
reviewed
Q1 2017-18

Q2

Q3

Q4

Q1 2018-19

Q2

3. Total Deaths Reviewed by a Structured Judgement Review Methodology ( SJR)

(During Q4 no deaths occurring in GMMH were judged to be as a direct result of care provision .
GMMH reviews all unexpected deaths using the agreed NHS Root Cause Analysis methodology. Following the recommendations highlighted within the first ‘Learning from deaths guidance in 2017 reccomending providers to implement the RCP Structured Review process in February 2018 GMMH hosted its first Structured Judgement Review training workshop
and a second training event has been arranged for August 2018. These two training programmes will enable the Trust to skill up our clinicians to fully implement the recommended SJR process.
In Q4 no SJRs were completed at the time of completing this dash board. GMMH has now started to implement the SJR process and these reviews will be reflected within Q1 of our 18/19 quarterly mortality dash board)
Score 1
Definitely avoidable

Score 2
Strong evidence of avoidability

Score 3
Probably avoidable (more than 50:50)

Score 5
Slight evidence of avoidability

Score 4
Probably avoidable but not very likely

Score 6
Definitely not avoidable

This Month

0

0

This Month

0

0

This Month

0

0

This Month

0

0

This Month

0

0

This Month

0

0

This Quarter (QTD)

0

0

This Quarter (QTD)

0

0

This Quarter (QTD)

0

0

This Quarter (QTD)

0

0

This Quarter (QTD)

0

0

This Quarter (QTD)

0

0

This Year (YTD)

0

0

This Year (YTD)

0

0

This Year (YTD)

0

0

This Year (YTD)

0

0

This Year (YTD)

0

0

This Year (YTD)

0

0

Start date

2017-18

Summary of total number of learning disability deaths and total number reviewed under the LeDeR methodology
5. Time Series:

4. Total Number of Deaths and Deaths Reviewed for patients with identified learning disabilities
(Please note the reporting of service users with a learning disability at time of death commenced December 2017)

End date

Q1

2018-19

Q1

Mortality over time and total deaths of service users with an learning disability reviewed
3

Total Number of Deaths in scope
This Month-Mar 18

Total Deaths Reviewed via 3 day review or root cause analysis
Last Month-Feb18

This Month-Mar 18

Last Month-Feb18

Total Number of deaths considered to have been potentially
avoidable
This Month-Mar 18

narrative 1

Last Month-Feb18

0

0

0

0

0

0

This Quarter (QTD)

Last Quarter

This Quarter (QTD)

Last Quarter

This Quarter (QTD)

Last Quarter

1

2

1

2

0

0

Last Year-16/17

This Year -17/18 (YTD)

Last Year-16/17

This Year -17/18 (YTD)

Last Year-16/17

0

3

0

0

0

This Year -17/18 (YTD)

narrative 3

3

Total deaths
2

1
Deaths
reviewed
0

Q1 2017-18

Q2

Q3

Q4

Q1 2018-19

Summary of total number of deaths by patient type

Table 7 - Narrative

6. Total number of Inpatient/Community deaths, Unexpected deaths and Expected deaths

Total Number of Inpatient Deaths in scope
This Month-Mar 18

Last Month-Feb 18

This Month-Mar 18

Last Month-Feb 18

*
The rise in deaths can be mainly attributed to Salford MATS team which has risen from 27 in Q3 to 55 in Q4. Of these

Total Number of Inpatient Deaths

Total Number of Inpatient Deaths (Unexpected)

narrative 4

(Expected
This Month-Mar 18

deaths there was a 56% increase of reported expected deaths in Q4 compared to Q3.

)

Last Month-Feb 18

11

5

3

2

8

3

This Quarter (QTD)

Last Quarter

This Quarter (QTD)

Last Quarter

This Quarter (QTD)

Last Quarter

21
This Year -17/18 (YTD)

7

10
Last Year-16/17

43

narrative 2

13

18

Total Number of Community Deaths in scope
This Month-Mar 18

This Year -17/18 (YTD)

14

4
Last Year-16/17

narrative 2

10

25

Total Number of Community Deaths (Unexpected)

Last Month-Feb 18

This Month-Mar 18

6
Last Year-16/17

This Year -17/18 (YTD)

Last Month-Feb 18

narrative 2

2

3

The increase between last years figures (2016/2017) and YTD figures (2017/2018) is attributed to the change in
reporting process where expected deaths are now captured within the Trust Risk Management System (Datix) and the
GMW/MMHSC acquisition in January 2017 forming GMMH

Total Number of Community Deaths
narrative 4

(Expected
This Month-Mar 18

)

Last Month-Feb 18

69

86

48

38

21

48

This Quarter (QTD)

Last Quarter

This Quarter (QTD)

Last Quarter

This Quarter (QTD)

Last Quarter

256
This Year -17/18 (YTD)
822

146

217
Last Year-16/17
277

narrative 2

This Year -17/18 (YTD)
451

110

121
Last Year-16/17
305

narrative 2

This Year -17/18 (YTD)
371

96
Last Year-16/17
45

1
Following the publication of the ‘Learning from Deaths guidance 2017’ there has been no standard definition or
criteria to assist Mental Health providers in determining whether a death was avoidable and has been 50% more likely
than not to have been in relation to the care provided. Until a clear definition has been agreed to assist Mental Health
providers Trusts are asked to use a degree of judgement to determine whether the death was more likely than not to
be avoidable.

narrative 2

3
In total there were three deaths of patients with identified learning disabilities. All of which were unexpected
outpatient deaths that occurred prior to the commencement of the Trust training for SJR methodology in February
2018. All three deaths were reported to the Bristol University LeDeR Programme and investigated via three day review,
one of which progressed to RCA. Two deaths were attributed to physical health and one drug related death.
4

Expected deaths where no care concerns have been identified (i.e. service users on an end of life care pathway) will
not require further investigation. Only expected deaths where care and treatment concerns have been identified will
th
t
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REPORT SUMMARY:
The report outlines the 10 recommended data security standards published in
response to the National Data Guardian’s (NDG) review of “Data Security, Consent
and Opt-Outs” which all Trusts have been asked to confirm their implementation of
them.
For the Trust eight of the ten indicators are ranked as fully compliant.
The report outlines 2 areas which the Trust has declared non compliant:
- On-Site cyber and data security assessments
- Checking Supplier Certification
The Trust is making progress on these areas and actions are being undertaken to
ensure that the NDG’s recommendations are being adhered to.

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
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The Trust Board is asked to note the Trust’s responses to 10 standards and endorse
the EMT decision to submit the Trust’s response.
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NHS IMPROVEMENT - 2017/18 DATA SECURITY AND PROTECTION REQUIREMENTS
SELF-ASSESSMENT

Introduction
In July 2017, the Government published its response to the National Data Guardian’s review
of “Data Security, Consent and Opt-Outs”. The 2017/18 Data Security and Protection
Requirements (DSPR) are based on the recommendations by Dame Fiona Caldicott, the
National Data Guardian (NDG) for health and social care. The Government accepted all 10
of the recommended data security standards.
All NHS providers are required comply with the standards and were asked by NHS
Improvement to confirm whether Trusts have implemented (fully, partially or not) the 10
standards by the 11th May 2018.
The national Chief Information Officer, Will Smart, recognises that there is still much to do, to
ensure that local Health and Care Organisations are resilient against potential cyber attacks.
The National Data Guardian has made it clear that people, process and technology all have a
role to play in increasing our cyber resilience.

Submission
All Trusts are required to confirm that the organisation has implemented the 10 data security
and protection requirements.
Attached to this report, is a copy of the required submission and the responses for GMMH.
It should be noted that the eight of the ten indicators are ranked as fully compliant.
There are 2 areas of declared non-compliance, which are explained below:
1.
2.

On-site cyber and data security assessments
Checking Supplier Certification

1.

The question relating to on site cyber and data security assessments specifically
relates to the use of a process conducted via NHS Digital (NHSD). This was available
to pilot organisations throughout 2017/18. Due to the nature of this programme, using
a third party commissioned by NHSD, there was limited capacity to support all NHS
organisations nationally. GMMH has had a number of external reviews of cyber and
data security and each review has reported a positive outcome. For example, MIAA
reported significant assurance for their review and the organisation has also received
ISO27001 accreditation.
Discussions have started with NHS Digital, with the intention of being assessed by their
programme during quarter 2 2018/19.

2.

Checking Supplier Certification - GMMH is able to confirm that its main patient system
supplier has the appropriate accreditation. However, there is further work to do to
ensure that all suppliers of patient systems are compliant. It is planned that the full
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management of these issues will be included in the IM&T work plan for the IM&T
Department in 2018/19.

Conclusion
It is essential that the Board of GMMH are aware of the progress and actions being taken to
ensure that the NDG recommendations are being adhered to. The organisation is in a strong
position with regards to cyber resilience, but there is more to do. A further, fuller update is
planned for the Board in June 2018.
As the submission deadline was 11 May 2018 and the responses needed to be approved by
the Board of Directors, this report was presented to EMT who signed off the submission on
behalf of the Trust Board.
The Trust Board is asked to note the Trust’s responses to 10 standards and endorse the EMT
decision to submit the Trust’s response.
Grace Birch
Associate Director of IM&T
Ismail Hafeji
Director of Finance and IM&T
May 2018
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17/18 DSPR SELF-ASSURANCE WEB FORM
Background
In January 2018, to improve data security and protection for health and care organisations the
Department of Health and Social Care, NHS England and NHS Improvement published a set
of 10 data and cyber security standards – the 17/18 Data Security Protection Requirements
(2017/18 DSPR) – that all providers of health and care must comply with.
We are asking all providers to confirm to us whether or not you are complying with the 2017/18
DSPR standards. To do this, you must submit a response to the questions outlined in this
webform. The questions are designed to test whether you have implemented (fully, partially
or not) the 10 standards outlined in the 2017/18 DSPR.
As part of the assurance process, the board must sign off your response before it is
submitted.
Any questions about the data collection process should be directed to the NHS Improvement
relationship lead for your organisation or to nhsi.17-18dsprsubmission@nhs.net
The Board has approved the responses to this questionnaire

Information Governance requirements for data collection
NHS Improvement is collecting self-assessment data from providers to support NHS Digital
and NHS England cyber security experts. Data will be used to assess whether providers are
meeting the 2017/18 DSPR standards and highlight areas where support from NHS Digital
and NHS England cyber security teams are required.
NHS Digital and/or NHS England may use your response to inform their risk assessment of
an individual providers’ cyber security resilience and develop any required action plans.
NHS Improvement may use your responses to support those areas it is responsible for
overseeing in regards to providers’ business continuity planning.
You are required to provide information relating to the senior executive responsible person for
data and cyber security and the Data Security and Protection Assessment. Only personal data
relating to the senior executive responsible for this particular matter is being requested.
Data will be shared securely with NHS Digital and NHS England cyber security teams to
deliver those works listed above. When data is submitted by you it will be securely encrypted,
transferred and stored in NHS Improvement’s Data Collections database hosted in a Azure
Cloud server. Only approved NHS Improvement users can access your data. Data will
ultimately be downloaded from the Azure Cloud server and stored on NHS Improvement’s
network.
All data collected from you will be regularly backed up and will be stored until no longer
required for purposes of this collection.
If you have a question about this request or need further help please contact:
nhsi.17-18dsprsubmission@nhs.net
The Trust acknowledges the content of this information governance statement.
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1. Senior level responsibility
There must be a named senior executive responsible for data and cyber security in your
organisation.
Ideally this person will also be your senior information risk owner (SIRO), and where applicable
a member of your organisation’s board.
Please enter your response below:
Fully implemented - The organisation has a named senior executive who reports to the
board who is responsible for data and cyber security and this person is also the SIRO
Partially implemented - The organisation has a named senior executive who reports to the
board who is responsible for data and cyber security but this person is not the SIRO
Not implemented - The organisation does not have a named senior executive who is
responsible for data and cyber security. Please provide the contact details of the named
senior executive responsible for data and cyber security.
Name
Job Title
Email
Telephone Number

2. Completing the Information Governance Toolkit v14.1
By 31 March 2018 organisations are required to achieve at least level 2 on the Information
Governance (IG) toolkit.
For more information on how to complete the toolkit, please refer to the guidance:
NOTE: the new Data Security and Protection toolkit is being introduced for 2018/19. This will
replace the current IG toolkit.
Please enter your response below:
Fully implemented : The organisation has completed the IG toolkit, submitted its results to
NHS Digital and obtained either level 2 or 3.
Partially implemented : The organisation has completed the IG toolkit and submitted its
results to NHS Digital but has not attained level 2.
Not implemented : The organisation has not completed the IG toolkit and submitted the
results to NHS Digital
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3. Preparing for the introduction of the General Data Protection Regulation in May 2018
The beta version of the Data Security and Protection toolkit was released in February 2018
and will help organisations understand what actions they need to take to implement the
General Data Protection Regulation (GDPR) which comes into effect in May 2018.
Detailed information about the implementation of the GDPR can be found in the
implementation checklist produced by the Information Governance Alliance
(https://digital.nhs.uk/information-governance-alliance/General-Data-Protection-Regulationguidance)
Please enter your response below:
Fully Implemented - By May 2018, the organisation will have an approved plan to detail
how it will achieve compliance with the GDPR. This will have board-level sponsorship and
approval.
Partially Implemented - By May 2018, the organisation will have a plan that has been
developed but not yet sponsored and approved at board level on how it will achieve
compliance with the GDPR.
Not Implemented - A plan has not been yet been developed.

4. Training staff
All staff must complete appropriate annual data security and protection training.
As per the IG toolkit, staff are defined as: all staff, including new starters, locums, temporary,
students and staff contracted to work in the organisation.
A new training programme has been introduced: https://www.e-lfh.org.uk/programmes/datasecurity-awareness/. This programme replaces the previous IG training whilst retaining key
elements of it.
More information about the previous IG training resources can be found at
https://www.igt.hscic.gov.uk/NewsArticle.aspx?tk=431663506918390&lnv=1&cb=6fa0a573a4df-45f3-8af1-5c5ff58cce87&artid=170&web=yes
Providers must ensure staff have completed either the new IG training tool or the previous IG
training tool.
Please enter your response below:
Fully implemented : At least 95% of staff have completed either the previous IG training
or the new training in the last twelve months.
Partially implemented : At least 85% of staff have completed either the previous IG training
or the new training in the last twelve months.
Not implemented : Less than 85% of staff have completed either the previous IG training
or the new training
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5. Acting on CareCERT advisories
Organisations must:
•
•
•

identify a primary point of contact for your organisation to receive and co-ordinate your
organisation’s response to CareCERT advisories, and provide this information through
CareCERT Collect
act on CareCERT advisories where relevant to your organisation
confirm within 48 hours that plans are in place to act on High Severity CareCERT
advisories, and evidence this through CareCERT Collect

Please enter your response below:
Fully implemented - The organisation has registered for CareCERT Collect
Not implemented - The organisation has not registered for CareCERT Collect
Please enter your response below:
Yes - The organisation has plans in place for all CareCERT advisories up to 31/3/2018
that are applicable to the organization (Note: the plan could be that the board accepts the
residual risk)
No - The organisation does not have plans in place for all CareCERT advisories up to
31/3/2018 that are applicable to the organisation
Not applicable - The organisation has not registered for CareCERT Collect

Please enter your response below:
Fully implemented - The organisation has clear processes in place that allow it to confirm
within 48 hours of a High Severity CareCERT advisory being issued that a plan is in place.
Partially implemented - The organisation does not have clear processes in place that allow
it to confirm within 48 hours of a High Severity CareCERT advisory being issued that a
plan is in place, but is developing these processes
Not implemented - The organisation does not have clear processes in place that allow it
to confirm within 48 hours of a High Severity CareCERT advisory being issued that a plan
is in place, and these processes are not under development

Please enter your response below:
Fully implemented - The organisation has in post a primary point of contact who is
responsible for receiving and co-ordinating CareCERT advisories.
Partially implemented - The organisation does not have in post a primary point of contact
who is responsible for receiving and co-ordinating CareCERT advisories, but is in the
process of filling that role.
Not implemented - The organisation does not have in post a primary point of contact who
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is responsible for receiving and co-ordinating CareCERT advisories, and no plans are in
place to fill that role.

6. Business continuity planning
Comprehensive business continuity plans must be in place to support the organisation’s
response to data and cyber security incidents.
Please enter your response below:
Fully implemented - The organisation has an agreed business continuity plan(s) for cyber
security incidents in place. The plan(s) take into account the potential impact of any loss
of services on external organisations in the health and care system.
Partially implemented - The organisation is developing a business continuity plan(s) for
data and cyber security incidents. The plan(s) will take into account the potential impact of
any loss of services on external organisations in the health and care system.
Not implemented - The organisation does not have a continuity plan for data and cyber
security incidents in place
Has the business continuity plan been tested in 2017/18?
Please enter your response below:
Yes - The business continuity plan for cyber security incidents in has been tested in
2017/18.
No - The business continuity plan for data and cyber security incidents has not been tested
in 2017/18.

7. Reporting incidents
Staff across the organisation must report data security incidents and near misses, and
incidents should be reported to CareCERT in line with reporting guidelines.
Incidents should be reported to CareCERT via carecert@nhsdigital.nhs.uk or 03003035222
if part of a national cyber incident response.
Please enter your response below:
Fully implemented - The organisation has a process or working procedure in place for
staff to report data security incidents and near misses
Partially implemented - The organisation is developing a process or working procedure
for staff to report data security incidents and near misses
Not implemented - The organisation does not have a process or working procedure in
place for staff to report data security incidents and near misses
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8. Unsupported systems
Your organisation must:
•
•

identify unsupported systems (including software, hardware and applications)
have a plan in place by April 2018 to remove, replace or actively mitigate or manage
the risks associated with unsupported systems.

NHS Digital’s good practice guide on the management of unsupported systems is at:
https://digital.nhs.uk/cyber-security/policy-and-good-practice-in-health-care.
Other guidance and general documents are on the main CareCERT website.
Please enter your response below:
Fully implemented - The organisation has reviewed all its systems and any unsupported
systems have been identified and logged on the organisation’s relevant risk register
Partially implemented - The organisation has reviewed all its systems and any
unsupported systems have been identified but not logged on the organisation’s relevant
risk register
Not implemented - The organisation has not reviewed its systems to identify any that are
Unsupported
For any unsupported systems identified, has the organisation developed a plan for how it will
remove, replace or actively mitigate or manage the risks of unsupported systems.
Organisations are not required to submit a plan as part of this data collection process but
should be prepared to submit their plan to NHS Digital if requested.
Please enter your response below:
Fully implemented - By May 2018 the organisation will have developed a plan to remove,
replace or actively mitigate or manage the risks associated with unsupported systems
Not implemented - By May 2018 the organisation will not have a plan in place to remove,
replace or actively mitigate or manage the risks associated with unsupported systems

9.

On-site cyber and data security assessments

Your organisation must:
•
•

have undertaken or have signed up to an on-site cyber and data security assessment
by NHS Digital
act on the outcome of that assessment, including any recommendations, and share
the outcome of the assessment with your commissioner.

Please enter your response below:
Fully implemented - The organisation has undergone an NHS Digital on-site cyber and
data security assessment
Partially implemented - Prior to 31 March 2018 the organisation signed up to undergo an
NHS Digital on-site cyber and data security assessment but has not yet
Not implemented - Prior to 30 March 2018 the organisation has not signed up to an NHS
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Digital on-site cyber and data security assessment
For organisations who have undergone an NHS Digital on-site cyber and data security
assessment:
Please enter your response below:
Fully implemented - The organisation has an improvement plan in place on the basis of
the findings of the assessment, and has shared the outcome with the relevant
commissioner(s)
Partially implemented - The organisation has an improvement plan in place on the basis
of the findings of the assessment, but has not yet shared the outcome with the relevant
commissioner(s)
Not implemented - The organisation does not yet have an improvement plan in place on
the basis of the findings of the assessment, and has not yet shared the outcome with the
relevant commissioner(s)
Please tell us if the organisation has used an external organisation to audit the organisation’s
data and cyber security risks. Please note there is no requirement to use an external
organisation to audit data and cybersecurity risks.
Please enter your response below:
Yes - The organisation has used an external vendor to audit the organisation’s data and
cyber security risks
No - The organisation has not used an external vendor to audit the organisation’s data
and cyber security risks

10. Checking Supplier Certification
Organisation should ensure that any supplier of critical IT systems that could impact on the
delivery of care, or process personal identifiable data, has the appropriate certification
(suppliers may include other health and care organisations).
Depending on the nature and criticality of the service provided, certification might include:
•

•
•
•
•

ISO/IEC 27001:2013 certification: supplier holds a current ISO/IEC27001:2013
certificate issued by a United Kingdom Accreditation Service (UKAS)-accredited
certifying body and scoped to include all core activities required to support delivery of
services to the organisation.
Cyber Essentials (CE) certification: supplier holds a current CE certificate from an
accredited CE certification body.
Cyber Essentials Plus (CE+) certification: supplier holds a current CE+ certificate from
an accredited CE+ Certification Body.
Digital Marketplace: supplier services are available through the UK Government Digital
Marketplace under a current framework agreement.
Other types of certification may also be applicable. Please refer to Cyber Security
Services 2 Framework via Crown Commercial.
(https://ccs-agreements.cabinetoffice.gov.uk/contracts/rm3764ii)
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NHS Digital contracts for/supplies a number of IT systems and solutions in use by multiple
NHS organisations. Please note that NHS Digital ensures in each of its system procurements
that appropriate data security certifications are in place from its suppliers.
Please enter your response below:
Fully implemented - The organisation has checked that the suppliers of all its IT systems
have appropriate certification, and can evidence that all suppliers have such certification.
Partially implemented - The organisation has checked that the suppliers of IT systems that
relate to patient data, involve clinical care or identifiable data have appropriate
certification, and can evidence that all suppliers have such certification.
Not implemented - The organisation has not checked whether its suppliers of IT systems
have appropriate certification.
End of document
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REPORT SUMMARY:

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

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
Views of governors
sought outside of
formal meeting
Executive Management Team
LEGAL IMPLICATIONS:

Compliance with the requirements of the NHS Act 2006, the Health and Social
Care Act 2008, the Health Care Act 2009 and the Health and Social Care Act
1

REGULATORY
IMPLICATIONS (CQC/NHSI):

2012
Compliance with the requirements of the NHS Provider Licence

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 the requirements of Conditions G6 and
CoS7 of the Provider Licence and confirm that:

x

Approval/Decision

x

•

the Directors of the Licensee are satisfied that, in the Financial Year most
recently ended, the Licensee took all such precautions as were necessary in
order to comply with the conditions of the licence, any requirements
imposed on it under the NHS Acts and have had regard to the NHS
Constitution – Condition G6(3)

•

the Directors of the Licensee have a reasonable expectation that the
Licensee will have the Required Resources available to it over the next
financial year (2018/19) after taking account of distributions which might
reasonably be expected to be declared or paid – Condition CoS7(3)

2

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

1.

Introduction

1.1

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

1.2

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

Condition
CoS7(3)

Condition FT4(8)

Self-Certification Requirement

Deadline for Board
Sign-Off of SelfCertification
The provider has taken all precautions necessary 31 May 2018
to comply with the Licence, NHS Acts 1 and NHS
Constitution
If providing commissioner requested services, 31 May 2018
the provider has a reasonable expectation that
required resources will be available to deliver
the designated service
The provider has complied with required 30 June 2018
governance arrangements

1.3

The aim of self-certification is for providers to carry out assurance that they are in
compliance with the conditions. The Board of Directors are asked to self-certify the Trust’s
compliance with Conditions G6(3) and CoS7(3) at its meeting on 21 May 2018. Selfcertification on Condition FT4(8) will be sought at the Board of Directors meeting on 25 June
2018.

2.

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

2.1

Condition G6 requires NHS foundation trusts to:

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

1

3

•

•
•
2.2

have processes and systems that identify risks to compliance with the conditions of the
Provider Licence, any requirements imposed on it under the NHS Acts, and the requirement
to have regard to the NHS Constitution in providing health care services for the purposes of
the NHS
take reasonable mitigating actions to prevent those risks and a failure to comply from
occurring
annually review whether these processes and systems are effective
The Board of Directors are invited to review the requirements of Condition G6 and confirm,
or not confirm, the following self-certification statement:

Following a review for the purpose of paragraph 2(b) of licence condition G6 2, the Directors
of the Licensee are satisfied that, in the Financial Year most recently ended, the Licensee took
all such precautions as were necessary in order to comply with the conditions of the licence,
any requirements imposed on it under the NHS Acts and have had regard to the NHS
Constitution.

If not confirmed, the Board should agree an explanation that can be provided for this.
2.3

In making their declaration, the Board of Directors should take into account, in particular,
the Annual Governance Statement as set out in the Annual Report 2017/18. The Annual
Governance Statement describes the Trust’s system of internal control and the processes in
place to identify, prioritise and evaluate risks to the achievement of the Trust’s policies, aims
and objectives and to manage any risks efficiently, effectively and economically. Key
elements of the system of internal control include the Trust’s Risk Management Framework
and approach to Board assurance, the Board committee structure and associated reporting
lines, the Quality Governance Framework, the annual business planning process and the
Trust’s approach to performance management. The approach to Board assurance, in
particular, has been strengthened during 2017/18.

2.4

Feedback from internal and external audit are also a key source of assurance on the Trust’s
compliance with its obligations. In April 2018, the Trust received the Director of (Internal)
Audit opinion on the overall adequacy and effectiveness of the Trust’s risk management,
control and governance processes for the financial year 2017/18. The overall opinion was
that substantial assurance can be given that there is a good system of internal control
designed to meet the organisation’s objectives, and that controls are generally being applied
consistently.

2.5

NHSI also require that the Board of Directors take into account the views of governors when
agreeing their self-certification. These views have been sought via the Trusts’ Lead Governor

Paragraph 2(b) of licence condition G6 sets out the requirement for the Licensee to regularly review that
processes and systems have been implemented and are effective
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and confirmation has been received that the governors consider the Trust to be compliant
with conditions G6(3).
2.6

Providers must publish their G6 self-certification within one month following the deadline.
The Company Secretary will co-ordinate this publication and arrange sign-off by both the
Chair and Chief Executive.

3.

Condition CoS7 – Availability of Resources

3.1

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

3.2

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

3.3

For GMMH, those services identified as ‘mandatory services’ in its Terms of Authorisation as
an NHS Foundation Trust automatically became classified as CRS in April 2013. Manchester
Clinical Commissioning Group (CCG) have confirmed in January 2018 that all services
delivered by the Trust in Manchester will continue to be designated as CRS for the duration
of the current contract, which expires on 31 March 2019. For all other localities, those
services classified as CRS in 2013 will remain classified as such whilst ongoing service reviews
are conducted by commissioners.

3.4

The Board of Directors are required to ‘confirm’, or ‘not confirm’, one of the following three
self-certification declarations about the resources required to provide designated services
and comply with Condition CoS7:

a) After making enquiries the Directors of the Licensee have a reasonable expectation that
the Licensee will have the Required Resources available to it over the next financial year
after taking account of distributions which might reasonably be expected to be declared
or paid
b) After making enquiries the Directors of the Licensee have a reasonable expectation that
the Licensee will have the Required Resources available to it over the next financial year
after taking into account in particular (but without limitation) any distribution which
might reasonably be expected to be declared or paid. However, the Directors would like to
draw attention to specific factors which may cast doubt on the ability of the Licensee to
provide Commissioner Requested Services
c) In the opinion of the Directors of the Licensee, the Licensee will not have the Required
Resources available to it over the next financial year.
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3.5

The views of governors on the availability of resources have also been sought via the Lead
Governor and confirmation has been received that the governors consider the Trust to be
compliant with condition CoS7(3).

3.5

In making their declaration against Condition CoS7, the Board of Directors should take into
account the Trust’s operational plan for 2018/19 to 2019/20, as agreed by the Board of
Directors in January 2018 and considered by the Council of Governors in April 2018. The
operational plan is focused on enabling the Trust to sustain its position as a financially stable
organisation, which continues to deliver key financial targets and effectively manages
financial risks. The operational plan takes into account local and national financial
challenges, supports the Trust’s plans for service redesign and transformation, and makes
pragmatic use of both internal and external funding sources.

3.6

The Board of Directors should also consider the Trust’s position with regard to contractual
income for clinical services, including CRS. As reported to the Board of Directors in May
2018, all clinical contracts have been agreed and signed off with commissioners for 2018/19.

4.

Audits

4.1

As per the previous year, NHS Improvement will contact a select number of NHS foundation
trusts from July 2018 to ask for evidence of self-certification. Providers are no longer
required to submit self-certifications to NHSI.

5.

Recommendations

5.1

The Board of Directors are asked to review the requirements of Conditions G6 and CoS7 of
the Provider Licence and confirm that:
•

the Directors of the Licensee are satisfied that, in the Financial Year most recently ended,
the Licensee took all such precautions as were necessary in order to comply with the
conditions of the licence, any requirements imposed on it under the NHS Acts and have had
regard to the NHS Constitution – Condition G6(3)

•

the Directors of the Licensee have a reasonable expectation that the Licensee will have the
Required Resources available to it over the next financial year (2018/19) after taking account
of distributions which might reasonably be expected to be declared or paid – Condition
CoS7(3)
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Board of Directors – Part 1
TITLE OF REPORT:

Audit Committee:

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

• Minutes of the Meeting held 5 February 2018 (Ratified)
• Committee Chair’s Assurance Report on the Meeting held 27 April 2018
Monday 21 May 2018
16.01 – 16.02
Andrea Knott, Non-Executive Director and Audit Committee Chair
Diana Paul, Executive PA

REPORT SUMMARY:

The Board of Directors are asked to note the ratified minutes of the Quality
Governance Committee meeting held on 5 February 2018 and the Committee
Chair’s Assurance Report on the meeting held on 27 April 2018. A verbal update on
the outcomes of the meeting held on 21 May 2018 will be provided to support the
Board’s review of the Annual Report and Accounts 2017/18.

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

REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
27/04/18
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

RECOMMENDATIONS:

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

x

Assurance

x

Approval/Decision

Minutes of the Audit Committee meeting held 5 February 2018 (Ratified)
Committee Chair’s Assurance Report on the meeting held 27 April 2018

2

RATIFIED
MINUTES OF THE AUDIT COMMITTEE MEETING
HELD 5 FEBRUARY 2018 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:
Chris Daly
Victoria Davies
Kathy Doran
Gill Green
Ismail Hafeji
Julie Jarman
Amanda Latham
Kevin Lloyd
Andrew Maloney
Neil McQueen
Ruth Parker
Diana Paul
Kim Saville
Janine Taylor
Neil Walmsley

-

Medical Director (attended for Item 10/18)
Assistant Manager (KPMG)
Non-Executive Director (attended for Item 10/18)
Director of Nursing and Governance
Director of Finance and IM&T
Non-Executive Director
Director, (KPMG)
Assistant Director, Mersey Internal Audit Agency (MIAA)
Director of HR and Corporate Affairs
Anti-Fraud Specialist (MIAA)
Senior Audit Manager, (MIAA)
PA to Director of Finance & IM&T (minutes)
Company Secretary
Associate Director of Finance
Trainee (MIAA)

No.
01/18

Item
Welcome and Introductions

Action

Andrea Knott, Chair of the Audit Committee, welcomed Kathy Doran and Julie
Jarman, Non-Executive Directors and Chris Daly, Medical Director to the meeting.
02/18

Apologies for Absence

Noted

There were no apologies for absence.
03/18

Minutes of the Previous Meeting held 4 December 2017

Approved

The minutes of the previous meeting held on 4 December 2017 were accepted as
a true and correct record.
04/18

Matters Arising from Previous Meeting

Noted
Page 1 of 14

The Committee reviewed the action log and noted that all actions had either
been completed or were in progress. There were no matters arising.
05/18

Technical Update

Noted

Amanda Latham, Director (KPMG), presented KPMG’s Technical Update. She
drew the Committee’s attention to the following:
•
•

Data Security and Protection – the Department of Health has released
new guidance for all health and care organisations.
Annual Report and Accounts 2017/18 – no significant change to the
Annual Reporting Manual (ARM) 2017/18, compared to the previous
year.

The Committee noted the Technical Update.
06/18

External Audit Plan 2017/18

Noted

Amanda Latham provided an overview of the External Audit Plan, which was
presented for the Committee’s approval. She noted that the Plan has been
informed by discussions with management and reflects the requirements of the
2017/18 ARM issued by NHS Improvement and the Group Accounting Manual
(GAM) issued by the Department of Health.
Amanda Latham advised that the following have been identified as significant
audit opinion risks for GMMH:
•
•
•
•
•

Valuation of land and building assets
Valuation of NHS income and deferred income
Fraud risk and Income recognition
Valuation of LGPS Pension Liability (new)
Management override of controls

With regard to the Value for Money conclusion, Amanda Latham confirmed that
the approach is fundamentally the same as for 2016/17. She noted that a
meeting will be scheduled with Andrew Maloney, Director of HR and Corporate
Affairs, regarding the Value for Money conclusion and updates will be shared at
the April meeting of the Audit Committee.
Victoria Davies, Assistant Manager (KPMG), advised that the Quality Accounts
guidance has been published since the Audit Plan was written and the plan will
be updated to reflect the guidance. Gill Green, Director of Nursing and
Governance, briefed the Committee on the changes to requirements relating to
the mandated indicators. For 2017/18, Trusts will be required to select two
indicators from a list of four. She confirmed that the requirement remains for
Governors to select a local indicator and this will be discussed at the next Council
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of Governors meeting on 12 February 2018.
The Committee approved the plan, subject the updates being made in relation to
the Quality Account.
07/18

Internal Audit Progress Report

Noted

Ruth Parker, Senior Audit Manager (MIAA), presented the Internal Audit Progress
Report. She advised that two audits have been finalised since the last meeting,
with both receiving a ‘Significant Assurance’ opinion. She briefed the Committee
on the findings of each audit and the assurances received:
•

Safety & Suitability of Premises – A high-level review was undertaken to
confirm whether staff and service users operate in premises which are
safe, suitable and compliant with legislation and regulations. From the
tests undertaken, the audit determined that the Estates and Facilities
Department are undertaking the testing and inspections required to
ensure the premises are safe and suitable for use.
As an outcome of the audit, a comprehensive matrix will be produced to
cross-reference premises against each statutory and/or regulatory
requirement and identify any missing information. A process will be
developed to ensure the compliance data is kept up to date and
reviewed annually.

•

Mortality Framework – The baseline assessment focused on Board
leadership, policy and procedures, governance systems and processes,
information and reporting. The audit found the Trust to be forward
thinking in its approach to learning from deaths. Ruth Parker provided a
number of examples of assurance to support this finding including the
reviewed Terms of Reference for the Mortality Group and the
development of a North West Mortality Review Group with other
providers, which is focused on learning from deaths, sharing best
practice and benchmarking across the region.

Ruth Parker also briefed the Committee on the outcome of the recent Assurance
Framework opinion review. She advised that the review found the Board
Assurance Framework (BAF) to be structured to meet NHS requirements, visibly
used by Board and reflective of the risks discussed by Board. She highlighted the
improvements made to the BAF during 2017/18 and the recommendations made
to further enhance the BAF.
Ruth Parker provided an overview of the follow-ups undertaken by MIAA on
previous internal audit recommendations. She highlighted the following:
•

CIP – Janine Taylor, Associate Director of Finance, advised that work in
relation to CIPs is progressed and minuted through the Hub meetings
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•

•

•

Carter Action Plan – The Procurement Steering Group has been reestablished with engagement from across the Trust. Janine Taylor
provided assurance that the recommendations are being progressed.
Bank and Agency – Limited assurance has been received with 4 risks
remaining as partially implemented. The meeting noted that a system
overhaul is required before full assurance can be given in this area.
Nursing Staffing Levels - The Trust now has a signed contract in place
with Miridian. System access has been implemented and MIAA are happy
with the progress to date.

With regard to outstanding MMHSCT audit recommendations, Ruth Parker
committed to circulating the recommendations and current position to give
Action: RP
assurance to members.
In relation to the current audits in progress, Ruth Parker advised that she had no
concerns regarding the completion of any of the audits.
Ruth Parker highlighted a proposed amendment to the Audit Plan to
accommodate MIAA reviewing the Trust’s readiness for the new General Data
Protection Regulations (GDPR). This would require the postponement of the ICT
Infrastructure audit to Q1 2018/19. The Committee approved this amendment.
The Committee noted the Progress Report.
08/18

MIAA Audit Committee Update

Noted

The Committee noted the update.
09/18

FT and Trust Assurance Framework Benchmarking Exercise 2017

Noted

Ruth Parker provided an overview of the outcomes of the 2017 Assurance
Framework benchmarking exercise. She advised that the Trust is one of only a
handful of Trusts to feature all ten of the Top 10 Risk Themes in its Assurance
Framework, which is positive.
Ruth Parker to circulate P7 and P8 of the report which was omitted in the papers.

Action: RP

The Committee noted the update.
10/18

Annual Internal Audit Plan 2018/19

Approved

Ruth Parker presented the proposed Internal Audit Plan for 2018/19, which has
been discussed with Gill Green, Director of Nursing and Governance, and Ismail
Hafeji, Director of Finance and IM&T, and also considered by the Executive
Management Team. She confirmed that the Audit Plan has been built to take
account of the national and local strategic context and to provide assurance on
the risks identified on the Trust’s BAF. The plan will inform the Head of Audit
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Opinion statement.
The Committee reviewed the proposed quality audits – implementation of the
MHA, complaints management (with a focus on Manchester), discharge planning
and out of area placements (OAPs). All agreed that the scope of the OAPs audit
should be reframed to align with the risk identified on the BAF. Kathy Doran, Action: RP
Non-Executive Director, confirmed that a programme of deep dives, to be agreed
by the Quality Governance Committee (QGC), will complement the internal audit
plan. She advised that the outcomes of a recent Positive and Safe deep dive will
be shared with the QGC in March 2018. The Committee discussed the
benchmarking of restraint data with other Trusts.
The Committee agreed that the proposed agency cap audit should be renamed
‘Agency Usage’. MIAA and KMPG to work together to obtain an oversight of Action: RP,
AL
issues within Greater Manchester.
Ruth Parker advised that the plan has flexibility built into it, to enable any
required changes during the course of the year. She confirmed that, as it
currently stands, there is scope for MIAA to undertake two additional audits. Any
audits above that would incur an additional cost. Committee members discussed
options for additional audits and agreed that consideration should be given to
undertaking audits focused on workforce strategy and PARIS in Q3/4 2018/19.
Ismail Hafeji noted that the Trust is in the process of migrating from Amigos to
PARIS in Manchester. Committee members discussed the controls in place to
during this transition period.
Committee members highlighted a number of required changes to the allocated
Action: RP
Executive Management leads. Ruth Parker to update the plan accordingly.
The Committee approved the proposed Internal Audit Plan 2018/19.
11/18

Anti-Fraud Annual Work Plan 2018/19

Approved

Neil McQueen, Anti-Fraud Specialist, MIAA, presented the proposed anti-fraud
annual work-plan for 2018/19.With regard to whistleblowing, he advised that the
Whistleblowing Policy is being reviewed and that he is working with the Freedom
to Speak Up Guardian (Nicky Littler) to determine how best to work together. He
also confirmed that MIAA will have greater input into sickness management
training going forward and that work is ongoing to scope out the requirement for
conflicts of interest training, linked with the Anti-Fraud, Bribery and Corruption
Policy.
Neil McQueen drew the Committee members’ attention to six potential areas of
activity and sought their views on which two should be undertaken during
2018/19. The meeting considered the benefits of combining use of locums with
the agency usage work being undertaken by internal audit, and also the benefits
of combining a review of taxi services with a review of patient transfer costs.
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After some discussion, the Committee agreed that the two areas of additional
fraud detection activity in 2018/19 should focus on sickness absence and use of
locum.
Neil McQueen also highlighted the annual completion of the NHS Counter Fraud
Agency self-review tool, which will take place in Q4 2018/19.
The Committee approved the work-plan subject to the inclusion of the two
additional areas of work.
12/18

Anti-Fraud, Bribery and Corruption Policy

Approved

Neil McQueen presented the updated Anti-Fraud, Bribery and Corruption Policy.
He noted that the main area of change related to the inclusion of a more
extensive narrative on the role of the NHS Counter Fraud Authority.
The Committee discussed the delays in completing investigations. Neil McQueen
to look into any guidance developed by other Trusts to support the Action:
implementation of their Anti-Fraud Policy and address time delays, and update NMcQ
the GMMH Policy for the next Audit Committee meeting.
The Committee approved the policy.
13/18

Significant Vendor Contracts

Noted

Ismail Hafeji presented a report to the Committee on the process followed for
the approval and management of significant vendor contracts. This work was
requested by the Audit Committee in October 2017, based on the findings of an
internal audit report.
Ismail Hafeji outlined the role of the Procurement Team, and their oversight of
procurement practices with reference to the example procurement exercise
outlined in the report. He noted that, at the last Procurement Steering Group, it
was agreed that the Procurement Team would review all contracts due for
renewal. It was also noted that more communication with staff and services is
required in relation to newly acquired contracts and also to remind staff of the
use of agreed procurement frameworks.

14/18

The Committee noted the update.
Accounts and Reporting Timetable 2017/18

Approved

Janine Taylor, Associate Director of Finance, advised that the timetable will
ensure that the Trust’s statutory accounts are completed in line with the national
timetable issued to all provider organisations by NHS Improvement.
She noted that the Trust is required to submit draft unaudited accounts by 24
April 2018 and final Trust Board approved audited accounts by 29 May 2018.
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The Committee approved the Accounts and Reporting Timetable 2017/18
15/18

Capital Policy and Procedure

Approved

Ismail Hafeji presented the Capital Policy and Procedure for approval by the
Committee. He noted that this Policy has been approved by the Committee
historically.
Ismail Hafeji noted that the Policy has been updated to reflect changes in
Executive Director Portfolios, Capital Investment Group terms of reference and
delegation limits.

16/18

The Committee discussed whether it was appropriate and necessary for the
Committee to approve this Policy and Procedure. An action was agreed to
separate the Policy and Procedure elements of the document. Going forward,
the Audit Committee will approve the Policy element and the Capital Investment Action: IH
Group will be responsible for approving the operational procedure. Committee
members agreed that the current Policy and Procedure should remain
operational, whilst this work is completed and approved.
Costing Policy
Approved
Ismail Hafeji informed the meeting that the Costing Policy has been updated,
with a number of minor changes made in terms of the costing process and
submission of mandatory returns. He also noted that the Trust is involved in the
Costing Transformation Programme pilot.
The Committee approved the Costing Policy.

17/18

Investment Performance

Noted

Ismail Hafeji provided an overview of the investment performance from 1st
November 2017 to 31st December 2017, noting that the total interest earned
equated to £11,469.56.
The Committee noted the report.
18/18

Summary Review of Losses and Special Payments

Noted

Isamil Hafeji presented a summary of the losses and special payments incurred
during the period 1st November 2017 to 31st December 2017.
The Committee noted the report.
19/18

Ex-MMHSCT: Accounts Receivable Legacy Balances

Noted

Committee members noted that the Trust has undertaken a considerable
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amount of work to reduce the outstanding balances down. Janine Taylor advised
that it would not be cost effective to pursue the outstanding balances, equating
to £14,945.05, any further due to lack of relevant documents/evidence.
The Committee noted the report and the balances for write-off.
20/18

SFI Breaches and Waivers

Noted

Ismail Hafeji presented the report on SFI breaches and waivers for the period 22
November 2017 to 22 January 2018. He noted that the Procurement Steering
Group have discussed the issues of SFI breaches. Procurement are now working
to tighten up processes and communication, including communications regarding
existing contracts which impact on waivers.

21/18

The Committee noted the report.
Payables and Receivables over £50k

Noted

Janine Taylor advised that, as at 31 December 2017, there were no payable
balances to report on and three outstanding receivables. She confirmed that,
since the report was written, payment has been received for the outstanding
receivables.
The Committee noted the update.
22/18

Disposal of Tangible Assets

Noted

Janine Taylor confirmed that no assets have been disposed of since the last
meeting.
The Committee noted the report.
23/18

Audit Committee Effectiveness Review

Noted

Andrea Knott briefed the meeting on the effectiveness review session, facilitated
by MIAA, which took place with Audit Committee members prior to the meeting.
She highlighted a number of themes which emerged from the review, including
the need to:
•
•
•
•

establish high-level objectives for the Committee for the coming year
ensure the right attendees are at each meeting
ensure the Board Assurance Framework is embedded in the work
undertaken by the Committee
better understand the policies requiring approval by the Committee

The Committee noted the feedback from the effectiveness review session and
the collated self-assessment checklists.
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24/18

Review of External Audit

Noted

Amanda Latham advised that no significant areas of development had been
identified in their annual self-assessment. She highlighted the need for the Audit
Committee to formally approve the adoption of the National Audit Office
Guidance to Auditors in AGN01, which provides guidance to auditors on the
value and nature of non audit work undertaken by external audit. Ismail Hafeji to Action: IH
review the AGN01 guidance and draft a paper recommending formal adoption of
the policy at the next meeting.
The Committee noted the feedback.
25/18

Review of Internal Audit

Noted

Ruth Parker briefed the Committee on the outcome of the internal audit annual
self-assessment.
The Committee noted the feedback.
26/18

Review of Anti-Fraud Work

Noted

Neil McQueen informed the meeting that no issues had been identified as an
outcome of the self-assessment.
Committee members that the Anti-Fraud annual report include detail on the
number of follow ups required and the action taken in relation to them.
The Committee noted the feedback.
27/18

Quality Governance Committee Schedule and Work Plan

Noted

Gill Green provided an overview of the Quality Governance Committee’s workplan, which is aligned with the Board’s work-plan, for the Committee’s
information.
The Committee noted the work plan.
28/18

Chairs Report on the Risk Management Committee Meeting held on 21 Noted
November 2017
Gill Green presented a report on the Risk Management Committee meeting held
in November 2017. She briefed the Committee on the key areas of discussion
and actions progressed at the meeting:
She advised that the former MMHSCT’s risk register has been reviewed and 46
open risks have been migrated to the GMMH risk register on DATIX. She advised
that, of these, there are currently 31 risks scoring 12+. She confirmed that these
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risks are subject to further review and the number may reduce further.
She also noted that the Safer Shores lone worker system contract is under review
and that the Vodafone pager service for the Prestwich site is due to be phased
out this year. There are some challenges around this due to signal strength,
which are currently being tested. She also advised that agreement has been
reached to use one ligature cutter tool across the Trust, and training and
guidance around the usage of this tool is now being delivered.
Committee members requested the continued receipt of chair’s reports at future
meetings, with the report to also reference any discussion in relation to the
Board Assurance Framework.
The Committee noted the update.
29/18

Update on the General Data Protection Regulation (GDPR)

Noted

Ismail Hafeji presented an update on the Trust’s preparedness for the GDPR
regulations. He advised that the national position is still unclear in relation to
GDPR, with the regulations planned to come into force in May 2018. On receipt
of additional guidance, it will be clearer as to the implications for the Trust
Ismail Hafeji briefed Committee members on activity underway to prepare for
the new regulations. As per the discussion on the internal audit plan, he advised
that a review is being planned with MIAA to assess the Trust’s readiness for the
GDPR. He highlighted the areas to be covered by the review and advised that the
extent of the gap between the Trust’s current position and the new
requirements is currently unknown. He advised that some enhancements may be
required to existing information governance procedures and practices, which
could prove challenging. Committee members noted the potential fine of up to
4% of annual turnover if the regulations are not complied with. Ismail Hafeji
confirmed that an action plan will be developed to address any gaps following Action: IH
the readiness review and this will be shared with the Audit Committee. Ismail
Hafeji committed to giving advance warning to Audit Committee members if the
scale of the gap was significant.
The Committee noted the report.
30/18

Use of Corporate Seal

Noted

Kim Saville, Company Secretary informed the meeting that the Corporate Seal
had not been used during the period 1 December 2017 to 31 January 2018.
The Committee noted the update.
31/18

Any other Business

Noted
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There were no items of other business.
32/18

Date and Time of Next Meeting

Noted

27 April 2018, 1.00pm, Rooms 1 & 2, 1st Floor, The Curve.

Certified as a true record of the meeting

…………………………………………………………
Committee Chair – Andrea Knott

Date
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Audit Committee - Action Log
Meeting
Oct-17

Minute
No.
91/17

Item

Dec-17

116/17

Feb 18

07/18

Internal Audit
Progress Report

Ruth Parker to circulate outstanding
MMHSCT audit recommendations and
current position

27/04/18

Feb 18

09/18

Ruth Parker to circulate P7 and P8 of the
report which was omitted in the papers

27/04/18

Ruth Parker, Senior
Audit Manager,
MIAA

Feb 18

10/18

FT and Trust
Assurance
Framework
Benchmarking
Exercise 2017
Annual Internal
Audit Plan 2018/19

Scope of OAPs audit to be reframed to align
with the risk identified on the BAF

27/04/18

Feb 18

10/18

Annual Internal
Audit Plan 2018/19

Agency Usage - MIAA and KMPG to work
together to obtain an oversight of issues
within Greater Manchester

27/04/18

Ruth Parker, Senior
Audit Manager,
MIAA
Ruth Parker, Senior
Audit Manager,
MIAA/Amanda
Latham, Director,

Internal Audit
Progress Report –
Bank and Agency
External Audit Risk
Assessment –
Valuation of
Pension Liability

Action

Agreed
Timescale
Future review of bank and agency to be
05/02/18
planned allowing time for the changes to be
embedded into the system
Ismail Hafeji and Amanda Latham to discuss
27/04/18
further the valuation of the Trust’s pension
liability

Forecast
Completion

Owner

Status

Ruth Parker, Senior
Audit Manager,
MIAA
Ismail Hafeji,
Director of Finance
& IM&T, and
Amanda Latham,
Director, KPMG
Ruth Parker, Senior
Audit Manager,
MIAA

Review
scheduled in
the plan.

Incorporated
into April
Progress
report.

Changed in
plan
Review in Q1
of 2018/19
plan,
benchmarking
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Meeting

Minute
No.

Item

Feb 18

10/18

Annual Internal
Audit Plan 2018/19

Feb 18

12/18

Anti-Fraud, Bribery
and Corruption
Policy

Feb 18

15/18

Capital Policy and
Procedure

Feb 18

24/18

Review of External
Audit

Feb 18

29/18

Update on the
General Data
Protection
Regulations (GDPR)

Action

Agreed
Timescale

Ruth Parker to update the Executive
Management leads in the Internal Audit
Plan 2018/19
Neil McQueen to look into guidance
developed by other Trusts to support the
implementation of their Anti-Fraud Policy
and address time delays, and update the
GMMH Anti-Fraud Policy
Policy and Procedure elements of the
document to be separated

27/04/18

Ismail Hafeji to review the AGN01 guidance
and draft a paper recommending formal
adoption of the policy at the next meeting.
Action plan to be developed to address any
gaps following the readiness review and
shared with the Committee. Ismail Hafeji to
give advance warning to Committee
members if the scale of the gap is
significant.

27/04/18

27/04/18

21/05/18

27/04/18

Forecast
Completion

Owner

Status

KPMG

exercise to be
undertaken
then and
reported back
to Audit
Committee.

Ruth Parker, Senior
Audit Manager,
MIAA
Neil McQueen,
Anti-Fraud
Specialist (MIAA)

Ismail Hafeji,
Director of Finance
and IM&T
Ismail Hafeji,
Director of Finance
and IM&T
Ismail Hafeji,
Director of Finance
and IM&T
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Not yet due
Completed on time
In progress and on target
Incomplete and overdue
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Chair’s Assurance Report to the Board of Directors
AUDIT COMMITTEE
Date of Board Meeting:

21 May 2018

Date of Committee Meeting:

27 April 2018

Committee Chair:

Andrea Knott, Non-Executive Director

Date of Assurance Report:

30 April 2018

Date of Next Committee Meeting: 21 May2018

TOPIC AREA
ISSUES DISCUSSED
1. Significant Assurance - The Committee has received assurances on behalf of the
Board as to the consistent application of controls in respect of the following matters:
Post Transaction MIAA reviewed the systems and processes that are in place to assess
Integration Plan the delivery of the PTIP and the implications of achieving key
milestones and benefits - ‘Significant Assurance’ opinion. There are
some key recommendations to implement as the programme is moved
into business as usual.
Key Financial
MIAA reviewed the design and operation of the controls within the key
Systems
financial systems of; the General Ledger, Accounts Receivable and
Accounts Payable and obtained assurances - ‘Significant Assurance’
opinion.
Critical
MIAA reviewed the main elements of the current control framework
Applications
related to the protection of the Datix system which facilitates the
(Datix)
capture, management and reporting of risks in the organisation ‘Significant Assurance’ opinion.
Critical
MIAA reviewed the protection of the email system and made
Applications
recommendations for improvement.– ‘Significant Assurance’ opinion.
(Emails)
Payroll/ESR
MIAA provided the Trust with a ‘Significant Assurance’ opinion as to the
robustness of controls within the ESR system regarding payments to
employees.
Information
MIAA provided the Trust with a ‘Significant Assurance’ opinion as to its
Governance
information governance processes, validity of returns and wider risk
Toolkit
areas.
1

RISK ON BAF?

Yes – Risk ID
2189

No

No

No

No

No

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:
General
Data MIAA have undertaken an audit in relation to the Trust’s readiness for
Protection
GDPR, the outcome of which shows 6 ‘Red’ risks have been identified.
Regulation
A full action plan is being prepared which will address these risks and
(GDPR)
other areas and will ensure the Trust can demonstrate it is working
towards full compliance by the implementation date and will be
brought to the full Board for discussion
Procurement
MIAA have undertook an audit of the procurement process within the
(Estates
Estates Maintenance area following anti-fraud referrals. This review
Maintenance)
has highlighted significant control weaknesses across many areas of the
process. Based on the limited scope of the work, it has been agreed
that a more comprehensive review of the whole process is needed,
including extension to other high volume, low value transaction areas.
The Committee has also requested a lessons learned review of the
steps and actions taken following the referrals.
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 :
-

To be added to
BAF

No

-

4. Other Items for the Board’s Attention:
Unaudited Annual Accounts for the Year Ended 31 March 2018:
A full report on the unaudited Annual Accounts was presented by Janine Taylor, Associate Director of
Finance, highlighting and explaining the main issues in the 2017/18 accounts and providing a comparative
to the 2016/17 Annual Accounts.
•

Revaluation of Assets

The Trust’s most recent full revaluation took place in February 2017 for inclusion, the outcomes of which
were incorporated in the accounts to 31 March 2017. A desk top valuation was undertaken during February
2018 which resulted in an overall increase in the value of the Trust’s land and building of £18,833k
comprising a revaluation gain (recorded in the revaluation reserve) of £14,446k and a reversal of previous
impairments (netted off operating expenses ) of £4,378k.
•

STF (Sustainability and Transformation) Funding

The operating surplus of £4,009k excluding impairments, is above the NHS Improvement (NHSI) control total
of £2,355k. This is a result of receiving bonus and incentive Sustainability and Transformation Funding for
meeting the agreed control total.

2

Head of Internal Audit Opinion:
MIAA’s overall opinion for the Trust for the period 1 April 2017 to 31 March 2018 was ‘Substantial Assurance’
that there is a good system of internal control designed to meet the organisation’s objectives, and that
controls are generally being applied consistently. This level is one below ‘Full Assurance’ and represents a
very positive outcome for the Trust
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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 8 March 2018 (Ratified)
• Committee Chair’s Report on the Meeting held 10 May 2018
Monday 21 May 2018
17.01 – 17.02
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 8 March 2018 and the Committee Chair’s
Report on the meeting held on 10 May 2018.

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

REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
Quality Governance Committee
10/05/2018
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 receive and note the following:
•
•

x

Assurance

x

Approval/Decision

Minutes of the Quality Governance Committee meeting held 8 March 2018
(Ratified)
Committee Chair’s Report on the meeting held 10 May 2018
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Minutes of the Quality Governance Committee
Thursday 8 March 2018
9.30am until 12noon
Meeting Room 1 & 2, First Floor, The Curve
Present
Chair

In Attendance

Kathy Doran
Dr Alice Seabourne
Dr Boben Benjamin
Dr Chris Daly
Dr Sean Lennon
Dr Shermin Imran
Dr David Hughes
Julie Jarman
Neil Thwaite
Julie Bodnarec
Tim McDougall

Non-Executive Director
Associate Medical Director
Trafford Directorate
Medical Director
Later Life, Manchester
Child and Adolescent MH Services
Salford
Non-Executive Director
Deputy CEO/Director of Strategic Development
Deputy Director of Governance
Associate Director of Nursing and Governance

Rebecca McCarren
Patrick Cahoon
Christine Diamond
Gail Johnson
Adam Morton
Matthew Sanderson
Emma McDaid

Head of Integrated Healthcare
Head of Quality Improvement
Head of Mental Health Legislation and Policies
Quality Improvement Lead
Junior Doctor, Manchester
Consultant, Forensic Services
Senior Practitioner, Trafford

1. Apologies (08/03/2018)
Apologies received from Andrew Maloney, Deborah Partington, Gill Green, Dr Sodi Mann, Dr Jonathan
Dewhurst, Dr Josanne Holloway, Dr Sodi Mann, Stephanie Kennedy, Dr Andrew Haddock, Dr Richard
Jones, Dr Andrew Matrunola and Bev Humphries.
2. Minutes of the Previous Meeting (08/03/2018
The minutes of the previous meeting dated the 8 February 2018 were agreed as an accurate record
pending amendments to apologies list and sub assurance reports in regards to SOAD requests.
3. Matters Arising (08/03/18)
Matters arising were noted, updates to be provided in May 2018.
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4. Positive and Safe Deep Dive (08/03/18)
Findings from the recent positive and safe deep dive audit review into the organisational approach for
reducing restrictive interventions within GMMH were shared with the Committee. The Committee
received a presentation on the key themes and key areas of improvements. Emma McDaid, a Senior
Practitioner at Moorside Unit, was in attendance and provided experiences of utilising the positive and
safe approach to manage a challenging service user.
Learning from this audit will be driven through key committees and group to help enable quality
improvement and a further audit will be completed in 12 months’ time with additional focus on the
learning highlighted during the audit. Updates will progress with the recommendations be brought back
to QGC on a quarterly basis as part of the quarterly Quality Report to enable to Committee to monitor
successful implementation of learning points from this audit.
Action: Tim McDougall
5. Quality Matters Quarter 3 Activity Report (08/03/18)
A report outlining the Quality Matters Quarter 3 Activity was shared with the Committee. This is an
aggregated report of the Quality Matters work which has taken place during Quarter 3 2017/2018,
identifying areas of good practice and suggested areas of improvement. The Quality Matters local reports
for Medlock and Irwell have been shared with the Senior Leader Team meetings and Divisional Hubs to
drive quality improvements.
Quality Matters work is ongoing and continues to develop. A Quality Matters strategy will be developed
to articulate the strategic direction this an ongoing piece of work and will be brought to QGC in June
2018.
6. Deep Dive Briefings (08/03/18)
The positive and safe deep dive review programme for 2018/2019 was shared with the committee. The
report provides the proposal outline for the remaining 3 deep dive audits which relate to transfer of care,
service user wellbeing and diabetes management. These deep dives will be led through the Nursing and
Governance team with input and advice from clinical leads. The plan for these audits will be focused on a
quarterly basis, in order to allow sufficient time for clinical consideration and reporting and to enable
presentations of findings at QGC.
The Committee discussed the transfer of care deep dive and identified that this in particular requires
input from our partner agencies in acute care such as NWAS and local acute hospitals. It was identified
that a structured judgement review template could be used to support this deep dive.
The Committee discussed the service user wellbeing focusing on employment deep dive and the use of
external public services which support with employment. It was noted that Julie Jarman would prove a
useful advisor.
The Committee discussed the diabetes management deep dive and links with the GM diabetes strategy,
and identified the provision of specialist nurses available to GMMH as part of this strategy.
Overall support for the deep dive process was noted.
7. Smoke Free Strategy (08/03/18)
The Committee received a report outlining the GMMH strategy to meet the national requirement for
service delivery improvement plan (SDIP) to enable to NHS Trust’s to become smoke free by the 31
December 2018. The strategy outlines the initiatives and drivers that are influencing the NHS smoke free
agenda and how GMMH plan to deliver the National CQUINS for risky behaviours. The Committee
discussed potential risks and how these can be managed in order to implement smoke free across
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GMMH. The Committee noted the strategy and asked that the implementation plan is brought back in
June 2018.
8. GMMH Seasonal Flu Campaign 2018/2018 and Influenza Outbreak Report (08/03/18)
The Committee noted the GMMH Seasonal flu campaign and influenza outbreak report. The Trust
achieved the seasonal flu CQUIN for 2017/2018 with a compliance rate of 74.18%, during 2018/2019 the
CQUIN target will be 75% work is ongoing to support the achievement of this CQUIN.
The report also noted recent outbreaks at HMP Wymott, HMP Risley, HMP Garth and Gardener Unit,
these were managed according to National and regional guidance and all areas are now fully operational.
9. GM Diabetes Strategy 2018-2023 (08/03/18)
A briefing paper in relation to the GM diabetes strategy which is currently in draft was noted to the
Committee. The GM strategy identifies provision and resources for specialist nurses for diabetes care and
management which should be available as per number of beds. It was noted that the GM diabetes
strategy does not address Mental Health as this strategy is more acute focused. Further work is required
to influence the GM strategy and this will take part through the wider GM forums.
10. Outcome CQC Wel Led Inspection 2017 (08/03/18)
CQC well led outcome noted at the Committee. Overall good rating and outstanding for Well Led and SMS
was noted. CAMHS and Older Adults Services were also noted to have turned their required improvement
ratings to good. The Committee formally thanked the Trust for their continuous hard work. The CQC
action plan will be brought to QGC in May by May 2018.
11. Annual Report for Mental Health Act Compliance and Mental Capacity Act (08/03/18)
The Committee noted an Annual Report for Mental Health Act Compliance and Mental Capacity Act which
outlines the activity and position for MHA in 2017. The Committee noted the work completed in 2017 and
actions arising from this report will continue to be monitored through the Mental Health Compliance
Committee.
12. Salford Deep Dive (Thematic Review) (08/03/18)
A thematic paper was noted at the Committee in regards from learning from deaths at Salford. The
Committee discussed the patient population differences across the divisions and the placement of service
users impacting upon these results, it was reiterated that the benchmarking of this population needs to be
reflective of the divisional population. The Committee discussed the provision of an options appraisal for
the resourcing of 3DRs and RCAs across GMMH.
13. Sub Group Assurance Reports (08/03/18)
13.2 Physical Health Care Group
The Committee noted this sub group assurance report.
13.3 Trust Joint Safeguarding Group
The Committee noted this sub group assurance report.
13.4 Post Incident Review Panel
The Committee noted this sub group assurance report.
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14. Any Other Business (08/03/18)
The Committee supported the principles of EIP paper but noted that discussions needed to occur with the
commissioners before a change to service delivery could be agreed.
15. Date and Time of Next Meeting (08/03/18)
The next meeting is scheduled for Thursday 10 May 2018 at 9.30am in meeting Room 1 & 2, First Floor,
The Curve.
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Quality Governance Committee Action Log
Action Title
Mental Health Act Compliance
Committee
Falls Policy
Positive and Safe Deep Dive

Action
IG compliance for the Section request online portal

Lead
Gill Green/Grace Birch

Due Date
May-18

RAG
A

To discuss the requirement of FRAMP assessments with community
older peoples teams
To produce an action plan from the findings of the Positive and Safe
Deep Dive Audit

Rebecca McCarren

May-18

A

Tim McDougall

June-18

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

21 May 2018

Date of Committee Meeting:

10 May 2018

Committee Chair:

Kathy Doran, Non-Executive Director

Date of Chair’s Report:

10 May 2018

Date of Next Committee Meeting:

14 June 2018

Key
Developments

•

•

•
•

•

•

•

The MIAA internal audit progress report was shared at the Committee.
Significant assurance was received for the Mortality review and the
Quality spot checks. A follow up audit will be completed in 12 months.
Quality Account final draft was shared with the Committee, this has
now been shared with our stakeholders for comment. Final draft to be
shared at the Committee in June.
Quarterly Quality Matters summary reported noted at the Committee.
Action plan arising from the CQC Well Led inspection was noted at the
Committee, this will continue to be monitored at the CQC
sustainability meeting with onward reporting to QGC and then Board.
A thematic analysis into prison deaths was noted at the Committee. It
was highlighted that a further piece of work in regards to this is to be
completed to look at themes of self-harm and incidents within prison
services.
Nursing Strategy biannual report was shared with the Committee, this
outlined the plans to continue the implementation of actions within
the Nursing Strategy and fully embed this within GMMH.
Key themes from the CARE hub report were noted at the Committee.
The service user and carer engagement strategy will be launched in
July 2018 and further work in regards to the feedback mechanisms for
experience will be looked at.

1

Any Risks
Identified and
Agreed Actions

•

•

Other Items for
the Board’s
Attention

A Personality Disorder framework for GMMH was presented at the
Committee, which was fully supported by QGC. A subsequent
workplan will be presented to QGC.
External NICHE Homicide Review (LA) was noted at the Committee,
key themes were highlighted in regards to the action plan for the
recommendations and learning from this homicide. A learning event
will be held in the Trust with external partners on the 30th May 2018.

•

The new draft quarterly Quality report was received and supported by
QGC. Suggestions in regard to use of benchmarking and further
Positive and Safe information will be factored into this report which
will be presented to Board in June 2018.

•

The portal used for SOAD request was identified previously as an
information governance concern. This concern has been highlighted
to CQC, who have noted and accepted this risk. The risk will now sit
with CQC going forward.
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Board of Directors – Part 1
TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Board Development Programme 2018/19
Monday 21 May 2018
18
Andrew Maloney, Director of HR and Corporate Affairs
Andrew Maloney, Director of HR and Corporate Affairs
Kim Saville, Company Secretary

REPORT SUMMARY:

The Board of Directors has set aside time for a structured development session
before the majority of its formal Board meetings. The proposed Development
Programme for 2018/19 is attached for the Board’s review and approval. This
programme includes the schedule of Service Presentations delivered in the public
part of the Board meeting. The programme has been informed by ‘The Healthy NHS
Board 2013’ and feedback received from Board members over the course of the last
12 months. The programme will be subject to change as new issues emerge.

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
30.04.18
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 approve the proposed Board
Development Programme 2018/19.

x

Assurance

x

Approval/Decision
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Proposed Board Development Programme 2018/19
1.

Framework

1.1

‘The Healthy NHS Board 2013’ defines effective NHS boards as demonstrating leadership by
undertaking three key roles:
• Formulating strategy for the organisation
• Ensuring accountability by: holding the organisation to account for the delivery of the
strategy; by being accountable for ensuring the organisation operates effectively and
with openness, transparency and candour and by seeking assurance that systems of
control are robust and reliable
• Shaping a healthy culture for the board and the organisation

1.2

These three roles are underpinned by three building blocks that allow boards to exercise
their role. Effective boards:
• Are informed by the external context within which they operate
• Are informed by, and shape, the intelligence which provides an understanding of local
people’s needs, trend and comparative information on how the organisation is
performing together with market and stakeholder analysis
• Give priority to engagement with stakeholders and opinion formers within and beyond
the organisation; the emphasis here is on building a healthy dialogue with, and being
accountable to, patients, the public, and staff, governors and members, commissioners
and regulators

1.3

The three roles of the Board and the three building blocks all interconnect and influence each
other, and provide a helpful framework for the following proposed Board Development
Programme.

2.

Proposed Programme

2.1

The Board of Directors has set aside time for a structured board development session before
every Board meeting. The current proposed Board Development Programme for 2018/19 is
set out below. To note, there is no Board Development session in May 2018 due to the
scheduling of Audit Committee and Trust Board on the same date for Annual Accounts signoff. There is also no Board Development session planned for December 2018.

2.2

This programme will be delivered by a mixture of internal and external facilitators.

2.3

The programme may be subject to amendment, for example, if a pressing development need
is identified or new legislation or regulatory guidance is introduced.

Proposed Programme:
Date
25 June 2018

Development Area
Formulating
• Future Strategic
Strategy and
Development Opportunities
Intelligence

Executive Lead(s)
Neil Thwaite and
Mary Lee

Facilitator(s)
Identified
Executive Leads

30 July 2018

Formulating
Strategy,
External
Context and
Intelligence
External
Context and
Engagement

• Digital Technologies –
including enabling increased
productivity

Ismail Hafeji

External
Facilitator TBC

• Claire Murdoch, National
Mental Health Director, NHS
England – Social Policy,
Housing, Employment and
Wider Determinants of MH
(TBA)

Neil Thwaite

Claire Murdoch,
NHSE

24 Sept. 2018

29 Oct. 2018

Formulating
• Quality Strategy – including
Strategy and
approaches to continuous
Ensuring
improvement and learning,
Accountability
and embedding research

Gill Green and Chris
Daly

Identified
Executive Leads

26 Nov. 2018

Healthy
Culture
Formulating
Strategy and
External
Context

• Skills Development Equality and Diversity

Gill Green

• Creativity, Innovation and
Sustainability

Neil Thwaite and
Andrew Maloney

External
Facilitator TBC
External
Facilitator TBC

25 Feb. 2019

Healthy
Culture

Andrew Maloney

External
Facilitator TBC

25 Mar. 2019

External
Context and
Engagement

• Leadership/Skills
Development – Focus TBA
• Leadership/Skills
Development – Corporate
Governance – Legal Update

Andrew Maloney

DAC Beachcroft/
Capsticks

All Board of
Directors
meetings

Intelligence
and
Engagement

Schedule of service
presentations in Part 1 of the
Board meeting – see Appendix
1 for further detail

Deborah Partington,
Gill Green and Chris
Daly

Internal

28 Jan. 2019

Appendix 1 – Schedule of Service Presentations to Board

Date of
Meeting

Presentation Title

21 May 2018

Unemployed Work Experience and
Apprenticeships

25 June 2018

Manchester Resilience Hub

30 July 2018

Later Life and the GMMH Network

24 Sept. 2018

Service User Story

29 Oct. 2018

Adult Acute Services

26 Nov. 2018

Spiritual Care

17 Dec. 2018

CAMHS – Forensic and Bolton Community

28 Jan. 2019

OAPs 10-Point Plan

25 Feb. 2019

Impact of new Rehabilitation Division

25 March 2019

Manchester Transformation

