BOARD OF DIRECTORS (Meeting in Public)
Monday 25 June 2018
1.00pm, Meeting Rooms 1 and 2, 1st Floor, The Curve
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Any Other Business
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Questions from the Public – At the Chair’s discretion, questions may be invited from public attendees

DATE AND TIME OF NEXT MEETING
The next Board of Directors’ Meeting in public will take place on Monday 30 July 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 21 May 2018
Monday 25 June 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 21 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
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 21 May 2018.

x

Approval/Decision

x

2

UNRATIFIED
IN PUBLIC BOARD OF DIRECTORS MEETING - MONDAY 21 MAY 2018 AT 1.00PM IN
ROOMS 1 AND 2, 1ST FLOOR, THE CURVE
PRESENT:
Board of Directors:
Rupert Nichols
Anthony Bell
Chris Daly
Kathy Doran
Gill Green
Ismail Hafeji
Julie Jarman
Andrea Knott
Pauleen Lane
Mary Lee
Andrew Maloney
Deborah Partington
Neil Thwaite

-

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

-

Lead Governor
Public Governor (City of Manchester)
Service User and Carer Governor
Company Secretary

IN ATTENDANCE:
Les Allen
Nayla Cookson
Dan Stears
Kim Saville
No.
98/18

Item
Apologies for Absence

Action
Noted

Apologies for absence were received from:

99/18

• Stephen Dalton, Non-Executive Director
Declarations of Interest

There were no declarations of interest.
100/18 Service Presentation – Pre-Employment, Work Experience and Apprenticeships
Rupert Nichols, Chair, welcomed the following presenters to the meeting:
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Noted
Noted

No.

Item
•
•
•
•

Action

Juliette Tait, Head of Organisational Development
Cathy Berry, Apprenticeships Lead
Kelly Barrick, Workforce Community Engagement Officer
Henrietta Osei, Health Care Support Worker Apprentice, Medium Secure
Services
• Heather Parkinson, STR Worker, Substance Misuse Services
• Ian Hill, Team Manager, Substance Misuse Services

Juliette Tait, Head of Organisational Development, provided the background to
the Trust’s current activities in relation to vocational learning opportunities. She
noted the use of £40k investment from Health Education England (North West)
to develop an instrumental Workforce Community Engagement Officer role. She
confirmed that the focus from the beginning has been on enabling local
communities to gain meaningful careers in mental health, preferably in the
Trust’s own services or working for partner agencies.
Kelly Barrick, Workforce Community Engagement Officer, provided an overview
of the ‘Stepping Forward’ programme, which comprises four elements – Preemployment, Traineeship, Work Experience and Cadet Programme. The latter is
planned to ‘go live’ in September 2018.
Henrietta Osei, Health Care Support Worker Apprentice, shared her experiences
from completion of the Trust’s pre-employment scheme through to now working
on a qualification with the Apprenticeships Team. She acknowledged that, due to
her background and lack of recent work experience, the Stepping Forward
programme has given her opportunities that she would not otherwise have had.
Cathy Berry, Apprenticeships Lead, confirmed that the Trust is one of only five
providers in the North West to be on the Register of Apprenticeship Training
Providers. She referenced the Trust’s Apprenticeship Levy of £650k and
summarised the current financial projections for 2018/19 to 2020/21 compared
to the levy. She noted a shift in terms of levy distribution from non-clinical to
clinical over the period and confirmed that the focus remains on maximising the
use of the levy for service users and staff. She provided an overview of the
business case (benefits) of the apprenticeship scheme, including the
opportunities to invest in Higher Education Institutions (HEIs) and other training
providers.
Heather Parkinson, STR Worker in Substance Misuse Services (SMS), shared her
story. Heather joined the Trust as a volunteer in SMS before taking the
opportunity to complete an apprenticeship and subsequently securing a position
as a Recovery Co-ordinator. She highlighted the support received from the
Apprenticeships Team and the importance of the scheme for individuals. Ian Hill,
Team Manager in SMS, highlighted the significant value added by Heather to his
Team and praised the support also provided by the Apprenticeships Team to
managers of apprentices.
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No.

Item

Action

Juliette Tait concluded the presentation by drawing the Board’s attention to the
vision for the future, including that all job opportunities will be viewed as an
apprenticeship opportunity and that all apprentice opportunities lead to
substantive employment at the Trust.
Anthony Bell, Non-Executive Director, commended the individual success stories.
He sought further understanding of the primary routes through to the
apprenticeship schemes and whether uptake is lower in any parts of the
organisation. Juliette Tait advised that schemes are currently accessed by a
combination of existing staff and through the pre-employment or work
placement routes. She set an aspiration that, in future, all individuals who
complete a pre-employment course will then go on to complete an
apprenticeship. With regard to uptake, Cathy Berry advised that rates are
monitored by service and division and any areas of lower uptake will be
addressed.
Anthony Bell expressed interest in working with the Apprenticeships Team as a
designated Non-Executive Director. Cathy Berry also advised that Iris Nickson,
Public Governor (Trafford), has taken on the role of nominated governor for
apprenticeships and will act as a critical friend to support the Oftsed process.
Cathy Berry advised that quarterly reports are due to commence to the Director
of HR and Corporate Affairs on apprenticeships and these could be shared with Action: AM
Board.
Pauleen Lane, Non-Executive Director, questioned whether any aspect of the
programme provides pathways for individuals with learning disabilities,
additional educational needs or mental health conditions. Juliette Tait noted the
opportunities presented by the Peer Support Worker programme and confirmed
that the Apprenticeships Team are starting to work more closely with this.
Andrew Maloney acknowledged that learning disabilities is an area the Trust
needs to focus on as there is currently no specific provision for this.
Neil Thwaite, Chief Executive, noted the vision that all job opportunities are
viewed as an apprenticeship opportunity. In the context of the current significant
vacancies, he sought assurance that this particular area would be a key focus
going forward.
The Board thanked Henrietta and Heather for sharing their experiences and to
the Apprenticeships Teams for bringing the Board up to date with the
programme.
101/18 Minutes of the Previous Meeting of the Board of Directors held 26 March 2018
Approved
The minutes of the previous meeting were accepted as a true and correct record.
102/18 Matters Arising and Action Log
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Noted

No.

Item
Action
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.
103/18 Chair’s Report
Noted
Rupert Nichols, Chair, advised that there was nothing to report this month.
104/18 Chief Executive’s Briefing

Noted

Neil Thwaite presented his new Chief Executive’s Monthly Brief. In terms of the
national update, he highlighted the significant scrutiny placed on Trusts regarding Action: ML
A&E performance and noted the positive operational links with the GM Team. At
a regional level, he confirmed that shadow New Care Models (NCM)
arrangements have been put in place for medium secure services from 1 April
2018. He advised that a more detailed paper will follow to Board on the plans for
this for 2019/20 onwards. He briefed the Board on the Wave 4 capital bid for the
replacement of Park House, which is currently under development. He noted that
A&E is viewed as a priority for Wave 4 and that Pennine Care are also bidding. In
response to a question from Andrea Knott, Non-Executive Director, Neil Thwaite
advised that the Trust will be bidding for all the required funding at this stage.
Andrew Maloney noted the delays in progressing the development plan for the
wider North Manchester General Hospital site and that this may challenge the
Trust’s bid from a co-dependency perspective. He confirmed that Manchester
University NHS Foundation Trust (MFT) are involved in the Trust’s plans. Neil
Thwaite advised that the Manchester Local Care Organisation (MLCO) went ‘live’
on 1 April 2018 and that the Trust is planning to join the LCO as a sub-contractor
in Year 3.
At a local level, Neil Thwaite highlighted GMMH’s attendance at the two national
celebrations being planned for the NHS’s 70th birthday and the launch of this
year’s Dragons Den initiative. Neil Thwaite also noted that he attended the
opening of Honeysuckle Lodge in Bolton, with Rupert Nichols, on 10 May 2018.
Honeysuckle Lodge is the Trust’s new 14-bedded rehabilitation facility for
women. He expressed thanks to Shirley Wheeler, Head of Operations
(Rehabilitation Services) and the Trust’s corporate and capital for their work on
Honeysuckle Lodge and noted that service users and carers were involved in the
design and decoration of the facility. Rupert Nichols noted that actors from
Bolton Octagon performed at the launch and that the theatre is interested in
working with the Trust on a broader basis.
With regard to the Dragons’ Den, Anthony Bell requested that all non-funded Action: GG
bids are directed towards charitable funds.
Neil Thwaite advised that any awards and accolades received by the Trust will be
noted in future briefings.
The Board welcomed the new Briefing Report and noted its contents.
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No.
Item
105/18 Draft Workforce and Organisational Development Strategy 2018 – 2021

Action
Approved

Andrew Maloney provided an overview of the draft Workforce and
Organisational Development (OD) Strategy 2018 – 2021. He confirmed that the
draft follows dialogue across the organisation, including at a Board Development
session, with senior leaders and with trade unions. He noted that the Executive
Management Team collectively hold solutions to the workforce agenda.
Andrew Maloney set the context for the Strategy, noting the diverging issues of a
decline in workforce supply alongside a growth in mental health problems. He
expressed concern that local and national priorities may not be deliverable due
to the workforce challenge. He highlighted the four High Impact Areas identified
in the Strategy – Supply, Recruitment and Retention; Creating and Outstanding
Place to Work; Transforming our Workforce; and Outstanding Leadership and
Management Development – and drew the Board’s attention to the key
objectives within each area. In discussing High Impact Area 1, he briefed the
Board on ongoing discussions regarding the introduction of incentives for hard to
recruit posts.
Andrew Maloney advised that the acquisition bid allocated £250k per annum for
organisational development over the next three years. He noted that more work
is required to determine how these resources can most effectively be used,
including ensuring that appropriate structures are in place to support delivery of
the Strategy. With regard to the action plan, Andrew Maloney proposed a
number of priority actions for the next three to six months and sought the
Board’s view on this. He confirmed that oversight of the Strategy will be via a
quarterly Workforce and OD Strategy Forum with six-monthly updates provided
to Board.
Rupert Nichols questioned the absence of any references in the Strategy to the
use of new technologies to support workforce development. Andrew Maloney Action: AM
agreed to reference the opportunities in this area, but noted that this could best
be taken forward as part of a wider digital agenda for the Trust.
Andrea Knott noted that the challenges are going to increase and suggested the
need for more innovative, ‘out of the box’ thinking. Andrew Maloney supported
this view and identified the immediate need to challenge prejudices as to who
can provide care. Pauleen Lane noted the benefits technology brings in terms of
enabling shared knowledge and greater self-care.
Pauleen Lane requested that actions relating to diversity are separated out to Action: AM
ensure that the different agendas and issues are appropriately responded to. Gill
Green, Director of Nursing and Governance, confirmed that the new Equality and Action: GG,
Diversity Strategy will be brought to Board in July 2018 and actions will be taken AM
to ensure the two strategies are linked.
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No.

Item
Action
The Board of Directors approved the Workforce and Organisational Development
Strategy 2018 to 2021, subject to the agreed changes. Andrew Maloney
Action: AM
confirmed that the first progress report will be shared with Board in July 2018.

106/18 Board Performance Report (March 2018)

Noted

Mary Lee, Acting Director of Development and Performance, presented the
Board Performance Report for March 2018. She confirmed that the Trust finished
the year in a good position overall. She updated the Board on the two identified
exceptions against statutory targets. With regard to IAPT, she advised that
Manchester Step 4 services have now been integrated and the pathways have
been redesigned. Manchester commissioners have committed an additional
£1.5million investment, which will impact on access and recovery outcomes. She
advised that the latest trajectory is showing achievement of the 18-week target
by the end of Quarter 1 2018/19 and compliance with the 6-week target and
recovery rate by the end of the year. With regard to Salford IAPT, she noted that
the business case for additional investment is being considered and that staff
have been recruited at risk to address the waiting list. She advised that, based on
the current trajectory, it will be six months before Salford’s performance
improves.
Mary Lee highlighted the CQUINs rated as ‘Amber’ as at March 2018 - N3a
(Cardio-metabolic) and N9 (Risky Behaviours). She assured Board members that
recent audits have shown progress in both areas, in particular in Manchester,
and that commissioner discussions have been positive with regard to any
potential financial impact. Mary Lee also noted the improved position in terms of
in month sickness rates for March 2018, though the rolling position remains
‘Red’.
Mary Lee drew the Board’s attention to an error in the report where the Friends
and Staff Friends and Family Test figures for Quarter 4 have been transposed for
the two questions. She confirmed that the Trust was above the national average
for Quarter 4 for both questions.
With regard to governance, Gill Green highlighted an outbreak of influenza B on
Holly Ward at Woodlands in March 2018, which resulted in the ward’s temporary
closure. She praised the staff management of the outbreak, particularly in the
context of a high-risk patient population, and noted that NHS England are
considering vaccinating the B strain in the upcoming round of vaccinations. Gill
Green also noted the increasing number of younger people admitted to adult
wards compared to the 2016/17 position. She provided assurance that no young
person under the age of 16 would be admitted to an adult ward and confirmed
that a full audit is being undertaken to identify any themes and issues. With
regard to duty of candour, Gill Green advised that 74 Being Open discussions
took place over the course of 2017/18 and all were handled sensitively.
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No.

Item
Action
Anthony Bell sought clarity on the challenges facing the Trust in achieving the
priority metrics target. Mary Lee advised that there are a number of issues,
including in terms of recording, data extraction and administration.
Pauleen Lane noted that violence to staff has been identified as an area of
concern in the Workforce and OD Strategy but this viewpoint is not reflected in
the data presented to Board. Andrew Maloney advised that this concern has
emerged from trade union and staff feedback, which has indicated an increase in
the number of incidents. Neil Thwaite briefed the Board on a recent Executive
Management Team discussion where action was agreed. Pauleen Lane shared
feedback from her service visits noting that staff find it easiest to manage
violence and aggression when they have access to an outside space. Deborah
Partington supported this, noting the significant drop in incidents following the
opening of the outside space at Park House.
In response to a question from Dan Stears, Service User and Carer Governor,
Chris Daly confirmed that governor ideas on IAPT development are being
considered but have not been actioned to date.
Julie Jarman, Non-Executive Director, sought assurance on the actions being
taken to address the deteriorating position with mandatory training compliance
at Month 12. With regard to appraisals, Andrew Maloney advised that the
compliance rate is lower in corporate services and that the requirement to
complete appraisals will be re-enforced through the Operational Leadership
Committee. With regard to Basic (BLS) and Intermediate Life Support (ILS), Gill
Green advised that all staff members requiring this training have been identified
and additional training capacity commissioned to meet this need over the coming
months. Chris Daly, Medical Director, noted that sustaining compliance is the key
challenge.

The Board of Directors noted the Performance Report for March 2018.
107/18 GM OAPs Definition
Deborah Partington, Director of Operations, provided an overview of the agreed
GM OAPs definition, noting that this is one element of the 10-Point Plan to
eliminate OAPs by 2021. She confirmed that the definition has been developed
by the GM OAPs Group, with a view to establishing a consistent approach to
OAPs and is based on a best practice principle of ‘a local bed for local people’.
The definition has been signed off by all GM providers, CCGs and NHS England
and has been implemented from 1 April 2018.
Deborah Partington also advised that a GM OAPs trajectory for 2018/19 has been
agreed, which is focused on achieving a 33% reduction in OAPs compared to the
2017/18 outturn.
In response to a question from Andrea Knott, Deborah Partington advised that
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Noted

No.

Item
Action
the application of the new definition is expected to enable achievement of the
trajectory and that this will allow time for the wider elements of the 10-Point
Plan to be progressed. She also outlined how OAPs data will be presented to
Board going forward to enable Board’s understanding of the position compared
to last year. Ismail Hafeji, Director of Finance and IM&T, commended Deborah
Partington’s leadership in enabling agreement of a GM-wide definition.

The Board of Directors noted the agreed new GM OAPs definition.
108/18 Quality Matters Quarter 4 Activity Report

Noted

Gill Green presented the first report to Board on the Quality Matters framework,
which was introduced in 2016. She outlined the philosophy behind Quality
Matters and the three core elements – inpatient quality and safety metrics
(IPSQ), local data packs and quality walk-arounds. She confirmed that the
framework is currently only in operation in bed-based services but the plan is to
extend this to community services in 2019/20. A Quality Matters Strategy is also
under development, which will be shared with the Quality Governance
Committee (QGC) in June 2018.
With regard to Quarter 4 activity, Gill Green drew the Board’s attention to the
outcomes of the eight walk-around visits, all of which were rated as ‘Green’ or
‘Amber’. She highlighted the use of word clouds to effectively capture feedback
from staff, service users and carers.
Andrea Knott questioned the emerging downward trend in IPSQ metrics, with the
exception of care planning, in CAMHS and PICU. Gill Green confirmed that this
data is being triangulated with the CQC Inspection outcomes with a view to
targeting actions. Deborah Partington noted that the size of CAMHS and PICU
services – fewer beds - may have impacted on performance.
In response to a question from Pauleen Lane, Gill Green confirmed that feedback
from the external quality walk-around on Greenway and Bollin Wards, Moorside
will be shared with the Quality Governance Committee.
The Board of Directors noted the Quality Matters Summary Report.
109/18 Updated CQC Action Plan 2018
Mary Lee presented the updated CQC Action Plan 2018. She advised that the
plan incorporates outstanding actions from the previous inspection, in addition
to the ‘must dos’ and ‘should dos’ identified following the recent Core Service
with Well-led Inspection. She advised that progress against the plan will be
monitored by the quarterly Sustainability Group, with oversight provided by the
Quality Governance Committee.
Mary Lee also briefed the Board on a CQC Engagement Meeting, which took
place in April 2018. She noted the current view that inspections will take place on
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Noted

No.

Item
Action
an annual basis and that the CQC are likely to attend a number of key Trust
meetings over the next 12 months.
Rupert Nichols noted that all ‘must dos’ are scheduled for completion by the end
Action: ML
of June 2018 and requested an update on this at the next Board meeting.
Pauleen Lane highlighted the opportunity to incorporate the CQC inspection
feedback in relation to Park House in the Wave 4 capital bid.
The Board of Directors noted the following:
• the suggested way forward to monitor and evidence progress against the
action plan
• the submission of the action plan to the CQC to address the five
requirement notices
• the expected time frame for the next CQC inspection and the CQC plans
to attend Trust meetings to support this

110/18 Learning from Deaths – Quarterly Mortality Review Dashboard

Noted

Chris Daly summarised the headlines from the Quarter 4 report on learning from
deaths. He noted that the report follows a standard template issued by NHS
Improvement and that agreement on a clear definition for avoidable deaths is
mental health is outstanding.
Chris Daly highlighted the Trust’s recent implementation of the Structured
Judgement Review (SJR) process to assess avoidable deaths. He also highlighted
the finding that in Quarter 4 no deaths that occurred in GMMH were judged to
be as a direct result of care provision.
Chris Daly confirmed that an analysis has been undertaken of the deaths in the
Trust’s Memory Assessment Teams and no particular themes or areas of concern
have been identified. He noted that the reported deaths coincided with the
winter period and this analysis has been shared with the Quality Governance
Committee.
Pauleen Lane sought understanding on the implications of the LeDeR review for
the Trust. Chris Daly advised that the Trust has positive relationships with the
well-established LeDeR Group in Bolton and that reporting has been through
Bolton on the three occasions where this has been required. He confirmed that
the review recommendations will be taken forward by the Trust and provided
examples of this.
In response to a comment from Neil Thwaite, it was agreed that Gill Green would Action: GG
review the terminology used in the new Quality Report in relation to deaths.
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No.

Item
Action
The Board of Directors noted the contents of the report and the Mortality
Review Dashboard and the potential for a future Board Development session on
mortality.
111/18 Data Security and Protection Requirements 2018 – Self-Assessment (NHSI)
Noted
Ismail Hafeji briefed the Board on the new data security and protection
requirements published in January 2018 in response to the National Data
Guardian’s review of ‘Data Security, Consent and Opts-Outs’. He advised that the
Trust was required to complete and submit a self-assessment against the
standards to NHS Improvement by 11 May 2018. He confirmed that the Executive
Management Team reviewed the self-assessment on the Board’s behalf and
approved submission.
Ismail Hafeji highlighted the outcomes of the self-assessment, which identified
two areas of non-compliance – on-site cyber security and data security
assessments, and checking supplier certification. He provided a rationale for this
assessment and outlined the actions being taken to ensure future compliance.
Andrea Knott challenged the assessment of ‘fully implemented’ for GPDR based
on the recent Mersey Internal Audit report to the Audit Committee on the Trust’s
readiness. Ismail Hafeji advised that the assessment reflects the Audit
Committee’s approval of the GDPR plan and the work underway across the Trust
in advance of the 25 May deadline. Ismail Hafeji confirmed that an update on
GDPR will be brought to the June 2018 Board of Directors, including new Action: IH
requirements for data security training for Non-Executive Directors.
The Board of Directors noted the Trust’s response to the 10 standards and
endorsed the Executive Management Team’s decision to submit a response on
the Board’s behalf.
112/18 2017/18 Self-Certification on Compliance with the Requirements of the NHS Approved
Provider Licence
Andrew Maloney noted the requirement for NHS Foundation Trusts to self-certify
their compliance with three key conditions of the NHS Provider Licence. He
confirmed that the Board is being asked to self-certify against Conditions G6(3)
(Systems for Compliance with Licence Conditions and Related Obligations) and
CoS7 (Availability of Resources) today. Compliance with Condition FT4(8)
(Governance Arrangements) will be considered at June’s Board meeting.
The Board of Directors reviewed the evidence outlined in the report to support
self-certification against Conditions G6 and CoS7. Les Allen, Lead Governor,
confirmed that he had sought the views of a number of governors and all viewed
the Trust as compliant with both conditions.
The Board of Directors confirmed that:
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No.

Item
•

•

Action
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)

113/18 Audit Committee:

Noted

• Minutes of the Meeting held 5 February 2018 (Ratified)
• Committee Chair’s Assurance Report on the Meeting held 27 April 2018
The Board of Directors noted the ratified minutes of the Audit Committee
meeting held on 5 February 2018 and the Committee Chair’s Assurance Report
on the meeting held on 27 April 2018.
Andrea Knott summarised the headlines from the Committee Chair’s Assurance
Report, noting the ‘Significant Assurance’ received for six audits and the Head of
Internal Audit’s overall opinion of ‘Substantial Assurance’ for the period 1 April
2017 to 31 March 2018. She briefed the Board on the anti-fraud referrals
received in relation to procurement (estates maintenance) and the outcomes of
a recent internal audit, which identified significant control issues. She confirmed
that an action plan has been agreed and a more extensive audit commissioned.
114/18 Quality Governance Committee:
•
•

Noted

Minutes of the Meeting held 8 March 2018 (Ratified)
Committee Chair’s Report on the Meeting held 10 May 2018

The Board of Directors noted 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. Kathy Doran, Non-Executive Director,
highlighted the receipt of ‘Significant Assurance’ opinions for the mortality
review and quality spot checks audits. She also noted the Committee’s review of
the CQC action plan and the work being undertaken to develop a work-plan to
support the Trust’s Personality Disorder Framework. In response to a question
from Pauleen Lane, Gill Green confirmed that the implementation of the SmokeFree Strategy is on track.
115/18 Board Development Programme 2018/19
Noted
Andrew Maloney presented the proposed Board Development Programme for
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No.

Item
Action
2018/19, which has taken into account suggestions received from the Board. He
noted that there is flexibility in the programme after November 2018 and a
session on the mortality framework could be incorporated after this date.
Rupert Nichols advised that the session planned with Clare Murdoch for
September 2018 may take place in the evening. Board members supported this.
Rupert Nichols also identified the need for a further session on strategy
development.

The Board of Directors noted the Board Development Programme 2018/19.
116/18 Any Other Business

Noted

There were no items of other business.
117/18 Questions from the Public

Noted

Les Allen, Lead Governor, sought clarity on the decrease in agency expenditure in
March 2018 compared to an increase in bank expenditure. Andrew Maloney
advised that this is due to accruals and technical adjustments at year-end. In
response to a further question from Les Allen, Ismail Hafeji confirmed that there
is no financial risk in relation to 2017/18 CQUIN.
118/18 Date and Time of Next Meeting
Noted
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
119/18 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.
Sep-17
204/17 Agency Expenditure
Update

Action

Agreed
Forecast
Timescale
Completion
Breakdown of agency staff by type to be 31/01/2018 24/09/18
provided to enable Board understanding
of the underlying issues.

May-18

100/18

Service Presentation –
Pre-Employment,
Work Experience and
Apprenticeship

30/07/18

May-18

104/18

Chief Executive’s
Briefing

May-18

104/18

Chief Executive’s
Briefing

May-18

105/18

30/06/18

Andrew Maloney,
Director of HR and
Corporate Affairs

May-18

105/18

Workforce and
Organisational
Development Strategy
2018-2021
Workforce and
Organisational
Development Strategy

Updates on progress with the
apprenticeships scheme to be brought to
Board as part of the six-monthly
Workforce Strategy updates commencing
in July 2018
New Care Models - Detailed paper to
follow to Board on medium secure New
Care Model plans for 2019/20 onwards
Dragons’ Den – all bids not funded by the
Dragons’ Den to be directed towards
Charitable Funds
Strategy to be updated in line with the
Board’s discussion in terms of new
technologies and diversity
Gill Green and Andrew Maloney to ensure
that the new Workforce and OD Strategy
and Equality and Diversity Strategy are

30/07/18

Andrew Maloney,
Director of HR and
Corporate Affairs
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26/11/18

02/07/18

Owner

Status

Andrew Maloney,
Director of HR and
Corporate Affairs and
Mary Lee, Acting Director
of Development and
Performance
Andrew Maloney,
Director of HR and
Corporate Affairs

To be addressed
in future
iteration of new
Board
Performance
Report

Mary Lee, Acting Director
of Development and
Performance
Gill Green, Director of
Nursing and Governance

Meeting Minute Item
No.
2018-2021

May-18

105/18

May-18

109/18

May-18

May-18

Action

Agreed
Timescale

Forecast
Owner
Completion

Status

aligned

Workforce and
Organisational
Development Strategy
2018-2021
Updated CQC Action
Plan 2018

Progress reports on the implementation
of the Workforce and OD Strategy to
commence in July 2018

30/07/18

Update on progress with ‘must dos’ to be
shared with the Board in June 2018

25/06/18

110/18

Learning from Deaths

30/07/18

111/18

Data Security and
Protection
Requirements
2017/18

Gill Green to review the terminology used
in relation to deaths in the new quarterly
Quality Report to Board
Update on GDPR to be brought to the
June 2018 Board of Directors meeting

Not yet due
Completed
In progress and on target
Incomplete and overdue
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25/06/18

Gill Green, Director of
Nursing and Governance
Andrew Maloney,
Director of HR and
Corporate Affairs
Mary Lee, Acting Director
of Development and
Performance
Gill Green, Director of
Nursing and Governance

To be addressed
under Matters
Arising

Ismail Hafeji, Director of
Finance and IM&T

On agenda for
discussion
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Chief Executive’s Briefing
Monday 25 June 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
1

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 June 2018.

x

Assurance

Approval/Decision

2

Chief Executive’s
Monthly Brief
25 June 2018

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

National Update
• Next Steps on Aligning the Work of NHS England and NHS Improvement
• NHS Operational Productivity – Unwanted Variations in Mental Health and
Community Health Services
• Update on New NHS Pay Deal
• Securing the Future – Funding Health and Social Care to the 2030s
Regional Update

Action required
For information

• Draft GM Common Standards for Mental Health and Wellbeing
• Supporting the Transfer of GM Place-Based Commissioning of Specialised Mental
Health Services
Local Update
• Manchester Wellbeing Fund
• Senior Leaders Meeting - 23 May 2018
• Performance Overview

CEO Brief June 2018
National Update
• Next Steps on Aligning the Work of NHS England and NHS Improvement
In May 2018, NHS Improvement (NHSI) and NHS England (NHSE) published a Board paper setting out how
NHSI intends to shift its primary focus from regulating the trust sector to supporting improvement and how
the two organisations will work together to provide more joined-up, effective leadership to the NHS within
the current legislative framework.
The proposals include the establishment of a new NHS Executive Group, co-chaired by the two CEOs, and a
new NHS Assembly, created to ensure better engagement with the wider NHS and its users. At a regional
level, the proposed structure moves from four regions to seven, with the creation of seven integrated
(spanning NHSI and NHSE) Regional Directors with much wider responsibilities and devolved power
compared to the current structure. At a national level, there will be a number of national director roles
reporting to both CEOs with a view to enabling the shift of focus to improvement support.
Major structural, cultural and behavioural shifts are required to deliver these changes. The aim is for all
changes to be made by the end of 2018/19.

Action

CEO Brief June 2018
National Update

Action

• NHS Operational Productivity – Unwanted Variations in Mental Health and Community
Health Services
Lord Carters’ review of NHS Operational Productivity, published on 24 May 2018, identified unwanted
variations in the delivery of mental health and community services. The report makes 16 recommendations
and indicates that productivity benefits worth £1bn can be achieved by 2020/21. It is expected that around
80% of this will be achieved in clinical and workforce productivity. Other areas where opportunity for
operational improvements are identified include in relation to contract specifications, the use of technology
and delivery (e.g. the Getting It Right First Time (GIRFT) programme).

• Update on the New NHS Pay Deal
NHS staff from 13 trade unions, including the Unison and the Royal College of Nursing, have voted to accept
the government’s new pay offer. The new deal will see staff on Agenda for Change contracts receive an
average 6.5% pay uplift over three years. The full NHS Staff Council is due to meet on 27 June 2018 to
formally ratify the deal and a revised NHS Terms and Conditions of Service Handbook will subsequently be
published. Staff will be paid the new rates of pay in their July pay packets, with backdated pay to 1 April
2018 paid in July or August. NHS Employers will be publishing resources to assist employers in the
implementation of the deal.

•

Start
preparations
for
implementation

CEO Brief June 2018
National Update
• Securing the Future – Funding Health and Social Care to the 2030s
In May 2018, the NHS Confederation published the first report on the outcomes of a study undertaken by
the Institute for Fiscal Studies and the Health Foundation into the funding needs of the UK’s health and care
systems over the next 15 years. Key findings include:
• To maintain current service levels, UK health spending will need to increase by £95bn by 2033/34 – an
annual increase of 3.3% of national income. To improve NHS services, including meeting waiting times
targets and addressing under-provision in mental health services, increases of approx. 4% a year are
needed
• Some catch-up money will be needed over the next five years to maintain services and address the
backlog of funding problems. This will require funding to grow by 5% a year before falling back to levels
closer to the historic trend of 3.7%.
• Meeting these pressures will almost certainly require tax increases, as cuts in spending on other
services are unsustainable following eight years of austerity.

Action

CEO Brief June 2018
Regional Update
• Draft GM Common Standards for Mental Health and Wellbeing
GM common standards for mental health and wellbeing have been drafted to contribute to the
achievement of the prevention element of the GM Mental Health and Wellbeing Strategy and the desired
outcomes of the GM Population Health Plan. The GMMH Executive Management Team (EMT) have
reviewed the standards and confirmed their full support. Suggestions have been made as to how the impact
of the standards can more effectively be measured.

• Supporting the Transfer of GM Place-Based Commissioning of Mental Health Services
In November 2017, the NHS England Commissioning Committee approved proposals to extend the scope of
GM’s delegated specialised commissioning portfolio to include six specialised mental health services –
CAMHS Tier 4 General Adolescent, CAMHS Tier 4 Eating Disorders, Adult Inpatient Eating Disorders,
Specialised Perinatal Mental Health (Mother and Baby Unit), Low Secure Mental Health and Low Secure and
Specialist Support Team Services (Learning Disabilities).
The Specialised Services MOU between NHSE and GM for 2018-2020 has been updated to incorporate the
above and commissioning arrangements will mirror those in place for existing delegated services subject to
a number of safeguards. Work is underway to develop a collaborative approach to service transformation
within these areas, with GMMH contributing to these discussions via the Mental Health Sub-Group of the
GM Specialised Commissioning Oversight Group (SCOG).

Action

CEO Brief June 2018
Local Update
• Manchester Wellbeing Fund
A budget of £1.5million has been allocated for the three-year Manchester Wellbeing Fund (MWF). The fund
has three main objectives:
• To develop community support around people’s mental health needs
• To promote mental health and wellbeing
• To challenge the stigma around mental illness
Over 250 expressions of interest in the MWF have been received since the fund launched in October 2017
from key community groups and service user and carer groups. During April and May 2018, 22 proposals for
funding were approved following review by the North, South and Central locality groups and a
Citywide/Community of Interest group, with investment in individual schemes ranging from £500 to the
maximum £5,000. The total approved funding commitment for 2018/19 to date is £232k.

• Senior Leaders Meeting – 23 May 2018
The first meeting of the new GMMH Senior Leaders Group took place on 23 May 2018. Headlines from the
Board and the CEO’s Brief were shared, prior to a focus on the developing GM Mental Health Estates
Strategy. Discussion included the opportunities and challenges to developing the estate in the context of
clinical service ambitions. The Group will meet on a monthly basis going forward with each meeting
following a similar format.

Action

CEO Brief June 2018
Local Update
• Performance Overview
The Trust continues to perform well, with the achievement of the majority of its key performance targets.
Performance reports have been refreshed to reflect updated and new performance targets. Improvements
continue to be made as planned in IAPT services, and business cases for additional investment are being
agreed with commissioners.
Out of Area Placement (OAPs) continue to be a challenge and the Trust has met with commissioners to
discuss options around funding for OAPs pressures. The GM definition for OAPs reporting agreed with NHS
England was put in place in April, meaning that only OAPs placed outside of Greater Manchester are
reported at a national level. OAPs internal to GM continue to be monitored at a local level. A target of 33%
reduction in OAPs has been set for 18/19 and significant work continues with our commissioners and
partners to reduce OAPs at a GMMH- and GM-level.
The Trust has received formal approval from Bolton, Trafford and Manchester commissioners as to the
achievement of our Commissioning for Quality and Innovation (CQUIN) targets for 17/18.

Action

CEO Brief June 2018
Local Update
• Performance Overview cont.
In Month 2 (May 2018), the Trust achieved a surplus (on a control total basis) of £317k, in line with the
Month 2 plan. The Trust has been placed in Segment 2 of NHS Improvement’s Single Oversight Framework
for 2018/19 and achieved a ‘3’ rating against the ‘Use of Resources’ metric in May 2018 due to its level of
agency expenditure against the cap set by NHSI. Options are being considered to improve how the Trust
meets its temporary resourcing needs, which will have a positive impact on performance against this
metric.

Action
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Gill Green, Director of Nursing & Governance
Cathy Lovatt, Head of Service User and Carer Involvement
Claire Watson, Recovery Academy and Engagement Lead in partnership with service
users, carers and staff

REPORT SUMMARY:

This Service User Engagement Strategy has been developed during 2017 to reflect
the new diverse organisation of GMMH. Consultation involving service users, carers
and staff views has taken place in a variety of ways, throughout 2017, to reflect the
importance GMMH places on partnership and co-production. It was also important
that the Strategy reflected the new values of the organisation which were
developed in a co-produced format with our partners, service users, carers and staff
during 2017. The Service User and Carer GMMH Governors, who are members of
the GMMH CARE Hub, have been instrumental in the development of the Strategy.
The new priorities agreed for 2018-2021 are:
•
Collaborative care planning by engaging with service users to develop
personalised care plans.
•
Service user feedback by ensuring feedback is sought from all our service
users utilising various methods.
•
Responding to feedback by establishing communication channels to ensure
service users’ feedback reaches our service managers and front line staff to
result in service improvements.
•
Communicating issues by ensuring that decisions and service improvements
made as a result of service user feedback are communicated to staff and
service users.
•
Shared decision-making by ensuring there is service user representation at
decision-making forums, meetings, audit and inspections, as well as in the
recruitment and selection of staff within all of our inpatient an community
services, and include service users in business planning, policy and procedure
development and review.
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The Strategy for 2018-2021 outlines how the priorities will be monitored and the
role of the GMMH CARE Hub in leading on the achievement of these priorities. The
Trust Board, following the formal launch of the Strategy on July 26th 2018, will
receive updates of progress via the Board quarterly Quality Report and the Quality
Governance Committee.

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

REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
Quality Governance Committee
14th June 2018
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
LEGAL IMPLICATIONS:

-

REGULATORY
IMPLICATIONS (CQC/NHSI):

-

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

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board of Directors are asked to note the GMMH Service User
Engagement Strategy 2018-2021.

x

Assurance

x

Approval/Decision
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1. Acknowledgements
We would like to thank all of the service users, carers and staff who were involved in
the development of this strategy by giving feedback at various events across the
Trust.
A series of away days were held in Manchester, Bolton, Salford, Trafford and our
Specialist Services Network to discuss the core principles of service user
engagement and practical procedures to ensure service user engagement is
meaningful and results in improved health and social care outcomes and in real
service improvement.
We hope this strategy reflects those discussions and we thank everyone involved for
helping us to identify our priorities and ensure service user engagement continues to
be at the heart of everything we do.

“The first-hand experience of service users and carers is
invaluable. Service users and carers are the people who
know what they need from services. They can bring their
ideas forward and hopefully outline any problems they
encounter and help to get the best from the service.” Les
Whalley, carer and GMMH working group participant (2015).

2. Foreword from Service User and Carer
Governors
We are delighted to introduce Greater Manchester Mental Health NHS Foundation
Trust updated Service User Engagement Strategy for 2018 to 2021. This important
document will shape the Trust’s priorities for the next three years and we are so
excited to be part of this vision. We will of course monitor progress regularly through
our involvement with the Trust CAREhub committee and continue to report to the
Trust Board of Governors ensuring successes are celebrated, and that areas for
development are prioritised.
The Trust has a good foundation of effective engagement between staff and service
users. From working in partnership with volunteer NHS governors, who are elected
by local people, involving service users in service developments, peer mentorship
and of course the Trust Recovery Academy. We are excited to develop and embed
this work in partnership with our new colleagues and service users from Manchester
as we move forward as one organisation.
A key initiative, that brought service users and staff together to shape and improve
services, was the redefining of the Trust’s values. In 2017, service users led this
project, co-facilitating working groups with staff and service users to create a set of
values and behaviours that are a collective commitment to the guiding principles of
our organisation.
Involving service users in their own care is a priority for this strategy, but we are also
committed to involving service users in a variety of other ways so that the Trust is
able to make services more relevant and recovery focussed.
Involving service users and people with lived experience in the delivery of our
services, strengthens working relationships between service users and staff and
creates a level playing field, which validates the expertise of our service users. A
culture that seeks to rid the wider health and social care sector of the ‘us and them’
attitude can only have positive outcomes for the reduction of internal and social
stigma.
Service user engagement at whatever level is a significant part of service user’s
recovery and ensures the care they receive is holistic. It can turn service users from
being passive recipients to active participants in their mental health or substance
misuse care, which gives them more choices and can in turn improve their health
and social outcomes.
Visible engagement is also empowering for others. When current service users see
people who have shared the same life experiences and difficulties as them working
with the Trust to improve and deliver services it is empowering and shows recovery
in action.
A key theme in the strategy is treating people as individuals and supporting their
long-term recovery journey. It’s not just about saying the right things it’s about seeing
an individual’s unique qualities, abilities, and interests and providing people with
support as their needs change, so they can reach their full potential.
We are impressed with the energy and drive that has gone into creating the new
strategy, involving service users, carers and staff at events held around the North

West and discussions in meetings. It is now vital that the impetus is maintained and
that the themes of engagement and involvement are taken up by staff and service
users throughout the Trust – whatever your role, you have an active part in delivering
this strategy. If that happens, we really will all be helping our services to be fit for the
future.
Dan Stears, Service User and Carer Governor
Margaret Willis, Service User and Carer Governor
(Picture)

3. An introduction from the Chief Executive
One of our core values at GMMH is to work together. This doesn’t mean just our
professional staff and services working together, it also means working together with
the individuals we care for, their families and the wider community. This has to start
right at the first point of contact with individuals, families and community groups.
In terms of supporting individuals with their recovery, we know from NHS England
research that when service users and carers are involved in decisions about their
care and have more knowledge and confidence, they have better outcomes.
In terms of delivering and developing our services, we know that the people best
placed to tell us what works are the people using our services and the communities
we serve. We have a good track record at GMMH of involving service users and
carers in service developments, and in service delivery via our peer mentorship
schemes. However, there is still work to do, particularly in relation to collaborative
care planning. That is why I welcome this updated strategy and am fully committed
to supporting the eight priorities within it. I have signed up to be an active member of
the Trust CAREhub committee who will monitor our progress, celebrate our success,
and provide support where it is needed so that we can get to where we want to be by
2021.
We will continue our work to ensure that all staff have the skills to work in partnership
with service users and carers in terms of planning care and monitoring outcomes,
and we will ensure that all service users and carers have the opportunity to feedback
on their care and the things that are important to them. How else will we know that
our Trust values are being practiced across our organisation?
We will also continue to support and resource our Service User Engagement
Scheme which has encouraged growth in service user and carer involvement in
service developments over the past two years, and enabled us to reach out to our
diverse communities.
I am also committed to increasing the number of volunteers across our organisation,
in particular Peer Mentors, which ensures we are not only developing our services
with people with lived experience, but we are delivering them alongside them too.
We already have a significant number of Peer Mentors across our Substance Misuse
Services, Early Intervention Teams and in-patient areas, and the feedback from the
volunteers themselves, and the service users they are supporting is overwhelmingly
positive. We want to ensure all our services benefit from these roles.
We will continue to recognise the contribution that service users and carers make
and support collaboration by providing resources, training and guidance so that
people feel valued. We will also continue to strengthen and develop our
partnerships with other organisations and community groups so that we can help
people to strengthen their own and community assets and lead fulfilling lives.
Following this updated strategy, we will refresh our Trust action plan and ensure all
our local services have their own action plans that demonstrate how they will ensure
our priorities are met.

This strategy sets out our vision for engaging, involving and collaborating with the
people who use our services. It details our direction of travel with a strong focus on
partnership working to bring about tangible and lasting improvements.
Our success as a high-performing mental health NHS Trust not only depends on
what services we provide, but on how we provide them.

Neil Thwaite, Chief Executive

4. Executive summary
We are committed to engaging with our service users in a variety of meaningful
ways. The purpose of this engagement is not only to ensure each service user is
central to any decision making about their care, but also to improve our services so
that they are compassionate and focussed on recovery and their development is
guided by the people that use them.
What is service user engagement?
Making sure that the views of the people who use our services have the chance to
be heard and working together to develop and deliver services in order to make real,
sustainable changes.
In 2015, we made a commitment in our Trust Service User and Carer Engagement
Policy to engage with service users and carers at four levels:
• Working collaboratively with service users to develop meaningful care plans that
support their recovery.
• Providing service users with the opportunity to feedback on the quality of care
they have received so that the Trust can continually improve its services.
• Involving service users in decision making and service developments so that our
services are responsive to local needs.
• Involving service users and people with lived experience of mental health and/or
substance misuse problems in service delivery and supporting them to fulfil any
longer terms aspirations they may have which may include access to
voluntary/education/employment opportunities.
This strategy will set out our key priorities in relation to involving service users in
their care, getting feedback from our service users, using that feedback to help
improve services, and engaging service users to develop and deliver our services.

5. The principles of service user engagement
In this strategy, we define a service user as someone who is using, or has used, our
services within the past twelve months.
People may wish to be addressed by a different term, such as ‘patient’, ‘client’,
‘expert by experience’, ‘survivor’, ‘member’, etc., or may wish to be addressed by
different terms when consulted by different health care professionals. This will be
respected in the course of working with individuals or groups.
We know partnerships work best when our staff work with service users in an open
and inclusive manner, which, in turn, will provide hope and trust, which is important
in the recovery process.
Involvement should be meaningful and measured not only by the extent to which
people feel that they have been involved, but by how service user participation
results in changes and improvements to people’s lives and our services.

Our Service User and Carer Engagement Policy details core principles of
engagement. Ensuring that people’s views are heard at all levels and across all
parts of the Trust is essential for creating and delivering better health and care
services. We want to make sure that a variety of voices are heard and current
experience is learned from.
We involve services users in their care and in our work as we believe this promotes
hope and recovery for individuals, their families and the communities we serve.
Above all, engaging with us should be a great experience for services users and
staff, with everyone knowing they are making a positive contribution to the lives of
people affected by mental health and substance misuse problems.

6. What we mean by engagement
We engage with our service users and carers for a variety of reasons. Primarily it is
to co-produce and co-deliver care. However, in terms of service development and
service delivery, we may want to provide people with information, or consult on
something and get feedback, whilst at other times we may want people to
participate more actively, so they can directly influence and get involved in our
work.
Co-production is when people who use services are kept informed, consulted about
things that affect them, included in conversations at all levels, and work with us
from the start to the end of their care or any project they may be involved in.

The graphic below shows The Ladder of Participation linked to co-production 1

With the exception of ‘coercion’, it is perfectly acceptable for different activities to reach different stages on the ladder, and not
necessarily involve co-production. For example we may wish to:
•

1

Educate service users prior to any involvement, so they are better informed and can therefore feel more equal when working
alongside professionals. Many service users report that jargon used in the mental health field can reinforce the separation of ‘us
and them’ and leave people feeling undervalued.

Ladder of Participation provided courtesy of Think Local Act Personal

•
•
•
•
•

Inform service users about legislation changes so they know their rights, or keep them up to date with service developments via
newsletters or bulletins.
Consult with service users and ask for feedback about their care and experiences, or feedback on local policies and procedures.
Engage with service users by involving them in decision making forums, development opportunities, audits and inspections, and
the recruitment and selection of staff.
Co-design services and treatment pathways with service users based on their experiences of what works and does not work.
Co-produce services and involve service users in the delivery of services, for example through Peer Mentorship and the Trust
Recovery Academy.

Whilst consulting with service users about this strategy, they told us that what is important to them is services being clear from the
outset about what level of participation is taking place. They said they feel the term ‘co-production’ is a term which is used too often by
people who do not acknowledge its true meaning. This can raise hopes amongst service users who may expect co-production, only to
find they are taking part in a consultation exercise.
A suggestion was for services to use the Ladder of Participation as a way of explaining what level was taking place, and then to use it
as an evaluation tool at the end of the process to ask service users if the activity felt like what it had been defined to be at the outset.
This strategy wholeheartedly supports this suggestion in order to support our core values of giving people informed choices, respecting
and valuing everyone’s contribution no matter how small or large, and striving to improve the way we work.

7. National Context
Government policy actively encourages the involvement of service users in the
development and delivery of local services. In fact, the NHS is required to consult
and involve service users under the Health and Social Care Act 2012.
In terms of involving service users in their care, NHS England states the following:
Every person with a long term condition or disability must have a personalised care
plan supporting them to develop the knowledge, skills and confidence to manage
their own health. We know that when service users and carers are involved in
decisions about their care and have more knowledge and confidence, they have
better outcomes, follow appropriate drug treatment, avoid over-treatment, and are
less likely to be hospitalised.” (NHS England, 2013)
In terms of involving service users in service development, NHS England’s
Transforming Participation in Health and Care (2013) brings together various
recommendations including those presented in the Francis report and states that
“Insight gathered from the public and patients helps us to improve services and
outcomes, as well as potentially helping to spot failures.” (p.28)
NICE (National Institute for Health and Care Excellence) Guidance - Service user
experience in adult mental health: improving the experience of care for people using
adult NHS mental health services (December 2011) came as a direct referral from
the Department of Health following the Government’s White Paper – Equity and
excellence: liberating the NHS (July 2010) which stated that more emphasis needs
to be placed on ‘No Decision about Me, Without Me’.
As a result, the NICE Quality Standard states that “People using mental health
services feel confident that the views of services users are used to monitor and
improve the performance of services.”
Reassuringly, the NICE guidelines also go on to recommend the involvement of
service users in service delivery stating specifically that people using mental health
services should be involved in the planning and delivery of training, and that
managers of health and social care services should consider employing service
users to monitor the experience of others using mental health services.
Subsequently there is national guidance to support better participation from Think
Local Act Personal, the National Co-production Advisory Group and from NSUN, the
National Network for Mental Health who have produced 4Pi National Involvement
Standards.
Service user engagement is at the very heart of what we do at GMMH and we strive
to adhere to national guidance and principles. Our commitment is reflected in our
five Trust Values:
•
•
•
•
•

We inspire hope
We work together
We are caring and compassionate
We value and respect
We are open and honest

8. Local Context
GMMH services are diverse and cover a large geographical footprint. They include
Community Mental Health Teams (CMHT’S), inpatient services, older adult and
dementia services, early intervention teams, primary care psychological services,
specialist community services (including eating disorders, military veterans services
and adult autism diagnostic and support services), substance misuse services,
specialist inpatient services for young people, drug and alcohol users, mother and
baby, and deaf patients, as well as medium and low secure forensic inpatient
services, and health and justice services both in the community and prisons.
In developing this strategy, we have considered how service users from this diverse
range of services can and would like to engage with us. As part of the consultation
process to develop this strategy, we facilitated away days which were attended by
service users, carers and staff from a range of services.

Why do you think it is important for health services to
engage with service users and carers in the development
of services and resources? “They need to do it to make
sure services are relevant and don’t ignore patients and
carers rights.” Anonymous, service user and GMMH working group participant
(2015).

9. Feedback from our consultation process
Due to the diversity of our services, the feedback from our consultation process to
develop this strategy was varied. As a result we were able to recognise that our
strategy needed to set out a variety of methods for our service users to get involved,
as one method was not suitable for everyone.
There was agreement amongst everyone that service users and carers should be
involved in the planning, delivery and monitoring of their care.
In relation to the feedback agenda, participants agreed that both electronic methods
(e.g. tablets/iPads, feedback kiosks and via the NHS Choices, Care Opinion, and
Trust websites) and written methods e.g. questionnaires were important. They also
said they would like more opportunities to give their feedback in person. A common
suggestion throughout the consultation exercise was ‘Meet the Managers’ sessions
and even ‘Meet and Eat’ opportunities to talk face to face.
Crucial to feedback is how we use it to improve services. In this regard, we know that
there are improvements to be made to ensure that there is accountability for
ensuring that feedback is discussed at appropriate forums and that decisions about
service improvements are made and that all staff are aware of this.
The service users that we consulted with told us they would like to be involved in
decision making and hear about decisions made in a timely fashion.
Some of our long stay service users reported that they are often asked for further
feedback before they hear about improvements as a result of the last feedback they
gave. They said this left them feeling undervalued and disillusioned with the whole

process. They suggested a newsletter to update them on progress being made, but
the emphasis on actually seeing and feeling improvements was more important to
them.
We have already identified roles for service user engagement and the service users
we consulted with simply wanted to see more opportunities advertised. However, we
recognise that there is a cultural change needed in some of our services to ensure
managers think about service user engagement when facilitating meetings, audit and
inspections, interviews and training events, and we hope this strategy and the local
service action plans that result from it will go some way in facilitating this culture
change.
In addition, service managers need to consider practical ways to support such
engagement by identifying budgets and supervisors to pay and support service users
in these roles within their services.
There was strong support for the growth of Peer Mentorship to involve people with
lived experience of mental health and/or substance misuse problems in service
delivery, and we will continue to share learning from the implementation of Peer
Mentorship across our Specialist Services and Early Intervention Teams and
encourage growth across all services within the Trust.
Finally, service user forums were discussed at length. Although these exist in all of
our inpatient areas and some of our community services and prisons, there was a
consensus that we need to recognise the different types including independent
groups and not just those run by the Trust. As such, the Trust will do more to
connect with these groups to ensure their feedback reaches where it needs to go
and support them in practical ways such as access to training via the Recovery
Academy, access to our shared bookable spaces and facilities and communication
updates re: local and national developments and opportunities, whilst of course,
encouraging them to maintain their independence.
All of the above knowledge and feedback has been taken into account in Our
priorities for the future section of this policy. However, before we consider our
actions for the future, it is important to recognise our achievements so far in relation
to this agenda.

10. Our achievements so far
In 2015, the Trust’s C.A.R.E Hub was launched. The C.A.R.E Hub (Compassion And
Recovery-focussed Everytime) aims to support services to develop a coordinated
approach to service user engagement.
The C.A.R.E Hub reports quarterly to the Trust Quality Governance Committee and
Operational Leadership Committee on progress made and areas for development. It
is Chaired by the Head of Service User and Carer Involvement and is attended by
the Trust Customer Care Manager, the Trust Lead for Recovery Academy, Service
User Engagement and Volunteering, Carers Leads, a Senior Marketing and
Communications Officer and service user and carer governors.
Since its formation, the C.A.R.E Hub has set up quarterly meetings with Division
Service User Engagement Leads to monitor progress and agree local actions.

Feedback from service users on our inpatient wards is well established via the use of
an electronic service user satisfaction questionnaire and paper questionnaires
(which include the Friends and Family Test question).
In the community, service users are asked the Friends and Family Test question and
can give us their feedback via paper or electronic methods.
The Friends and Family Test data is submitted to NHS England monthly and
services receive a quarterly report. If improvements are required, an action plan is
requested and monitored through the C.A.R.E Hub. ‘You Said, We Did’ posters have
also been produced for services to fill in and display locally so that service users can
be kept informed of the changes we have made.
GMMH’s Service User and Carer Engagement Policy has been reviewed and relaunched to ensure that services have procedures to follow for care planning,
obtaining feedback from service users and for recruiting, training and supporting
them in engagement roles.
In January 2013, the Trust’s Recovery Academy was established. The Academy
offers a range of free educational courses and resources to support recovery from
mental health and alcohol and drug problems for service users, carers and
professionals.
One of the core principles of the Academy is equal engagement between people with
lived experience of mental health and/or substance misuse problems and
professionals to encourage shared learning. Collaboration takes place in curriculum
design, course delivery and evaluation to ensure the Academy teaches and
promotes recovery principles.
There are over fifty tutors involved in the day to day delivery of the Academy, half of
whom are service users/ex-service users of mental health services. With over fifty
courses on offer, the Academy now has over 5,500 students registered and nearly
half are service users and carers.
Feedback from focus groups has been positive, with participants highlighting equality
between service users and staff – “…it was like watching two

colleagues working together, you really couldn’t tell who
was the staff member and who was the service user.”
This approach has been mirrored locally within forensic services aimed at supporting
people living in a secure environment and preparing them for release.
The Trust Service User and Carer Engagement Scheme was launched in January
2016. By visiting the Trust website in our ‘Get Involved’ section, service users and
carers can see the range of roles on offer to them to be able to assist in service
improvements and they can access resources to help them make decisions about
things that will affect them if they apply.
There are Volunteer Coordinators employed within some of our services, currently
within the Specialist Service Network Inpatient Services, some of our Substance
Misuse Services, and Trafford Inpatient Mental Health Services, and Salford Older
Adult Services.

These posts are working hard to increase volunteer Peer Mentors and Buddies
within services so that people in recovery can support current service users to
achieve their recovery goals. They are also making links with the wider voluntary,
education and employment sector to explore wider opportunities for our service
users to support them to live independent lives.
In addition, the Trust was awarded money from Health Education England in 2017 to
establish Peer Mentorship in Early Intervention Teams, and due to the success of
this we are committed to involving service users and people with lived experience in
service delivery across all of our services.
At the end of 2016 we were shortlisted for a National Health Service Journal Award
for creating a career pathway for people with lived experience in mental health.
There are many other examples of achievements in relation to service user
engagement across many of our services. Through the launch of this strategy and
the conversations that it inspires, we hope to learn from one another’s experiences
and create further opportunities to engage with service users and improve our
services as a result.

Our priorities for the future
11. Collaborative Care Planning
Priority area 1: Engage with service users and carers to develop personalised
care plans. Ensure service users and carers receive a copy (where possible).
Evidence tells us that supporting service users to be actively involved in their own
care and treatment can improve their recovery outcomes and experience. Therefore,
genuine collaboration and involvement in the care-planning process is a GMMH
priority. However, recent feedback has suggested some service users and carers do
not always feel involved with their care plans and have not received a copy.

We will:
•
•
•
•
•
•
•

Develop a steering group with service users, carers and professionals to drive
quality improvements.
Identify the training needs of staff and co-design a care-planning training
programme.
Ensure care-planning documentation is service user and carer friendly.
Develop resources on GMMH webpage to support effective care-planning.
Develop a culture where service user and care involvement in care-plans is
an always event.
Strengthen engagement tools such as the Recovery Star and Node-Link
Mapping.
Provide service users with care-planning files.

12. Obtaining feedback
Priority area 2: Ensuring feedback is sought from all of our service users using a variety
of methods.
We have inpatient feedback procedures, such as the service user satisfaction
questionnaire, which are well established and service users in the community can
give their feedback via paper or electronic methods, and national feedback platforms
including NHS Choices and Care Opinion websites.
We will:
• Ensure service user satisfaction questionnaires are available throughout the Trust
both in paper format and electronically.
• Make all questionnaires available on the Trust website so that service users have
a choice.
• Provide business style cards to promote feedback via our website and national
feedback platforms to leave with service users when we visit them in their own
homes.
• Consider feedback roles for volunteers to encourage other service users to give
their feedback, particularly in services where service users lack capacity, have
learning difficulties, have low literacy levels, or where there are language barriers.
For example, older adult services, deaf services and prisons.
• Encourage and support local service user forums/Conversation Cafe’s and
connect with them so they have the ability to influence change.
• Identify link people and agree the appropriate methods for independent groups to
feedback into the structure.
• Publish local service user forum information to encourage participation and
promote shared learning.
• Continue to explore innovative ways to listen to our service users including
exploring the use of timetabled ‘Meet the Managers’ sessions.

13. Responding to feedback
Priority area 3: Establishing communication channels to ensure service users’ feedback
reaches our service managers and front line staff and that feedback results in service
improvements.
We have formed the C.A.R.E Hub which has established a link between local
Service User Engagement Leads so that they are aware of themes from service user
feedback and progress in relation to service user engagement, and we have ensured
that progress is reported to the Trusts Quality Governance and Operational
Leadership Committee’s.
We will:
• Ensure Governance structures are in place across all services.

• Support local leads to raise the profile of this strategy and inspire staff and service
user commitment to the service user feedback and engagement agenda in their
local areas.
• Continue to support local leads to influence their local meetings so that all staff
are aware of their service user feedback.
• Implement and monitor our corporate action plan as a result of this strategy so
that local services have the resources and support they need to achieve this
agenda.
• Support local leads to develop local action plans which will facilitate service
improvements as a result of service user feedback.
• Support local leads to monitor service improvement action plans.
• Continue to report to the Trusts Quality Governance and Operational Leadership
Committee’s so that success can be shared and outstanding actions can be
addressed via the C.A.R.E Hub.
• Ensure independent groups receive responses and updates from the C.A.R.E
Hub.

14. Communicating issues
Priority area 4: Ensuring decisions and service improvements made as a result of service
user feedback is communicated to staff and service users.
We have developed ‘You Said, We Did’ posters for displaying in local services to
inform service users of what we have done as a result of their feedback.
We will:
• Provide quarterly updates via a new service user newsletter.
• Give updates via our service user forums/Conversation Cafe’s.
• Share patient stories across the Trust but in particular at Board, Executive and
Senior Management level.
• Share learning from compliments, feedback and complaints for services to use
and learn from locally.
• Encourage local services and staff with dedicated link roles to connect with local
service user groups on a regular basis to give and receive feedback.
• Publish progress on our Trust website and via social media.
• Respond to service users who take the time to write to us with their feedback
either in writing or via NHS Choices or Care Opinion websites.
• Agenda service user feedback at all team meetings.
• Communicate to service-users in prison, via processes/protocols agreed with the
prison management.

15. Shared decision making
Priority area 5: Ensuring there is service user representation at decision making forums,
meetings, audit and inspections, as well as in the recruitment and selection of staff within all
of our inpatient and community services, and include service users in business planning,
policy and procedure development and review.

We have launched our new Service User Engagement Scheme which includes role
templates for each of these opportunities, a leaflet to explain the scheme and
posters to promote it (see opposite for examples of materials published).
When an opportunity is advertised, we are looking for expressions of interest from
lots of people who have used GMMH’s services, particularly in the last 12 months, as
well as their families and carers.
There may also be occasions when someone with experience of our services over
12 months ago, either directly themselves, or indirectly as a family member/carer,
can apply for a role.
Current opportunities are listed on our website and/or advertised by flyers and on
noticeboards in the services where roles are available.
We will:
• Share examples of service user engagement via the Trust Service User
Engagement Leads meeting and via Trust newsletters to inspire and motivate
others.
• Create an electronic shared drive of role descriptions and continue to support
managers to identify opportunities, create roles and advertise them in line with
Trust policy.
• Review all meetings Terms of Reference to assess whether or not service user
involvement would benefit decision making.
• Involve service users in all PLACE Inspections and Quality Matters walk around’s.
• Ensure service user involvement in the recruitment and selection of frontline staff.
• Involve service users in business planning, policy development and review where
it directly affects them.
• Advertise current opportunities by flyers and posters on noticeboards in the
services where roles are available as well as on our website and via social media,
where appropriate.
• Develop best practice guidelines on service user engagement to compliment this
strategy and our Trust policy so that services feel supported and service users
feel valued.

16. Learning from experience
Priority area 6: Maximising our opportunities to learn from people with lived experience
of mental health difficulties by co-facilitating learning and development opportunities both
locally and via the Trust Recovery Academies.
We have the main Trust Recovery Academy based at The Curve and a campus at
our Edenfield Centre.
We will learn from the success of this model by:
• Supporting local services to engage with service users in the design and delivery
of their local induction and training programmes.

• Working with corporate services to review their training programmes including
Trust Induction, Mandatory Training, The Care Certificate, Health & Social Care
Apprenticeships, and Leadership and Management Programmes.
• Encouraging service users to share their experiences at Trust events and
conferences.
• Exploring the development of further Recovery Academy campuses within prisons
and our young people’s services.
• Influencing professional training via our Trust Practice Education Facilitators and
our links with Further and Higher Educational Establishments to encourage
learning from lived experience.

17. Shaping service delivery
Priority area 7: Ensuring we engage with service users in service delivery by maximising
opportunities to introduce volunteer Peer Mentor and paid Peer Support Worker roles.
We currently have 175 volunteers, 44 volunteer Peer Mentors, and 14 paid Peer
Support roles working across our services.
We will:
• Share our successes and learning from the implementation of Peer Mentoring
across Specialist Services and Early Intervention Teams and ensure peer support
roles exist within all of our services.
• Encourage opportunities for service users and ex-service users in recovery to cofacilitate therapeutic groups.
• Continue to offer our existing Level 2 qualification in Peer Mentorship and other
training via the Trust Recovery Academy.
• Work with services and the Trust Apprenticeship Team to create more paid Peer
Support Workers roles.
• Be an active member of the national trailblazer group to develop a recognised
Peer Mentor Apprenticeship (currently Peer Mentors have to take the
Apprenticeship in Health & Social Care).
• Ensure clear governance is in place to oversee peer mentoring and peer support
work across the Trust.

18. Culture change
Priority area 8: Bringing about culture change and tackling internal and social stigma.
At GMMH service user experience and engagement is at the heart of what we do.
For it to remain that way, we need to continually ensure that the culture within the
organisation remains open, transparent and positive. In addition to our commitments
in priority areas one to seven we will:
• Continue to work with local advocacy services, actively encouraging Independent
Mental Health Advocates and Independent Mental Capacity Advocates to work
with our service users on our premises when required.

• Create links with the Department for Work and Pensions so that there is a better
understanding of service user engagement and our service users are not
penalised for working alongside us.
• Continue to work in partnership with the local voluntary sector to create
opportunities for more people with lived experience to work with us and for our
service users to engage with them where appropriate.
• Celebrate our achievements as part of the Trust Annual Members Meeting,
National Volunteer Week and during the national Festival of Learning (previously
Adult Learners’ Week).
• Launch our Trust Service Recognition Scheme which is detailed in the following
section – Monitoring the implementation of this strategy.
• Work with the media by preparing and distributing press releases and feature
articles about people with experience of mental health and/or alcohol and drug
problems to challenge prejudice and help combat the stigma experienced by
people with these issues and their carers.
• Sharing facts, experiences and news of mental health and alcohol and drug
problems on our website and via our social media channels, newsletters and
leaflets/posters.
• Support our service users to move on from our care and involvement with us by
supporting independent groups and keeping them informed of wider
voluntary/education/training/employment opportunities.
• Encourage service users to become Trust members and be involved in elections
to the Council of Governors

19. Valuing people’s contribution
We value service users’ contribution to service improvement and service delivery by
offering the following:
1. Ensuring we work with service users from a wide variety of backgrounds and
social groups to ensure services are reflective of the local populations they
serve. To this end we will collect the E&D characteristics of the people we
work with to ensure we can monitor that we are being inclusive.
2. Paying service users for their time, such as when they work with us by;
• Attending service development activities, participating in audits and
inspections, and taking part in service improvement meetings and
working groups.
• Payment is also made for the co-production of our training and
participating in the recruitment and selection process of staff.
3. Reimbursing service users for their transport costs in line with Trust policy.
4. Providing service users with an induction and training to be able to carry out
their role effectively.
5. Providing them with regular support and supervision.
We will make it clear at the outset of any involvement activity whether payment will
be made, and, if so, what rate of pay will be offered. This will be made in accordance
with the Service User and Carer Engagement Policy.

20. Monitoring the implementation of this
strategy
As a result of this strategy, a corporate action plan has been developed along with
local service action plans. Progress against all of these plans will be monitored
quarterly via the Trust Service User Engagement Leads meeting and the C.A.R.E
Hub meeting.
A quarterly report will be produced for the Trusts Quality Governance and
Operational Leadership Committee’s. Local Leads will monitor local progress via
their local Service Leadership Team meetings.
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In 2018/19, we will also launch our service recognition scheme which will award
services with the following:
• Bronze Kite Mark – for services that can evidence that they involve service users
in their care and obtain feedback from them.
• Silver Kite Mark – for services that can evidence that they have achieved the
above and involve service users in decision making and service developments.
• Gold Kite Mark – for services that can evidence they have achieved the above
and involve service users in service delivery.
• Platinum Kite Mark – for services that can evidence that they have achieved all of
the above and promote independence through a variety of ways, for example,
supporting independent groups, promoting access to
volunteering/education/training/employment.
Via the implementation of this scheme, we will be able to see more clearly our
achievements within the Trust and where we need to provide more support to
services to succeed with this agenda.

Experience of involvement at GMMH: Recovery Research Programme

“Being listened to and, not just being listened to, but the
level of listening to me and actually taking on board things
that I have said. And also that things were changed….I
would make an observation about a certain part of the
Recovery Manual and at the next meeting that would have
been taken on board and it does make a difference.”

18. References
Health and Social Care Act 2012
NHS England Transforming Participation in Health and Care (2013)
NICE Guidance Service user experience in adult mental health: improving the
experience of care for people using adult NHS mental health services (Dec 2011)
Government White Paper Equity and Excellence: Liberating the NHS (July 2010)
The National Co-production Advisory Group - Think Local, Act Personal Ladder of
Participation
NSUN (National Service User Survivor Network) – 4PI National Involvement
Standards

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

Board Performance Report – Regulatory and Workforce (April 2018)
Monday 25 June 2018
09
Mary Lee, Acting Director of Development and Performance
Miranda Washington, Deputy Director of Performance & Business Development

REPORT SUMMARY:

The Board Performance report for April 2018 is presented in the new format as
developed with Board members.
The Trust continues to perform well, with the achievement of the majority of its key
performance targets in month. All performance reports have been refreshed to reflect
updated and new performance targets for 2018/19.
Please note the MHSDS figures are not reported until May 2018. Figures for April and
May will be provided in the next Board performance report. The executive summary
on page 2 of the performance reports notes the following exceptions:
Improving Access to Psychological Therapies (IAPT) SOF Operational Performance
(p6) - Improvements continue to be made as planned in IAPT services and business
cases for additional investment are being agreed with commissioners. The impact of
Manchester and Salford performance positions GMMH as Red for 6 week, 18 week
and recovery IAPT targets in April, however an improving trend for all can be seen.
IAPT prevalence figures will be included in Board performance reports from May
2018.
Out of Area Placements (OAPs) SOF (p9) - The GM definition for Out of Area
Placement (OAPs) reporting agreed with NHS England has been put in place from April
2018. This revised definition now requires only OAPs placed outside of Greater
Manchester to be reported at a national level. Based on this definition, a target of
33% reduction of OAPs across GM has been set for 18/19. The trajectory towards this
target is currently agreed with NHSE and once finalised will be included within the
monthly Board performance report. OAPs within GM and across GMMH continue to
be monitored at a local level. The reduction of OAP’s continues to be challenge.
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Significant work is ongoing to reduce OAPs at a GMMH and GM level working jointly
with our commissioners and Pennine Care.
Cardio- metabolic assessment and treatment SOF (p6) - National audit results are
now available for the cardio metabolic screening and interventions CQUIN for
inpatients, community and early intervention teams that demonstrate GMMH results
above the national average although below the national target as expected. This
evidences the progress made in physical health recording and interventions in
Manchester.
The Trust have received formal approval from Bolton, Trafford and Manchester
commissioners as to the achievement of our Commissioning for Quality and
Innovation (CQUIN) targets for 17/18.
Please note commissioners have set a new target for the rolling 12-month sickness
rate at 5.6%. Sickness remains Red at 5.94% (p12).
Included within this report is a summary of the financial performance at month 2. In
Month 2 (May 2018), the Trust achieved a surplus (on a control total basis) of £317k,
in line with the month 02 plan. The Trust has been placed in Segment 2 of NHS
Improvement’s Single Oversight Framework for 2018/19 and achieved a ‘3’ rating
against the ‘Use of Resources’ metric in May 2018 due to its level of agency
expenditure against the cap set by NHS Improvement. Options are being considered
to improve how the Trust meets its temporary resourcing needs, which will have a
positive impact on performance against this metric.
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Executive Summary

Overview
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. A review of the report has taken place and the
subsequent changes made. From April 2018 there will be a quarterly Quality Board Report which will include quality
based indicators, there will be a monthly Finance Board Report to present the latest financial position, and there will
be a monthly Performance Report.
The Performance report will present an overview of the CQC registration position, the NHSI Single Oversight
Framework, a more detailed summary across the organisation, and an overview of the relevant Workforce indicators.

Executive Summary
The Board Performance report for April 2018 is presented in the new format as developed with Board members.

Page

The Trust continues to perform well, with the achievement of the majority of its key performance targets in
month. All performance reports have been refreshed to reflect updated and new performance targets for
2018/19.
Please note the MHSDS figures are not reported until May 2018. Figures for April and May will be provided
in the next Board performance report. The executive summary on page 2 of the performance reports notes
the following exceptions:
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Improving Access to Psychological Therapies (IAPT) SOF Operational Performance (p6) - Improvements continue to be made as planned in IAPT services and business cases for additional investment are
being agreed with commissioners. The impact of Manchester and Salford performance positions GMMH as
Red for 6 week, 18 week and recovery IAPT targets in April, however an improving trend for all can be
seen. IAPT prevalence figures will be included in Board performance reports from May 2018.

6

Out of Area Placements (OAPs) SOF (p9) - The GM definition for Out of Area Placement (OAPs) reporting agreed with NHS England has been put in place from April 2018. This revised definition now requires
only OAPs placed outside of Greater Manchester to be reported at a national level. Based on this definition,
a target of 33% reduction of OAPs across GM has been set for 18/19. The trajectory towards this target is
currently agreed with NHSE and once finalised will be included within the monthly Board performance report. OAPs within GM and across GMMH continue to be monitored at a local level. The reduction of OAP’s
continues to be challenge. Significant work is ongoing to reduce OAPs at a GMMH and GM level working
jointly with our commissioners and Pennine Care.
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Cardio- metabolic assessment and treatment SOF (p6) - National audit results are now available for
the cardio metabolic screening and interventions CQUIN for inpatients, community and early intervention
teams that demonstrate GMMH results above the national average although below the national target as
expected. This evidences the progress made in physical health recording and interventions in Manchester.

6

The Trust have received formal approval from Bolton, Trafford and Manchester commissioners as to the
achievement of our Commissioning for Quality and Innovation (CQUIN) targets for 17/18.
Please note commissioners have set a new target for the rolling 12-month sickness rate at 5.6%. Sickness
remains Red at 5.94% (p12).
Included within this report is a summary of the financial performance at month 2. In Month 2 (May 2018),
the Trust achieved a surplus (on a control total basis) of £317k, in line with the month 02 plan. The Trust
has been placed in Segment 2 of NHS Improvement’s Single Oversight Framework for 2018/19 and
achieved a ‘3’ rating against the ‘Use of Resources’ metric in May 2018 due to its level of agency expenditure against the cap set by NHS Improvement. Options are being considered to improve how the Trust
meets its temporary resourcing needs, which will have a positive impact on performance against this metric.
The summary of the SOF is detailed in the table below:
SOF Operational Indicators
Indicator
Apr-18
EI RTT 2 Wks
81.1%
MHSDS DQMI
IAPT Recovery
44.3%
IAPT RTT 6 Wks
67.4%
IAPT RTT 18 Wks
93.8%
OAPS (Bednights)
1672
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GMMH
Requires
Improvement

Effective

Good

Caring
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Responsive

Good

Well Led

Outstanding

Trust Rating

Good

Area
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Quality of Care
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G
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Single
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Framework Strategic Change
Leadership and improvement
Capability

G
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G
G
G

Q1

2018/19
Q2

Q3

Q4

4

Quality Summary April 2018

Friends and Family Test

78%
During Q4, 78% of service users were either
extremely likely or likely to recommend GMMH to
friends and family if they needed similar care or
treatment.

Safeguarding Reviews

2
During April 2018, 2 safeguarding adult reviews have
been commissioned in Manchester. In April 2018, a
Serious Case Review was commissioned by Salford
Safeguarding Children’s Board and there is
representation from GMMH.

Service Users Feeling Safe

94%
In April 2018, 5% of service users reported feeling
unsafe in GMMH service. This is being managed locally.
In April 2018, 5 falls were reported as part of the classic
safety thermometer. 4 GMMH acquired pressure ulcers
were reported, investigations are underway and robust
care plans are in place for all service users.

CQC Visits

2
During April 2018, 2 CQC Mental Health Act Visits took
place. One of which was at Silverdale Ward, Medium
Secure Unit. One was at Pegasus at Junction 17 in the
CAMHS Unit.

During April 2018, two Level 4 (Beech; Eagleton)
complaints were received in regards to patient care.
During April 2018, 4 claims were opened. 3 of these are
for employers liability and 1 clinical negligence.

Challenges in regards to the receipt of Section 49
Reports in regards to the Mental Capacity Act has
occurred in April 2018. The requests have not been
directed to the Trust in the appropriate manner,
resulting in issues with timescales. Communication
across the Trust has been issued in regards to these
request and monitoring will continue in the Mental
Health Act Compliance committee.

5

Financial Performance Month 02 2018/19

Executive Summary
1.1
1.2
1.3
1.4

Delivery Of Financial Control
Total
Run Rate
Comprehensive Income
Risk

1.5

CIP Performance

1.6

Cash and Liquidity

1.7

Capital expenditure

1.8

Use Of Resources Metrics

The financial performance at month 2 (May 2018) was a surplus (on a control total basis) of £317k in line with
plan. This result is assumes £250k of Sustainability funding.
Overall May results were in line with plan.
Total comprehensive income was £315k, which is in line with plan.
1) OAPs – This issue remains a challenge for the Trust in 2018/19. Actual spend on OAPs for the 2 months
was £2.3m. The Trust is working with Commissioners to discuss the options around funding OAP
pressures due to the increase in demand.
2) Use of agency - The agency cap set by NHS I for The Trust for 2018/19 is £10.2m. At month 2 agency
spend was £3.9m, £2.2m above target. Two thirds of the agency cost have been incurred within the
Manchester services, which had a high level of agency staff use to cover medical vacancies and for 11observations.
3) Bolton, Salford and Trafford Substance Misuse Services - The services are £0.311m overspent at month 2
due to set up costs and pay overspends. The current staffing complement is 12 posts over the planned
model, resulting in an overspend on pay. Organisational change processes are ongoing which once
completed will bring the pay budgets back into balance.
The Trust planned to deliver CIP of £820k in month 2. The actual CIP achievement was £735k, £85k behind
plan.
Cash Balances in total were £26.8m, £11.8m below plan due to delayed payments from Commissioners and
an increase in payments to Creditors.
Capital expenditure in month was £0.783m, £0.493m behind plan (33%). The below plan performance was
due to slippage on the Pharmacy and S136 suite schemes. It is forecast that the slippage will be made up in
the coming months
I&E Margin (%)
Performance against control total
Capital Service Cover (no of times)
Liquidity Rating
Agency (%)
Overall Score

Plan Month 2 18/19
0.64% 2
0.00 1
0.379 4
4.43 1
39.37% 3

Actual Month 2 18/19
0.63% 1
0.02% 1
0.396 4
4.66 1
131.55 4

3

3
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NHSI Single Oversight Framework

Single Oversight Framework Operational Performance Indicators — Summary
The monthly figure provide s a n indica tion of pe rforma nce for the curre nt qua rte r. The qua rte r figure is the a ctua l pe rforma nce from the SOF submission unle ss
othe rw ise sta te d.
2018/19

2017/18
Indica tor

Outturn

Ta rge t

Q1

Q2

Q3

Q4
Apr-18

1. People with a first episode of psychosis
begin treatment with a NICE-recommended
package of care within 2 weeks of referral
(UNIFY2 and MHSDS)

85.1%

50.0%

81.1%

3 month
rolling to
Apr-18

Tre nd
from
la st
month

71.4%

↑

Comme nts

The target has been met in month and YTD for
all Services.

The measuring of this indicator is through an
2. Ensure that cardio-metabolic assessment and treatment for people with psychosis is delivered routinely in the following service annual audit, the results of which will be
areas:
available in April 2019. Please see National
CQUIN Indicators for further information.
17/18 outcome is provided as received in May
a) Inpatient wards
71.6%
90.0%
NA
NA
NA
NA
NA
NA
18. Although below target this is above the
national position of 55.7%
17/18 outcome is provided as received in June
18. Although below target this is above the
national position of 44.18% .
b) Early Intervention in Psychosis services
51.3%
90.0%
NA
NA
NA
NA
NA
NA
As noted in the CQUIN Q4 position this reflects
significant achievement particularly in
Manchester.
17/18 outcome is provided as received in May
c) Community Mental Health Services
64.2%
65.0%
NA
NA
NA
NA
NA
NA
18. Although below target this is above the
(people on Care Programme Approach)
national position of 43.6%.
3. Data Quality Maturity Index (DQMI) W e are not required to make a Primary April
MHSDS Dataset Score. Completion in
MHSDS submission, so data for April 2018 has
MHSDS of:not yet been extracted. The refreshed April 2018
• Ethnic Category
figures will be provided in the May 2018 report.
• Registered GP Practice Code
The reportable measurement changed during
NA
95.0%
• NHS Number
2017/18 and is now taken from the DQMI
• Commissioner Org Code
however the local calculation method was not
• Current Gender
changed until April 2018. There is therefore no
• Postcode of Usual Address
2017/18 outturn.
4. Improving Access to Psychological Therapies (IAPT)/talking therapies (from IAPT minimum dataset):-

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

41.2%

50.0%

44.3%

44.1%

↑

b) W aiting time to begin treatment within 6
weeks of referral

61.8%

75.0%

67.4%

62.2%

↑

c) W aiting time to begin treatment within 18
weeks of referral

93.7%

95.0%

93.8%

92.9%

↑

Outturn

Ta rge t
In line with
agreed
trajectory
for
eliminating
OAPs by
2021

Apr-18

YTD

1672

1672

Indica tor

5. Inappropriate out-of-area placements for
adult mental health services (Total number of
bed days)
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15211

Q1

Q2

Q3

Q4

↔

The overall recovery rate for GMMH shows signs
of improvement. Overall the integrated Step 2
and Step 3 services show excellent recovery
(58%). The Step 3 only services, combined,
show a 35% recovery rate. The overall monthly
position is positively influenced by a lower
proportion of discharges from the latter in April
(55.8% of total discharges) in comparison to
March (65%).
Six week RTT shows a significant improvement
overall. W hilst the combined Manchester KPI is
only modestly improved, there is variation
between the three locality teams and imminent
commencement of new clinical staff and
managers will see this generalise citywide.
Additional recruitment in Salford will stabilise
and improve the access time, on entry to the
service, by the end of Q2.
The Trust position on 18 weeks remains stable
above 90%. Given the relative size of the
services, access time in Manchester and
Salford is critical to moving the additional 1.2%
to the 95% target.
Comme nts
January 2018 submission to be taken as agreed
baseline position. Trajectory for eliminating by
2021 to be agreed with NHSI/NHSE.
Only Reportable OAPs are included in the 201819 figures as per GM agreed definition. The
2017-18 Outturn includes all OAPs for the full
year.
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NHSI Single Oversight Framework

Single Oversight Framework Operational Performance Indicators - Breakdown
1. Early Intervention in Psychosis
CCG
Bolton
Manchester
Salford
Trafford
Other
GMMH

2017/18
92.2%
62.9%
83.8%
66.7%
83.3%
74.3%

Target

50.0%

50.0%

Apr-18
70.0%
79.0%
100.0%
100.0%
81.1%

3 month Comments
rolling to
Apr-18 The target has been met in month and YTD for all services
76.5%
69.1%
100.0%
52.6%
100.0%
71.4%

3. MHSDS—Data Quality Maturity Index
Directorate
Bolton
Manchester
Salford
Trafford
Specialist Network
GMMH

2017/18

Data Item
Ethnic Category
GP Practice Code
NHS Number
Commissioner Organisation Code
Current Gender Code
Postcode of Usual Address
GMMH

Target

Apr-18

May-18

Estimate from Monthly MHSDS Submission
Jun-18
Jul-18
Aug-18 Sep-18
Oct-18
Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

95.0%

95.0%
Published Figures (Dataset Score)
Q1
Q2
Q3
Q4
2017/18
2017/18
2017/18 2017/18
93.0%
93.0%
94.0%
100.0%
100.0%
100.0%
100.0%
100.0%
100.0%
89.0%
90.0%
91.0%
100.0%
100.0%
100.0%
99.0%
99.0%
99.0%
96.7%
97.0%
97.2%

Trust
GMMH
Pennine Care
Lancashire Care
North West Boroughs

NW Benchmarking (Dataset Score)
Q1
Q2
Q3
Q4
2017/18 2017/18 2017/18 2017/18
96.7%
97.0%
97.2%
97.9%
98.0%
98.1%
96.0%
95.9%
97.2%
98.7%
98.6%
98.5%

Comments
The reportable measurement changed during 2017/18 and is now taken from the DQMI however the local calculation method was not changed until April 2018. There is
therefore no 2017/18 outturn. We are not required to make a Primary April MHSDS submission, so data for April 2018 has not yet been extracted. The refreshed April 2018
figures will be provided in the May 2018 report.
Q4 2017/18 published figures are not available from NHS Digital as yet.
Benchmarking figures show comparative performance with other Mental Health Trusts in the region.
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NHSI Single Oversight Framework

4. 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

2017/18 Target
8985
1516
58.1%
50
82.5%
75
99.8%
95

Q1

Q2

Q3

Q4

Feb
Mar
Apr
695
670
885
147
101
136
59.0% 60.6% 58.3%
86.4% 91.2% 94.9%
100.0% 100.0% 100.0%

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

2017/18 Target
7920
2833
24.0%
50
30.5%
75
87.9%
95

Q1

Q2

Q3

Q4

Feb
564
175
28.2%
30.9%
91.4%

Mar
691
175
30.9%
27.0%
91.6%

Apr
540
205
32.0%
43.9%
91.2%

3MR Trend of two new leadership roles will help generalise the improvements citywide.
1,795
555
Salford: The (Step 3 only) service is not compliant
30.4%
↑
with RTT or Recovery targets. A business case has been
34.4%
↑
approved by NHS Salford. This increase in establishment
91.4%
↓

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

2017/18 Target
5014
1614
42.9%
50
58.3%
75
91.1%
95

Q1

Q2

Q3

Q4

Feb
445
156
38.0%
37.8%
78.2%

Mar
471
151
43.5%
55.6%
85.6%

Apr
505
138
39.5%
56.2%
86.9%

3MR Trend toward increased numbers of people entering within 6
weeks. The new roles have been proactively recruited, at
1,421
risk against this funding, and will see a stepped improve445
ment in access time within six months.
40.3%
↓
49.6%
↑
Trafford: The combined IAPT Step 2 and 3 service
83.4%
↑

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

2017/18 Target
7367
1843
55.1%
50
87.6%
75
98.4%
95

Q1

Q2

Q3

Q4

Feb
Mar
Apr
574
491
571
148
122
104
59.9% 52.1% 58.6%
80.6% 84.7% 84.0%
97.8% 100.0% 98.9%

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

2017/18 Target
239
45
48.8%
50
64.7%
75
86.3%
95

Q1

Q2

Q3

Q4

Feb
Mar
25
14
2
3
0.0%
0.0%
50.0% 66.7%
100.0% 66.7%

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

2017/18 Target
1385
457
33.9%
50
99.8%
75
100.0%
95

Q1

Q2

Q3

Q4

Feb
Mar
Apr
3MR Trend
111
75
77
263
29
38
29
96
23.1% 34.2% 44.8% 34.4%
↑
100.0% 100.0% 100.0% 100.0% ↔
100.0% 100.0% 100.0% 100.0% ↔

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

2017/18 Target
41.2%
50
61.8%
75
93.7%
95

Q1

Q2

Q3

Q4

Feb
44.3%
59.4%
92.1%
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Mar
43.5%
59.9%
93.0%

Apr
22
3
0.0%
66.7%
66.7%

Apr
44.3%
67.4%
93.8%

3MR Trend Comments
2,250
Bolton: The combined IAPT Step 2 and 3 service con384
tinues to show excellent recovery and access time.
59.2%
↓
90.6%
↑
Manchester: The service is showing significant signs
100.0% ↔
of improvement in access time and recovery. Recruitment

will enable the service to meet current demand and build

continues to show excellent recovery and access time.

3MR Trend
1,636
Military Veterans: There have only been three dis374
charges recorded in April. Such low volume of activity
57.0%
↑
leads to marked variation in KPI attainment.
82.7%
↓
98.7%
↓
Working Well: The service is running down towards

3MR Trend the end of the contracted expansion period. Activity and
outcomes will fluctuate during this period. Access time,
61
as gauged by RTT, will continue to be compliant as the
8
service has a 14 day access target.
0.0%
↔
62.5% ↔
75.0% ↔

3MR Trend
44.1%
↑
62.2%
↑
92.9%
↑
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5. Out of Area Placements (OAPS) - Inappropriate Reportable OAPS
The NHSI SOF focuses on the Total Number of Bed Days of Inappropriate OAPS, with the target being to eliminate all OAPS by 2021. An Inappropriate Reportable OAP is
where a client has been placed in a non-Greater Manchester bed due to no bed availability within Greater Manchester. An Inappropriate Locally Monitored OAP is where a
client has been placed in a non-GMMH bed within Greater Manchester due to no bed availability within GMMH. An agreement has been reached with NHSE that these will
no longer be included in the submitted dataset and instead will be monitored at a local Greater Manchester level.
OAPS are reported to NHS Digital at the Placement level hence may slightly differ from the figures in the New Clients graph. The graphs advise how many clients have been
placed in a new Inappropriate OAP each month and the Total Number of Inappropriate Bed Days used for all clients, both new and existing, in month, i.e. total number of
Out of Area Bednights used in month (the NHSI focus). In April the GMMH figure is 1,672 which is the sum of the Bolton (157), Manchester (1271), Salford (129) and Trafford (115) figures.
Inappropriate Reportable OAPS - Num ber of Bed Days Used by Clients per
Month

100

Inappropriate Reportable OAPS - Num ber of New Clients Admitted to an OAP
per Month

80

60
40

Bolton

Manchester

Salford

Trafford

GMMH

Bolton

Manchester

Salford

Trafford

GMMH

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

Trend (GMMH)

May-18

0

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

May-18

20
Apr-18

1800
1600
1400
1200
1000
800
600
400
200
0

Trend (GMMH)

Comments:

A target to achieve a 33% reduction has been set for 2018-19. The trajectory towards this target is being agreed with NHSE and will be included in the above graphs once
confirmed.
Please Note: North West Benchmarking is available but due to differing definitions used by Mental Health Providers in the North West it is not appropriate to be included.

5. Out of Area Placements (OAPS) - Locally Monitored OAPS
Bed Days
Bolton
Manchester
Salford
Trafford
GMMH

Apr-18
48
488
61
44
641

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

New Clients
Bolton
Manchester
Salford
Trafford
GMMH

Apr-18
2
4
2
4
12

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19
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NHSI Single Oversight Framework

SOF Quality of Care Indicators - Summary

All Providers

The NHSI are sourcing the performance against the Quality of Care Indicators from external origins (See Data Source column). The figures in the table below are sourced
internally and should be used as an indication of performance only until the official figures are published. Unless stated, no targets have been provided for the indicators.
As no targets have been set, benchmarking information has been used for comparisons where possible.
Indicator

Data Source

Written Complaints - Rate

NHS Digital

Staff Friends & Family Test - %
Recommended Care

NHS England

Occurrence of any Never Events

NHS Improvement

NHS England/NHS Improvement
Patient Safety Alerts outstanding
CQC Community mental health
survey

Mental Health Providers

Mental health scores from Friends
and Family Test - % positive

NHS Improvement
CQC

NHS England

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

% clients in employment

NHS Digital

Potential under-reporting of patient
safety incidents

NHS England

Board Performance Report - April 2018. Final Version.

Q1

Q2

2018/19
Q3

Q4

Apr-18

74

Comments
Number of complaints received has been used to provide an indication of
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
question "How likely are you to recommend this organisation to friends
and family if they needed care or treatment?". Target is national average
for MH Trusts.
The list of Never Events covered by the Multi-Lateral Contract has been
0
used.
All Alerts have been assigned to a Subject Matter Lead and are being
progressed through the relevant Committees.
Results of the 2017 survey have been considered at board and QQC and
show above average or average results in comparison to other trusts.
Number of Service Users answering "Extremely Likely" or "Likely" as a
percentage of the total number of service users responding to the FFT
83.1%
question "How likely are you to recommend this organisation to friends
and family if they needed care or treatment?"
Whilst there are Under 18's admitted to adult wards, there have been no
0
under 16's admitted.
This will be derived from the MHSDS in the future but is not yet publically
available, therefore this is the locally derived figure. The previous Monitor
96.6%
definition has been used to calculate the figures internally and the Monitor
target of 95% has been applied to provide an indication of performance.
Target: 61.75% TBC
The Target applied as an indication of performance and was the overall
England result as at February 2018.
Figure not available for April 2018 due to no Primary MHSDS submission.
Target: 8.65% TBC
The Target applied as an indication of performance and was the overall
England result as at February 2018.
Figure not available for April 2018 due to no Primary MHSDS submission.
As noted in the CQC inspection report, the latest six-monthly National
Patient Safety Agency Organisational Report (1 October 2016 to 31
March 2017), the trust was in the middle 50% of reporters nationally for
similar trusts.
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Human Resources Indicators

Workforce Overview
Indicator
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-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19
4,514
4,908
876
121
2.5%
2.3%

Vacancies
Indicator
Overall Total active vacancies
Clear to start with booked start date (headcount)
Offered positions awaiting final clearance/ start date to be agreed
(headcount)
FTE Vacancies at stages prior to offer

Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19
858
142
252
476

Recruitment Time
Indicator
Advert Closed to Appointable (calendar days)
Appointable to Clearances Completed (calendar days)
Clearances Completed to Start Date (calendar days)
Advert Closed to Start Date (calendar days)

Apr-18
26
55
31
112

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Comments:

At the end of April the Trust employed 4908 people who worked a total of 4,514 Full-Time Equivalent; the budgeted FTE exceeded the contracted FTE by 876. This is an increase of 44 staff in post since the March report. Recruitment activities continue to reduce nursing and other vacancies across the Trust.
As at the end of April there were 121 apprentices in GMMH; this represents 2.5% of the workforce which exceeds the public sector target which is set at 2.3%. This demonstrates an increase of 15 apprentices in the last month which aligns with the Trust ambition to increase the range and number of apprentices across the Trust.
The Trust is currently operating with approx. 15% vacancy rate. There are 394 candidates appointed to the Trust and waiting to start/pending employment checks. The data
for April demonstrates the pre-employment checking process was taking on average 55 days. Further work is being undertaken to increase the capacity within the recruitment
team to ensure the time taken to carry out pre-employment checks significantly improves which will reduce the overall time to fill.
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Sickness Rate

5.94

Comments:

Sickness Absence - Long Term

3.25

3.45

4.06

4.88

4.82

3.71

3.58

4.03

4.31

4.43

3.94

3.82

3.67

4.72

1.75

1.48

M

A

2.38

1.71

D

1.74

S

2.28

1.61

A

N

1.56

J

1.98

1.70

J

O

1.51

M

F

Target

5.45

5.48

5.55 5.63

5.69

5.67

5.67

5.90

6.04

5.99

5.94

5.94

4.08

4.09

4.16

4.25

4.16

3.93

3.94

3.95

3.92

3.85

Directo rate Targe t

1.84

1.86

M

A

1.83

F

1.74

D

1.79

1.74

N

J

1.73

O

1.74

S

1.00

1.72

1.86

A

2.00
1.01

Rehab

MCR S &
Trafford

MCR North

Sickness Absence - Short Term

5.42

1.69

1.28

4.00

3.00

3.18

0.00

6.00

J

1.68

5.19

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

3.79

4.08

2.57

1.70

6.45

GMW/G MMH - Lo ng ter m

1.69

2.18

6.00

2017/18

GMW/G MMH - S hort term

J

1.90

Psycho logical
Therap ies

MCR & City

2.12

5.56

5.00
4.19

3.47

SMS

1.39

4.99

2.19
2.69

1.84

4.87

HJS

1.32

NHS E

2.00

Salford

2.71

1.00

4.52

4.14

3.00

4.41

5.06

0.00

7.00

Corpor ate

4.70
5.10

1.00

Directo rate Targe t

6.99

6.67

5.76

2.00

3.77

6.57

5.92

1.67

6.70

6.00

M

6.96

5.64

2016/17

Divisional Rolling 12 Month Sickness Rates (%) - April 2018
6.26

Bolton

%

4.00

1.48

A 1.28

0.57

3.77

Sickness Absence - Long Term

2.27

1.65

1.24

0.00
A

1.52

4.00

3.00

GMMH

1.33

6.00

5.00

3.25

GMMH

7.00

7.39

6.94

3.19

Corpor ate

1.89

Rehab

1.62

Sickness Absence - Short Term
8.00

1.41

5.33

5.00

3.68

2.08

Psycho logical
Therap ies

1.19

NHS E

1.24
MCR & City

0.00

0.79
Bolton

1.00

3.32

2.62

2.71

Salford

0.83

4.62
3.18

3.05

2.07

MCR S &
Trafford

2.00

3.18

5.07

SMS

3.00

4.54

6.00

%

2.30

4.72

4.51

HJS

3.97

MCR North

%

4.24

4.94

6.53

2.39

5.01

5.00

7.27

7.00

%

6.00

4.00

6.14

6.16

GMMH* Sickness Rate (%) - In Month

8.00

6.96

7.00

J

Divisional In Month Sickness Rates (%) - April 2018

8.00

2016/17
GMW/G MMH - S hort term

2017/18
GMW/G MMH - Lo ng ter m

Target

Please note: Commissioners have set a target for the Rolling 12 Month Sickness Rate at 5.6%.
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 April 2018 was equal to the previous month.
The April in-month total for the Trust was 4.72% which is the lowest rate recorded in the preceding 12 months and continues with the reducing pattern demonstrated in
March 2018 with the sickness rate below the Trust target for both months.
The sickness data for the previous year demonstrates a pattern of lower sickness in the month of April which may be a result of additional bank holidays. The reduction is
seen in both long and short term sickness absence for April 2018. The figures demonstrate a significantly lower rate of sickness for Central Manchester and citywide services with a rate of 2.07% which may be due to the fact there are no inpatient services in central.
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Human Resources Indicators

IPDR
Trust Target IDPR

1.71
1.20

1.42

1.16
0.29

A 0.04

M

1.20

0.02
0.90

0.06 1.13

J

F

0.92

1.39
1.22
0.17
D

1.22
0.26

0.020.98
N

S

O

0.88

A

1.01

1.20

1.47

1.86
1.48

1.63

1.44
0.24

0.04

J

1.17
0.02 1.14

0.04
J

0.50

M

1.00

1.30 1.34

2.00
1.50

2.08

2.50

1.37 1.43

Percentage of staff with valid completed mandatory training as at end of the month
Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19
56
87
67
87
79
86
68
90
84
85
83
61
91
91
90
88
85
80

0.06

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

Turnover

A

Mandatory Training

2017/18

2016/17
Wastage Rate (%)
All Other Leavers

Fixe d term Co ntr acts & TUP E Tra nsfers

69
85

Comments:

Mandatory Training and IPDR: Overall, the mandatory training compliance rate was 80%. At the end of April 69% 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.
Turnover: During April a total of 59 staff left GMMH. Reasons for leaving were: voluntary resignation (39), retirement (14), other (6). The Trust has set an improvement target on turnover rates as part of the NHSI Retention Improvement programme. The target is a reduction of 3% within 12 months.
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Friends and Family Test—Staff and Patient Feedback

Staff, Friends and Family Test - Quarter 4 (2017/2018)
Question 1. How likely are you to recom mend
this organisation to friends and fam ily if they
needed care or treatment?
44,
66, 4.0%
6.0%

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

26, 2.4%

7, 0.6%
102,
9.2%
285,
25.9%

102,
9.2%

286,
25.9%

Comments:

The results for the latest staff FFT for GMMH show that
72% of staff would recommend the Trust as a place to
receive care or treatment (an increase of 8.8% from the
previous test). 64.1% would recommend the Trust as a
place to work, a 4.5% increase on the previous test.

172, 15.6%

186, 16.8%

508,
46.1
%

Extr emely Likely
Neither likely nor un like ly
Extr emely Unlikely

422,
38.2%

Likely
Unlikely
Don't Kn ow

Extr emely Likely
Neither likely nor un like ly
Extr emely Unlikely

Likely
Unlikely
Don't Kn ow

Patient Feedback—Service User Friends and Family Test

15,
7.2%

Question. How likely are you to recommend this organisation to
friends and family if they needed care or treatment?
12,
YTD Period: April 2018
5.8%

4, 1.9%
4,
1.9%

1 - Extremely Likely
2 - Likely

3 - Neither likely nor unlikely
37, 17.9%

4 - Unlikely
135,
65.2%
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5 - Extremely unlikely
6 - Don't Know

Comments:

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 April 2018, the combined GMMH results showed that of the 207 service users asked,
83.1% said they would recommend our services to friends and family which is an increase on an
overall score of 75.9% in March (bringing the YTD total to 83.1%).
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Executive Summary
GMMH Annual Equality and Diversity Report
Introduction
This year has been significant in terms of organisational changes and trust identity. This has positively
influenced the Equality and Diversity (E&D) governance structure and has further diversified the attendance at
the Trust E&D meeting. In addition to this, a Workforce Equality Group has been established which is chaired
by the Associate Director of Human Resources (HR) and attended by service representatives.
We have been able to come together and share E&D celebrations such as Greater Manchester Mental Health
NHS Trust (GMMH) representation at Manchester Pride (Lesbian, Gay, Bi-sexual, Questioning, Intersex, Allies
LGBTQIA staff), enhance our Spiritual Care Team across the organisation and further develop our connections
with people from protected characteristic groups.
Report Summary
•

Each division has met a number of their local equality objectives for 2017/18 (this report showcases
embedded examples of these).

•

We have identified a Manchester equality lead and strengthened the E&D governance arrangements.

•

We have facilitated an EDS2 workshop for all E&D division leads and piloted a new method of
delivering public grading. This was a success and will be implemented in the localities for 2018.

•

The recording of protected characteristics remains a challenge and will be incorporated in the E&D
strategy moving forward.

•

The Trust’s Workforce Race Equality Standard (WRES) action plan has been strengthened and actions
are monitored through the E&D trust meeting.

•

Further work has been identified to improve the recruitment of Black, Asian and Minority Ethnic

(BAME) staff across the organisation.

Conclusion
This year has focused on harmonising E&D governance arrangements within the new organisation.
This process has identified new ways of working and additional E&D priorities that will require organisational
focus in 2018/19. We will be developing an overarching strategy for 2018-2021.
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1.

Equality information

The Equality Act 2010 public sector equality duty (PSED) requires the trust to publish annually our equality
information. This report includes information, disaggregated by service, on the protected characteristics of our
workforce from 1 October 2016 to 30 September 2017 and our service users as at September 2017. We aim to
publish our annual equality report in January each year in line with statutory requirements set out in equality
legislation.
Summaries of the proportional make-up by protected characteristics of the local populations of Bolton,
Salford, Trafford, Greater Manchester and the North West from the 2011 census are also included to enable
comparison of the protected characteristics of our workforce and service users with those of the general
populations.
2.

2017/18 Trust’s Equality Objectives

The Public Sector Equality Duty requires the Trust to publish equality objectives at least every four years. The
Trust’s corporate equality objectives April 2016-April 2019 are:
Objective
Progress
To strengthen data collection of the protected Improvements have been made in relation to
characteristics of our service users
specific protected characteristics i.e. race,
however areas such as disability status still
require further work.
To strengthen data collection of the protected Significant improvements have been made in
characteristics of our workforce
the collection of data related to protected
characteristics for our workforce. Staff are now
able to access their own personal information
and update accordingly.
To collate and monitor data on the protected Protected characteristics of complainants are
characteristics of our service users who make routinely recorded on the complaints database
complaints
and this data is reported in the annual equality
report.
To set local equality objectives in our business Equality objectives have been agreed in some
development plans
parts of the trust to run alongside business
plans; however, work is being undertaken to
align the timetabling of business planning and
identifying equality objectives.
To undertake Equality Impact Assessments EIA are ongoing. Work has continued to review
(EIA) on our policies and business development the governance surrounding these and the EIA
plans to ensure they meet the needs of, and do has been updated. Training for the business
not disadvantage, service users of any Managers, E&D and HR leads has been
organised.
protected characteristics.

Through analysis of the equality data set out in this report, alongside other available information on the
equality challenges within the local health economies, services will set local equality objectives to run
alongside 2018/19 business plans. These local equality objectives will be published on the Trust’s internet site
in April 2018.
3.

Equality Delivery System 2 (EDS2) Public Grading
4

EDS2 is an assessment tool designed to measure NHS equality performance with an aim to produce better
outcomes for people using and working in the NHS and to gather equality evidence that demonstrates
compliance with the Public Sector Equality Duty (PSED) of the Equality Act (2010).
GMMH is currently working to refresh the EDS2 process to ensure a more accessible model across the
organisation. During 2017, the Trust introduced a new method for delivering EDS2 Equality into Action
Workshops and conducted a pilot EDS2 Grading in December 2017. The pilot EDS2 grading was attended by
twelve E&D Leads, which comprised of representatives from Bolton, Salford, Manchester, Trafford, Specialist
Network, Corporate services as well as representation from the voluntary sector.
The workshop aimed to consider what the Trust is doing in relation to two goals and outcomes, conduct a
grading for EDS2 and identify actions that would enhance equality and diversity within our Trust.
Participants received presentations from managers about work relating to two outcomes and were then asked
to grade the Trust based on the information presented and their professional experience of these outcomes
•

Transitions from one service to another, for disabled people and people from black and minority
ethnic communities are made smoothly with everyone well informed

EDS 2 Grading result: Developing
•

Disabled people and people from black and minority ethnic communities complaints about services
are handled respectfully and efficiently

EDS 2 Grading result: Achieving
Evidence used to support the grading can be found on the Trust’s website at:
https://www.gmmh.nhs.uk/equality-into-action-grading
See appendix 1 for a breakdown of the results.
3.1

EDS2 Recommendations

The pilot was a success and will be implemented across the services in 2018. The new process will be planned
at our Equality and Diversity Committee; agreeing the next series of goals and outcomes. Senior managers at
GMMH will be tasked to develop presentations including portfolios of evidence, which will be graded in
October / November 2018, with a view to local workshops being facilitated in December 2018. The workshops
in December will take their lead from GMMH information whilst also adding local examples.
4. Key Equality Achievements 2017
Monthly intranet splash screens
The Trust produces monthly equality and diversity splash screens. The aim of these is to engage staff and
communicate religious days, festivals and observances for the coming month and special days that relate to
protected characteristics. The splash screens appear on all Trust staff desktops for three days at the beginning
of the calendar month.
Splash screens in 2017 have included information about age, ethnicity, faith, disability and sexual orientation.
Communication with Carers
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Marketing and Communications are working closely with the Trust Carer Lead to deliver a number of
innovative projects to improve the way we identify, engage and communicate with carers.
The Carer Lead has co-designed a carer feedback survey with carers and has extended the scope of getting
feedback (now available online/electronic kiosks) to make it easier for carers to tell us what they think. The
survey was launched during Carer’s Week alongside a Carer’s Week campaign toolkit featuring social media
graphics and key messages.
Carer feedback has been brought to life on video after the Carer’s Lead wrote four scripts based on real life
experiences. Marketing and Communications created a storyboard for each film and filmed each video at
three different locations. The aim of these videos is to evoke reflection during staff training exercises.
As part of the Dragons Den process, Marketing and Communications have launched a campaign to identify
hidden carers across Greater Manchester. According to research conducted by the Greater Manchester
Combined Authority, a five per cent drop in the number of carers would lead to an additional 17m hours of
care needing to be commissioned across GM per year (figures from Missing Out report). The aim of the
campaign is to identify and register mental health carers across Greater Manchester, so they can access
information and support.
The Trust’s Carers Lead is currently refreshing the Carers Strategy. It was originally developed with input from
staff/carers in the previous Greater Manchester West (GMW) footprint. Plans are in place to hold workshops
across Manchester services. There is a work schedule in place to maintain GMMH’s Triangle of Care 2 gold
stars and Manchester services are on track. The Carers lead aims to have the whole Trust compliant by April
2018.
Age
Young people and social media
The Trust regularly posts an average of 30 messages on Facebook and Twitter per week, plus interactions with
social media users. Content includes Trust updates, news and events, as well as popular culture articles and
blog posts around the topics of mental health and substance misuse, to target young people. The Trust has
also launched several YouTube video campaigns to target young people with specific Trust-related messages.
Recovery Groups for Later Life
Our Recovery Focused Groups in Central and South Manchester involve former service users of the Therapy
Hub as fully as possible in empowering them to establish and strive for individual goals and develop selfefficacy. One member reported, “the support of other people with mental health problems who may be facing
other challenges, can help you feel more confident about spending time with each other. You also have the
opportunity to help others who may be struggling and share ideas for coping.’’
Members of the group visit the unit, introduce themselves to service users and encourage them to attend their
group once discharged. Staff and members of the recovery group are all very proud of how well everybody
involved has embraced this way of working and the difference it is making to people’s lives.
Dementia
We launched our new dining club for people living with early onset dementia in Salford during Dementia
Awareness Week (15-21 May) at the Angel Centre, Salford. The dining club, run by GMMH, provides a way for
people living with young onset dementia to take part in a social activity that will help improve their selfesteem and meet people in a similar situation. The Open Doors Young Onset Dementia Dining Club takes place
on the first Wednesday of every month in restaurants of the groups choosing across Salford. To target people
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with dementia and engage this unique audience, the Open Doors Service has produced a new quarterly enewsletter, which was launched to coincide with the fourth meeting of the Early Onset Dementia Dining Club Welcome to the Open Doors Early Onset Dementia Newsletter.
To mark Dementia Awareness Week (15 - 21 May), GMMH also hosted and promoted events across the Trust
in partnership with CCG’s, Councils, Alzheimer’s Society, and other NHS Trusts around Bolton, Salford and
Trafford, and ran free courses for people affected by dementia. Dementia support workers provided
information stands and afternoon teas and we ran Dementia Friends sessions and Singing for the Brain groups,
as well as staff-focused dementia drop in sessions to help GMMH staff with caring responsibilities or who are
worried about dementia to seek help and support. As part of Dementia Awareness Week, GMMH also held
creative workshops aimed specifically at people living with dementia who collaborated with local charity Start
in Salford to help create content for a mural about Salford and Bolton that was installed at Woodlands Hospital
in Salford.
Disability
Service User Engagement Strategy
We have developed a Service User Engagement strategy in partnership with service users, carers, staff and
Health watch. The strategy sets out our vision for engaging, involving, eliciting feedback and supporting service
users to achieve their long-term aspirations. It is acknowledged that there are different forms of engagement
within our Trust, which must be responsive to the needs of all service users and carers, therefore this strategy
and accompanying policy has been developed for staff in our services to support them in this area of work.
Service users and carers are encouraged to get involved with the Trust in the following ways:
•
•
•
•
•
•

Providing their views as a representative at a service improvement meeting or working group.
Getting involved in the recruitment and selection process of staff.
Helping inspect our buildings for the purposes of audit or PLACE Inspection (Patient Led Assessment of
the Care Environment).
Co-deliver our training (as part of the Trust induction or as a Course Tutor for our Recovery Academy)
Speaking at an event
Contributing to the development of policies or reviewing information

Between September 2016 and August 2017 there have been 496 opportunities for service users and carers to
get involved in the activities above.
We strive to include and engage with service users and carers from a variety of backgrounds and social groups.
We encourage services to advertise widely when they have roles available and complete our role templates to
ensure consistency across our services and provide service users and carers with an indication of what they
will be expected to do. When a vacancy is advertised, we are looking for service users who have used GMMH’s
services, particularly in the last twelve months, as well as their carers and families. Current opportunities are
listed on our website and/or advertised by flyers and on noticeboards in the services where roles are available.
Volunteers
GMMH has approx. 158 volunteers working across the Trust in a variety of roles, which encourages better
engagement with our service users and carers. Fifty-three of these volunteers are in post as Volunteer Peer
Mentors and so have lived experience of mental health and/or addiction problems in order to provide
mentorship and support to others who may not be as far on their journey of recovery as they are. Peer
Mentors are an important part of the multi-disciplinary team and in January 2017 the Trust was awarded
monies from Health Education England to grow our Peer Mentor workforce further. Other volunteer roles
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include Volunteer Activity Assistant’s which was a role developed in direct response to feedback from service
users about boredom in the in-patient environment. Inpatient areas also have Volunteer Visitor Liaison roles
to support carers visiting their loved ones.
British Sign Language (BSL) friendly
We have recently developed a feedback postcard for service users to complete who access our inpatient
service specialising in mental health and deafness. The postcards, which ask the Friends and Family Test
question and provide a space to comment on the service further, have been developed by our Communication
Facilitator who is deaf using BSL friendly images and terminology. Draft versions of the postcard were shared
with service users and staff for comment and the final postcards meet the needs of our deaf service users.
Accessible Information Standard
GMMH has fully implemented the Accessible Information Standard, which has been in force from the 31 July
2016 by law. The ‘Accessible Information Standard’ – directs and defines a specific, consistent approach to
identifying, recording, flagging, sharing and meeting the information and communication support needs of
patients, service users, carers and parents, where those needs relate to a disability, impairment or sensory
loss. We have developed a policy for actioning the Accessible Information Standard and marketed this
internally across the Trust via emails, working groups, staff e-newsletters, intranet and PC splash screens as
well as externally via meetings, posters, our website, newsletters and social media. A list of preferred suppliers
for staff to access to develop information in different formats or provide communication support is available.
Additionally we have sourced an online BSL interpreter service. Tips for clear face-to-face communication and
tips for printed communication, which are taken from the GMMH Accessible Information Standard Policy, are
available on our intranet along with Frequently Asked Questions and Answers and a Communication Card that
can be used by services to aid the collection of information and communication needs. An interactive elearning resource, developed by NHS England, to support all health and social care staff to effectively apply
and follow the Accessible Information Standard is available on our Learning Hub and on completion this is
added to a staff member’s learning record. We have also developed a user guide for our patient records
system (Paris), which is also available within our Learning Hub. This shows staff how to document that a
service user has an information or communication need. We have designed and printed various posters in a
range of formats to promote the Accessible Information Standard, which you will find displayed in our waiting
areas and reception areas of inpatient units and community services within our Trust.
We have also created a new page on our website to promote the Accessible Information Standard, which can
be found in the Service Users and Carers section and is highlighted with a graphic in the rolling bar on the
home page of our website.
On our website, we have also provided an update about the Accessible Information Standard in the following
formats; audio, BSL video with subtitles, Adobe PDF, Word Doc and Easy Read.
BSL adaption of Trust information
GMMH webpage has been adapted to ensure information about clinical services and suicide prevention
resources are available in BSL.
See:
https://www.gmmh.nhs.uk/services
https://www.gmmh.nhs.uk/suicide-prevention
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Additional to this, all of the GMMH electronic feedback devices have an introduction video with BSL
interpretation.
Gender Reassignment
Transgender Working Group
The Trust has set up a Transgender working group. The purpose of the group is to develop guidance for clinical
staff to provide more personalised care for transgender people. We are also in the process of developing a
transgender session on the Recovery Academy prospectus. This will be co-designed with service users who are
identified as transgender.
Race
Refugee and Asylum Seekers
The Trust’s Asylum-Seeker Mental Health Consultation Service is unique in the UK, providing specialist mental
health assessment, management and prescribing advice and consultation to Salford GPs referring patients who
are asylum-seekers and refugees.
The service also has access to Clinical Psychology and Counselling via the Primary Care Psychology Service. The
team includes one GP with special interests in mental health, an outreach worker, a dedicated administrative
worker and team manager. It is co-located with the Primary Care Psychology Service in a new, welcoming,
appropriate and accessible base next to Salford precinct. The service is recognised regionally and nationally for
its specialist knowledge and culturally sensitive care of asylum-seekers with mental health problems.
Religion or Belief
Chaplaincy Communication
The Trust has appointed a new lead chaplain and Marketing and Communications are working with him to
develop a suite of marketing materials for the chaplaincy department. Materials will include a trifold leaflet
and calling card for the chaplains. There will be posters specific to each location with pictures of the chaplains,
who cover that patch.
Work has begun to revamp marketing materials for chaplaincy he materials will be launched at the Multi-Faith
Lunch in November.
Sexual Orientation
Stonewalls Diversity Champions Programme
GMMH is proud to be taking part in Stonewalls Diversity Champions Programme. The Programme is a best
practice-sharing forum in which organisations receive support from Stonewall with their work towards
Lesbian, Gay, Bi-sexual and Transgender equality, with the aim of creating a fully inclusive workplace for all
staff. We believe that our staff have the right to be treated with dignity and respect and that the workplace
should be free from discrimination and harassment. By taking part in the Diversity Programme, we will be able
to measure how inclusive the Trust is and help monitor our policies, actions, values and services. Enabling us
to further support our staff and service users. We are currently working with Stonewall and the trade unions in
making sure our policies are as inclusive as possible.
LGBTQIA Staff Network
The Trust is encouraging our Lesbian, Gay, Bi-sexual, Questioning, Intersex, Allies (LGBTQIA) staff to meet as a
group in order to raise LGBTQIA awareness and champion our ongoing LGBTQIA initiatives. We are in the
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process of meeting with a number of LGBTQIA community groups within the footprint of the Trust and are
looking at ways in which we can work together around issues affecting the LGBTQIA community. We will also
be looking at the different ways we engage with our LGBTQIA service users and sharing areas of best practice
with staff.
Pride
As a Proud Employer, GMMH attends many of the local Gay Pride events over the summer months to
demonstrate how we are a LGBT-friendly employer and Diversity Champion NHS Trust. In August 2017 over
300 staff attended Manchester Pride representing GMMH.
In September 2017, GMMH held a stall at the Bolton Pride community event for the second year running. The
aim of the event was to challenge homophobia and showcase many LGBT services. Staff from the Bolton
division and the Human Resources team worked together in supporting a recruitment and staff information
stall, along with offering advice about GMMH’s mental health services to the local people of Bolton.
Our Unity Substance Misuse Services in Cumbria has attended Cumbria Pride in Carlisle for the past three
years. They attended this year's event in September 2017, to provide advice and support around drug and
alcohol issues to people attending the event.
Health and Wellbeing
The Trust’s Health and Wellbeing Service is working with the Lesbian, Gay, Bi-sexual and Trans Foundation and
Dental Practices throughout Manchester on the ‘Pride in Practice’ Scheme, in which Dental Practices receive
LGBT awareness training and sign up to the scheme which ensures to patients they are an LGBT friendly
practice. Plans have been agreed to run Mouth Cancer Screening Sessions at the LGBT Foundation in the
spring. The Trust is a member of the Manchester World Aids Day Partnership and was involved in a range of
HIV awareness activities on World Aids Day and throughout the year.
Pregnancy and Maternity
GMMH has won the contract to provide the Greater Manchester-wide Perinatal Mental Health Service

5. Equality Monitoring
Service user data has been extracted in September 2017. During this period there were 53,000 service users
receiving care and treatment in GMMH services. Greater Manchester census information is available to
compare the statistics.
5.1 Service User Equality Monitoring
•

Age

Trust-wide data
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Greater Manchester Age Census

There is a higher percentage of service users 66 – 70 (16%) using Trust services compared to the Greater
Manchester’s population (12%).
•

Disability

Trust-wide data

Greater Manchester Census Disability

11

There are 35% of service users recorded as being disabled this year compared 20% last year.
46% of service users’ disability status was recorded as unknown, up from 18% in 2016. The recording of
disability has significantly reduced since the changeover of the patient clinical record system.
•

Race

Trust-wide data

Greater Manchester Census 2011 Ethnicity

There is a slightly smaller percentage of BAME service users (15%) using Trust wide services compared to 16%
of Greater Manchester’s population. This figure has increased from 8% last year.
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There is a smaller percentage of Asian service users using Trust wide services (6%) compared to Greater
Manchester’s population (9%), although this has risen from 4% last year.
The service users whose race status is recorded as unknown has decreased from 8% last year to 4% this year.
•

Sex

Trust-wide data

Greater Manchester 2011 Census Gender

There is a smaller percentage of female service users (35%) compared to Greater Manchester’s population
(51%). This has reduced from 48% last year.
5.2 Local Equality Monitoring
Please see appendix 2 for service equality monitoring reports
5.3 Equality Monitoring of Complaints
391 service users made a complaint during this period. Data was collected from October 2016 – September
2017.
See embedded document for a data breakdown.
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Trust wide figures of
service user protected

5.4 Equality Monitoring Recommendations
•
•

Trust and local action plans will be developed in the Trust Equality and Diversity meeting and
integrated into service business plans.
The upcoming GMMH equality and diversity strategy will need to focus on improving the recording of
service user’s disability and ensure this is performance monitored.

6. Equality and Diversity GMMH Workforce
6.1 Trust Board Equality Monitoring
Board composition was drawn from the Trust’s position at September 2017.
Age
•

43% of the Trust’s Non-Executive Directors are aged between 56 and 60 compared to 7% of Greater
Manchester’s population over the age of 16

•

All of the Trust’s Executive Directors are aged between 41 and 60 compared to 34% of Greater
Manchester’s population

Disability
•

0% of Non-Executive Directors disability status is recorded as unknown, which has decreased from
57% in 2016. This shows an improvement in the recording of disability.

•

43% of Executive Directors disability status is recorded as unknown, which has decreased from 50% in
2016

Race
•

14% of Non-Executive Directors are recorded as BAME compared to 16% of Greater Manchester’s
population
14

•

14% of Executive Directors are recorded as BAME compared to 16% of Greater Manchester’s
population

Sex
•

43% of Non-Executive Directors are male compared to 49% of Greater Manchester’s population

•

43% of Executive Directors are male compared to 49% of Greater Manchester’s population

Non Executive
Directors protected ch

6.2. Workforce Equality Monitoring
The data used in this report has been taken from the 2017 Equality, Diversity and Human Rights Schedule,
which is an annual submission in November to our Commissioners. Workforce data was drawn from the Trust’s
position at September 2017. There were 4,750 staff members employed by GMMH.
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Age of Greater Manchester's population as per 2011 census

5%

12%

9%

<20
20-25
26-30
31-35
36-40
41-45
46-50
51-55
56-60
61-65
66-70
71+

9%

7%

9%

7%

8%

9%
9% 9%

8%

Age of Trust's workforce as at September 2017
4.26%

1.20%

0.25%

9.72%

0.31%

4.73%

10.84%
12.40%

15.88%

12.92%

14.66%
12.83%

Disability of Greater Manchester's Population as per 2011 census

<20
20-25
26-30
31-35
36-40
41-45
46-50
51-55
56-60
61-65
66-70
71+

Disability of Trust's workforce as at September 2017
3.49%

19%

11.05%

No

Disabled
Not Disabled

Not Declared

23.30%

62.17%

81%

Race of Greater Manchester's population as per 2011 census
3%
2%

2%

White

9%

0.25%

2.99%

5.09%

5.73%

1.74%

Mixed
White
Chinese/Other

84.20%

Not Stated

Chinese/Oth
er

Sex of Greater Manchester's population as per 2011 census

Male
49%
51%

Asian
Black

Asian
84%

Yes

Race of Trust's workforce as at September 2017

Mixed

Black

Unspecified

Sex of Trust's workforce as at September 2017

26.99%
Female

Female

Male
73.01%
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Martial Status of Trust workforce
2.77%

0.63%

0.61%

6.48%

1.40%

Civil Partnership
Divorced
Legally Separated
Married

46.24%

41.88%

Single
Unknown
Widowed

Religious Belief of Trust workforce

0.21%

0.69%

6.75%

0.64%

14.22%

32.70%
40.82%
0.44%
0.04%

2.80%

0.69%

Atheism
Buddhism
Christianity
Hinduism
Islam
Jainism
Judaism
Not Disclosed
Sikhism
Unspecified
Other

Sexual orientation of Trust workforce
0.71%

0.52%

1.74%
Bisexual
Gay

29.24%

Heterosexual
Lesbian

1.18%

66.61%

Not Disclosed
Unspecified

•
•
•
•

There are proportionally more 36 to 45 year olds employed at Trust wide (26%) compared to the
Greater Manchester’s population (17%)
23% of GMMH workforce have not had their disability status recorded. This has improved since last
year whereby 37% had not had this protected characteristic recorded.
There is a lower percentage of BAME staff working Trust wide (13%) compared to Greater
Manchester’s population (16%). This has increased by 1% compared to last year.
There is a smaller percentage of Asian (5%) people working Trust wide compared to Greater
Manchester’s population which is 9%
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•

There are proportionally fewer male staff Trust wide (27%) compared to Greater Manchester’s
population (49%)

•

Band 2 workers have the highest percentage of female workers (81%)

6.3 Equality Monitoring of Pay Banding

Trust workforce by race and payband
120.00%
100.00%
80.00%
60.00%
40.00%

70.27%
88.10% 81.56% 86.91% 79.47% 83.76% 83.35% 83.33% 91.42% 88.73% 94.52%
100.00%100.00%

20.00%
0.00%

Ad Hoc Band 1 Band 4 Band 7 Band 5 Band 6 Band 8 Band 3 Band 2 Band 8 Band 9 Band 8 Band 8
B
A
C
Asian

Black

Chinese/Other

Mixed

Not Stated

White

Trust medical staff by race
70.00%

59.55%

60.00%
50.00%

Asian

40.00%

Black

31.46%

30.00%

Not Stated

20.00%

White

10.00%

4.49%

4.49%

0.00%

AD
HOC

BAN D BAN D BAN D BAN D BAN D
1
4
7
5
6

BAN D BAN D BAN D
8 B
3
2

100.00%
50.00%
50.00%

64.86%

Female
Male
0.00%

35.14%

69.86%
30.14%

81.11%
18.89%

79.36%
20.64%

66.67%
33.33%

73.59%
26.41%

74.91%
25.09%

69.11%
30.89%

77.49%
22.51%

68.13%
31.88%

54.76%
45.24%

Trust workforce by sex and payband

BAN D BAN D
8 A
9

BAN D BAN D
8 C
8

6.4. Equality Monitoring of Recruitment and Selection
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Age by applications, shortlisted and appointed
60%

49%

50%
40%
30%
20%

5%

10%
0%

34%

27%

19%

48%

47%

Applications

12%

30%
14%

7%

Shortlisted

Under 24

25 - 39

8%

Appointed

40 - 54

55 +

Disability by applications, shortlisted and appointed
93%

100%

92%

90%

80%
60%
40%
20%
0%

5%

2%

Applications

6%

5%

2%

Shortlisted

Disabled

Not disabled

5%

Appointed
Undisclosed

Race by applications, shortlisted and appointed
100%
80%

80%

77%

72%

60%
40%

26%

20%
0%

21%

Applications

Shortlisted
White

14%

2%

2%

BME

6%

Appointed

Undisclosed

Sex by applications, shortlisted and appointed
74%

80%

74%

73%

60%
40%
20%
0%

26%

26%

1%

0%
Applications

25%

Shortlisted
Male

Female

2%
Appointed

Undisclosed
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Faith by applications, shortlisted and appointed
60%

55%

54%

51%

40%
20%
0%

16%

15%

11%
10%
8%
1% 1% 0%0%0%

11%
11%
5%
1% 1% 0%0%0%

Applications

18%

14%
10%
4%
1% 1% 0%1%0%

Shortlisted

Appointed

Atheism

Buddhism

Christianity

Hinduism

Islam

Jainism

Judaism

Sikhism

Other

Undisclosed

Sexual orientation by applications, shortlisted and appointed
89%

100%

88%

86%

80%
60%
40%
20%
0%

6%

1% 2% 1%

Applications
Lesbian

Gay

1% 3% 1%

7%

2% 2% 1%

Shortlisted
Bisexual

9%

Appointed

Heterosexual

Undisclosed

Marital status by applications, shortlisted and appointed
100%
50%
0%

60%
27%
2%1%5%1%3%

53%
33%
2%1%6%1%4%

47%
33%
3%1%5%0%10%

Applications

Shortlisted

Appointed

Married

Single

Civil partnership

Legally separated

Divorced

Widowed

Undisclosed

BAME staff make up 26% of all applications, however only 14% of those are appointed.

7. Equality & Diversity Training
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Equality and Diversity training is mandatory for all staff. All staff have a session on unconscious bias during
their induction to the trust; subsequent training is then delivered via ELearning modules. The content of the
training is comprehensive, covering all protected characteristics, the Trust’s obligations regarding the Public
Sector Equality Duty, and the expectations on staff.
% workforce achieving Trust’s specific level of competency as of September 2017
Service
Corporate Services
Bolton Services Directorate
Salford Services Directorate
Trafford Services Directorate
Manchester Services Directorate
Total District Services
Forensic Mental Health
437 SSN Substance Misuse Service
Smaller SSN Services
Total Specialist Services
GMMH Total Compliance

Required
588
388
546
339
1381
2654
493
285
368
1146

Completed
539
344
495
314
1295
2448
450
272
334
1056

%
92%
89%
91%
93%
94%
92%
91%
95%
91%
92%

4388

4043

92%

The GMMH Recovery Academy provides co-designed sessions on culture, different mental health conditions,
faith and recovery, health and wellbeing, overcoming stigma and deaf awareness.
8. Staff Outcomes Survey
Please see appendix 3 for a detailed breakdown
The data is presented for Greater Manchester West and Manchester Mental Health.
8.1 Workforce Race Equality Standard as reported in the Staff Survey for Greater Manchester West
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8.2 Workforce Race Equality Standard as reported in the Staff Survey for Manchester Mental Health

9.

Workforce Race Equality Standard Work Plan

The Workforce Race Equality Standard was adopted by the Trust in September 2015. The table below details
key indicators and key actions the Trust has committed to for 2017 / 18.

22

Workforce Race Equality Indicators

1.

2.

3.

GMMH
Position 1617

Action Plan

Workforce metrics – For each of these workforce indicators, the standard compares the metrics for white and BAME staff
Percentage of staff in each of the AfC Bands 1-9 and VSM
BAME staff are
• Ensure targeted development
(including executive Board members) compared with the
most
opportunities are available for BAME
percentage of staff in the overall workforce. Organisations
underrepresented
staff as part of the Trust successionshould undertake this calculation separately for non-clinical and in bands 7
planning framework.
for clinical staff.
upwards in both
• Introduce coaching support for BAME
clinical and nonstaff at Band 7 and above staff
clinical groups,
• Continue to encourage participation of
except at a VSM
BAME staff in leadership development
level in nonprogrammes with a view to preparing
clinical roles.
BAME staff for roles in Band 8-9.
• Continue to link in with local and
national leadership initiatives for BAME
staff
Relative likelihood of staff being appointed from shortlisting
Likelihood of
• Ensure continued training on
across all posts.
White staff being
Unconscious Bias within R&S training and
appointed from
embed within the management
shortlisting is
development training.
1:36 greater than
• Ongoing analysis of advertised post that
BAME staff.
have a good representation from BAME
candidates. Look at scoring
matrix/comments to determine reason
for non-appointment.
• Trust Leadership programmes designed
to ensure more focus on the
development of a diverse and inclusive
culture.
Relative likelihood of staff entering the formal disciplinary
process, as measured by entry into a formal disciplinary
investigation. This indicator will be based on data from a two

Likelihood of
BAME staff
entering

•

Annual review of disciplinary cases to be
undertaken to identify any hot spot
areas/concerns relating to disciplinary

Timescale

March 2018

January 2018
March 2018

Ongoing

March 2018
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year rolling average of the current year and the previous year.

4.

Relative likelihood of staff accessing non-mandatory training
and CPD.

disciplinary
process is 2.34:1
greater than
White staff
Likelihood of
white staff
accessing nonmandatory
training and CPD
is 0.63 greater
than BAME staff

•
•

decisions.
Ensure all managers have received
equality and diversity training.
Annual review of access to CPD to be
undertaken. No concerns identified in
the current monitoring period.

March 2018

National NHS Staff Survey findings – For each of the four staff survey indicators, compare the outcomes of the responses for White and BAME staff.
5.
6.
7.
8.

9.

KF 25. Percentage of staff experiencing harassment, bullying
White 35%
or abuse from patients, relatives or the public in last 12
BAME 40%
months.
KF 26 Percentage of staff experiencing harassment, bullying
White 20%
or abuse from staff in last 12 months.
BAME 20%
KF 21 Percentage believing the Trust provides equal
White 89%
opportunities for career progression or promotion
BAME 77%
Q17 In the last 12 months have you personal experienced
White 7%
discrimination at work from any of the following: b)
BAME 13%
manager/team leaders of other colleagues
Board representation indicator – For this indicator, compare the difference for White and BAME staff
Percentage difference between the organisations’ Board voting BAME 14.3%
•
membership and its overall workforce.
compared to
12.9% BAME staff
in the overall
workforce.

Continually monitor board
representation.

Ongoing
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Appendix One
EDS 2 Public Grading
Goal 1: Better Health Outcomes
Outcome 1.3:
Arrangements for transitions from one service to another for disabled people are made
smoothly with everyone well informed
0%
Underdeveloped:
No evidence

11%

22%

Developing: Some
evidence
Achieving: Good
evidence
67%

Excelling: Excellent
evidence

Goal 1: Better Health Outcomes
Outcome 1.3:
Arrangements for transitions from one service to another for people from black and minority
ethnic communities are made smoothly with everyone well informed
0% 0%
22%

Underdeveloped:
No evidence
Developing: Some
evidence
Achieving: Good
evidence

78%

Excelling: Excellent
evidence

Goal 2: Improved patient access and experience
Outcome 2.4:
Disabled peoples' complaints about services are handled respectfully and efficiently
0%
Underdeveloped:
No evidence

11%

22%

Developing: Some
evidence
Achieving: Good
evidence
67%

Excelling: Excellent
evidence

Goal 2: Improved patient access and experience
Outcome 2.4:
People from black and minority ethnic communities complaints about services
are handled respectfully and efficiently
0%
11%

22%

Underdeveloped:
No evidence
Developing: Some
evidence
Achieving: Good
evidence

67%

Excelling: Excellent
evidence

Appendix 2
Local services –Equality monitoring of service user, workforce and action plan updates
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Salford service
breakdown.docx

Bolton. service
Adult Forensic
Trafford
Manchester service Substance Misuse
service. breakdown doservice.breakdown dobreakdown docx.docx breakdown .docx service breakdown.do

11Smaller Specialist
Service Network Annu
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Appendix 3
Staff survey outcomes 2016 published in 2017
Demographic characteristics of respondents for Greater Manchester West
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Demographic characteristics of respondents for Manchester Mental Health
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Key findings for different age groups Greater Manchester West
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Key findings for different age groups continued:

Key findings for different age groups Manchester Mental Health

30

31

Key findings for different age groups continued:

32

Key findings for gender, disability and race Greater Manchester West
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Key finding for gender, disability and race continued:

Key findings for gender, disability and race Manchester Mental Health
34
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Key finding for gender, disability and race continued:
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Board of Directors – Part 1
TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Board Assurance Framework (June 2018)
Monday 25 June 2018
11
Andrew Maloney, Director of HR and Corporate Affairs
Executive Leads
Collated by Kim Saville, Company Secretary

REPORT SUMMARY:

The Board of Directors is responsible for reviewing the Board Assurance Framework
to ensure that the main risks to the achievement of the Trust’s strategic objectives
have been identified. The Board Assurance Framework has been updated since the
Board’s last review in March 2018 to reflect the current position. The updates have
been informed by the outcome of Lead Committee (Quality Governance Committee
and Executive Management Team) reviews of their designated risks undertaken in
early June 2018.
The Board Assurance Framework is presented for the Board’s consideration. As per
the approach agreed in October 2017, the Board’s review should include a specific
focus on those risks assigned to the Board as Lead Committee. One new risk has
been added to the BAF – Risk 3131 (General Data Protection Regulation (GDPR)) – at
the recommendation of the Audit Committee.

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

1

REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
Quality Governance Committee
14.06.2018
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
06.06.2018
LEGAL IMPLICATIONS:

None identified

REGULATORY
IMPLICATIONS (CQC/NHSI):

The BAF is a key assurance document relevant to the Trust’s ongoing
compliance regime with its two external regulators (NHSI and CQC)

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

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board of Directors are asked to:
•
•

Assurance

x

Approval/Decision

x

Review the risks and confirm that they are an accurate representation of the
current significant risks to the delivery of the Trust’s strategic objectives
Confirm that the target risk score for each score, once achieved, can be
withstood

2

Board Assurance Framework 2018 - 19
June 2018

1

1.

Introduction

1.1

The Board of Directors has overall responsibility for ensuring that the Trust’s risk management
system is sufficiently robust to mitigate any significant risks that may threaten achievement of
the Trust’s agreed strategic objectives. Assurance on the effectiveness of this system is gained
primarily through the work of Board committees and the Executive Management Team, through
the use of audit and other independent inspection or accreditation, and through the systematic
collection and scrutiny of performance data.

1.2

The Board Assurance Framework sets out the current key risks to achievement of the Trust’s
strategic objectives and any gaps in controls and assurances on which the Board relies.

1.3

The Board of Directors is responsible for reviewing the Board Assurance Framework to ensure
that there is an appropriate spread of strategic objectives and that the main risks have been
identified. The Board reviews the Board Assurance Framework on a quarterly basis.

1.4

The current risks have been identified through a collective assessment of the strategic
environment and through risk assessment at operational-level across the Trust. Operational
risks are managed via local risk registers and reviewed at the bi-monthly Risk Management
Committee meeting. All operational risks scoring 12 or above are defined as significant risks and
considered for escalation to the Board Assurance Framework.

1.5

Each risk within the Board Assurance Framework has a designated Executive Director lead,
whose role includes routinely reviewing and updating the risks, and a designated Lead
Committee with responsibility for:
•
•
•
•

1.6

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

The latest version of the Board Assurance Framework is presented here for the Board’s
consideration. This version incorporates the outcomes of the Quality Governance Committee
and Executive Management Team’s review of their designated risks, undertaken in early June
2018 with a focus on the four key areas identified in paragraph 1.5 above. The Board of Directors
quarterly review should also include a specific focus on those risks where the Board is identified
as Lead Committee.
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2.

Strategic Objectives

2.1

The Trust’s current strategic objectives are:

Objective 1 – To promote recovery by providing high quality care and delivering excellent outcomes
Objective 2 – To work with service users and carers to achieve their goals
Objective 3 – To engage in effective partnership working
Objective 4 - To invest in our environments
Objective 5 – To enable staff to reach their potential and innovate
Objective 6 – To achieve sustainable financial strength and be well-governed
3.

Risk Rating Matrix

3.1

Each risk in the Board Assurance Framework is rated at an initial, current and target risk level
using the following matrix:

3.2

The initial, or inherent, risk level indicates the level of risk prior to the application of control
measures or if current controls fail. The current risk indicates the current level of risk taking into
account the application of controls, positive assurances and progress made since the last
review. The target risk demonstrates the Trust’s risk appetite and indicates how the risk should
be managed (the risk ‘response’). There are four categories of response transfer, reduce, avoid
or accept.
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4.

New Risks

4.1

One new risk has been added to the Board Assurance Framework in June 2018 – Risk ID 3131
(General Data Protection Regulation). In April 2018, the Audit Committee received a report on
the Trust’s readiness for the introduction of the new General Data Protection Regulation
(GDPR), which came into force from 25 May 2018. This report summarised the outcomes of a
readiness review undertaken by Mersey Internal Audit Agency (MIAA) and identified six high
risk areas for addressing by the Trust as a priority. On the basis of this report, the Audit
Committee members assessed GDPR as a key strategic risk for the Trust and recommended its
inclusion on the Board Assurance Framework.

4.2

In February 2018, the Quality Governance Committee considered the inclusion of a new risk on
the Board Assurance Framework relating to transfers of care. It has subsequently been agreed
that transfers of care will be the focus of a Quality Governance Committee deep-dive review in
2018/19. The outcomes of this review will determine whether the risk meets the threshold for
the Board Assurance Framework.

5.

Risks Recommended for Closure

5.1

No risks are recommended for closure in June 2018.

6.

Board Assurance Framework Summary

6.1

A summary of the June 2018 Board Assurance Framework is provided below. A detailed
description of each risk is provided on page 7 onwards.

Risk
Risk Description
Date
Current Risk
Executive Lead Committee
Risk
ID
Opened Rating*
Lead
Response
Objective 1 – To promote recovery by providing high quality care and delivering excellent outcomes
2252
Safe Staffing (Bed-Based 17/09/15
High
Gill Green Quality Governance Reduce
Services)
12 (3 x 4)
Committee
↔
2814
Future Workforce Supply 10/11/17
Extreme
Andrew
Executive
Reduce
16 (4 x 4)
Maloney
Management Team
↔
2606
OAPs (Usage)
16/01/17
Extreme
Deborah
Executive
Reduce
16 (4 x 4)
Partington Management Team
↔
2877
Agency Usage
14/11/17
High
Gill Green Executive
Reduce
12 (3 x 4)
Management Team
↔
1490
Performance
01/04/11
High
Mary Lee Executive
Reduce
12 (3 x 4)
Management Team
↔
4

Risk
ID
2816

Risk Description

Date
Current Risk
Executive
Opened Rating*
Lead
Physical Health
10/11/17
High
Gill Green
12 (4 x 3)
↔
2817
Positive and Safe
10/11/17
High
Gill Green
12 (4 x 3)
↔
2818
Clinical Patient
10/11/17
High
Ismail
Information Systems
9 (3 x 3)
Hafeji
Functionality
↔
2819
Mental Health Act and
10/11/17
High
Gill Green
Mental Capacity Act
12 (3 x 4)
Compliance
↔
2820
Learning from Deaths
10/11/17
Extreme
Chris Daly
15 (5 x 3)
↔
Objective 2 – To work with service users and carers to achieve their goals
2821
Engagement
10/11/17
High
Deborah
12 (3 x 4)
Partington
↔
Objective 3 – To engage in effective partnership working
2363
Greater Manchester
03/12/15
High
Neil
Health and Social Care
12 (4 x 3)
Thwaite
Partnership
↔
2822
Integrated Provision
10/11/17
High
Neil
12 (4 x 3)
Thwaite
↔
Objective 4 – To invest in our environments
2927
IM&T (PARIS in
15/11/17
High
Ismail
Manchester)
12 (4 x 3)
Hafeji
↔
2609
Capital
16/01/17
High
Andrew
12 (4 x 3)
Maloney
↔
2732
Cyber Security
18/07/17
High
Ismail
12 (4 x 3)
Hafeji
↔
Objective 5 – To enable staff to reach their potential and innovate
1804
Mandatory Training
19/09/13
High
Andrew
12 (4 x 3)
Maloney
↔
2823
Cultural Alignment
10/11/17
Extreme
Andrew
15 (5 x 3)
Maloney
5

Lead Committee

Risk
Response
Quality Governance Reduce
Committee
Quality Governance Reduce
Committee
Quality Governance Reduce
Committee
Quality Governance Reduce
Committee
Quality Governance Reduce
Committee

Executive
Management Team

Reduce

Board of Directors

Reduce

Board of Directors

Reduce

Executive
Management Team

Reduce

Executive
Management Team

Reduce

Executive
Management Team

Reduce

Executive
Management Team

Reduce

Board of Directors

Reduce

Risk
ID

Risk Description

Date
Opened

Current Risk
Executive Lead Committee
Rating*
Lead
↔
Objective 6 – To achieve sustainable financial strength and be well-governed
2572
Agency Expenditure
15/09/16
Extreme
Andrew
Executive
16 (4 x 4)
Maloney
Management Team
↔
2876
OAPs (Expenditure)
14/11/17
Extreme
Ismail
Executive
16 (4 x 4)
Hafeji
Management Team
↔
2189
Acquisition of MMHSC
16/01/15
Extreme
Neil
Board of Directors
16 (4 x 4)
Thwaite
↔
2611
Financial Sustainability
16/01/17
Extreme
Ismail
Board of Directors
16 (4 x 4)
Hafeji
↑
2875
Future Commissioning
14/11/17
High
Neil
Board of Directors
Arrangements
12 (4 x 3)
Thwaite
↔
3131
General Data Protection 30/05/18
High
Ismail
Board of Directors
Regulation (GDPR)
12 (4 x 3)
Hafeji

Risk
Response

Reduce

Reduce

Reduce

Accept

Reduce

Reduce

* ↑↔↓ - indicates changes to current risk rating since last review
7.

Recommendation

7.1

The Board of Directors are asked to:
• Review the risks and confirm that they are an accurate representation of the current
significant risks to the delivery of the Trust’s strategic objectives
• Confirm that the target risk score for each score, once achieved, can be withstood

6

Risk ID.
Strategic Objective

2252
To promote recovery by providing high quality care and delivering
excellent outcomes
Risk Description
Safe Staffing (Bed-Based Services) – Failure to achieve the agreed safe
staffing levels in the Trust’s bed-based services will impact on clinical
quality and safety of care.
Executive Lead
Gill Green, Director of Nursing and Governance
Lead Committee
Quality Governance Committee (QGC)
Updates Since Last
• Workforce Strategy approved by Board in May 2018
Review
• Quality Matters summary report to Board effective from May 2018
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our
risk?
risks
Safe staffing reporting procedure in
Internal:
place across GMMH, including
• Monthly Board Performance Report demonstrating
escalation procedure for when staffing
safe staffing (%s) performance
levels fall short of planned levels and
• Board briefing on Safe Staffing (July 2017) describing
use of Datix to record and monitor
monitoring process, current position and actions
agreed exceptions
taken to mitigate exceptions
• Quality Matters quality assurance process – reports
to QGC following walk-around visits, including agreed
improvement actions for monitoring/review via
Senior Leadership Teams (SLTs), plus summary
reports to Board effective from May 2018
External:
• MIAA significant assurance on management of
staffing levels at ward and Trust-level (Sept.2016)
• Finding of CQC Core Service with Well-Led Inspection
(Sept. to Dec. 2017) – in context of high vacancy
rates, bank, agency and locum staff used to keep
people safe. Overall Trust rating of ‘Good’
Proactive recruitment strategy and
Internal:
forward planning by services
• Review/planning at Operational Leadership
Committee and Network Hub meetings
• Vacancy data reviewed by Board and OLC as part of
monthly Performance Reporting
External:
•
Proactive monitoring of use of bank and Internal:
agency
• Reports and data reviewed at monthly Executive
Review Group meeting to check progress with
services
External:
•
7

Workforce Strategy approved in May
2018, setting out targeted actions to
address supply, recruitment and
retention

Internal:
•
External:
•

Gaps in Controls
What additional controls should we
implement?

Consequence
Likelihood
Score

Initial
4
4
16

Gaps in Assurances
What additional assurances should we seek?
• Quarterly clinical/quality assurance report for Board
of Directors
• Bi-annual report on safe staffing to Quality
Governance Committee
• Oversight of delivery of Workforce Strategy via
quarterly Workforce and OD Strategy Forum and biannual reporting to Board
Risk Scores
Current
Target/Risk Appetite
3
3
4
3
12
9

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18

Month
Target Score

Current Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
1
Quality Matters summary reports to
Gill Green
From
Completed
commence to Board of Directors
21.05.18
2
Commencement of quarterly
Gill Green
30.07.18
In progress
clinical/quality assurance reports to
Board
8

3

4

5

Development of GMMH Workforce
Strategy to address strategic actions
required to influence supply and
retention
Introduction of bi-annual report on safe
staffing to Quality Governance
Committee
Bi-annual report to Board on delivery of
Workforce Strategy

9

Andrew
Maloney

21.05.18

Gill Green

From
19.07.18

Andrew
Maloney

From
30.07.18

Draft Report
reviewed by Board
in March 2018 and
QGC in May 2018
Completed –
Strategy approved
by Board on 21
May 2018

Risk ID.
Strategic Objective

2814
Objective 1 - To promote recovery by providing high quality care and
delivering excellent outcomes
Risk Description
Future Workforce Supply - Failure to recruit and retain high quality staff
will impact on quality of care and staff satisfaction
Executive Lead
Andrew Maloney, Director of HR and Corporate Affairs
Lead Committee
Executive Management Team (EMT)
Updates Since Last
• Workforce Strategy approved by Board in May 2018, setting out
Review
actions to address supply, recruitment and retention
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our
risk?
risks
Monitoring of Time to Hire performance Internal:
• Data provided to Divisions on a monthly basis on
Time to Hire performance
External:
Targeted recruitment activity across
Internal:
services in hard to fill posts
• Recruitment and vacancy data monitored monthly
with services and at Board
External:
• Finding of CQC Core Service with Well-led Inspection
(Sept. to Dec. 2017) – systems in place to manage
vacancies and ensure sufficient staff. Overall rating of
‘Good’
Preceptorship support in place for
Internal:
newly qualified staff
• Evidence of successful preceptorship completion
rates monitored via HR and Nursing
External:
Staff access to health and wellbeing
Internal:
support and staff benefits
• Monthly monitoring of activity related to staff access
to services by HR and Occupational Health
External:
Workforce Strategy approved in May
Internal:
2018, setting out targeted actions to
External:
address four High Impact Areas
including supply, recruitment and
retention. Strategy takes into account
feedback received following GMMH’s
participation in NHS Improvement’s
Retention Collaborative
Gaps in Controls
Gaps in Assurances
What additional controls should we
What additional assurances should we seek?
implement?
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Initial
4
5
20

Consequence
Likelihood
Score

• Effectiveness of recruitment process. Need to
benchmark service standards (time to hire data)
with other Trusts/providers and agree
improvement trajectory.
• Oversight of delivery of Workforce Strategy via
quarterly Workforce and OD Strategy Forum and biannual reporting to Board.
Risk Scores
Current
Target/Risk Appetite
4
4
4
3
16
12

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Apr-18

May-18

Jun-18

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
1
Workforce Strategy to address strategic Andrew
21.05.18
Complete –
actions required to influence supply
Maloney
approved by Board
and retention
in May 2018
2
Detailed comparative performance data Andrew
30.06.18
Report prepared
required re recruitment process (time
Maloney
by Associate
to hire) and improvement trajectory to
Director of HR.
be agreed
EMT to review by
30.06.18
3
Bi-annual report to Board on delivery of Andrew
From
Workforce Strategy
Maloney
30.07.18
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Risk ID.
Strategic Objective

2606
Objective 1 - To promote recovery by providing high quality care and
delivering excellent outcomes
Risk Description
OAPs - Failure to reduce the number of OAPs will impact on patient
safety and experience and act as a barrier to recovery
Executive Lead
Deborah Partington, Director of Operations
Lead Committee
Executive Management Team (EMT)
Updates Since Last
• Patient flow information being produced on a weekly basis, supported
Review
by finance data
• Weekly OAPs Performance Meeting established to monitor and
address performance issues
• GM OAPs definition and 2018/19 trajectory agreed – OAPs definition
effective from 1 April 2018, with GMMH reporting against this
• Home Group step-down pilot to commence in July 2018
• Negotiations underway with commissioners to provide additional male
capacity at Maryfield Court, Whalley Range
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our
risk?
risks
Dedicated transformation work-stream Internal:
and weekly internal OAPs Performance • Monthly OAPs monitoring report to EMT enabling
Meeting established, with increased
agreement on onward action
management oversight provided via
• Monthly Board Performance Report demonstrating
Strategic Lead for Patient Flow
OAPs performance
• Quarterly MMHSC acquisition update reports to
Board of Directors demonstrating progress in line
with the PTIP
External:
• Finding of CQC Core Service with Well-led Inspection
(Sept. 2017 to Dec. 2017) – effective systems in place
to monitor OAPs and plans to address performance.
Overall rating of ‘Good’
Increased bed capacity for Manchester
services:
• Re-procurement of Priory contract
• Opening of MacColl Ward and Griffin
Ward

GM OAPs Group established – chaired
by GMMH Director of Operations – to

Internal:
• Monitoring of uptake via OAPS report to EMT
• MacColl and Griffin Wards being fully used for
Manchester service users
External:
•
Internal:
• Monthly OAPs monitoring report to EMT enabling
agreement on onward action
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enable a whole system approach to the
management of OAPs:
• GM 10-Point Plan to eliminate OAPs
agreed
• GM OAPs definition agreed
• GM OAPs trajectory (33% reduction
by year-end) agreed for 2018/19 and
submitted to NHS England
Gaps in Controls
What additional controls should we
implement?

• Monthly Board Performance Report demonstrating
OAPs performance – performance against GM
trajectory reported to Board in June 2018
External:
• GM OAPs definition applied across GM from 1 April
2018
• 10-point plan provides a framework for GM OAPs
Group agenda and actions
Gaps in Assurances
What additional assurances should we seek?

• More regular and up to date reporting • BI (Business Intelligence) reporting system that
processes, enabling real-time
delivers data for use both internally and externally as
understanding of patient flow
assurance
• GMMH systems to monitor and
• Evaluation of Home Group step-down pilot
understand real time data and action
required changes to promote flow
and capacity
• Implementation of Enhanced
Community Mental Health Model
(ECM) for Manchester by Dec. 2018
• Operational policies/protocols setting
out system management approach
• Pilot of 8-bedded step-down unit in
Manchester with Home Group to
increase flow on acute wards
• Provision of additional male capacity
at Maryfield Court, Whalley Range –
risk share to be agreed with
commissioners
Risk Scores
Initial
Current
Target/Risk Appetite
Consequence
4
4
4
Likelihood
5
4
3
Score
20
16
12
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Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
1
Systems in place to monitor and
Deborah
31.07.18
In progress –
understand real time data and action
Partington
discussions
required changes in the system to
underway with
promote flow and capacity
GMMH IT Dept.
and supplier
(Hospedia)
regarding use
of standalone
patient flow
software.
2
Implement Enhanced Community
Deborah
31.12.18
Consultation
Mental Health Model for Manchester
Partington
exercise
completed and
phased
implementation
commenced in
May 2018
3
Pilot of step-down unit in partnership
Deborah
31.07.18
Mobilisation
with Home Group
Partington
plans
underway.
Scheme due to
open in early
July 2018
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4

Provision of additional male capacity at
Maryfield Court, Whalley Range

Deborah
Partington

31.07.18

5

Evaluation of Home Group step-down
pilot

Deborah
Partington

31.07.19

15

Discussions in
progress with
commissioners

Risk ID.
Strategic Objective

2877
Objective 1 – To promote recovery by providing high quality care and
delivering excellent Outcomes
Risk Description
Agency Usage – Failure to reduce the Trust’s reliance on agency workers
will impact on clinical quality and safety of care
Executive Lead
Gill Green, Director of Nursing and Governance
Lead Committee
Executive Management Team (EMT)
Updates Since Last
• Future Board Performance Report to include detailed breakdown of
Review
agency usage
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our
risk?
risks
Use of formal agency framework and
Internal:
monitoring of performance of agency
• Performance monitoring at divisional Senior Leader
staff used
Team (SLT) meetings and Operational Leadership
Committee – review of agency data
• Agency update report to Board (Sept. 2017)
External:
• Finding of CQC Core Service with Well-led Inspection
(Sept. to Dec. 2017) – agency, bank and locum staff
used to keep people safe in context of high vacancy
rates. Overall rating of ‘Good’
Monitoring of DATIX reports linked to
Internal:
agency usage by Nursing and
•
Governance Team
External:
Regular review of feedback received via
Customer Care Team and CARE Hub to
identify any quality and safety issues
relating to agency usage

Internal:
•

Monthly Executive Review Group (Bank
and Agency) Meeting in operation to
scrutinise agency usage, workforce
management and procurement
processes
Gaps in Controls
What additional controls should we
implement?
None identified

Internal:
• Reports and data reviewed at monthly meeting to
check progress with services
External:

External:

Gaps in Assurances
What additional assurances should we seek?
• Board Performance Report to include more detailed
breakdown of agency staff usage to enable
understanding of underlying issues
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Risk Scores
Initial
3
5
15

Consequence
Likelihood
Score

Current
3
4
12

Target/Risk Appetite
2
4
8

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Apr-18

May-18

Jun-18

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
1
Board Performance Report to include
Andrew
24.09.18
In progress – to be
breakdown of agency staff usage by
Maloney
addressed in
type
future iteration of
new Board
Performance
Report
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Risk ID.
Strategic Objective

1490
Objective 1 – To promote recovery by providing high quality care and
delivering excellent outcomes
Risk Description
Performance – Failure to meet national and local targets and regulatory
standards will impact on quality of care and could incur financial penalties
and/or intervention from regulators
Executive Lead
Mary Lee, Acting Director of Development and Performance
Lead Committee
Executive Management Team (EMT)
Updates Since Last
• New format Board Performance Report to Board from June 2018
Review
• MIAA ‘Significant Assurance’ opinion on Board Performance dashboard
• Clean ‘Limited Assurance’ opinion on Quality Account 2017/18 content
and quality indicators
• Executive Lead updated
Controls
Positive Assurances
What are we currently doing about
Evidence that shows we are effectively managing our
this risk?
risks
Performance monitoring via:
Internal:
• Board of Directors
• Monthly Board Performance Reports and Divisional
Performance Reports demonstrating overall positive
• EMT
(‘Green’) performance, with exceptions and plans to
• Senior Leaderships Teams
improve performance identified
• Performance Measures and Data
• Performance monitoring at Operational Leadership
Quality (PMDQ) meeting
Committee, Executive Management Team and Trust
Board
External:
• Commissioner review and feedback on performance
via Commissioner Quality and Performance monitoring
and Commissioner Contract meetings – no significant
concerns raised that are not being addressed by
business cases/action plans
• MIAA audit of Board Performance dashboard
(2017/18) – ‘Significant’ assurance opinion
Updated Performance Management
Internal:
Framework in place (approved April
• Performance Measures and Data Quality (PMDQ)
2018) with associated Operating
meeting review of data quality and performance
Procedures setting out data
measures – raising awareness across Trust and
definitions and recording, reporting
enabling improved performance
and monitoring arrangements
• QGC monitoring of Quality Account priorities
• CQUIN Steering Groups providing oversight/scrutiny of
CQUIN progress
External:
• Commissioner review of performance at Quality and
Performance monitoring and Commissioner Contract
meetings – no significant concerns raised
18

New operational structure
implemented across GMMH, with
divisional SLTs in place in Manchester
and identified performance
management leads
Work-streams established, actions
agreed and (as required) business
cases prepared to address identified
performance hotspots

Gaps in Controls
What additional controls should we
implement?

Consequence
Likelihood
Score

Initial
5
4
20

• KPMG Quality Account Opinion 2017/18 – Clean
‘Limited Assurance’ Opinion with regard to content and
quality indicators
Internal:
• Targeted performance review at PMDQ, SLT and OLC
meetings enabled by new structures/identified leads
External:
Internal:
• Board Performance Report demonstrating improved
performance
• Presentation to Board of Directors on 30 Oct. 2017
providing an update on IAPT transformation
programme
• Performance Reports reflect IAPT data captured from
different clinical information systems to enable
comprehensive validation
External:
• Majority of required Five Year Forward View (FYFV)
investment agreed with commissioners
Gaps in Assurances
What additional assurances should we seek?
New format Board Performance Report to Board from
June 2018
Risk Scores
Current
Target/Risk Appetite
3
2
4
4
12
8

19

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
1
Complete MIAA audit of Board
Mary Lee
27.04.18
‘Significant
Performance Dashboard
Assurance’
opinion reported
to Audit
Committee on
27.04.18
3
Board Performance Reports being
Mary Lee
25.06.18
Complete - New
updated to provide additional
format report
assurance and reflect new national
received by Board
and local data requirements
on 25.06.18
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Risk ID.
Strategic Objective

2816
To promote recovery by providing high quality care and delivering
excellent outcomes
Risk Description
Physical Health – Failure to improve the Trust’s assessment and
treatment of physical conditions will impact on service user wellbeing
and lead to poorer outcomes
Executive Lead
Gill Green, Director of Nursing and Governance
Lead Committee
Quality Governance Committee (QGC)
Updates Since Last
• Progress made with Quality Account Priority 4 (Physical Health)
Review
reported on in Quality Account 2017/18
• ‘Limited’ assurance opinion received for MIAA audit of physical health
in mental health settings – actions to improve data recording and
reporting agreed and implemented
• GMMH member of 90-day NHSI Mental Health – Closing the Mortality
Gap collaborative from May 2018
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our
risk?
risks
Physical Health identified as a
Internal:
continuing improvement priority
• Board Performance Report and Quality Account
(Priority 4) in GMMH 2017/18 Quality
2017/18 demonstrating positive progress against
Account
Quality Account priority
• Findings of Positive and Safe deep dive audit –
providing assurance on physical healthcare
External:
• Findings of CQC Core Service with Well-led Inspection
(Sept. to Dec. 2017) – CQC found that patients’
physical health care needs were assessed and
responded to appropriately
Standard of physical health care checks Internal:
undertaken across GMMH and a health • Uptake of training package across services
training package now developed for
External:
GMMH Manchester services to support
cardio-metabolic screening
Review undertaken of the use of
Internal:
antibiotics in GMMH
• Antimicrobial audit completed on 31 July 17 with
95% positive compliance
External:
Infection Prevention and Control (IPC)
Internal:
policies reviewed and harmonised to
• IPC Annual Report to QGC and Board of Directors
ensure consistent
(July 2017)
standards/approaches across GMMH
External:

21

Physical Healthcare Committee (subgroup of QGC) in operation

Internal:
• Monthly sub-committee reports to QGC by Physical
Health Committee Chair
External:

GMMH a member of 90-day NHS
Improvement Mental Health – Closing
the Mortality Gap collaborative

Internal:
External:

Gaps in Controls
What additional controls should we
implement?

Initial
4
4
16

Consequence
Likelihood
Score

Gaps in Assurances
What additional assurances should we seek?
• Quality Governance Committee (QGC) deep-dive
focused on diabetes care - agreed in February 2018,
for reporting to QGC in Sept. 2018
Risk Scores
Current
Target/Risk Appetite
4
4
3
2
12
8

Mapping of Currrent Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Apr-18

May-18

Jun-18

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
1
MIAA audit of Physical Health in Mental Rebecca
31.03.18
Completed.
Health Settings to commence in Q4
McCarren
‘Limited' assurance
2017/18
opinion received.
2
Management of Diabetes (including use Rebecca
13.09.18 –
of insulin) to be the focus of a Quality
McCarren
date of
22

3

Governance Committee deep-dive in
2018/19
Completion of actions agreed following
MIAA audit of Physical Health in Mental
Health Settings

Rebecca
McCarren
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report to
QGC
31.05.18

Completed

Risk ID.
Strategic Objective

2817
To promote recovery by providing high quality care and delivering
excellent outcomes
Risk Description
Positive and Safe – Failure to minimise the use of restrictive practices will
impact on patient safety and experience
Executive Lead
Gill Green, Director of Nursing and Governance
Lead Committee
Quality Governance Committee (QGC)
Updates Since Last
• New quarterly Quality Performance Report to Board to commence
Review
from July 2018, providing assurance on key measures of positive and
safe
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our
risk?
risks
GMMH Positive and Safe Group in
Internal:
operation with Safewards Trust Lead in • Positive and Safe Group monitoring and analysis of
post
overall practice, including via assurance reports from
service areas - Positive and Safe forum is a sub-group
of Physical Healthcare Committee, which is
accountable to QGC
• Findings of Positive and Safe deep dive audit
(reported to QGC and Board in March 2018) –
providing assurance on use of de-escalation, use of
seclusion, physical healthcare, patient reported
safety and use of debriefs following incidents
External:
Regular review of Datix reports
Internal:
• Assurance reports from clinical areas to Positive and
Safe Group outlining steps being taken to ensure
practice is as least restrictive as possible
External:
Clinical reviews undertaken following
Internal:
positive and safe episodes and reported • Assurance reports from clinical areas (as above), with
via Datix
improvement actions identified
External:
• Benchmarking with Mersey Care
Monitoring of episodes of prone
Internal:
restraint and recording of rationale
• Board Performance Report demonstrating use of
restraint techniques
External:
•
Provision of PMVA training
Internal:
• Uptake reported and monitored via Board
Performance Report
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External:
•
PRN (Pause, Reflect, Negotiate) Strategy
in place for medication usage

Rapid tranquilisation – agreed protocols
for out of hours implementation across
GMMH

Internal:
•
External:
•
Internal:
•
External:
•

Gaps in Controls
What additional controls should we
implement?

Gaps in Assurances
What additional assurances should we seek?

• Actions agreed at Workforce
Development Committee in Sept.
2017 to address current underperformance in PMVA training uptake
and achieve 85% compliance rate
• Improvement actions identified as an
outcome of Positive and Safe deep
dive audit

• New quarterly Quality Performance Report for Board
to commence from 25 June 2018 – providing
assurance on key measures of positive and safe
• Actions to improve PMVA training compliance – 61%
as at April 2018 compared to 85% requirement.
Scrutiny via Operational Leadership Committee (OLC)

Risk Scores
Initial
4
4
16

Consequence
Likelihood
Score

Current
3
4
12

Target/Risk Appetite
3
3
9

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Apr-18

Month
Current Score

Target Score

25

May-18

Jun-18

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
1
Implementation of actions to improve
Andrew
30.09.18
Actions agreed at
PMVA training compliance and achieve Maloney
Workforce
85% target
Development
Committee
2
Positive and safe benchmarking with
Gill Green
Ongoing
Meeting scheduled
Mersey Care
for 01.06.18
3
Implementation of improvement
Tim
Mar. 2019
Follow-up audit to
actions identified as an outcome of
McDougall,
be completed in
Positive and Safe deep dive audit
Associate
12 months’ time
Director of
Nursing and
Governance
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Risk ID.
Strategic Objective
Risk Description

2818
To promote recovery by providing high quality care and delivering
excellent outcomes
Clinical Patient Administration Systems Functionality – Failure to address
the issues identified with clinical functionality will impact on patient
safety
Ismail Hafeji, Director of Finance and IM&T
Quality Governance Committee (QGC)
• Changes to patient administration systems in progress

Executive Lead
Lead Committee
Updates Since Last
Review
Controls
What are we currently doing about this
risk?
Issues with PARIS clinical functionality
discussed and prioritised by Senior
Clinicians working with the PARIS IM&T
Team. Changes signed-off by the
Director of Finance and IM&T and
Medical Director
Working with clinicians to test planned
changes to PARIS prior to system
release

Gaps in Controls
What additional controls should we
implement?
• Implement agreed changes to PARIS
• Transition to single patient
administration system (PARIS)

Consequence
Likelihood
Score

Initial
3
4
12

Positive Assurances
Evidence that shows we are effectively managing our
risks
Internal:
• Discussion and prioritisation of issues at Senior
Clinicians meetings – reported and agreed at QGC
External:

Internal:
• Review of progress at Quality Governance
Committee meetings
External:
•
Gaps in Assurances
What additional assurances should we seek?
• Feedback from Senior Clinicians Group and PARIS
Management Forum on impact of changes
• Updates from the IM&T Strategy Group on Amigos
Risk Scores
Current
Target/Risk Appetite
3
3
3
2
9
6
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Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Apr-18

May-18

Jun-18

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
1
To seek feedback from Senior Clinicians Ismail
Ongoing
Changes in
Group and PARIS Management Forum
Hafeji and
progress –
on impact of changes to PARIS
Chris Daly
oversight provided
by Senior
Clinicians Group
2
Transition to single patient
Ismail
January
Earlier ‘Go Live’ of
administration system (PARIS)
Hafeji
2019
November 2018
under
consideration
3
To seek updates from the IM&T
Ismail
Ongoing
Strategy Group regarding the Amigos
Hafeji
system
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Risk ID.
Strategic Objective
Risk Description

Executive Lead
Lead Committee
Updates Since Last
Review

2819
To promote recovery by providing high quality care and delivering
excellent outcomes
Mental Health Act and Mental Capacity Act Compliance – Failure to
comply with the legislative framework for the care and treatment of
detained patients will impact on the Trust’s reputation and could lead to
regulatory sanctions
Gill Green, Director of Nursing and Governance
Quality Governance Committee, QGC
• Mental Health Act Report (Jan. to Dec. 2017) received by the Board in
March 2018
• MIAA audit of implementation of Mental Health Act scheduled for Q3
2018/19

Controls
What are we currently doing about this
risk?
Maintaining full MHA administration
across GMMH

Maintaining training compliance across
the organisation – actions agreed by the
Workforce Development Committee in
Sept. 2017 to address current underperformance in relation to mandatory
training (including MHA training) and
achieve required compliance rate
Changes to T2 and T3 forms in
operation from April 2018, based on
recommendations of Task and Finish
Group

Positive Assurances
Evidence that shows we are effectively managing our
risks
Internal:
• Assurance report to Board of Directors in March 2018
providing a summary of GMMH’s application of the
MHA 1983 and DoLS associated with the Mental
Capacity Act during the period Jan. to Dec. 2017
• Mental Health Act & Mental Capacity Act Compliance
Committee (MHACC) (sub-group of QGC) scrutiny of
MHA administration
External:
• CQC MHA review reports
• Finding of CQC Core Service with Well-Led Inspection
(Sept. to Dec. 2017) – staff understood their roles
and responsibilities under the MHA and MCA. Overall
Trust rating of ‘Good’
Internal:
• Monthly Board Performance Report demonstrating
training compliance – MHA Code of Practice training
compliance at 85% in April 2018 (target met)
External:
• CQC inspection outcomes
External:
Internal:
•
External:
•
Internal:
•
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Refurbished and fit for purpose tribunal
rooms in operation at Park House
completed
Gaps in Controls
What additional controls should we
implement?
• Completion of actions in GMMH
CQC action plan to respond to
requirement notice (Regulation 11 –
Need for Consent) in 2017
Inspection Report

Initial
3
5
15

Consequence
Likelihood
Score

External:
• Tribunal judges pleased with refurbishment
Gaps in Assurances
What additional assurances should we seek?
• Strengthening of reporting and assurance
arrangements to QGC and through to Board summaries of MHA review reports to commence Q3
2018/19
• Level of compliance in relation to T2, T3 and S62
forms, SOAD (Second Opinion Appointed Doctor)
requests and Section 17 leave – MIAA audit
scheduled for Q3 2018/19
Risk Scores
Current
Target/Risk Appetite
3
3
4
3
12
9

Mapping of Current Risk Score to Target Score
25

Risk Score
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5
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Dec-17
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Feb-18

Mar-18

Apr-18

May-18

Jun-18

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
1
Strengthening of MHA reporting and
Gill Green
08.03.18 Completed
assurance arrangements to QGC and
QGC
Board - annual Mental Health Act and
Mental Capacity Act Report to QGC and
26.03.18 –
Board in March 2018
Board of
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2

3
4

Completion of actions in CQC Action
Plan to respond to requirement notice
(Regulation 11 – Need for Consent) and
improve levels of compliance in relation
completion of MHA documentation,
authorisation of medication under S62
and SOAD requests
Summary of MHA review reports to
commence to QGC and Board
MIAA audit of implementation of
Mental Health Act

Chris Daly

30.06.18

Gill Green

October
2018
December
2018

Gill Green
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Risk ID.
Strategic Objective

2820
Objective 1 – Promote recovery by providing high quality care and
delivering excellent outcomes
Risk Description
Learning from Deaths – Failure to implement robust mortality governance
processes will impact on the Trust’s ability to deliver safe care and on
patient experience and outcomes
Executive Lead
Dr Chris Daly, Medical Director
Lead Committee
Quality Governance Committee
Updates Since Last
• Learning from Deaths dashboard presented to Board on a quarterly
Review
basis
• GMMH part of NHS Improvement pilot on use of Structured
Judgement Reviews (SJRs) in mental health
Controls
Positive Assurances
What are we currently doing about
Evidence that shows we are effectively managing our
this risk?
risks
Quarterly Mortality Review Group
Internal:
established, with agreed Terms of
• Minutes from Mortality Review Group and assurance
Reference, and ‘Learning from Deaths
report to QGC
Policy‘ approved and launched
• ‘Learning from Deaths’ dashboard presented to Board
of Directors on a quarterly basis
External:
• MIAA Mortality Review Baseline Assessment (Jan.
2018) - ‘Significant Assurance’ opinion
Member of GM-wide Mortality Review Internal:
Group alongside Pennine Care and
• Minutes from Mortality Review Group
North West Borough. Mortality Review
External:
Group considers emerging themes
relating to mortality and is working
•
with local authorities to implement
national Learning Disabilities Mortality
Review (LeDeR) programme
Implementation of SUI/PIR process
Internal:
• Clear identification of themes emerging in SUI and
Board report - referred to Mortality Review Group for
consideration and action
External:
• MIAA audit of systems and processes in place relating
to SUIs – Significant Assurance opinion (Oct. 2017)
• CCG attendance to review SUI processes – positive
feedback received
Drug-related deaths (SMS):
Internal:
• ‘Deep Dive’ reported to QGC in June •
2017
External:
• Data shared at national conference hosted by GMMH
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• Action plans agreed to address
findings of drug-related deaths
‘Deep Dive’ review (increased
mortality) and reduce future risk of
drug-related deaths
GMMH part of NHS Improvement pilot
on use of Structured Judgement
Reviews (SJRs) in mental health
Gaps in Controls
What additional controls should we
implement?
• Development of robust mortality
data dashboard to improve
reporting and monitoring
• Mortality Review Group to link
with Humber Trust to roll-out
training for evidence-based SJR
process in early 2018
• Work ongoing at national level
regarding terminologylanguage
used when learning from deaths
• Board development session on
learning from deaths
• Only Bolton Local Authority LeDeR
group established to date - GMMH
is a member

• Findings reviewed at GM-wide Mortality Review Group
meetings – comparative data with Pennine Care

Internal:
•
External:
•
Gaps in Assurances
What additional assurances should we seek?
• Undertake annual review of drug-related deaths to
monitor impact of agreed action plan
• New ICD10 coding UDF in PARIS – need to ensure
improved completion rates and identification of
diagnosis

Risk Scores
Consequence
Likelihood
Score

Initial
5
4
20

Current
5
3
15
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Target/Risk Appetite
5
2
10

Mapping of Current Risk Score to Target Score
25
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Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
1
Further work with NHSI and GM-wide Chris Daly
30.09.18
Ongoing
Mortality Group to define data
dashboard format
2
Undertake annual review of drugChris Daly
31.03.19
related deaths
2
Complete analysis of Salford Mortality David
31.03.18
Completed –
Review and following actions
Hughes
presented at QGC
and Mortality
Group
3
Complete review of Manchester
Chris Daly/ 30.05.18
Completed –
Engagement Team and consider in
Clare
action plan
terms of transformation
Moffatt
developed with
mechanisms for
progress reports
4
Roll-out of training for SJR (Structured Chris Daly
31.08.18
First cohort of
Judgement Review) process
clinicians trained.
Second scheduled
for Aug. 18
5
Roll-out national LeDeR programme
Chris Daly
30.09.18
Ongoing
6
Complete NHS Improvement pilot of
Chris Daly
01.10.18
Pilot commenced
use of SJR tool in mental health and
in May 2018
engage in national development
programme
7
Board development session on
Chris Daly
Feb. 2019
Provisional date
learning from deaths
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Risk ID.
Strategic Objective

2821
Objective 2 – To work with Service Users and Carers to Achieve their
Goals
Risk Description
Engagement – Failure to engage effectively with service users and carers
in Manchester will impact on the Trust’s ability to transform services for
the benefit of the wider population
Executive Lead
Deborah Partington, Director of Operations
Lead Committee
Executive Management Team
Updates Since Last
• Refresh of Service User Engagement Strategy complete – subject to
Review
Board approval
• Positive assurance received via CQC Inspection Report regarding
involvement of users and carers
• Successful recruitment of more user and carer representations to
Manchester TWGs
• Manchester co-production model being delivered via Recovery
Academy
Controls
Positive Assurances
What are we currently doing about
Evidence that shows we are effectively managing our
this risk?
risks
Leadership - Senior role established
Internal:
within the Manchester
• Regular updates/assurance provided to EMT and
Transformation Team (MTT) to lead
progress monitored through existing programme
the user and carer engagement/cogovernance structure
production work-stream and link with • Quarterly update reports to Board demonstrating
groups and meetings across the city.
progress in line with the PTIP
Senior Operational Managers
External:
identified as User Engagement Leads
• Finding of CQC Core Service with Well-led Inspection
in each of the three Manchester
(Sept. to Dec. 2017) – established systems for
localities
involving carers and service users, Manchester
transformation plans demonstrate true co-production.
Overall rating of ‘Good’
Monthly Community Engagement
Internal:
Transformation Working Group (TWG) • Service user and carer engagement in all TWGs across
established, providing oversight of
the Transformation Programme – successful
engagement and co-production
recruitment of more user and carer representation to
within the transformation
TWGs since March 2018
programme. Service Users and Carers • Evidence of attendance of Voluntary, Community and
are also engaged in all TWGs and
Social Enterprise (VCSE) sector and user
Enhanced Community Model Locality
representatives at the TWG
Groups.
External:
• Engagement activities reported monthly to
commissioners via commissioner/provider meeting
User and Carer Forums - A monthly
Internal:
Manchester User and Carer Forum
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takes place with good representation
from across services. Various other
service-based groups take place on a
regular basis.

Manchester Wellbeing Fund (MWF)
established and Wellbeing
Coordinator in post since April 2018

Gaps in Controls
What additional controls should we
implement?
• Service User Engagement Strategy
updated following Trust-wide
consultation with service users – to
be agreed by Board in June 2018
prior to launch on 26 July 2018
• Local action plans for the delivery of
Service User Engagement Strategy
are in development.
• Manchester User and Carer Forum
– Terms of Reference to be
refreshed in line with refreshed
Service User Engagement Strategy
• Further raise awareness of
Manchester Wellbeing Fund via
community engagement event

• Manchester User and Carer Forum meeting is wellattended and the agenda reflects current issues for
the Trust and service users
External:
• The circulation for the Forum is extensive and includes
all known user groups, Healthwatch, Manchester
Carers Forum and commissioners
Internal:
• Quarterly update reports to Board demonstrating
progress against Community Engagement workstream
External:
• Over 250 expressions of interest in the MWF received
from community groups (including key user groups)
since the programme launched in Oct. 2017
Gaps in Assurances
What additional assurances should we seek?
None identified

Risk Scores
Consequence
Likelihood
Score

Initial
3
5
15

Current
3
4
12
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Target/Risk Appetite
3
3
6

Mapping of Current Risk Score to Target Score
25
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Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due
Progress
Date
1
Publish/launch refreshed ‘User
Tom Woodcock,
26.0718 Subject to Board
Engagement Strategy’
Cathy Lovatt
approval in June
2018
2
Set out Manchester coClaire Watson,
31.05.18 Complete –
production model for agreement
Tom Woodcock
developed with
Manchester user
reps and being
delivered via
Recovery Academy
Operational leads for User
3
Tom Woodcock
31.08.18 In progress
Engagement to develop local
action plans to enable
implementation of refreshed
Service User Engagement Strategy
4
Refresh of Manchester User and
Tom Woodcock
31.08.18
Carer Forum Terms of Reference
5
Hold community engagement
Tom Woodcock
31.08.18
event to raise awareness of MWF
with GMMH staff and key VCSE
groups
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Risk ID.
Strategic Objective
Risk Description

Executive Lead
Lead Committee
Updates Since Last
Review

2363
Objective 3 - To engage in effective partnership working
Greater Manchester Health and Social Care Partnership (GMHSCP) –
Failure to contribute effectively to the implementation of the region’s
over-arching Sustainability and Transformation Plan (STP) and Mental
Health Strategy will impact on the Trust’s ability to best meet the needs
of its population
Neil Thwaite, Chief Executive
Board of Directors

• As reported to Board of Directors via monthly Chief Executive Briefing
• GM system-wide control total - not yet agreed
• Executive Lead updated
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our
risk?
risks
Developing profile of GMMH as ‘The
Internal:
Voice’ for MH across GM through
• GM-wide issues and meeting updates are agenda
implementation of agreed MMHSCT
item on weekly EMT (minutes)
acquisition plans and support for the
• Regular updates by Chief Executive to Board and
delivery of GM Mental Health and
Council of Governors on GM-wide issues (CEO
Wellbeing Strategy
Briefing and minutes)
• Cascading of GM-wide involvement through Senior
Leaders Forum
External:
• Supportive feedback from GMHSCP Chief Officer at
Board of Directors development session (Oct. 2017)
• Findings of CQC Core Service with Well-led Inspection
(Sept. to Dec. 2017) – strategy and plans aligned with
wider health economy and developed with external
stakeholders. Active involvement in sustainability and
transformation plans. ‘Outstanding’ for well-led.
Involvement of Chief Executive as:
Internal:
• Member of Provider Federation Board • GM-wide issues and meeting updates is weekly
and MH Programme Delivery Board
agenda item on EMT (minutes)
• Regular updates by Chief Executive to Board and
Involvement of GMMH Executive
Council of Governors on GM-wide issues (minutes)
Directors at GM-level in:
• Cascading of GM-wide involvement through Senior
• Agreed MH Programmes - i.e.
Leaders Forum
Dementia, Children and Young People External:
(CYP), Population Health and Adult
• Supportive feedback from GMHSCP Chief Officer at
Mental Health – and Adult MH
Board of Directors development session (Oct. 2017)
programme sub-groups
• GM-wide enabling programmes e.g.
Estates, IT, Workforce
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Relationships developed with GMHSCP
Chief Officer and Senior Team in the
and the GM Mayor’s Office
Gaps in Controls
What additional controls should we
implement?
Greater Manchester system control
total not yet agreed – worst case
scenario for GMMH is minimal loss

Internal:
•
External:
Gaps in Assurances
What additional assurances should we seek?
None identified

Risk Scores
Consequence
Likelihood
Score

Initial
4
4
16

Current
4
3
12

Target/Risk Appetite
3
3
9

Mapping of Current Risk Score to Target Score
25

Risk Score
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10
5
0

Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
1
Agreement of Greater Manchester
GMHSCP
30.06.18
Letter submitted
system-wide control total
to NHSI in March
2018 seeking an
alternative
approach to
setting the GM
control total.
Response awaited.
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Risk ID.
Strategic Objective
Risk Description

2822
Objective 3 - To engage in effective partnership working
Integrated Provision – Failure to contribute to the successful delivery of
local integrated care organisations (e.g. Manchester Local Care
Organisation (MLCO)) will impact on patient experience and lead to
poorer outcomes
Executive Lead
Neil Thwaite, Chief Executive
Lead Committee
Board of Directors
Updates Since Last
• Executive Lead updated
Review
• MLCO Partnering Agreement agreed in advance of ‘Go Live’ on 1 April
2018
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our
risk?
risks
Internal:
• Executive-level involvement and
influence in all four Borough/City
• Evidence of involvement and influence in meetings to
arrangements
progress all four Borough/City arrangements
(minutes)
• 3-year investment plans agreed for mental health
from 2018/19 as part of integrated working in all
areas but Trafford
External:
•
Salford ICO:
Internal:
• Agreed contract and monitoring
External:
arrangements
• Senior leadership and management
arrangements in operation
Manchester LCO:
Internal:
• Partner in MLCO development work
• Agreement reached that GMMH in
External:
scope in Year 3 (2020/21) of LCO
development as subcontractor with
no TUPE transfer of staff
• MLCO Partnering Agreement agreed
in advance of 1 April ‘Go Live’
Bolton:
Internal:
• Involved in development of Locality
External:
Plan and MH investment
• ICO entity not yet established
Trafford:
Internal:
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• Involved in development of Locality
Plan
• Director of Operations member of
Trafford Integrated Care Board
Gaps in Controls
What additional controls should we
implement?
None identified
Initial
4
4
16

Consequence
Likelihood
Score

External:

Gaps in Assurances
What additional assurances should we seek?
None identified
Risk Scores
Current
4
3
12

Target/Risk Appetite
3
3
9

Mapping of Current Risk Score to Target Score
25

Risk Score
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10
5
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Mar-18

Apr-18

May-18

Jun-18

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
1
Agreement of LCO Partnering
Neil
31.03.18
Complete
Agreement in advance of 1 April ‘Go
Thwaite
Live’ date
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Risk ID.
Strategic Objective
Risk Description

2927
Objective 4 – To invest in our environments
IM&T – Failure to deliver the PARIS system in Manchester will impact on
service delivery, patient safety and the Trust’s ability to meet reporting
requirements
Executive Lead
Ismail Hafeji, Director of Finance and IM&T
Lead Committee
Executive Management Team (EMT)
Updates Since Last
PARIS update to Board in March 2018 noting positive progress made and
Review
potential for earlier ‘Go Live’ date
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our
risk?
risks
Plans to address the risk set out in
Internal:
business case for the implementation of • PARIS business case reviewed and approved at Board
PARIS in Manchester, taking into
on 30.10.17 with investment sign-off
account lessons learned from previous
• PARIS update to Board in March 2018 noting positive
PARIS implementation
progress made and potential for earlier ‘Go Live’ date
of Nov. 2018
External:
Project governance structures
Internal:
established, including Project Board,
• Project Board monitoring of project implementation
PARIS Project Board and recruitment of
and progress – project implementation on track
PARIS trainers
External:
Gaps in Controls
Gaps in Assurances
What additional controls should we
What additional assurances should we seek?
implement?
Actions to facilitate delivery of localised
PARIS training needs, including:
• Project Implementation Officers
meeting with services to identify
training needs
• Service-based ‘PARIS Lead’ role
being established to improve local
expertise and embed good practice
• IM&T trainers being made available
to book meetings with services post
‘Go-Live’ to help resolve areaspecific issues
Risk Scores
Initial
Current
Target/Risk Appetite
Consequence
4
4
4
Likelihood
4
3
2
Score
16
12
8
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Mapping of Current Risk Score to Target Score
25
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Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
1
Actions to facilitate delivery of localised Ismail
31.01.19
In progress
training needs – as identified above
Hafeji
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Risk ID.
Strategic Objective
Risk Description

2609
Objective 4 – To invest in our environments
Capital – Failure to invest in and improve estates standards in
Manchester will impact on patient experience and quality of care
Executive Lead
Andrew Maloney, Director of HR and Corporate Affairs
Lead Committee
Executive Management Team (EMT)
Updates Since Last
• Wave 4 Capital Scheme Bid submitted for replacement of Park House
Review
• Executive Lead updated
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our
risk?
risks
Park House:
Internal:
• First phase of environmental
• Review at CIG and quarterly update to Board
improvements completed
• Completion of first phase of environmental
improvements at Park House
• Second phase under development –
Wave 4 Capital Scheme Bid for the
• Review at EMT
replacement of Park House submitted External:
to STP leaders at end of May 2018
• Representation and engagement in the NMGH
Strategy Board and Master Planning Sub-Group
Manchester capital investment
Internal:
incorporated in GMMH Capital
• Capital investment programme reviewed and
Programme 2017 - 2019
approved by Board of Directors – quarterly capital
update to Board
External:
SLA meetings being held with Host
Trusts and performance management
structure agreed

Internal:
• Reports generated demonstrating compliance in
relation to statutory testing and national auditing
requirements
External:

SLA monitoring - Evaluation of SLA
contents and performance, with
changes made to providers

Internal:
• PLACE assessments undertaken quarterly and action
plans produced
• Annual Fire Safety Assurance Statement - June 2018
Trust Board
• MIAA audit of safety and suitability of premises (Feb.
2018) – ‘Significant Assurance’ opinion
External:
Gaps in Assurances
What additional assurances should we seek?

Gaps in Controls
What additional controls should we
implement?
• 6 FACET survey reports for
Manchester properties, including

• Outcomes of 6 FACET surveys
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Premises Assurance Model, to
inform future decision-making
• Recruitment of SLA Manager
• Production of GMMH Estate
Strategy and Greater Manchester
Mental Health Estate Strategy
Risk Scores
Initial
4
4
16

Consequence
Likelihood
Score

Current
4
3
12

Target/Risk Appetite
4
2
8

Mapping of Current Risk Score to Target Score
25
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Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
1
Completion of 6 FACET surveys for
Jonathan
30.06.18
Consultant
Manchester properties
Campbell
procured. Work in
progress.
2
Recruitment of SLA Manager
Jonathan
30.06.18
In progress
Campbell
3
Production of GMMH and GM-wide
Andrew
30.09.18
In progress
Estates Strategies
Maloney
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Risk ID.
Strategic Objective
Risk Description

2732
Objective 4 – Invest in our environments
Cyber Security – susceptibility to a cyber-attack may lead to data
breaches and compromise patient safety and quality of care
Executive Lead
Ismail Hafeji, Director of Finance and IM&T
Lead Committee
Executive Management Team
Updates Since Last
• Self-assessment of compliance with eight out of ten Data Security and
Review
Protection Requirements (DSPR)
• Additional actions added in relation to NHS Digital cyber and data
security assessment and supplier accreditation
• MIAA audits of Critical Applications (emails and Datix) – ‘Significant
Assurance’ opinions
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our
risk?
risks
The following security measures are in
Internal:
place:
• Monitoring reports available on all systems and
computers accessing all resources, with alerts on
malware/ransomware accessed/threats
• Anti-ransomware software
• Managed service monitoring alerts - Cyber Chess
• Anti-virus/anti-malware systems
security maintain this service
• Third party-monitored threat
• GMMH self-assessed as compliant with eight out of
management gateway
ten new Data Security and Protection Requirements
• Updated and controlled perimeter
(DSPR) standards in May 2018 – demonstrating
devices e.g. firewalls and intrusion
organisation’s strong position in terms of cyber
detection devices
resilience
• Fully-implemented network access
External:
control, limiting access of foreign
• ISO 27001 accreditation, highlighting rigorous
devices to GMMH network
physical security, documented and updated patching
cycles/procedures
• MIAA cyber security audit (Oct. 2017) – which found
areas of good practice in relation to the design and
maturity of the technical elements of the Trust’s
cyber defence framework
• MIAA audit of Critical Applications (Emails) (reported
April 2018) – ‘Significant Assurance’ opinion
• MIAA audit of Critical Applications (Datix) (reported
April 2018) – ‘Significant Assurance’ opinion
Microsoft enterprise agreement –
Internal:
allowing newer versions of Microsoft
• Monitoring reports available to show installation
products to be installed which are less
options in place with the trust, by computer
susceptible to attacks
External:
• Enterprise agreement contract signed with Microsoft
until 2019
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Desktop hardware migration of MMH
domain completed in Dec. 2017

Gaps in Controls
What additional controls should we
implement?
None identified

Consequence
Likelihood
Score

Initial
4
4
16

Internal:
• Updated project plan confirming migration complete
• Asset reports confirming number of computers active
within the Trust and MHSC domain discontinued.
External:
• External audit of licences and hardware undertaken
to valid hardware in place at GMMH.
Gaps in Assurances
What additional assurances should we seek?
• Completion of NHS Digital on-site cyber and data
security assessment
• Ensure all suppliers of patients systems are compliant
with appropriate accreditation
• Additional external accreditation, including Cyber
Essentials, to be sought
Risk Scores
Current
Target/Risk Appetite
4
4
3
2
12
8

Mapping of Current Risk Score to Target Score
25
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Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
1
Completion of NHS Digital onsite cyber
Ismail
30.09.18
Planning in
and data security assessment
Hafeji
progress with NHS
Digital
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2

3

Ensure that all suppliers of the Trust’s
patient systems are compliant with the
appropriate accreditation
Seek Cyber Essentials accreditation

Ismail
Hafeji

31.03.19

Ismail
Hafeji

31.08.19
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Due date subject
to agreement from
NHS Digital

Risk ID.
Strategic Objective
Risk Description

1804
Objective 5 - To enable staff to reach their potential and innovate
Mandatory Training - Failure to achieve compliance with mandatory
training requirements will impact on quality of care and staff satisfaction
Executive Lead
Andrew Maloney, Director of HR and Corporate Affairs
Lead Committee
Executive Management Team (EMT)
Updates Since Last
• Assurance on training compliance and IPDR uptake – April 2018
Review
position
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our
risk?
risks
Standards across staff groups in GMMH Internal:
have now been agreed and set out in
• Reports against the standards are produced and
policy
provided to services monthly
External:
Sufficient e-learning and classroom
based provision is in place to deliver the
agreed 85% compliance level

Internal:
• All staff have access to e-learning system and
classroom-based training provision is available to be
booked onto
External:

All staff are entitled to have an annual
appraisal which enables the individual
to plan with their manager their
training need

Internal:
• Current data shows that 69% of staff received an
annual appraisal as at April 2018, representing an
improvement on the March 2018 position.
External:

Monitoring of uptake of Mandatory
training is undertaken at Board and
through the Operational Leadership
Committee. Data is reported in the
monthly performance report

Internal:
• Mandatory training uptake reported to Board on a
monthly basis
External:
• Finding of CQC Core Service with Well-Led Inspection
(Sept. to Dec. 2017) – although some areas of noncompliance with mandatory training targets, the
Trust has taken steps to ensure sufficient skilled staff
to provide care. Overall Trust rating of ‘Good’
Gaps in Assurances
What additional assurances should we seek?

Gaps in Controls
What additional controls should we
implement?
Completion of actions in GMMH CQC
action plan to address requirement
notice (Regulation 18 – Staffing) and

As at April 2018, some mandatory training areas
remain below the 85% target including Fire Safety,
PMVA, BLS and Moving and Handling. Further
assurance is required that the capacity put in place to
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recommended improvements identified
in 2017 Inspection Report

improve compliance in the classroom-based training
areas is used efficiently. To be monitored by
Operational Leadership Committee (OLC).
Risk Scores

Consequence
Likelihood
Score

Initial
3
5
15

Current
3
4
12

Target/Risk Appetite
3
3
9

Mapping of Current Risk Score to Target Score
25
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Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
1
Data on fill rate and DNA rate for the
Andrew
Ongoing
classroom-based courses to be
Maloney
monitored via OLC
2
Completion of actions identified in CQC Andrew
30.06.18
action plan to address Requirement
Maloney
Notice and recommended
improvements, and actions agreed as
part of well-led preparatory work
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Risk ID.
Strategic Objective
Risk Description

2823
Objective 5 - To enable staff to reach their potential and innovate
Cultural alignment - Failure to align the different cultures of the two
former organisations will impact upon the ability of the combined entity
to achieve its strategic goals
Executive Lead
Andrew Maloney, Director of HR and Corporate Affairs
Lead Committee
Board of Directors
Updates Since Last
• Cultural alignment actions incorporated into Workforce and
Review
Organisational Development Strategy, as approved by Board in May
2018
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our
risk?
risks
Alignment of core values has been
Internal:
completed with key stakeholders
• Core values are becoming embedded via
involved and launched at Annual
communications activity, recruitment activity and
Members Meeting
within key strategies e.g. Nursing Strategy, Research
Strategy
External:
• Picker led NHS quarterly Friends and Family Test
results (Q4 2017/18):
• % staff recommending care or treatment 72%
• % staff recommending work 64%
• Findings of CQC Core Service with Well-led Inspection
(Sept. to Dec. 2017) – staff proud to work for GMMH,
spoke highly of the culture and felt respected
supported and valued. Trust-level well-led rating of
‘Outstanding’
Senior Leadership Group –
Internal:
development activity framed around
•
the core values has taken place.
External:
Outputs have informed Trust-wide
Workforce and OD Strategy and
associated action plan
Quality Governance systems have been Internal:
reviewed and streamlined to ensure
External:
one system of reporting and feedback
• MIAA report on SUIs – significant assurance opinion
(Oct.2017)
Quality Matters visits to wards assess
Internal:
aspects of culture and report to QGC
• Reports to QGC on outcomes of walk-around visits
and agreed actions, with minutes demonstrating
review
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Freedom to Speak Up (FTSU) Guardian
role in place and developing open and
transparent routes for staff to raise
concerns

• Summary report to Board on Quality Matters with
effect from May 2018
External:
Internal:
• Data reported to Board by CEO in September 17
demonstrates increasing number of reports as role
embeds
External:
• National Benchmark data report by CQC shows
number of GMMH reported FTSU cases to be in line
with mental health average
• Findings of CQC Well-Led and Core Service Inspection
(Sept. to Dec. 2017) – open and transparent culture
in place at GMMH, staff understand the duty of
candour. Trust-level well-led rating of ‘Outstanding’
Gaps in Assurances
What additional assurances should we seek?

Gaps in Controls
What additional controls should we
implement?
Further data and objectives measures are required to
• Agree a set of measures to track
assess effectiveness of measures
performance against cultural
alignment
• Actions to promote and continue to
embed the work of the FTSU Guardian
so that all staff are able to raise
concerns – finding of CQC Core
Service with Well-led Inspection
(Sept. to Dec. 2017)
Risk Scores
Initial
Current
Target/Risk Appetite
Consequence
5
5
5
Likelihood
4
3
2
Score
20
15
10

52

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Apr-18

May-18

Jun-18

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
1
Ensure cultural alignment activity is
Andrew
21.05.18
Complete
integrated into the drafting of the
Maloney
Workforce and Organisational
Development Strategy
2
Develop a set of metrics to track
Andrew
31.07.18
In progress
progress with cultural alignment
Maloney
3
Continue to promote and embed work
Andrew
Review at
of FTSU Guardian
Maloney
30.06.18
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Risk ID.
Strategic Objective

2572
Objective 6 - To achieve sustainable financial strength and be wellgoverned
Risk Description
Agency Expenditure - Failure to reduce the Trust’s reliance on agency
workers will impact on the Trust’s financial performance and NHS
Improvement risk ratings
Executive Lead
Andrew Maloney, Director of HR and Corporate Affairs
Lead Committee
Executive Management Team (EMT)
Updates Since Last
• Business case proposal regarding partnership with NHS Professionals
Review
to be considered at Board in June 2018
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our
risk?
risks
Agency action plan agreed and
Internal:
monitored via monthly executive
• Reports and data reviewed at monthly meeting to
review meeting
check progress with services
External:
Actions agreed to seek alternatives to
agency are being progressed including
the establishment of an internal
medical bank
Actions agreed to improve the time to
hire performance
All agency workers procured through
Framework agreement and via internal
escalation process

Gaps in Controls
What additional controls should we
implement?
Strategic influence on supply and
targeted action on retention.
Consider partnering with external
provider e.g. NHS Professionals to
improve bank fill rate

Consequence
Likelihood
Score

Initial
4
5
20

Internal:
• Increase in use of internal locums has led to a
reduction in medical agency expenditure
External:
Internal:
• Data monitored monthly with services and HR staff
External:
Internal:
• Price cap breaches continue to reduce across services
(from circa 130 per week in August 17 to circa 70 per
week at end May 2018)
External:
Gaps in Assurances
What additional assurances should we seek?
• MIAA Bank and Agency Review in 2016/17 – ‘Limited
Assurance’ report. Bank and agency system review
identified some weaknesses particularly associated
with bank shift administration. Actions agreed to
address. Follow up undertaken by MIAA – 1 of 9
agreed actions remains partially implemented.
Risk Scores
Current
Target/Risk Appetite
4
4
4
3
16
12
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Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
1
Workforce Strategy to address strategic Andrew
21.05.18
Complete
actions required to influence supply
Maloney
and retention
2
Completion of 4 outstanding actions
Andrew
30.06.18
3 actions
complete. 1
following MIAA Bank and Agency
Maloney
outstanding action
Review in 2016/17
relates to the
Trust’s Temporary
Resourcing
Policy. Policy has
been reviewed but
not yet finalised
due to options
being explored
with NHS
Professionals.
3
Proposal for NHS Professionals to run
Andrew
30.06.18
In progress –
administration of bank and agency
Maloney
business case
being considered
developed for
review by Board of
Directors on
25.06.18
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Risk ID.
Strategic Objective

2876
Objective 6 - To achieve sustainable financial strength and be wellgoverned
Risk Description
Out of Area Placements (OAPs) – Failure to manage expenditure on OAPs
will impact on the Trust’s financial position in 2018/19
Executive Lead
Ismail Hafeji, Director of Finance and IM&T
Lead Committee
Executive Management Team (EMT)
Updates Since Last
• Current risk score unchanged – financial plan for 2018/19 will be
Review
delivered through use of strategic reserves and commissioner support
• Agreement with commissioners for 2018/19 financial support for OAPs
outstanding
• Additional actions in terms of Home Group step-down pilot and
provision of additional male capacity at Maryfield Court
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our
risk?
risks
Commissioner support agreed for
Internal:
2017/18 and action taken to offset
• OAPs performance reported in Board Performance
projected OAPs over-expenditure in
Report and Finance Report
2017/18 with a non-recurrent
• Positive financial position (surplus) delivered at
contribution from strategic reserves
2017/18 year-end
External:
Transformation Working Group (TWG)
Internal:
established to implement Enhanced
• Quarterly MMHSC acquisition updates to Board
Community Services redesign and
demonstrating TWG progress in line with PTIP
reduce reliance on OAPs
External:
Use of additional ‘in-house’ bed
Internal:
capacity (MacColl Ward and Griffin
• OAPs monitoring report to EMT demonstrating use of
Ward) and private sector capacity as
additional bed capacity
interim solution
• MacColl and Griffin Wards being fully used for
Manchester service users
External:
Gaps in Controls
Gaps in Assurances
What additional controls should we
What additional assurances should we seek?
implement?
•
• Agreement with commissioners
regarding ongoing financial support
(2018/19 onwards) via contract
meetings
• Implementation of Enhanced
Community Mental Health Model
(ECM) for Manchester
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• Pilot of 8-bedded step-down model in
partnership with Home Group to
increase patient flow on acute wards
• Agreement of risk share agreement
with Bolton, Salford and Trafford
commissioners for provision of
additional capacity at Maryfield
Court, Whalley Range to reduce OAPs
Risk Scores
Consequence
Likelihood
Score

Initial
4
5
20

Current
4
4
16

Target/Risk Appetite
4
3
12

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
1
Agreement of ongoing financial support Ismail
31.07.18
In progress
from commissioners for 2018/19
Hafeji
onwards to be sought
2
Implementation of Enhanced
Deborah
31.12.18
On plan
Community Mental Health Model for
Partington
Manchester (ECM)
3
Pilot of step-down scheme in
Deborah
31.07.18
ilot to commence
partnership with Home Group
Partington
in July 2018
4
Provision of additional male capacity at Deborah
31.07.18
Discussions in
Maryfield Court to reduce OAPs
Partington
progress with
commissioners
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Risk ID.
Strategic Objective
Risk Description

Executive Lead
Lead Committee
Updates Since Last
Review

2189
Objective 6 - To achieve sustainable financial strength and be wellgoverned
Acquisition of MMHSC – Failure to deliver the agreed Post-Transaction
Implementation Plan (PTIP) will have an adverse impact on operational,
financial and clinical performance and the Trust’s reputation.
Neil Thwaite, Chief Executive
Board of Directors

• As per quarterly update reports to Board – positive progress with
clinical and corporate work-streams as at Q4
• MIAA ‘Significant Assurance’ opinion on PTIP
• Evaluation of corporate work-streams outcomes and benefits in
progress
• Executive Lead updated
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our
risk?
risks
Establishment of governance structures Internal:
mechanisms, including:
• Quarterly update reports to Board demonstrating
progress with MMHSCT acquisition in line with PTIP:
• Oversight by Executive Management
Team
• six out of eight clinical work-streams rated ‘Green’
in terms of progress at Q4 2017/18
• Steering Groups – Clinical
Transformation and Transition and
• 96% of tasks in corporate work-streams achieved
Integration
at Q4 2017/18 – outstanding 4% transferred to
‘Business as Usual’
• Clinical Transformation Working
Groups
• Corporate restructuring achieved to timescale
• CIPs on management costs over-achieved in advance
of 2018/19
External:
• Positive feedback received from NHSI in postacquisition monitoring meeting (July 17)
• MIAA ‘Significant Assurance’ report (April 2018) –
demonstrating robust systems and processes in place
to assess the delivery of the PTIP, implications of
achieving key milestones and benefits realisation
Establishment of relationships with
Internal:
external stakeholders:
• Regular communication/updates to NHSI and
Commissioners in relation to financial plans
• Monthly meetings with Manchester
Commissioners
• Regular updates to Manchester OSC
External:
• Developing GM-wide approaches to delivery in MH
liaison, Core 24 RAID and perinatal MH
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Gaps in Controls
What additional controls should we
implement?
None identified

• Finding of CQC Core Service with Well-led Inspection
(Sept. 2017 to Dec. 2017) – strategy developed with
external stakeholders. ‘Outstanding’ for well-led
Gaps in Assurances
What additional assurances should we seek?
• Corporate work-streams – evaluation of benefits and
outcomes to be completed
Risk Scores

Consequence
Likelihood
Score

Initial
4
5
20

Current
4
4
16

Target/Risk Appetite
3
4
12

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
1
MIAA audit of PTIP systems and
Ismail
27.04.18
Complete –
processes scheduled in 2017/18 audit
Hafeji
Report to
‘Significant
plan
Audit
Assurance’ opinion
Committee
2
Evaluation of benefits and outcomes to Mary Lee
24.09.18 –
In progress
be completed by corporate work
Report to
stream leads
Board
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Risk ID.
Strategic Objective

2611
Objective 6 - To achieve sustainable financial strength and be wellgoverned
Risk Description
Financial Sustainability – Failure to deliver the Trust’s financial plans will
impact on the Trust’s ratings and long-term sustainability and its ability
to deliver quality improvements
Executive Lead
Ismail Hafeji, Director of Finance and IM&T
Lead Committee
Board of Directors
Updates Since Last
• As per monthly Finance Reports to Board of Directors – NHSI Single
Review
Oversight Framework Use of Resources metric planned as a score of ‘2’
• Current risk score increased to reflect start of new financial year
• Multi-lateral contracts signed off for 2018/19
• Board self-certification on compliance with condition CoS7 (Availability
of Resources) of NHS Provider Licence in May 2018
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our
risk?
risks
Transitional funding agreed with
Internal:
commissioners for Manchester
• Quarterly report to Board of Directors on progress
with MMHSCT acquisition/PTIP demonstrating
performance in line with plan
External:
• Independent Auditors opinion on MMHSCT
acquisition
Board monitoring and oversight of
Internal:
financial performance - financial
• Monthly finance reports to Board demonstrating
performance reported in Board Finance
year to date performance against plan
Report

Multilateral contracts agreed with
commissioners for 2018/19 and
majority of FYFV investment plans
agreed

External:
• NHSI Oversight and Quality Review meetings – no
significant concerns raised
• Finding of CQC Core Service with Well-led Inspection
(Sept. to Dec. 2017) – Trust managing to maintain a
strong financial position following the quick
acquisition of a failing Trust. ‘Outstanding’ rating for
well-led.
Internal:
• Contract sign-off provides assurance that funding in
place
• Board self-certification on compliance with condition
CoS7 (Availability of Resources) of NHS Provider
Licence in May 2018
External:
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Gaps in Controls
What additional controls should we
implement?
• As per Risk ID 2606 (Expenditure on
OAPs)
• Agreement on outstanding FYFV
investment plans

Consequence
Likelihood
Score

Initial
5
5
25

Gaps in Assurances
What additional assurances should we seek?
• New format monthly Finance Report to Board from
June 2018
• New quarterly, strategic Finance Update to Board
from July 2018 – providing a forecast year-end
position and overview of finance risks to enable
enhanced monitoring
Risk Scores
Current
Target/Risk Appetite
4
4
4
2
16
8

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
1
As per Risk ID 2606 (Expenditure on
OAPs)
2
Contracts agreed with commissioners
Mary Lee
31.03.18
Complete
for 2018/19
3
New format monthly Finance Report to Ismail
25.06.18
Complete – new
Board
Hafeji
format report
received by Board
in June 2018
4
Quarterly, strategic Finance Update to
Ismail
30.07.18
In progress
commence to Board
Hafeji
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5

Agreement on outstanding FYFV
investment plans

Ismail
Hafeji
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Ongoing

In progress – part
of contract
performance
discussions with
commissioners

Risk ID.
Strategic Objective
Risk Description

Executive Lead
Lead Committee
Updates Since Last
Review

2875
Objective 6 - To achieve sustainable financial strength and be wellgoverned
Future Commissioning Arrangements – The move towards integrated
commissioning arrangements and pooled budgets, and the devolution of
specialised commissioning to a Greater Manchester level, may impact on
the resources available to the Trust.
Neil Thwaite, Chief Executive
Board of Directors

Agreement of FYFV investment plans – not yet fully confirmed
Prime Provider Model for medium secure – New Care Models (NCM)
approach being piloted in GM in 2018/19 with GMMH as Lead
Provider
• Executive Lead updated
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our
risk?
risks
CCG/LA level:
Internal:
•
• FYFV investment plans not fully
confirmed
External:
• FYFV investment plans agreed with commissioners in
Bolton, Salford and Manchester for 2018/19
Specialised Commissioning level:
Internal:
• Proactive involvement in Greater
External:
Manchester-wide work on CAMHS
• NHS England New Care Models Team supportive of
and Perinatal MH
pilot with £100k non-recurrent investment awarded
for 2018/19
• GMMH contribution to mental health
sub-group of GM Specialised
Commissioning Oversight Group
(SCOG)
• New Care Models (NCM) approach for
medium secure services being piloted
across GM in 2018/19 with GMMH as
Lead Provider
Gaps in Controls
Gaps in Assurances
What additional controls should we
What additional assurances should we seek?
implement?
•
•

• Contract sign off with Trafford
Commissioners – need to conclude
negotiations, recognising implications
of potential lack of investment in
Trafford
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• Greater Manchester Transformation
Fund – recurrent implications not
clear beyond 2020/21
Risk Scores
Initial
4
4
16

Consequence
Likelihood
Score

Current
4
3
12

Target/Risk Appetite
3
3
9

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Apr-18

May-18

Jun-18

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
1
Conclude negotiations with Trafford
Mary Lee
30.06.18
Negotiations in
and sign-off contract
progress
2
Completion of Prime Provider business
Mary Lee
28.02.18
Complete – NCM
case
approach being
piloted in GM in
2018/19
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Risk ID.
Strategic Objective
Risk Description

3131
Objective 6 – To achieve sustainable financial strength and be wellgoverned
General Data Protection Regulation (GDPR) – Failure to comply with the
requirements of the new GDPR will lead to reputational damage and
could result in the organisation incurring financial penalties
Ismail Hafeji, Director of Finance and IM&T
Board of Directors
• No updates – new risk

Executive Lead
Lead Committee
Updates Since Last
Review
Controls
What are we currently doing about this
risk?
Maintenance of existing high standards
of information governance in terms of
management structures and
responsibilities, confidentiality and data
protection and information security

Awareness raising amongst staff across
the organisation of GDPR, for example
via Messenger, splash-screens and
emails
Implementation of actions to address
identified gaps in compliance with new
regulation
Gaps in Controls
What additional controls should we
implement?
• Development and implementation
of comprehensive action plan to
address gaps in compliance with
GDPR as identified by MIAA and
through self-review

Positive Assurances
Evidence that shows we are effectively managing our
risks
Internal:
• Compliance with Information Governance Toolkit
2017/18 – overall score of 82%, which is graded
‘Satisfactory’ (‘Green’)
• GMMH self-assessment of ‘Fully Implemented’ (i.e.
approved plan in place to achieve compliance with
GDPR) as part of May 2018 review against the new
Data Security and Protection Requirements 2017/18
External:
• MIAA baseline assessment of organisational
readiness for GDPR – number of areas of good
practice and compliance identified. Of the 94 Key
Lines of Enquiry (KLOEs), only six rated as ‘Red’ (‘High
Priority’)
Internal:
•
External:
•
Internal:
•
External:
•
Gaps in Assurances
What additional assurances should we seek?
• Update on GDPR compliance and action plan to be
brought to Board of Directors in June 2018
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Risk Scores
Initial
5
4
20

Consequence
Likelihood
Score

Current
4
3
12

Target/Risk Appetite
5
2
10

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Jun-18

Jul-18

Aug-18

Sep-18

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk
score
No.
Action
Owner(s)
Due Date
Progress
1
Development of comprehensive action Ismail
May 2018
Briefing to Audit
plan to address gaps in compliance with Hafeji
Committee update
GDPR
in April 2018 and
further update to
Board in June 2018
2
Implementation of action plan to
Ismail
30.04.19
address gaps in compliance with GDPR
Hafeji
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2017/18 Self-Certification on Compliance with the NHS Provider Licence Governance
Conditions
Monday 25 June 2018
12
Andrew Maloney, Director of HR and Corporate Affairs
Kim Saville, Company Secretary
NHS foundation trusts are required to self-certify their compliance with three key
conditions of the NHS Provider Licence after year-end. In May 2018, the Board of
Directors reviewed the requirements of Conditions G6 and CoS7 of the Provider
Licence and confirmed compliance with each. This paper outlines the requirements
of the third condition, Condition FT4 (NHS Foundation Trust Governance
Arrangements), and proposes a range of supporting evidence to enable the Trust’s
self-certification.

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
1

LEGAL IMPLICATIONS:

REGULATORY
IMPLICATIONS (CQC/NHSI):

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
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:

x

Approval/Decision

x

•

Review the requirements of Condition FT4 of the Provider Licence and
confirm compliance with all key statements

•

Review the Trust’s approach to training of governors and confirm
compliance

2

2017/18 Self-Certification on Compliance with the NHS Provider Licence Governance Condition

1.

Introduction

1.1

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

1.2

In May 2018, the Board of Directors reviewed the requirements of Conditions G6
(Compliance with Licence Conditions) and CoS7 (Availability of Resources) of the Provider
Licence and confirmed compliance with the requirements of each. The Board of Directors
are now asked to self-certify against Condition FT4 (NHS Foundation Trust Governance
Arrangements). This paper outlines the requirements of Condition FT4 and proposes a range
of supporting evidence to enable self-certification. Alongside this, the Board is also asked to
self-certify on training of governors i.e. whether governors have received enough training
and guidance to enable them to carry out their role.

1.3

NHS Improvement (NHSI) require self-certification under Condition FT4(8) to be completed
by 30 June 2018. Providers are no longer required to submit self-certifications to NHSI.
Instead, from July 2018, NHSI will contact a select number of NHS foundation trusts to seek
evidence of self-certification.

2.

Condition FT4 – NHS Foundation Trust Governance Arrangements

2.1

The following table (Table 1) outlines the requirements of Condition FT4. To self-certify, the
Board are invited to confirm compliance, or otherwise, as at the date of the Board’s review
and for the future financial year (2018/19). A proposed response to each requirement
(‘confirmed’/’not confirmed’) is set out in Table 1, along with any identified risks and
mitigating actions. A summary of the evidence to support the proposed responses is
provided in Appendix 1.

2.2

In undertaking their review, the Board of Directors are required to take into account the
views of governors. These views have been sought via the Trusts’ Lead Governor and
confirmation has been received that the governors consider the Trust to be compliant with
condition FT4.
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Table 1 – Proposed Self-Certification Response
Key Statement

Response

Risks and Mitigating Actions

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

Confirmed

None identified

Confirmed

None identified

Confirmed

None identified

Confirmed

None identified

a) Effective Board and committee structures
b) Clear responsibilities for its Board, for committees
reporting to the Board and for staff reporting to the
Board and those committees; and
c) Clear reporting lines and accountabilities throughout
the organisation
4. The Board is satisfied that the Trust effectively
implements systems and/or processes:
a) To ensure compliance with the Licensee’s duty to
operate efficiently, economically and effectively;
b) For timely and effective scrutiny and oversight by the
Board of the Licensee’s operations;
c) To ensure compliance with health care standards
binding on the Licensee including but not restricted to
standards specified by the Secretary of State, the Care
Quality Commission, the NHS Commissioning Board
(now NHS England) and statutory regulators of health
care professions;
d) For effective financial decision-making, management
and control (including but not restricted to
appropriate systems and/or processes to ensure the
Licensee’s ability to continue as a going concern);
e) To obtain and disseminate accurate, comprehensive,
timely and up to date information for Board and
Committee decision-making;
f) To identify and manage (including but not restricted
to manage through forward plans) material risks to
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Key Statement
compliance with the Conditions of its Licence;
g) To generate and monitor delivery of business plans
(including any changes to such plans) and to receive
internal and where appropriate external assurance on
such plans and their delivery; and
h) To ensure compliance with all applicable legal
requirements.
5. The Board is satisfied that the systems and/or
processes referred to in paragraph 4 (above) should
include but not be restricted to systems and/or
processes to ensure:
a) That there is sufficient capability at Board level to
provide effective organisational leadership on the
quality of care provided;
b) That the Board’s planning and decision-making
processes take timely and appropriate account of
quality of care considerations;
c) The collection of accurate, comprehensive, timely and
up to date information on quality of care;
d) That the Board receives and takes into account
accurate, comprehensive, timely and up to date
information on quality of care;
e) That the Trust, including its Board, actively engages
on quality of care with patients, staff and other
relevant stakeholders and takes into account as
appropriate views and information from these
sources; and
f) That there is clear accountability for quality of care
throughout the Trust including but not restricted to
systems and/or processes for escalating and resolving
quality issues including escalating them to the Board
where appropriate.
6. The Board is satisfied that there are systems to
ensure that the Trust has in place personnel on the
Board, reporting to the Board and within the rest of
the organisation who are sufficient in number and
appropriately qualified to ensure compliance with the
conditions of its NHS provider licence.

Response

Risks and Mitigating Actions

Confirmed

None identified

Confirmed

The following are identified as
risks on the current Trust’s
Board Assurance Framework:
• Risk ID 2814 (Future
Workforce Supply) –
controls include monitoring
of time to hire performance
and targeted recruitment
activity. New Workforce
5

Key Statement

Response

Risks and Mitigating Actions
Strategy – approved by the
Board of Directors in May
2018 - also identifies actions
required to influence future
supply and retention.
• Risk ID 2877 (Agency Usage)
– controls include operation
of monthly Executive Review
Group (Bank and Agency),
which scrutinises agency
usage, workforce
management and
procurement processes.
• Risk ID 2252 (Safe Staffing
(Bed-Based Services)) –
controls include operation
of safe staffing reporting
procedure, proactive
recruitment and forward
planning by services, and
proactive monitoring of
bank and agency usage (as
per Risk ID 2877).
• Risk ID 1804 (Mandatory
Training) – controls include
sufficient e-learning and
classroom-based provision,
agreement of learning
standards with monthly
reports on compliance and
monitoring of training
uptake at Board-level and
through the Operational
Leadership Committee.

3.

Training of Governors

3.1

The Board is required to self-certify that, during the financial year most recently ended
(2017/18), it has provided the necessary training to its Governors as required under s151(5)
of the Health and Social Care Act. This is to ensure that governors are equipped with the
skills and knowledge needed to undertake their role.
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3.2

During 2017/18, the Chair, other members of the Board of Directors, the Head of Corporate
Affairs and Company Secretary have continued to support governors to deliver their role.
Key development activities have included:
•

•

•

•

•

•

Induction training for new governors facilitated by UK Engage – covering the structure
and business of the NHS, the role of governors and their key duties, public
accountability and local ownership, mechanisms for holding the Trust Board to account,
and confidence in making challenges
A series of governor development sessions facilitated by Executive Directors focused on
finance, performance, service and business development, future strategy and
workforce strategy
A series of governor development sessions facilitated by Non-Executive Directors
focused on the role of the Audit Committee, Quality Governance Committee and
Charitable Funds Committee and the role of the designated Non-Executive Director in
relation to Associate Hospital Managers
Regular Chief Executive, Executive Director and Associate Director briefings to
governors – for example on performance, the management of serious untoward
incidents and lessons learned, the role of the Freedom to Speak Up Guardian, the
Trust’s Care Quality Commission inspection outcomes, progress with the Manchester
transformation programme, and the draft Operational Plan 2018/19 to 2019/20
Briefings from external partners – for example from the Greater Manchester Health and
Social Care Partnership on the Greater Manchester Mental Health Strategy and
associated investment plan
Continued access to external training and networking opportunities for governors,
including those facilitated by NHS Providers – GovernWell. The Lead Governor has
taken up a number of these opportunities during 2017/18 and shared his experience
and learning with the wider Council of Governors.

3.3

The Lead Governor, taking into account the views of other governors, has confirmed the
Trust’s compliance with the Health and Social Care Act with regard to training of governors.

3.4

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

4.

Recommendations

4.1

The Board of Directors are asked to:
•
•

Review the requirements of Condition FT4 of the Provider Licence and confirm
compliance with all key statements
Review the Trust’s approach to training of governors and confirm compliance
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Appendix 1 – Evidence to Support Self-Certification on Compliance with the NHS Provider Licence Governance Condition
To Note: A number of the items of evidence identified cut across the key statements. Evidence list is not exhaustive.
Key Statement

Evidence

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

• Achievement of overall ‘Good’ rating following CQC core service with well-led inspection (Sept. to Dec. 2017) and
‘Outstanding’ rating for well-led. Agreement and commencement of implementation of action plan to respond to
requirement notices and recommendations for improvement. Quality Governance Committee (QGC) and
Sustainability Group oversight of CQC action plan.
• Review of governance arrangements, including Standing Financial Instructions, Scheme of Reservation and
Delegation and Committee Terms of Reference, completed following the acquisition of Manchester Mental Health
and Social Care NHS Trust (MMHSCT) to ensure the requirements of the enlarged entity are met.
• Annual Governance Statement (part of Annual Report) – reviewed and approved by Audit Committee and Board of
Directors in May 2018.
• External audit opinion on Annual Report and Accounts 2017/18 (including the Quality Account) – unqualified audit
opinion on the financial statements and ‘Clean’ opinions with regard to use of resources, the content of the Quality
Account and the Quality Account indicators
• Director of (Internal) Audit opinion of ‘substantial assurance’ on the overall adequacy and effectiveness of the
Trust’s risk management, control and governance processes in 2017/18. Opinion demonstrates that there is a good
system of internal control designed to meet the organisation’s objectives and that controls are generally being
applied consistently.
• Content and structure of Board Assurance Framework (BAF) reviewed and strengthened by the Board during
2017/18 to better align the identified risks with the focus of Board attention, clarify ownership of risks and enable
increased transparency and assurance.
• Quarterly update and review of Board Assurance Framework (BAF) by Board of Directors. Board review is preceded
by Lead Committee review (Quality Governance Committee or Executive Management Team) of designated risks.
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Key Statement

Evidence
• Positive Internal Audit review of Board Assurance Framework during 2017/18, finding the BAF to be structured to
meet NHS requirements, visibly used by the Board and that the content demonstrates connectivity with the Board
agenda and external environment.
• Review and continued operation of the ‘Risk Management Framework’, which is consistent with best practice and
Department of Health guidance and provides a clear, structured and systematic approach to risk management
• Risk management training provided for all new starters and Trust-wide training needs analysis identifies risk
management training requirements for specific staff groups (appropriate to grade, role and location).
• Annual programme of internal audit – reflective of the risks identified on the Board Assurance Framework and
agreed and overseen by Audit Committee.
• Annual clinical audit programme overseen by NIAG (NICE Implementation and Audit Group) – NIAG is a sub-group
of the Quality Governance Committee.
• Compliance with the requirements of the Information Governance Toolkit, as reported in the Quality Account.
• Mechanisms in place for enabling sharing of lessons learned and review of Serious Untoward Incidents (SUIs).
• Board of Directors review of monthly Board Performance Report, including performance against regulatory and
contractual KPIs and compliance with mandatory training. Content, structure and frequency of Board reports
reviewed in 2017/18 with an agreed new reporting approach (regulatory, quality and finance) introduced from June
2018.
• Robust annual business planning process, including quality impact assessment of CIPs and involvement of key
stakeholders, and associated development of annual Operational Plan.
• Division of responsibility, and relationship between, Board of Directors and Council of Governors (as described in
Annual Report).
• Rigorous and transparent process for new Chief Executive recruitment – process involved governors as per best
practice guidance, a structured discussion with service users and carers and sought the views of an independent
external advisor.
• Positive, transparent and proactive relationships with key stakeholders enabling accountability – community
engagement identified as a key work-stream in Manchester services transformation.
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Key Statement

Evidence

2. The Board has regard to
such guidance on good
corporate governance as
may be issued by NHS
Improvement from time to
time.

• Range of mechanisms for service user and carer involvement and engagement – devolved structure overseen by
CAREHub. Service user and carer governors are members of CAREHub.
• As per Statement 1 above.
• Principles of the NHS Foundation Trust Code of Governance (revised July 2014) applied, with ‘comply or explain’
disclosures provided in the GMMH Annual Report 2017/18. The Trust is compliant with all of the Code’s provisions
except for provision B.1.2 (at least half of the Board, excluding the chairperson, should comprise non-executive
directors determined by the Board to be independent) and provision D.1.1 (performance-related pay for executive
directors). With regard to provision B.1.2, the Trust’s constitution provides for parity between executive and nonexecutive directors (including the Chair), with the Chair having a casting vote. Provision D.1.1 is not applicable as
our remuneration policy does not include any performance related pay elements.

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

• Board of Directors meetings focus on strategy and policy, operational performance, governance and quality, and HR
and organisational development.
• Review of Terms of Reference for Board committees following the acquisition of MMHSCT to ensure the
requirements of the enlarged entity are met.
• Governance map outlining lines of accountability and communication throughout the organisation (‘ward to
Board’).
• Audit Committee and Quality Governance Committee annual self-assessment process (review of effectiveness).
Scope of Audit Committee effectiveness review extended in 2017/18 to include a review session facilitated by
Mersey Internal Audit (MIAA). Outcomes of review session have informed Audit Committee objectives for 2018/19.
• Monthly evaluation of Board meetings focused on the Board pack, agenda, preparedness of Board members,
opportunity to ask questions and challenge, and use of time. Evaluation outcomes reviewed on a monthly basis
with dedicated time set aside in December 2017 to agree improvement actions.
• Board effectiveness survey completed in July 2017 – survey and feedback session facilitated by KPMG. Outcomes
informed the Board development and Board work programme for 2017/18.
• Board of Directors development programme implemented during 2017/18 – including focus on external context,
Board effectiveness, risk management and Board assurance, CQC inspection preparation, future strategy and
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Key Statement

Evidence
•
•
•
•
•
•
•

4. The Board is satisfied that
the Trust effectively
implements systems and/or
processes:
a) To ensure compliance with
the Licensee’s duty to
operate efficiently,
economically and
effectively;
b) For timely and effective
scrutiny and oversight by

•
•
•
•
•

•
•
•

workforce strategy.
Executive and Non-Executive Director annual appraisal process (including agreement of objectives and personal
development plans).
Board of Directors, Quality Governance Committee and Audit Committee annual work plans.
Minutes of Board committees reviewed and ratified at next Board of Directors’ meeting. Ratified minutes also
shared with Council of Governors, in addition to feedback on Part 2 items.
Committee Chair’s Report on Audit Committee and Quality Governance Committee meetings shared with next
Board of Directors meeting to enable more focused and timely feedback.
Division of responsibility, and relationship between, Board of Directors and Council of Governors.
Approval of Annual Governance Statement and wider Annual Report (also see Statement 1).
Conclusion of restructure of corporate services and senior clinical management functions to meet the needs of the
enlarged organisation.
Attendance of Lead Governors, and other governors, at public Board of Directors meetings.
‘Clean’ external audit opinion on use of resources for 2017/18
Internal and external audit annual plan – review of completed audits by Audit Committee with assurances secured,
on behalf of the Board, with regard to any recommendations made.
Audit Committee receipt of technical updates relating to the health sector from KPMG (external auditors) and other
relevant briefings from Mersey Internal Audit Agency.
In addition to the above, executive director (and other senior manager) awareness of any new/changes to
regulatory and legal requirements and associated, timely briefings/action plans to Board of Directors and Board
committees
Regular meeting of Board of Directors and Board committees, enabling timely reporting and sharing of information.
Ongoing interaction between executive and non-executive directors, the Company Secretary and Associate
Directors in-between Board and Board committee meetings to ensure agendas address emerging issues.
Monthly Performance Reports to Board of Directors including performance against national and local targets, other
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Key Statement
the Board of the Licensee’s
operations;
c) To ensure compliance with
health care standards
binding on the Licensee
including but not restricted
to standards specified by the
Secretary of State, the Care
Quality Commission, the
NHS Commissioning Board
(now NHS England) and
statutory regulators of
health care professions;
d) For effective financial
decision-making,
management and control
(including but not restricted
to appropriate systems
and/or processes to ensure
the Licensee’s ability to
continue as a going
concern);
e) To obtain and disseminate
accurate, comprehensive,
timely and up to date
information for Board and

Evidence

•
•
•
•

•
•
•
•
•
•

•

regulatory requirements, workforce and governance indicators, and patient and staff feedback (i.e. Friends and
Family Test). New reporting approach being introduced in 2018/19 taking into account feedback received from
Board members.
Agreed Performance Management Framework, setting out arrangements for performance monitoring and
reporting from ‘ward to Board’.
Monthly Finance Reports to Board of Directors and Board review of monthly returns to NHS Improvement. Any
feedback received from NHSI shared at next Board of Directors’ meeting.
Annual ‘Going Concern’ review (March 2018 Board of Directors meeting) – Board of Directors authorised the
completion of the accounts on a ‘Going Concern’ basis.
Robust annual business planning process, including quality impact assessment of CIPs and involvement of key
stakeholders (e.g. Council of Governors), and associated development of annual Operational Plan and longer-term
Strategic Plan.
Business plans support delivery of strategic objectives and Board agendas and Board Assurance Framework are also
linked to strategic objectives.
Business cases to support delivery of business plans reviewed and approved by Board of Directors.
Regular (quarterly) updates to Board of Directors on progress with Manchester transformation.
Board of Directors’ review and approval of Capital Investment Programme – quarterly updates provided on
progress.
Board of Directors’ review and, as required, approval of a range of reports relating to strategy and performance,
operational performance, governance and quality, and HR and organisational development
Quarterly review of Board Assurance Framework (BAF), informed by work of Audit Committee, Executive
Management Committee, Risk Management Committee and local risk registers. See Statement 1 regarding activity
to strengthen Board Assurance Framework during 2017/18. Board Assurance Framework sets out the current key
risks to achievement of the Trust’s strategic objectives and any gaps in controls and assurances on which the Board
relies.
Annual briefing to Board (June 2018) on contract sign-off and future performance requirements.
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Key Statement
f)

g)

h)

5.

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

Evidence
• Non-executive director scrutiny and oversight.
• Board-approved Quality Account and associated quality improvement priorities for 2018/19 – quarterly reports on
progress to Quality Governance Committee with monthly position included in Board Performance Report.
• Board development activities – see Statement 3 above.
• Local anti-fraud service in place with reports on progress against annual work-plan and any ad hoc anti-fraud work
received by Audit Committee.

• Recruitment of new Chief Executive with effect from April 2018. Candidate fulfils agreed role requirements and
appointment criteria.
• Executive job descriptions – clearly defined remits/responsibilities.
• Director appraisal process - including objective-setting and personal development planning.
• Board of Directors development activities.
• Non-Executive Director service visits – programme of monthly visits in operation with effect from October 2017.
Non-Executive Director feedback shared with managers with recommendations/required actions overseen by the
Director of Operations.
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Key Statement

Evidence

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

• Board of Directors annual appraisal process (including agreement of objectives and personal development plans)
• Fit and Proper Persons Declarations – Board of Directors annual self-assessment completed in March 2018.
• Access to training and other development opportunities offered by, for example, Mersey Internal Audit, KPMG,
AQUA, NHS Providers, NHS Improvement and the Kings’ Fund
• Board register of interests.
• Pre-employment checks.
• Board-approved Quality Account and associated quality improvement priorities – quarterly reports on progress to
Quality Governance Committee with monthly position included in Board Performance Report.
• External audit opinion on Quality Account.
• Board review and, as required, approval of a range of reports relating to quality. Annual report on quality
governance and quality improvement received by the Board in January 2018. New quarterly quality report to be
introduced for the Board of Directors from June 2018.
• Board Performance Report
• Complaints Annual Report to Quality Governance Committee.
• CQC action plan reviewed by the Board of Directors in May 2018, following sign-off by the Executive Management
Team and submission to the CQC, Future oversight of action plan to be provided by the Quality Governance
Committee and Sustainability Group.
• Continuation of application of Quality Matters framework during 2017/18, which aims to provide enhanced ward or
team, and Board-level, assurance that services are safe, effective and positively experienced by service users.
Service walk-arounds are a key element of the framework
• Monthly service presentations to Board of Directors with quality focus.
• Regular attendance of Executive and Non-Executive Directors at Council of Governor meetings – enabling the views
of members and the wider public, as represented by governors, to be heard.
• Annual Board reports on patient and staff survey outcomes and associated action plans.
• Annual clinical audit programme overseen by NIAG (NICE Implementation and Audit Group) – sub-group of Quality
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Key Statement

Evidence

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

Governance Committee.
• Executive Director engagement with external stakeholders e.g. via Greater Manchester Health and Social Care
Partnership governance arrangements, Joint Executive Steering Group with commissioners, Health and Wellbeing
Boards and schedules of contract monitoring meetings.

• Changes agreed to Executive Director portfolios post-acquisition took effect from 1 April 2017. Further changes to
Executive Director portfolios in operation from April 2018 following the appointment of an existing Executive
Director as the organisation’s new Chief Executive.
• Restructure of corporate services and senior clinical management completed following the acquisition of MMHSCT
to align with the needs of the new organisation and improve efficiency.
• As per Statement 5 above i.e. pre-employment checks, Fit and Proper Persons self-assessments, appraisals and
personal development plans, recommendations from Remuneration and Terms of Service Committee and
Nominations Committee.
• Medical and nursing revalidation processes.
• Guardians of Safe Working – quarterly report on safe working hours (doctors in training) to Board of Directors with
effect from May 2017.
• HR policies and procedures – reflecting legislative and regulatory requirements and best practice.
• Future workforce supply identified as an extreme risk (ID 2814) on the Board Assurance Framework – current
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Key Statement

Evidence

•

•

•
•
•

controls include monitoring of time to hire performance and targeted recruitment activity. New Workforce Strategy
in development, which will identify actions required to influence supply and retention, taking into account learning
from the Trust’s engagement in the NHS Improvement retention collaborative.
Agency usage identified as a high risk (ID 2877) on Board Assurance Framework – controls include operation of
monthly Executive Review Group (Bank and Agency), which scrutinises agency usage, workforce management and
procurement processes.
Safe staffing (bed-based services) identified as a high risk (ID 2252) on Board Assurance Framework – controls
include operation of safe staffing reporting procedure, proactive recruitment and forward planning by services, and
proactive monitoring of bank and agency usage (as per Risk ID 2877).
Rigorous and transparent recruitment processes.
Comprehensive local and Trust induction programme.
Mandatory training programme – agreed system of controls in place to improve mandatory training compliance as
set out in BAF (Risk ID 1804). Controls include sufficient e-learning and classroom-based provision, agreement of
learning standards with monthly reports on compliance, and monitoring of training uptake at Board-level and
through Operational Leadership Committee.
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Board of Directors – Part 1
TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Slavery and Human Trafficking Policy Statement – Annual Review
Monday 25 June 2018
13
Andrew Maloney, Director of HR and Corporate Affairs
Nicky Littler, Associate Director of HR
Kim Saville, Company Secretary
Maureen Gallacher, Head of Procurement

REPORT SUMMARY:

In June 2016, the Board of Directors reviewed and approved the organisation’s first
‘Slavery and Human Trafficking Policy Statement’, which had been prepared in
accordance with the requirements of the UK Modern Slavery Act (2015). The
statement is subject to annual review and an updated statement for 2018 is
attached. The statement has been reviewed by the Trust’s Company Secretary,
Associate Director of HR, Head of Procurement and Head of Adult and Child
Safeguarding during May 2018. All have confirmed the continuation of the due
diligence activities outlined in Section 4 of the Statement. The overview of the
organisational structure has been updated in line with the Annual Report 2017/18.

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
14 June 2018
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
1

Executive Management Team
LEGAL IMPLICATIONS:
REGULATORY
IMPLICATIONS (CQC/NHSI):

Compliance with the requirements of the UK Modern Slavery Act (2015)
None identified

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

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

Assurance

RECOMMENDATIONS:

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

x

Approval/Decision

x

2

Slavery and Human Trafficking Policy Statement
This statement is made pursuant to section 54(1) of the Modern Slavery Act 2015 and constitutes our
slavery and human trafficking statement for the financial year ending 31 March 2018.
1.

Introduction

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

2.

Organisational Structure

The Trust delivers a range of integrated mental health and social care services to a population of over
1.2 million people in Bolton, Salford, Trafford and the City of Manchester. We provide 875 inpatient
beds in total. Within this, our adult and later life inpatient bed numbers, which include psychiatric
intensive care, stand at 451. These services are provided on the following hospital sites:
•
•
•
•
•

Royal Bolton Hospital
Meadowbrook Unit at Salford Royal Hospital
Moorside Unit at Trafford General Hospital
Park House at North Manchester General Hospital
Laureate House at Wythenshawe Hospital

Rehabilitation and recovery services are provided at Bramley Street, Copeland Ward and Braeburn
House in Salford, at Anson Road and Acacia Ward in Manchester, and at Honeysuckle Lodge in Bolton.
Our community services are wide-ranging and focused on supporting people to maintain their mental
health and stay out of hospital. They include crisis care, home-based treatment, early intervention in
psychosis services, IAPT (Improving Access to Psychological Therapies) services, community
rehabilitation services, memory clinics and health and wellbeing services.
We also provide a range of more specialist, or tertiary, services across Greater Manchester, the North
West of England and beyond. These include substance misuse services (inpatient and communitybased), forensic mental health services for adults and adolescents, child and adolescent mental health
services, mental health and deafness services, health and justice services (in 11 prisons and 2 secure
children’s homes), community psychological therapies and perinatal (‘mother and baby’) mental
health services.

We employ over 4,850 members of staff who deliver services from over 140 locations. In a 12-month
period, we see in the region of 53,000 services users.
Our supply chains enable the procurement of a wide range of goods and services on behalf of our
clients and service users.

3.

Our Policy on Slavery and Human Trafficking

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

4.

Due Diligence

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

•

•
•
•
•

•

•

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

5.

Training

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

6.

Board of Directors’ Approval

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

Neil Thwaite
Chief Executive
Date: 25 June 2018

Rupert Nichols
Chair
Date: 25 June 2018
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TITLE OF REPORT:
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AGENDA ITEM:
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Fire Safety Annual Board Statement – 2017/18
Monday 25 June 2018
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Andrew Maloney, Director of HR and Corporate Affairs
Bill Davies, Fire Safety Adviser

REPORT SUMMARY:

The Annual Statement of Fire Safety 2017/18 provides assurance to the Board that:
•

For the period 1st April 2017 to 31st March 2018, all premises which the
organisation owns, occupies or manages, have fire risk assessments that comply
with the Regulatory Reform (Fire Safety) Order 2005, and:

•

The organisation has developed a programme of work to eliminate or reduce as
low as reasonably practicable the significant fire risks identified by the fire risk
assessment, (Details of these risk and the actions to address them are attached
as an annex) and:

•

The organisation achieves compliance with the Department of Health Fire
Safety Policy, contained within HTM 05-01.

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

x

REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
Quality Governance Committee
Charitable Funds Committee
1

Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
LEGAL IMPLICATIONS:

Assurance relates to compliance with Regulatory Reform (Fire Safety) Order
2005

REGULATORY
IMPLICATIONS (CQC/NHSI):

Compliance with the Department of Health Fire Safety Policy, contained within
HTM 05-01.

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:

Board members are asked to note the assurance.

x

Approval/Decision

2

Fire Safety Annual Board Statement 2017-18

Fire Safety Annual Board Statement 2017 -18
The DoH in December 2012 wrote to all Chief Executives of NHS organisations and advised them
that pending the outcome of the Fundamental Review of Data Returns the requirement to submit
the Annual Statement of Fire Safety Management had been suspended. It was recommended that in
future years a similar statement should be completed and kept locally by each NHS organisation as
a recorded assurance document, with information being included in the NHS organisation’s annual
report.
NHS Organisation:

Greater Manchester Mental Health Foundation Trust

I confirm that for the period 1st April 2017 to 31st March 2018, all premises which the organisation
owns, occupies or manages, have fire risk assessments that comply with the Regulatory Reform
(Fire Safety) Order 2005, and (please tick the appropriate boxes):
1

There are no significant risks arising from the fire risk assessments.

OR
2

The organisation has developed a programme of work to eliminate or reduce
as low as reasonably practicable the significant fire risks identified by the fire
risk assessment.
Significant outstanding fire risks:
Risk ID: 1710
Risk: Upgrade fire alarm system to L1 standard in Edenfield Main building
Action Progress: Topscan to carry out building survey after which risk
assessment to be carried out to determine level of compliance
Risk from 2016-17 report; update
Risk ID: 1948
Risk: replace electro-mechanical
Gardener Unit
Action Progress: Risk closed.



door locks with electro-magnetic type in

Risk ID: 1949
Risk; Maintenance of fire doors in Gardener Unit to ensure compliance with
BS 476
Action Progress: Risk closed
OR
3

The organisation has identified significant fire risks, but does NOT have a
programme of work to mitigate those significant fire risks.*

*Where a programme to mitigate significant risks HAS NOT been developed, please insert the date
by which such a programme will be available, taking account of the degree of risk.
Date: N/a
Page | 1

Fire Safety Annual Board Statement 2017-18

4

5

AND
6

During the period covered by this statement, has the organisation been
subject to any enforcement action by the Fire & Rescue Authority? (Delete as
appropriate)
If Yes - Please outline details of the enforcement action in Annex A – Part 1.

NO

Does the organisation have any unresolved enforcement action pre-dating this
Statement? (Delete as appropriate)
If Yes Please outline details of unresolved enforcement action in Annex A –
Part 2.

NO

The organisation achieves compliance with the Department of Health Fire
Safety Policy, contained within HTM 05-01, by the application of Firecode or
some other suitable method.

YES

ERIC data return
Number of fires recorded as required by HTM 05-01:
as defined in Section 12 Reporting and Audit of
Managing
healthcare
fire
safety.
https://www.gov.uk/government/publications/managi
ng-healthcare-fire-safety.

33

Number of false alarms that were dealt with by the
organisation without the fire and rescue service
being called out.

219

Number of fire alarms that were attended by the fire
and rescue service, but which the cause was a false
alarm.

47

Number of deaths of patients, visitors and staff
resulting from fire(s).

0

Number of patients,
resulting from fire(s).

injured

1

Number of patients injured during evacuations,
caused by fires or false alarms.

0

visitors and

staff

Head of Fire Safety

Bill Davies

Contact details:

E-mail: bill.davies@gmmh.nhs.uk
Telephone: 0161 358 1584
Mobile:07786704917
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Chief Executive
Signature
Executive:

of

Neil Thwaite
Chief

Date:
Completed statement to be retained for future audit
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ANNEX A
Part 1 – Outline details of any enforcement action during the past 12 months and the action
taken or intended by the organisation. Include, where possible, an indication of the cost to
comply.
None

Part 2 – Outline details of any enforcement action unresolved from previous years, including
the original date, and the action the organisation has taken so far. Include any outstanding
proposed action needed. Include an indication of the cost incurred so far and, where possible,
an indication of costs to fully comply.
None

NHS Organisation: Greater Manchester Mental Health NHS Foundation Trust
Date: 21st May 2018
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General Data Protection Regulation (GDPR) Update
Monday 25 June 2018
15
Ismail Hafeji, Director of Finance
Grace Birch, Associate Director of IM&T

REPORT SUMMARY:

The report provides an update on the new General Data Protection Regulations that
came into force with effect from 25th May 2018. It identifies key changes that
organisations must comply with, and the progress that has been made by GMMH
towards full compliance.

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
5.02.18
Quality Governance Committee
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
31.1.18 and 25.4.18

1

LEGAL IMPLICATIONS:

GMMH must comply with GDPR requirements. Whilst the requirements came
into effect from 25th May 2018, it is acceptable to have an action plan to deliver
any outstanding actions.

REGULATORY
IMPLICATIONS (CQC/NHSI):

The Office of the Information Commissioner will take oversight of compliance.

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

Yes

If ‘yes’:
DATIX ID
3131

Strategic Objective
Description (as per BAF)
Objective 6 – To achieve General Data Protection Regulation (GDPR) – Failure to
sustainable financial strength comply with the requirements of the new GDPR will lead to
and be well-governed
reputational damage and could result in the organisation
incurring financial penalties

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

Assurance

RECOMMENDATIONS:

The Board is asked to note:
• the content of this report
• the progress that has been made against the action plan for full compliance

X

Approval/Decision

2

General Data Protection Regulation (GDPR) Update
1.0

Introduction

General Data Protection Regulation (GDPR) came into force with effect from 25th May 2018. This was
in addition to a new Data Protection Act 2018 becoming law during May 2018. Many of the GDPR’s
main concepts and principles are much the same as those in the Data Protection Act 1998. As an
organisation, GMMH takes compliance with Information Governance legislation very seriously which
enabled an excellent starting point to build from.
The GDPR does introduce some new requirements and some enhancements to previous Information
Governance requirements, which require us to do some things differently, or for the first time.
Key changes that should be noted as part of the GDPR are:
•
•

•
•
•
•
•
•

2.0

The appointment of a Data Protection Officer
An increase in the maximum fines that can be levied on organisations by the Information
Commissioners Office for data breaches, going to a maximum of 4% of turnover or 20 million
euros, whichever is the greater figure, depending on the severity of the breach
No longer an ability for organisations to charge for subject access requests
Shorter timescales for completion of subject access requests
An ability for patients to have more control over who uses their data and how it is shared
The recognition of children rights
Ensuring that all data flows of personal data are clearly identified and that there is a legal basis
for each flow of data
Data breaches must be reported to the ICO within 72 hours of identification

Activities to Date

GMMH engaged Mersey Internal Audit to carry out a review of organisation readiness for GDPR. This
review was conducted at the beginning of March 2018. The output from this audit resulted in a
detailed understanding of where the organisation was already GDPR compliant, in addition to
focussing on areas that needed further work and attention.
Following receipt of this report, an action plan has been developed and shared through the GMMH
Audit Committee, to provide assurance that actions are in hand for complete compliance with GDPR.
This is an approach that is consistent with other NHS organisations and is supported by the ICO
(Information Commissioners Office).

3.0

GDPR Domain Compliance

Compliance with GDPR is split into 12 domains, with each domain containing a number of key
indicators. When MIAA carried out its review of readiness in March 2018, the organisation was rated
as red (not in place) for one domain, green (in place) for one domain, one domain was not applicable
and the remaining 9 domains were amber (work in progress).
The following table shows this in detail:

Domain
1. Awareness
2. Information you hold
3. Communicating privacy info
4. Individuals' rights
5. Subject Access Requests
6. Legal basis for processing
7. Consent
8. Children
9. Data breach
10. Protection by design
11. Data Protection Officers
12. International - N/A

Score
1.7
1.6
1.5
1.0
0.8
1.1
1.2
1.0
1.5
2.2
1.6
N/A

Since the audit, good progress has been made in working towards achieving compliance with the full
GDPR requirements. This includes:
•
•
•
•
•
•
•
•
•
•

Confirmation of Data Protection Officer role
A suite of communications has been issued across the organisation, informing staff of the
changes and new requirements
Production of a revised privacy notice, published on the website
Guidance issued for staff
A new guide has been produced for patients detailing “Your information and how we use it”
Data flows have been identified and mapped, to understand the legal basis for the data flow
New role has been created to lead on the co-ordination of subject access requests
Contract wording is being adjusted to comply with GDPR
A record is now recorded of all SIRO, Caldicott Guardian and DPO decisions
Actions have been taken to ensure that data breaches are reported to the ICO within the new
timescales

It is likely to be the end of the 2018/19 financial year before full compliance will be achieved. This will
enable the organisation to achieve compliance with the annual Information Governance submission.
4.0

Conclusion

Good progress is being made to ensure GMMH achieves full compliance with the GDPR standards. The
Information Governance Steering Group is maintaining oversight of the delivery of the action plan,
and will escalate any concerns to the Executive Management Team.

Grace Birch
Associate Director of IM&T
June 2018
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Notice of Motion – Amendment to the Quorum for a Meeting of the Board of
Directors
Monday 25 June 2018
16
Rupert Nichols, Chair
Kim Saville, Company Secretary
The Board of Directors is asked to consider a motion proposed by Rupert Nichols,
Chair, to amend the quorum for a meeting of the Board of Directors to ‘seven
directors including not less than two Executive Directors and not less than two NonExecutive Directors’.

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
LEGAL IMPLICATIONS:

None identified

REGULATORY
IMPLICATIONS (CQC/NHSI):

None identified
1

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

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

Assurance

Approval/Decision

RECOMMENDATIONS:

The Board of Directors are asked to consider the content of this motion and vote to
accept the proposed amendment to the quorum for a meeting of the Board

x

2

Notice of Motion – Amendment to the Quorum for a Meeting of the Board of Directors
1.

Summary

1.1 The Board of Directors is asked to consider a motion proposed by Rupert Nichols, Chair, in respect
of the quorum for a meeting of the Board of Directors.
2.

Background/Information

2.1 Paragraph 4.14.1 of the ‘Standing Orders for the Practice and Procedure of the Board of Directors’
(as approved in October 2016) establishes a quorum for a meeting of the Board of Directors as
‘seven directors including not less than two Executive Directors (one of whom must be the Chief
Executive or Deputy Chief Executive) and not less than two Non-Executive Directors (one of whom
must be the Chair or the Vice-Chair of the Board of Directors’.
2.2 Prior to April 2018, Neil Thwaite fulfilled the role of Deputy Chief Executive and, as such, the
planned or unplanned absence of the Chief Executive at a Board of Directors meeting did not
affect the ability of the Board to conduct its business. In his new role of Chief Executive since April
2018, Neil Thwaite has taken the decision to not initially nominate an Executive Director to be
Deputy Chief Executive. (It is planned that the Deputy role will be established in 2019/20.) In the
absence of a Deputy Chief Executive, the current quorum is more difficult to achieve.
2.3 To ensure the viability of future Board meetings, it is proposed that the quorum for a meeting of
the Board of Directors is amended as follows:
‘Seven directors including not less than two Executive Directors and not less than two NonExecutive Directors’.
2.4 As per the Board’s ‘Standing Orders’, any amendment to the Standing Orders must be in
accordance with the Constitution and requires at least two thirds of the Directors to be present
when the motion is considered and no fewer than half of the total number of Non-Executive
Directors voting to approve the amendment.

1

3.

Recommendation

3.1 It is recommended that the Board of Directors consider the content of this motion and vote to
accept the proposed amendments to the quorum for a meeting of the Board.

2
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Medical Appraisal and Revalidation 2017/18
Monday 25 June 2018
17
Dr Chris Daly, Medical Director
Dr Margaret Campbell & Joanne Smith

EXECUTIVE SUMMARY:

The paper will summarise key themes within the Trusts appraisal programme in
order to provide evidence of our compliance with national obligations. The Board is
asked to confirm the Trust is compliant with The Medical Profession (Responsible
Officers) regulations 2010 (amended 2013) by signing the accompanying Statement
of Compliance (Appendix 1).

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

N/A
As described in the executive summary. Purpose of paper is to establish the
Responsible Officer is acting in accordance with The Medical Profession regulations
2010 (amended 2013) and the GMC (Licence to Practise and Revalidation)
Regulations 2012.

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

X

No

If ‘yes’:
DATIX ID

RECOMMENDATIONS:

Strategic Objective

Description (as per BAF)

The Board is asked to confirm the Trust is compliant with The Medical Profession
(Responsible Officers) regulations 2010 (amended 2013) by signing the
accompanying Statement of Compliance (Appendix 1).

Executive summary
1.1

The purpose of this report is to provide assurance to the Board that the
arrangements for Medical Appraisal and Revalidation have been operating
effectively for the appraisal year (April 2017 – March 2018).

1.2

In 2017/18, 94.3% of doctors with a prescribed connection to Greater Manchester
Mental Health Trust (GMMH) had a completed appraisal which is an increase from
the previous year of 93%. The national average for rates of completed appraisal
over the same period have not yet been published, however the previous year was
91.3%.

1.3

Revalidation recommendations to the General Medical Council (GMC) were all
carried out in a timely manner. In total 19 recommendations were made, 17 were
recommended for revalidation and there were 2 requests for a deferral due to
insufficient evidence.

Purpose of the Paper
2.1

This is the annual report to the Trust Board on the development and operation of
systems to support the appraisal and revalidation of medical staff. The format of
the report follows the Annual Board Report Template provided by NHS England.
The report is intended to provide assurance that appraisal systems are robust,
support revalidation and are operating effectively. The report forms part of the
statutory duties of the Responsible Officer (RO).

2.2

Revalidation is a key component of a range of measures designed to improve the
quality of care for patients. It is the process by which the General Medical Council
confirms the continuation of doctors’ licences to practice in the UK. It provides
assurance to patients and the public, employers and other healthcare
professionals that licensed doctors are up to date and fit to practice.

Background
3.1

Medical Revalidation was launched in 2012 to strengthen the way that doctors are
regulated, with the aim of improving the quality of care provided to patients,
improving patient safety and increasing public trust and confidence in the medical
system.

3.2

Provider organisations have a statutory duty to support their Responsible Officers
in discharging their duties under the Responsible Officer Regulations 1 and it is
expected that provider boards will oversee compliance by:
•

monitoring the frequency and quality of medical appraisals in their
organisations;

•

checking there are effective systems in place for monitoring the conduct and

1

The Medical Profession (Responsible Officers) Regulations, 2010 as amended in 2013’ and ‘The
General Medical Council (Licence to Practise and Revalidation) Regulations Order of Council 2012’
1

performance of their doctors;
•

confirming that feedback from patients is sought periodically so that their views
can inform the appraisal and revalidation process for their doctors; and

•

ensuring appropriate pre-employment background checks (including preengagement for Locums) are carried out to ensure that medical practitioners
have qualifications and experience appropriate to the work performed.

Governance Arrangements
4.1

The Board has appointed a Responsible Officer (RO) who is responsible for the
delivery of the arrangements needed to support revalidation. Arrangements,
including monitoring completion of appraisals and validation of the list of doctors
with a prescribed connection to the Trust, are overseen by the Appraisal and
Revalidation Lead.

4.2

There is a process established for responding to concerns about any licensed
medical practitioners fitness to practice; A quarterly concerns meeting is Chaired
by the RO with the Medical Director, Associate Director of HR and the Appraisal &
Revalidation (A&R) Lead which is a governance mechanism, ensuring that
information concerning the performance and management of doctors is shared
between the attendees. This group supports the role of the Responsible Officer.
The Trust has a pool of individuals who have successfully completed case
investigator and case manager training.

4.3. The Responsible Officer meets with the Trusts GMC Liaison Officer following each
concerns meeting. The scheduling of the meetings ensures the most current and
relevant information is exchanged between the GMC and the Trust.

Medical Appraisal
5.1

An accurate record of all licensed medical practitioners with a prescribed
connection to GMMH is monitored on a regular basis and at 31 March 2018, 176
doctors had a prescribed connection to GMMH. Of this group, 166 (94.3%) had a
completed appraisal during the appraisal year which is an increase from the
previous year. There were a total of 10 doctors who did not have a medical
appraisal during 2017/18 due to 2 doctors being on maternity leave, 1 doctors on
a break from training and 7 doctors being on long term sickness absence and so
were unable to be appraised during the year.

2

Table 1 summary of completed appraisals by doctor type for appraisal cycle 2017/18.

134

103

21

Approved
incomplete
or missed
appraisal
8

42

37

5

2

0

44

176

140

26

10

0

176

Number of Completed Completed
prescribed appraisal appraisal
(1b)
connections
(1a)
Consultants
Staff Grades,
Speciality
Doctors
Total

Unapproved
incomplete
or missed

Total

0

132

Table 2 breakdown of approved incomplete or missed appraisals

Doctor factors (total)

Number

Maternity leave during the majority of the ‘appraisal due window’

2

Sickness absence during the majority of the ‘appraisal due window’

7

Prolonged leave during the majority of the ‘appraisal due window’

0

Suspension during the majority of the ‘appraisal due window’

0

New starter within 3 month of appraisal due date

0

New starter more than 3 months from appraisal due date

0

Postponed due to incomplete portfolio/insufficient supporting
information

0

Appraisal outputs not signed off by doctor within 28 days

26

Lack of time of doctor

0

Lack of engagement of doctor

0

Other doctor factors

1

(describe)

5.2.

The Trust appraisal team comprises 43 Medical Appraisers which is sufficient for
the number of prescribed connections all of which have received specialist training
on joining the appraisal team and then regular top-up training. Update/Refresher
session was delivered to all Trust Appraisers in in the first half the appraisal year
2017/18. A quality assurance process is followed which includes at least one
appraisal output summary for each medical appraiser, the outcome is then fed
back to the appraiser to be included in their own appraisal portfolio as part of their
full scope of practice.
3

5.3

The Appraisal & Revalidation Lead regularly attends Regional Appraisal Lead
Network meetings.

5.4

Each Appraiser carried out between 3 and 4 appraisals in 2017/18 which is in line
with GMMH appraisal policy. All appraisals were carried out using the Medical
Appraisal Form (MAG) which is an interactive PDF document through which the
portfolio is evidenced and organised. Training on using the MAG is delivered to
all new doctors to the Trust.

5.5

All appraisal outputs following the appraisal meeting are reviewed by the A&R
Lead. If any are found to be incomplete or contain breaches of patient
confidentiality the doctor and the appraiser are informed and remedial action
undertaken.

5.6

The A&R Lead ensures corporate information regarding complaints, SUI’s,
concerns and investigations (if any) are referenced within the output summaries.

5.5

An appraisal feedback form that doctors complete after their appraisal meeting
was sent to all doctors on receipt of their signed off appraisal summary during the
2017-18 appraisal year. Approximately 40% return rate was received and this is
something to work on during the current appraisal year. This feedback is
presented to the RO and used to inform the appraisers during the update sessions.
Should an appraiser receive poor feedback this is reported to the RO and
managed by the A&R Lead with development plans as necessary.

5.6

An audit of completed appraisals reviewed 25% of appraisals carried out in
2017/18 (a total of 43) at least one per appraiser. A numerical score is applied to
determine the quality of the output. The data is then calibrated to ensure
consistency. Appraisers are provided with copies of the audit scores and proforma for feedback, reflection and learning.

5.7

Appraisal dates are regularly monitored to ensure appraisals are not repeatedly
moved or postponed. The RO will be notified if there are persistent problems with
the scheduling and /or rescheduling of appraisals. Non-engagement concerns are
escalated to the RO.

Revalidation Recommendations
6.1

Nineteen recommendations were made to the GMC during the reporting period.
All recommendations were made on time and 17 were positive recommendations
with the remaining 2 requests to defer due to insufficient evidence. One doctor
was on maternity leave and the other doctor was new to the Trust.
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Table 3 breakdown on recommendations to the GMC
16-17

No// recommendations
No// deferrals
No// non engagements

6.2

Dec-13

13-14

14-15

15-16

10
0
0

24
1
0

40
3
0

23
4
0

GMMH
MMSCH
1
2
0

GMW
9
2
0

(1st Jan
17)
2
0
0

17-18

17
2
0

Deferrals can only be made in exceptional circumstances and the doctor must
demonstrate they are engaged in local appraisal programme, but are unable to
provide sufficient evidence with which to satisfy the requirements of the Good
Medical Practice framework.

Serious Untoward Incidents (SUIs)
7.1

SUI data is provided annually to each doctor to assist in the appraisal process
and for discussion in the appraisal. The appraiser is also provided with a copy of
the data to ensure the information is reviewed and reflected upon.

7.2

Complaints are provided annually with an expectation these will be included in the
portfolio and reflected upon. In the event that no SUI/ complaint data is available
a letter from the A&R Lead is sent the doctor and appraiser to confirm this.

7.3

The A&R Lead informs the appraiser of any specific areas of concern or
information that should be addressed at appraisal such as complaints,
investigations, engagement concerns and SUI’s.

7.4

Assurance is sought from doctors who practice outside of GMMH, with
information relating to concerns and fitness to practice shared between
organisations.

7.5

The A&R Lead and RO attend training and networking events to share learning
and best practice. The A&R Lead will review all guidance, policies and
amendments from the GMC, NHS England and the Royal College of
Psychiatrists to ensure the Trust policies are calibrated.

7.6

Every revalidation submission is screened by the A&R Lead to ensure the
necessary supporting evidence is present. The A&R Lead will ask the Medical
Staffing team at point of submission to review the doctor’s personnel file for any
issues of concern. The findings of which are submitted along with the doctors
outputs to the RO for review.

7.7

The Trust upholds the standards of sharing information between organisations.

Governance - Responding to Concerns and Remediation
8.1

The RO, Medical Director, Medical Staffing Manager, Associate Director for HR
and A&R Lead meet quarterly to discuss and share information relating to doctors
5

with concerns, under investigation and formally managed health problems. This is
a formal and confidential forum where issues and action plans are discussed and
information for the purposes of appraisal and revalidation is noted.
8.2

The RO meets with the GMC Liaison Officer assigned to the Trust on a quarterly
basis.

8.3

The Trust has a pool of individuals who have successfully completed case
investigator and case manager training to conduct performance investigations.

Recruitment and Pre-employment checks
9.1

A systematic process for ensuring all appointments have the correct qualifications
and suitable references is established. The medical staffing team overseen by the
Medical Staffing Manager maintain standards by completing a series of nationally,
regionally and locally required checks before any confirmed offer is made. A
mechanism of exchanging information between the medical staffing team and the
A&R Lead has been agreed. The medical staffing team provide monthly reports to
the A&R Lead relating to starters and leavers. This information is then used to
update GMC connect and internal databases with any new or lost prescribed
connections.

Peer Review
10.1 The Responsible Officer Regulations describe the statutory responsibilities of
designated bodies and their responsible officers. The peer review process is
intended to support responsible officers and their teams in meeting these
responsibilities in line with the Framework of Quality Assurance (FQA) core
standards specifically to provide designated bodies with a model of invited peer
review.
10.2 GMMH is undertaking a peer review with three other mental health trusts in the
region over the next few years. GMMH will be the first to be reviewed later this
year. The primary aim of this peer review process is to provide a developmental
and learning opportunity for the RO and the A&R Lead providing a review of
policies and an appraisal of our revalidation system. It is anticipated that a review
conducted by peers will allow sharing of best practice to move towards a consistent
and ‘tried and tested’ model of an overarching recommendation process.

Recommendations
•

To accept the contents of the report

•

The Board is asked to confirm the Trust is compliant with The Medical Profession
(Responsible Officers) regulations 2010 (amended 2013) by signing the
accompanying Statement of Compliance (appendix 1).

Joanne Smith
April 2018
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Appendix 1 – Statement of Compliance
Designated Body Statement of Compliance
The board of Greater Manchester Mental Health NHS Trust has carried out and submitted
an annual organisational audit (AOA) of its compliance with The Medical Profession
(Responsible Officers) Regulations 2010 (as amended in 2013) and can confirm that:
1. A licensed medical practitioner with appropriate training and suitable capacity has
been nominated or appointed as a responsible officer;
Comments: Yes
2. An accurate record of all licensed medical practitioners with a prescribed
connection to the designated body is maintained;
Comments: Yes
3. There are sufficient numbers of trained appraisers to carry out annual medical
appraisals for all licensed medical practitioners;
Comments: Yes
4. Medical appraisers participate in ongoing performance review and training /
development activities, to include peer review and calibration of professional
judgements (Quality Assurance of Medical Appraisers or equivalent);
Comments: Yes
5. All licensed medical practitioners 2 either have an annual appraisal in keeping with
GMC requirements (MAG or equivalent) or, where this does not occur, there is full
understanding of the reasons why and suitable action taken;
Comments: Yes
6. There are effective systems in place for monitoring the conduct and performance
of all licensed medical practitioners1, which includes [but is not limited to]
monitoring: in-house training, clinical outcomes data, significant events,
complaints, and feedback from patients and colleagues, ensuring that information
about these is provided for doctors to include at their appraisal;
Comments: Yes
7. There is a process established for responding to concerns about any licensed
medical practitioners1 fitness to practise;
Comments: Yes

2

Doctors with a prescribed connection to the designated body on the date of reporting.
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8. There is a process for obtaining and sharing information of note about any licensed
medical practitioners’ fitness to practise between this organisation’s responsible
officer and other responsible officers (or persons with appropriate governance
responsibility) in other places where licensed medical practitioners work;
Comments: Yes
9. The appropriate pre-employment background checks (including pre-engagement
for Locums) are carried out to ensure that all licenced medical practitioners3 have
qualifications and experience appropriate to the work performed; and
Comments: Yes
10. A development plan is in place that addresses any identified weaknesses or gaps
in compliance to the regulations.
Comments: Yes

Signed on behalf of the designated body
Name: _ _ _ _ _ _ _ _ _ _ _

Signed: _ _ _ _ _ _ _ _ _ _

[Chief executive or chairman a board member]
Date: _ _ _ _ _ _ _ _ _ _

3

Doctors with a prescribed connection to the designated body on the date of reporting.
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2018
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18
Andrea Knott, Non-Executive Director and Audit Committee Chair
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The Board of Directors are asked to note the Committee Chair’s Assurance Report
on the Audit Committee meeting held on 21 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
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Date:
Audit Committee
Quality Governance Committee
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
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1
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DATIX ID

Strategic Objective

Description (as per BAF)
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The Board of Directors are asked to receive and note the Committee Chair’s
Assurance Report on the meeting held 21 May 2018

x

Assurance

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

25 June 2018

Date of Committee Meeting:

21 May 2018

Committee Chair:

Andrea Knott, Non-Executive Director

Date of Assurance Report:

22 May 2018

Date of Next Committee Meeting: 02 July 2018

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:
-

-

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:
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 :
-

RISK ON BAF?

-

-

-

4. Other Items for the Board’s Attention:

Annual Report and Accounts 2017/18 – The Audit Committee received the draft ISA 260 Audit Highlights
Memorandum 2017/18, Long Form Audit Report and Management Representation Letters on the financial
statements and Quality Account. The Trust has been issued with an unqualified audit opinion on the financial
statements and ‘Clean’ opinions with regard to use of resources, the content of the Quality Account and the
Quality Account indicators. The Committee noted a number of minor post-audit changes to the Annual
Report and Accounts and, taking into account the audit opinion, recommended their approval to the Board
of Directors.

1

Anti-Fraud – The Committee received a report on the anti-fraud work undertaken at GMMH during 2017/18
and considered an MIAA benchmarking review of criminal investigations across the NHS. It was agreed that
the Committee would receive more detailed updates on anti-fraud investigations going forward.

2

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 10 May 2018 (Ratified)
• Committee Chair’s Report on the Meeting held 14 June 2018
Monday 25 June 2018
19.01 – 19.02
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 10 May 2018 and the Committee Chair’s
Report on the meeting held on 14 June 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
14/06/2018
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 10 May 2018
(Ratified)
Committee Chair’s Report on the meeting held 14 June 2018
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Minutes of the Quality Governance Committee
Thursday 10 May 2018
9.30am until 12noon
Meeting Room 1 & 2, First Floor, The Curve
Present
Chair

In attendance

Kathy Doran
Gill Green
Andrew Maloney
Neil Thwaite
Dr Alice Seabourne
Dr Chris Daly
Dr Andrew Haddock
Dr Josanne Holloway
Dr Sodi Mann
Dr David Hughes
Julie Jarman
Stephanie Kennedy
Tim McDougall
Julie Bodnarec
Damien Longson

Non-Executive Director
Director of Nursing and Governance
Director of HR and Corporate Affairs
Chief Executive
Associate Medical Director
Medical Director
Consultant Psychiatrist, Adult Forensic Services
Associate Medical Director
Consultant Psychiatrist, Adult Forensic Services
Consultant Psychiatrist, Salford
Non-Executive Director
Trust Professional Lead, Psychological Therapies
Associate Director of Nursing and Governance
Deputy Director of Governance
Associate Director of Research and Innovation

Debbie Rimmer
Cathy Lovatt
Patrick Cahoon
Dr Caroline Logan
Dr Hany El-Metaal

HQT Manager, MIAA
Head of Service User and Carer Involvement
Head of Quality Improvement
Lead Consultant
Consultant Psychiatrist, Specialist Network

1. Apologies (10/05/18)
Apologies noted from: Deborah Partington, Dr Andrew Matrunola, Dr Taseer Kazmi, Dr Jonathan
Dewhurst, Mary Lee, Dr Sean Lennon, Dr Shermin Imran, Dr Richard Jones.
2. Minutes of the Previous Meeting (10/05/18)
The minutes of the previous meeting dated the 8th March 2018 were agreed as an accurate record.
3. Matters Arising (10/05/18)
3.2 Sub Group Assurance Report- Physical Health Care (8/3/18)
Information, consultation and discussions in regards to the Falls policy has been completed in conjunction
with the clinical teams for older adults.
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3.3 Sub Group Assurance Report- Mental Health Compliance Committee (8/2/18)
The information governance concern in regards to the system used for SOAD requests was reported to
CQC. CQC have acknowledged this concern and advised that this system should continue to be used; this
risk will now sit with the CQC. This will be discussed and monitored via the Mental Health Act Committee.
4. MIAA: Internal Progress Report (10/05/18)
The internal progress report from MIAA was presented at the committee. This detailed report identified
that mortality framework has been provided with significant assurance, following the closure of a
medium risk in regards to the learning from deaths policy which has now been ratified. A review of
mortality framework will be reviewed in 12 months.
In addition to this, the report identified that the quality spot check has been provided with significant
assurance. Recommendations from this spot check has been identified and management responses to
actions have been taken with plans in place. Local action plans are available for individual ward level. The
quality spot check will be completed annually as this provides a temperature check.
The physical health care in mental health report has been finalised with management responses agreed,
this is due to be noted and closed at the June Committee.
5. A Framework for Working with People with Personality Disorder in GMMH: Our Pledge for Action
(10/05/18)
Dr Caroline Logan attended the Committee in regards to a personality disorder framework which has
been developed. This framework outlines the current provision and gaps in service provision in regards to
personality disorder. The Committee are keen to establish how the gaps in service provision can be
reduced and how the personality disorder can be embedded in the core services within GMMH.
It was identified that work plan will be developed in order to have a clear sense of direction on how this
framework can be operationalised and embedded within services. In addition to this, it was agreed that a
clinical lead for personality disorder. This will discussed at the Quality Governance Committee in October
2018.
Action: Gill Green
6. Quality Account Approval (10/05/18)
The first full working draft of the Quality Account was shared with the Committee and for 18-19, 6 quality
improvement priorities have been agreed and leads for the improvement priorities have been identified.
Data testing was completed on early intervention in psychosis, out of area placements and complains;
from this no issues were highlighted following the testing. The process of disclosure and consistency
checking is underway, following this an assurance report will be provided and presented at June Audit
Committee prior to board sign-off.
The dragons den campaign has been launched in line with the quality improvement priorities.
7. Quality Matters Quarter 4 Activity Report (10/05/18)
The quality matters summary report for quarter 4 activity was shared with the Committee. During quarter
4, 18 sets of quality metrics were received with walk-arounds completed on eight wards. The data pack
and the quality walk-around reports identifying good practice and areas of improvement have been
shared with the localities and senior leadership team for action.
A plan to develop a Quality Matters strategy is underway, which will provide strategic direction of Quality
Matters, will be presented at the June Committee.
Action: Tim McDougall
In addition to this, 2 external quality walk-arounds were undertaken in Quarter 4. One of which was an
external walk-arounds took place on John Denmark Unit from the Specialist Commissioning Team for the
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North West Hub. This external quality walk-around evidenced good cleanliness standards and initial
feedback identified positive staff impact. No concerns were raised by staff or service users during this
visit. A second walkaround was completed by Manchester CCG at Bollin and Greenway Ward, Moorside
Unit. The final draft report is due to be shared at Trafford senior leadership meeting on the 11th May
2018.
8. CARE Hub Report (10/05/18)
The CARE Hub quarterly activity report was shared with the Committee.
Quarter 4 activity highlighted that the Trust is currently on-track to retain the two gold stars for Triangle
of Care, with this principle becoming embedded across Manchester services. In addition to this, the
Service User Engagement strategy has been refreshed and will be brought to the June Committee for
ratification. It is expected that the launch date for this strategy will be held on the 26th July 2018.
The first co-production and co-designed session was delivered on behalf the recovery academy, and
currently 163 service users and carers are engaged with GMMH.
Actions for Q1 18-19 include development of an online experience questionnaire, sharing of customer
care team learning from Q4 and increasing carer survey completions.
9. Bi Annual Nursing Strategy Report (10/05/18)
The bi-annual nursing strategy report was noted at the Committee. Since the formulation of GMMH, a
strategic decision not to develop a new Nursing Strategy was taken. This is because key themes and
actions identified within the current Nursing Strategy were current. The Trust have been involved in the
development of library profiles to be shared on social media platforms and the Trust website in regards to
‘A Day in the life of….’.
The nursing strategy will continue to be monitored at the Senior Nurse Practice Forum, and governance
for this is led by the Nursing Leadership Committee.
10. Board Performance Report (10/05/18)
The board performance report has been re-imaged for the quality and governance elements of the board
performance report. This will be brought to the Committee quarterly for assurance and review, prior to
going to Board.
The re-imaged board performance report mock up was shared with the Committee for comment, it was
reiterated that this document contains both mock up and live data for demonstration purposes and will
continue to be a work in progress. This quality board performance report was positively received by the
Committee. A real live version will be available for July’s Committee.
11. Outcome of the CQC Well Led Inspection 2017 and Update CQC Action Plan (10/05/18)
The Committee noted the CQC updated action plan following the feedback from the Well-Led inspection.
The CQC action plan submitted separated actions into ‘must do’ and ‘should do’, which details when
these actions are to be completed by. This action plan is monitored by the Trust sustainability group.
It is expected that the CQC will complete an annual Well-Led inspection, with the next one due to take
place in February 2019. This will include the collation and completion of annual information required by
the CQC team to complete the inspection.
12. External NICHE Homicide Review (LA) (10/05/18)
The Committee noted the LA homicide review completed by NICHE, this report is yet to be published by
NHS England. Key themes, learning and recommendations are noted in the report.
A learning event with multi-agencies will be held on Wednesday 30 May 2018 in regards to this homicide
review.
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13. GMMH Thematic Review Into Prison Deaths Between 01/01/17 and 31/12/17 (10/05/18)
The thematic report into prison deaths was noted at the Committee. Themes were highlighted in regards
to this report particularly in regards to completion and quality of care plans, but this was contributory
towards the death of the service users.
It was identified that no key themes or findings were apparent following the thematic review into prison
deaths. However, it was noted that a larger piece of work in regards to self-harm incidents is required;
this work is underway.
14. Sub Group Assurance (10/05/18)
14.2 Infection Prevention and Control
The sub group assurance report was noted at the Committee.
14.3 Physical Health Care Committee
The sub group assurance report was noted at the Committee. A task and finish group has been set up in
regards to the deep dive developments into diabetes.
14.4 Trust Joint Safeguarding Group
The sub group assurance report was noted at the Committee.
14.5 Mental Health Act Compliance Committee
The sub group assurance report was noted at the Committee.
It was identified that a S49 report was released and the use of S49 is increasing, this is being monitored at
the MHACC.
14.6 Post Incident Review Panel
The sub group assurance report was noted at the Committee.
14.7 Medicines Management Group
The sub group assurance report was noted at the Committee.
14.8 Mortality Review Group
The sub group assurance report was noted at the Committee.
14.9 Research and Innovation Committee
The sub group assurance report was noted at the Committee. It was noted that the R&I team have
successfully received 4 grants.
14.10 Equality and Diversity Group
The sub group assurance report was noted at the Committee.
It was identified that a piece of work is ongoing in regards to unconscious bias.
14.11 Positive and Safe Group
The sub group assurance report was noted at the Committee.
15. Date and Time of Next Meeting (10/05/18)
The next meeting is scheduled for Thursday 14 June 2018 at 9.30am in Meeting Room 1 &2, First Floor,
The Curve.
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Quality Governance Committee Action Log
Action Title

Action

Triangulation of Work

Triangulation of intelligence following findings from the Community Mental Andrew Maloney/John
Health Survey
Walker/Patrick Cahoon
To produce an action plan from findings of the positive and safe deep dive
Tim McDougall
audit

Positive and Safe Deep
Dive Audit

Lead
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Due Date

RAG

Jun-18

A

Sept-18

A

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

25 June 2018

Date of Committee Meeting:

14 June 2018

Committee Chair:

Dr Chris Daly, Medical Director

Date of Chair’s Report:

14 June 2018

Date of Next Committee Meeting:

19 July 2018

Key
Developments

•

•

•
•

•
Any Risks
Identified and
Agreed Actions

•

•

The annual equality report was noted at the Committee. This report
identified significant changes in the work completed so far in GMMH
in regards to equality. A strategy is being developed which
incorporated findings from this report, this strategy is due at Board in
September 2018.
The refreshed Service User Engagement Strategy was ratified at the
Committee. This strategy outlines the priorities, how these are to be
achieved and governance arrangements for this strategy.
The Committee reviewed the six risks identified on the Trust’s Board
Assurance Framework.
The 6 monthly safe staffing report was noted at the Committee. This
identified key themes in regards to exception reporting relating to
changes in observation levels and the requirement for Acute care
hospital treatment.
The Committee noted the annual clinical audit report.
The MIAA internal progress report for Physical Health was noted at the
Committee. The Trust have been provided with limited assurance for
this, with a high risk in regards to data quality and reporting. Actions
are being managed and work is underway, with three actions
complete.
The Committee approved the GMMH Autism strategy. There is
ongoing work in Greater Manchester in regards to the Autism strategy.
Differences in service provision and a gap analysis were completed as
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•

Other Items for
the Board’s
Attention

•

part of the GMMH Autism strategy. Recognition in regards to
statutory requirement for local authorities and the commissioning of
Autism were discussed at the Committee.
The research and innovation annual report was noted at the
Committee. This identified challenges in regards to RCF funding, which
is calculated in line with grants from NHIR. This has reduced in 2019,
despite an increase in NHIR grants; the Trust currently received 28p
from RCP for every £1 in NHIR grants.
None
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