BOARD OF DIRECTORS (Meeting in Public)
Monday 30 July 2018
1.00pm, Meeting Rooms 1 and 2, 1st Floor, The Curve
AGENDA – PART 1
ITEM
01
Apologies for Absence

ACTION
To Note

PRESENTED BY
Rupert Nichols, Chair

02
03

Declarations of Interest
Service Presentation – Homelessness

To Note
To Note

04

To Approve

05

Minutes of the Previous Meeting of the
Board of Directors held 25 June 2018
Matters Arising and Action Log

All
Tom Woodcock, Strategic Lead for
Community Asset Development
Bridget Hughes, Head of
Operations, Central & City Wide
Division
Colm Gallagher, Clinical
Psychologist, MET
Rupert Nichols, Chair

To Note

Rupert Nichols, Chair

06

Chair’s Report (Verbal)

To Note

Rupert Nichols, Chair

1.35pm

07

Chief Executive’s Brief

To Note

Neil Thwaite, Chief Executive

1.40pm

08

OPERATIONAL PERFORMANCE
Board Performance Report – Regulatory and To Note
Mary Lee, Acting Director of
Workforce (May 2018)
Development and Performance

09
10
11
12

13

GOVERNANCE AND QUALITY
Board Performance Report - Quality (Quarter To Note
Gill Green, Director of Nursing and
1 2018/19)
Governance
Quarterly Report on Safe Working Hours:
To Note
Andrew Maloney, Director of HR and
Doctors in Training
Corporate Affairs
Infection Prevention and Control Annual
To Note
Gill Green, Director of Nursing and
Report 2017/18
Governance
Annual Complaints Report 2017/18
To Note
Gill Green, Director of Nursing and
Governance
GOVERNANCE AND QUALITY
Freedom to Speak Up – Annual Report
To Note
Andrew Maloney, Director of HR
and Corporate Affairs

TIME
1.00pm
1.05pm

1.30pm

1.45pm

2.00pm
2.10pm
2.15pm
2.25pm

2.35pm

COMMITTEE REPORTS/MINUTES
To Note
Andrea Knott, Non-Executive
Director
14.01 – Minutes of the Meeting held 21 May
2018 (Ratified)

14

Audit Committee:

15

14.02 - Committee Chair’s Assurance Report
on the Meeting held 02 July 2018
Quality Governance Committee:
To Note
15.01 - Minutes of the Meeting held 14 June
2018 (Ratified)

16

15.02 – Committee Chair’s Report on the
Meeting held 19 July 2018
Charitable Funds Committee – Committee
Chair’s Report on the Meeting held 02 July
2018

To Note

2.40pm

Kathy Doran, Non-Executive
Director

2.45pm

Julie Jarman, Non-Executive
Director

2.50pm

ANY OTHER BUSINESS
To Note
All

17

Any Other Business

2.55pm

18

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 24 September 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 25 June 2018
Monday 30 July 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 25 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
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

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

RECOMMENDATIONS:

The Board of Directors are asked to review and approve the minutes of the meeting
held on 25 June 2018.

x

Approval/Decision

x

2

UNRATIFIED
IN PUBLIC BOARD OF DIRECTORS MEETING - MONDAY 25 JUNE 2018 AT 1.00PM IN
ROOMS 1 AND 2, 1ST FLOOR, THE CURVE
PRESENT:
Board of Directors:
Rupert Nichols
Chris Daly
Stephen Dalton
Kathy Doran
Gill Green
Ismail Hafeji
Julie Jarman
Andrea Knott
Pauleen Lane
Mary Lee
Andrew Maloney
Deborah Partington
Neil Thwaite

-

Chair
Medical Director
Non-Executive 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

-

Staff Governor (Non-Clinical)
Finance Apprentice
Finance Apprentice
Service User and Carer Governor
Company Secretary

IN ATTENDANCE:
Anita Arrigonie
Nicola Haycock
Nisha Patel
Dan Stears
Kim Saville
No.
Item
137/18 Apologies for Absence

Action
Noted

Apologies for absence were received from Anthony Bell, Non-Executive Director
138/18 Declarations of Interest

Noted

There were no declarations of interest.
139/18 Service Presentation – Manchester Resilience Hub

Noted

Rupert Nichols, Chair, welcomed the presenters:
•

Jayne Taylor, GMMH Clinical Psychologist and Deputy Clinical Lead
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No.

Item
•

•

Action
(Adults) – seconded three days a week to the Manchester Resilience Hub
Steph Kennedy, GMMH Consultant Clinical Psychologist and Trust Lead
for Psychological Services – member of the Critical Incident Provider
Group alongside Chris Daly, Medical Director
Helen Lambert, Service Co-ordinator for Greater Manchester and
Lancashire Military Veterans Service at Pennine Care NHS Foundation
Trust – sconded to the Manchester Resilience Hub as Service Lead for the
Adult and Children and Young People’s pathways.

Jayne Taylor provided an overview of the scale and impact of the Manchester
Arena attack and the events that took place post-incident. She advised that the
Manchester Resilience went ‘live’ within seven weeks post-incident. She outlined
the staffing structure operational within the Resilience Hub, noting that CAMHS
and adult services staff work together in an innovative partnership to deliver a
co-ordinated all-age, whole family approach. She also summarised the screening
process and advised that 3,218 clients are currently open to the Hub.
With regard to the wider work of the Hub, Jayne Taylor outlined the escalation
procedure, training provision and wider system support offered by the Hub. She
noted that a key focus of the ‘We Love Manchester Fund’ has been ensuring that
psychological and physical injuries are treated equally in terms of compensation.
She also confirmed that the Hub is supporting the implementation of the
Kerslake Review recommendations with regard to the provision of mental health
support following incidents of this nature.
Jayne Taylor concluded her presentation by providing an overview of the
Resilience Hub’s planned activities over the next 12 months, which will include a
focus on professionals, and opportunities for future development. She advised
that the current funding runs until 30 June 2020 and work is underway to seek
other funding streams.
In response to a question from Pauleen Lane, Non-Executive Director, Jayne
Taylor advised that the inquests are yet to be completed and the timeframe will
be dependent on the criminal proceedings.
Julie Jarman, Non-Executive Director, sought further information on the
Resilience Hub’s engagement with national emergency preparedness, resilience
and response (EPRR) programmes. Jayne Taylor highlighted the uniqueness of
the Resilience Hub’s approach, noting that best practice advice had been sought
from individuals involved in other terror attacks in establishing the Hub. She
confirmed that the Hub has ongoing relationships with organisations supporting
individuals affected by the Grenfell Tower disaster and Westminster Bridge and
Borough Market attacks and noted the imperative for the Hub to continue to
progress its future plans. In this context, Steph Kennedy provided an overview of
the planned evaluation framework.
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No.

Item
Action
In response to a question from Rupert Nichols, Chair, Jayne Taylor advised that
dialogue is ongoing as to how the Resilience Hub can support emergency services
personnel to access any required support. Steph Kennedy noted the potential to
introduce either cross-organisational or individual organisation Schwartz Round
initiatives.
Chris Daly questioned what legacy the Resilience Hub will be able to leave. Jayne
Taylor confirmed that the Hub is focused on delivering practical and pragmatic
outcomes and resources, which will hopefully act as a legacy nationally and
internationally. Steph Kennedy highlighted the opportunity for lessons to be
learnt with regard to partnership working.

Rupert Nichols extended thanks to all involved in the continued work of the
Resilience Hub.
140/18 Minutes of the Previous Meeting of the Board of Directors held 21 May 2018
Approved
The minutes of the previous meeting were accepted as a true and correct record
subject to the following amendments:
• Minute 105/18 (Draft Workforce and Organisational Development Strategy
2018-2021) – Andrea Knott, Non-Executive Director, asked that the minutes
reflect the Board’s discussion on the Strategy being adequately resourced.
Andrew Maloney, Director of HR and Corporate Affairs, confirmed that Action: KS
resources will be linked to the agreed actions.
• Minute 106/18 (Board Performance Report (March 2018)) – Pauleen Lane
requested that her comments on the management of violence and aggression Action: KS
and access to outside space be clarified.
141/18 Matters Arising and Action Log
Noted
The Board of Directors reviewed the action log, noting the progress made. Mary
Lee, Acting Director of Development and Performance, provided an update on
implementation of the CQC Action Plan. She confirmed that the majority of
actions are on track for completion by the end of June 2018 and systems are in
place to collect evidence for the relevant leads. She noted that two actions have
been delayed to allow data validation. A Sustainability Meeting has been
scheduled for 11 July 2018 to seek assurance on all actions.
142/18 Chair’s Report
Noted
Rupert Nichols, Chair, updated the Board on the plans to align NHS England and
NHS Improvement, following his recent attendance at a meeting with Dido
Harding, Chair of NHS Improvement, and Lyn Simpson, Regional Executive
Managing Director (North) at NHS Improvement. He confirmed that the current
North region will be split into two regions with GMMH located in the North-West
region. He set the expectation that the Trust will see a more co-operative
approach from NHS England and NHS Improvement going forward.
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No.

Item
Action
Rupert Nichols also briefed the Board on his attendance at the recent NHS
Confederation conference in Manchester, with particular focus on a session
facilitated by Stephen Dorrell on the relationship between mental health and
housing. He noted that HomeGroup, with whom the Trust is piloting a new stepdown facility in Levenshulme, presented at this session.

In relation to the NHS Provider Board elections, Rupert Nichols advised that the
Chair’s role has been filled by Dean Fathers, current Chair of Nottinghamshire
Healthcare NHS Foundation Trust, who is a vocal champion for mental health.
143/18 Chief Executive’s Briefing
Noted
Neil Thwaite presented his Chief Executive’s Monthly Brief for June 2018. He
referenced the new five-year funding settlement for the NHS, which was
announced after the briefing had been prepared and equates to a real term
average uplift of 3.4% for the next five years. He advised that it remains unclear
what the associated 10-year plan will focus on, but noted the opportunity for the
Trust to influence the mental health ‘ask’. He assured the Board that the Trust
will connect with the relevant mental health networks to progress this. With
regard to social care funding, he advised that a separate announcement is due in
the autumn.
Neil Thwaite also briefed the Board on the outcomes of a recent study
undertaken by the Institute for Fiscal Studies and the Health Funding on behalf of
the NHS Confederation, which was published prior to the new funding
announcement. He highlighted the funding growth required to both maintain
current service levels (3.3%) and to improve services (4%), and the planning
assumptions in relation to access to mental health services. He noted the
significant population changes and the need for the Trust to account for this in
future business cases.
With regard to Lord Carter’s review of NHS Operational Productivity, Neil
Thwaite confirmed that work is underway to scope the Trust’s current position
against the 16 recommendations and identify opportunities for further
efficiencies. The outcomes of this work will be shared at a future Board meeting. Action: ML
Neil Thwaite also confirmed that Greater Manchester’s delegated specialised
commissioning portfolio has now been extended to include six specialised mental
health services. He noted that Deborah Partington, Director of Operations, is a
member of a key decision-making group focused on transformation in these
service areas. In response to a question from Stephen Dalton, Non-Executive
Director, Deborah Partington confirmed that shadow commissioning
arrangements are in place for 2018/19 - NHS England are still commissioning
these services in practice though any decisions are subject to ratification at a
GM-level.
The Board of Directors noted the Chief Executive Brief for June 2018.
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No.
Item
144/18 Service User Engagement Strategy 2018 to 2021

Action
Noted

Gill Green, Director of Nursing and Governance, presented the new ‘Service User
Engagement Strategy 2018 to 2021’ to the Board on behalf of the CARE Hub. She
advised that the Strategy has been developed in consultation with service users,
carers and staff across the organisation, and also reviewed and supported by the
Quality Governance Committee. She summarised the agreed strategic priorities
for 2018 to 2021, which reflect the new organisational values, and also confirmed
that the Strategy includes a focus on creating space to build relationships with
service user groups across Greater Manchester.
Gill Green invited all Board members to attend the formal launch of the Strategy
on 26 July 2018. Progress on implementation of the Strategy will be included in
the new quarterly Quality Report to Board.
The Board of Directors noted the GMMH Service User Engagement Strategy 2018
to 2021.
145/18 Board Performance Report – Regulatory and Workforce (April 2018)
Noted
Mary Lee, Acting Director of Development and Performance, presented the new
format Board Performance Report for April 2018, which is focused on regulatory
and workforce performance measures. She confirmed that performance overall
remains positive and summarised the identified exceptions to this. With regard
to IAPT, Mary Lee assured Board members that improvements are slowly being
seen in Manchester, but that improvements in Salford have been delayed due to
challenges in recruiting the required additional staff. She confirmed that
implementation of the approved Salford IAPT business case will enable
achievement of the required level of performance within six months.
With regard to OAPs, Mary Lee clarified the new Greater Manchester OAPs
definition and confirmed that progess against the agreed trajectory (33%
reduction in bed days by the end of 2018/19) will be included in future reports.
She noted that to support this work a data cleansing exercise is being completed
across the region which will complete by the end of June 2018. Rupert Nichols
advised that it would be helpful for the Board to understand the number of
individuals in OAPs at any point in time not just the bed days.
Stephen Dalton questioned the likelihood of achieving the agreed trajectory
given the increasing demand for beds. Deborah Partington confirmed that the
trajectory is based on the application of the new definition compared to a
2017/18 baseline. Board members accepted this but agreed the need to keep
sight of the true position. Deborah Partington assured the Board that local
monitoring arrangements are well-established and capture individuals who
would previously have been defined as an OAP. She reiterated the focus on
keeping as many individuals within the Greater Manchester region as possible.
5

No.

Item
Action
Mary Lee continued her report by highlighting the Trust’s outcomes in the recent
cardio-metabolic screening and interventions audit, which confirm that the Trust
is performing above the national average but below the national target. She
advised that work is underway to develop an action plan to meet the national
target in future and that Bolton, Trafford and Manchester commissioners have
confirmed that current performance will not affect the 2017/18 CQUIN payment.
Confirmation on this is awaited from Salford. Mary Lee also highlighted the new
sickness target of 5.6% set by commissioners and advised that the Trust’s
performance in the Staff Friends and Family Test has improved.
From a quality perspective, Gill Green drew the Board’s attention to the two
safeguarding reviews commissioned in Manchester in April 2018. She advised
that a pattern is emerging across Greater Manchester where more adult
safeguarding reviews are now being commissioned. Rupert Nichols welcomed
the inclusion of the Quality Summary in the Performance Report but requested Action: GG
that more context is provided in future reports.
Julie Jarman sought further information on the four reported GMMH acquired
pressure ulcers. Gill Green confirmed that full reviews are undertaken of any
acquired pressure ulcers. Kathy Doran advised that this issue will be in scope for
the Quality Governance Committee’s forthcoming physical healthcare deep dive.
In response to a question from Andrea Knott, Non-Executive Director, Andrew
Maloney confirmed that a target will be set for recruitment time in terms of
‘appointable to clearances completed’.
Julie Jarman noted the Trust’s positive performance in terms of apprentices,
which at 2.5% of the workforce exceeds the public sector target.

The Board of Directors noted the Performance Report for April 2018.
146/18 Annual Equality Report 2018

Noted

Gill Green provided an overview of the Annual Equality Report 2018, which has
previously been considered by the Quality Governance Committee. She advised
that the last twelve months have been focused on harmonising and embedding
robust equality governance arrangements across GMMH. These arrangements
now provide a solid platform on which to deliver our future equality objectives.
She highlighted a number of key achievements in 2017/18 in relation to local
equality objectives, delivery of EDS2 (Equality Delivery System 2) public grading
and strengthening of the Trust’s WRES (Workforce Race Equality Standard) action
plan. She advised that recording of protected characteristics and actions to
improve the recruitment of BAME staff will continue to be a focus going forward.
Gill Green also advised that the Trust’s new Equality Strategy is in development,
with the consultation period extended to enable full engagement. The Strategy
Action: GG
will be shared with the Board of Directors in September 2018.
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No.

Item

Action

Pauleen Lane sought further understanding of the data presented in relation to
pay bands and questioned whether the report enables the Board to understand
the actions being taken in response. Neil Thwaite clarified that the new Strategy
should include some challenging targets to address any inequalities identified in
the data. Julie Jarman requested that targets include those related to the service Action: GG
offer, though noted that this year’s Equality Report provides more information
on the service offer compared to previous years. Julie Jarman also highlighted a
number of gaps within the report in relation to race and the need to be more
proactive in addressing inequalities relating to particular ethnic communities.
Dan Stears, Service User and Carer Governor, noted the Trust’s involvement in
Pride and highlighted the work of the LGBTQIA Staff Network.
The Board of Directors noted the Annual Equality Report 2018, which has been
shared with commissioners.
147/18 Board Assurance Framework (June 2018)

Approved

Andrew Maloney presented the Board Assurance Framework for June 2018,
which has been updated following reviews by the Quality Governance Committee
and Executive Management Team. He provided examples of key sources of
assurance added to the Board Assurance Framework, including internal and
external audit opinions and the development of new strategies in relation to
workforce, estates and service user engagement. He also highlighted the
inclusion of a new GDPR (General Data Protection Regulation) risk on the
recommendation of the Audit Committee.
Andrea Knott questioned whether the GDPR update to Board and the current
action plan provides sufficient assurance in terms of compliance with the new
requirements. In response to a question from Rupert Nichols, Ismail Hafeji,
Director of Finance and IM&T, confirmed that the Trust has managed the impact
of GDPR in terms of service user engagement and equality.
Julie Jarman noted that the majority of current risk scores are unchanged since
March 2018. Andrew Maloney confirmed that scores will be scrutinised more Action: All
robustly in future reviews.
Kathy Doran, Non-Executive Director, questioned whether the current risk score
for learning from deaths should be reduced given the recent positive audit
outcomes. Chris Daly supported the current score noting the significant amount
of work still to complete.
Gill Green briefed the Board on the Quality Governance Committee’s discussion
in relation the Mental Health Act risk and the need to consolidate the current
position.
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No.

Item

Action

Neil Thwaite noted that, notwithstanding the potential to further reduce a
number of risk scores, the Board Assurance Framework reflects the key areas of
challenge and discussion at the Executive Management Team.
As an outcome of their discussion, the Board of Directors confirmed that the
Board Assurance Framework provides an accurate representation of the current
significant risks to the delivery of the Trust’s strategic objectives and confirmed
that the target risks scores, once achieved, can be withstood.
148/18 2017/18 Self-Certification on Compliance with the NHS Provider Licence Approved
Governance Conditions
Andrew Maloney set out the requirement for NHS foundation trusts to selfcertify on an annual basis their compliance with Condition FT4 (NHS Foundation
Trust Governance Arrangements) of the Provider Licence and also in relation to
training of governors.
Andrew Maloney highlighted the evidence presented in Appendix 1 to the report
as assurance on compliance.
The Board of Directors confirmed compliance with Condition FT4 of the Provider
Licence and in relation to training of governors.
149/18 Slavery and Human Trafficking Policy Statement – Annual Review
Approved
Andrew Maloney presented the Trust’s Slavery and Human Trafficking Policy
Statement for Board approval. He provided assurance on the continuation of the
due diligence activities set out in the Statement.
Pauleen Lane noted the need to strengthen the Statement in terms of the Trust’s
approach to safeguarding service users at risk of modern slavery. With regard to
procurement, Andrea Knott suggested that the Statement should more
accurately refer to products and services. Kim Saville, Company Secretary, to Action: KS
work with the relevant leads to update the Statement.
The Board of Directors approved the Statement for sign-off by the Chair and
Chief Executive subject to the agreed changes being made.
150/18 Fire Safety Annual Board Statement – 2017/18
Noted
Andrew Maloney presented the Annual Statement of Fire Safety 2017/18, which
provides assurance that the Trust has the right mechanisms in place to protect
staff and other people who use its buildings.
Stephen Dalton suggested that it would be helpful for future years’ reports to
provide further detail on the location of fires and any trends. Kathy Doran
advised that a previous cluster of fires had been scrutinised by the PIR Panel.
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No.

Item

Action

Pauleen Lane sought assurance on the work to address issues identified in
relation to estates procurement and the associated checking processes. Andrew
Maloney assured Board members that these issues do not present any safety
concerns and that further independent assurance is being sought.
Neil Thwaite noted that no reference is made to Fire Safety mandatory training
and questioned whether compliance should be monitored through the
Operational Leadership Committee. Andrew Maloney advised that this has been
raised.
The Board of Directors noted the assurance provided by the Annual Statement of
Fire Safety 2017/18.
151/18 General Data Protection Regulation (GDPR) Update
Noted
Ismail Hafeji briefed the Board on the Trust’s current level of compliance with the
new GDPR, which introduces some enhanced and new requirements in terms of
information governance. He highlighted the outcomes of Mersey Internal Audit
Agency’s review of the Trust’s readiness for GDPR, which has provided assurance
as to much of the current position and has enabled focus on areas where further
attention is required. The latter includes in relation to Subject Access Requests.
Ismail Hafeji confirmed that progress with the GDPR with the identified actions
will be monitored through the Information Governance Steering Group and a
further update will also be provided to the Audit Committee. He noted that the
Trust is aiming to achieve full compliance by the end of 2018/19.
Andrea Knott sought clarity on the actions being taken forward and the
timescales for achievement. Ismail Hafeji provided an example of the work in
progress in relation to Subject Access Requests and confirmed that a more Action: IH
comprehensive action plan will be developed. Board members supported the
centralisation of the Subject Access Request function but noted that local input
will continue to be required.
The Board of Directors noted the content of the report and the progress being
made to achieve full compliance.
152/18 Notice of Motion – Amendment to the Quorum for a Meeting of the Board of Approved
Directors
Rupert Nichols proposed a motion 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 Non-Executive Directors’. All members of the
Board of Directors voting approved the amendment.
153/18 Medical Appraisal and Revalidation 2017/18
Approved
Chris Daly provided an overview of the key themes and outcomes emerging from
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No.

Item
Action
the Trust’s medical appraisal and revalidation process 2017/18. He advised that
the proportion of doctors completing an appraisal had increased compared to
the previous year and that of the 19 recommendations made to the General
Medical Council for revalidation, 17 were recommended for revalidation and 2
requests were deferred due to insufficient evidence. This is a good position. He
confirmed that all appraisers receive training, which is updated annually, and also
outlined the process to monitor appraisal standards. Looking ahead, he advised
that peer review is expected to be introduced to the medical appraisal and
revalidation structure.

The Board of Directors confirmed that the Trust is compliant with The Medical
Profession (Responsible Officers) regulations 2010 (amended 2013) and
approved the signature of the accompanying statement of compliance.
154/18 Audit Committee:
Noted
• Committee Chair’s Assurance Report on the Meeting held 21 May 2018
The Board of Directors noted the Audit Committee Chair’s Assurance Report on
the meeting held on 21 May 2018.
155/18 Quality Governance Committee:
Noted
•
•

Minutes of the Meeting held 10 May 2018 (Ratified)
Committee Chair’s Report on the Meeting held 14 June 2018

The Board of Directors noted 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. Chris Daly highlighted the Committee’s review
of the Equality Report and Service User Engagement Strategy in June 2018 and
approved the Trust’s Autism Strategy.
156/18 Any Other Business
Noted
Rupert Nichols advised that, following Kathy Doran’s retirement from the Board
of Directors at the end of July 2018, Stephen Dalton will take on the role of ViceChair whilst Julie Jarman will become Chair of the Quality Governance
Committee.
There were no items of other business.
157/18 Questions from the Public

Noted

There were no questions from the public.
158/18 Date and Time of Next Meeting

Noted

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
159/18 Resolution
Adopted
10

No.

Item
Action
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

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

May-18

105/18

Workforce and
Organisational
Development Strategy

Strategy to be updated in line with the
Board’s discussion in terms of new
technologies and diversity

30/07/18
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26/11/18

02/07/18

29/10/18

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

Andrew Maloney,
Director of HR and
Corporate Affairs

4 unsuccessful
Dragons’ Den
bids considered
by the Charitable
Funds Committee
on 02/07/18 with
funding agreed.

Meeting Minute Item
No.
2018-2021

Action

Agreed
Timescale

May-18

Gill Green and Andrew Maloney to ensure
that the new Workforce and OD Strategy
and Equality and Diversity Strategy are
aligned

24/09/18

105/18

Workforce and
Organisational
Development Strategy
2018-2021

May-18

105/18

Workforce and
Organisational
Development Strategy
2018-2021
Learning from Deaths

May-18

110/18

June-18

140/18

Minutes of the
Previous Meeting

June-18

143/18

Chief Executive’s
Briefing

June-18

145/18

Board Performance
Report – Regulatory
and Workforce

Forecast
Owner
Completion
Andrew Maloney,
Director of HR and
Corporate Affairs

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

30/07/18

Gill Green to review the terminology used
in relation to deaths in the new quarterly
Quality Report to Board
Kim Saville to update the previous
minutes as per the Board’s discussion

30/07/18

Gill Green, Director of
Nursing and Governance

29/06/18

Kim Saville, Company
Secretary

NHS Operational Productivity – update to
follow to Board on the outcome of the
Trust’s scoping exercise and identified
opportunities for improvement
More context to be provided in future
Quality Summaries

24/09/18

Mary Lee, Acting Director
of Development and
Performance

30/07/18

Gill Green, Director of
Nursing and Governance
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29/10/18

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

Status

Meeting Minute Item
No.
June-18 146/18 Annual Equality
Report 2018

June-18

147/18

June-18

149/18

June-18

151/18

Board Assurance
Framework (June
2018)
Slavery and Human
Trafficking Policy
Statement
GDPR Update

Action
New Equality Strategy to include clear
targets to address any identified
inequalities both in relation to staff and
the service offer
Current risk scores to be subject to more
robust scrutiny in future updates
Statement to be updated as per Board
discussion prior to sign-off and
publication
More comprehensive action plan for
achieving full GDPR compliance to be
developed

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

14

Agreed
Timescale
24/09/18

Forecast
Owner
Completion
Gill Green, Director of
Nursing and Governance

24/09/18

All Executive Leads

30/07/18

Kim Saville, Company
Secretary

03/07/18

Ismail Hafeji, Director of
Finance and IM&T

Status

Action Plan to
follow to Audit
Committee in
September 2018
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Neil Thwaite, Chief Executive
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. Post-Board the CEO Brief
will be updated with a summary of the Board’s key decisions and areas of discussion
and shared with the Trust’s Senior Leaders.

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 July 2018.

x

Assurance

Approval/Decision
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Chief Executive’s
Monthly Brief
30 July 2018

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

Action required
For information

National Update
• New NHS Five-Year Funding Settlement
• Cabinet Reshuffle
• NHS70
Regional Update
•
•
•
•
•

GM System Performance
GM Health and Care Champion Awards 2018
GM Adult Mental Health Service User Network
Health and Care Record Exemplar
People – Changes

Local Update
•
•
•
•
•
•
•

Opening of Section 136 Suite in Manchester
Launch of Achieve in Bolton, Salford and Trafford
Opening of Home Group Pilot, Levenshulme
Celebration of Volunteering and Adult Learning
BAME Leadership Development Event
Tender Outcome – North and Central Lancashire Substance Misuse Services
Performance Overview

CEO Brief July 2018
National Update
• New NHS Five-Year Funding Settlement
On 18 June 2018, Prime Minister Teresa May announced a new five-year funding settlement of £20.5billion
for the NHS, which equates to an average annual rise of 3.4% above inflation. In return for the increased
funding, the NHS has been tasked with developing a 10-year plan to improve performance, specifically in
relation to cancer and mental healthcare, and to unpick barriers to progress. The funding is for the NHS
England commissioning budget only – it does not include capital funding, public health, health education or
social care. A further announcement on social care is expected in the autumn.

• Cabinet Reshuffle
On 6 July 2018, the Prime Minister attempted to secure Cabinet agreement on the UK’s future relationship
with the EU after Brexit during a meeting at Chequers. This led to the resignations of David Davis, Secretary
of State for Exiting the EU and Boris Johnson, Foreign Secretary and a Cabinet reshuffle. Jeremy Hunt has
subsequently been announced as the new Foreign Secretary and Matt Hancock, formerly Secretary of State
for Digital, Culture, Media and Sport, has been appointed as the new Secretary of State for Health and
Social Care.

Action

CEO Brief July 2018
National Update
• NHS70
Celebrations took place across the country during the week commencing 2 July 2018 to mark
the 70th birthday of the National Health Service. On 5 July, members of GMMH staff joined
3,000 representatives of the NHS, charities, councils and other key partners at a ceremony at
Westminster Abbey. Stacey Staton, Pharmacy Technician and Science Apprentice of the Year,
and Donna Bostock, Support Time and Recovery Worker in Salford’s Community Engagement
Recovery Team, represented the Trust at the event alongside Rupert Nichols, Chair.

Action

CEO Brief July 2018
Regional Update

Action

• GM System Performance
There are a number of performance measures that the GM Health and Social Care Partnership is monitored
against. As at March 2018, GM narrowly missed the IAPT recovery rate standard, achieving a 49.9%
recovery rate compared to the required 50%. IAPT access standards (6 weeks and 18 weeks) were achieved
at a regional level, as was the Early Intervention in Psychosis (Treated within 2 Weeks of Referral) standard.
From a financial perspective, the GM system delivered an outturn position £107m better than plan at
2017/18 year-end. The majority of this improvement (£87.7million) related to improvements by a number
of provider Trusts, which attracted c£57million additional funding from the national Sustainability and
Transformation Fund (STF).

• GM Health and Care Champion Awards 2018
On Friday 13 July 2018, Simone Litvaitis, a Team Leader for GMMH’s community mental health services in
Bolton, was awarded the People’s Champion Awards at the first GM Health and Care Champion Awards.
Simone, a social worker, won the award after being nominated by a service user who described Simone’s
actions as having saved her life. The aim of the Awards is to recognise paid and unpaid health and care
workers who regularly go above and beyond to improve the health and wellbeing of the people of Greater
Manchester.

Continue to
implement agreed
actions to improve
IAPT performance
in Salford and
Manchester

CEO Brief July 2018
Regional Update
• GM Adult Mental Health Service User Network
GM’s Adult Mental Health Service User Network was officially launched on 16 July 2018. Staff and service
user and carer representatives from GMMH attended the launch event, which also provided opportunity for
users to meet and discuss issues with health and social care professionals and to share best practice. The
event was opened by Marsha McAdam, Shadow Chair for the Network and Manchester service user, with
keynote speakers including Jon Rouse, Chief Officer of the GM Health and Social Care Partnership and Andy
Burnham, Mayor of Greater Manchester. Neil Thwaite, GMMH Chief Executive delivered a presentation on
progress so far in implementing the GM Mental Health and Wellbeing Strategy.

• Health and Care Record Exemplar
GM has recently been announced as one of only five areas across the country to be awarded funding from
NHS England to become a Local Health and Care Record (LHCR) Exemplar. The £7.5million funding over two
years is aimed at accelerating the sharing of integrated records and improving patient access to information.
The LHCR programme delivery team will be hosted by Salford Royal who are a Global Digital Exemplar.

Action
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Regional Update
•

People – Changes

A number of key leadership changes have occurred across GM in recent months. Donna Hall and Steve
Rumbelow have taken up the roles of Accountable Officers for Wigan and Rochdale CCGs respectively.
Anthony Hassall has taken on the role of Interim Accountable Officer at Trafford CCG, alongside his current
role as Accountable Officer at Salford CCG, and Jill Colbert has stepped up to cover the role of Chief
Executive of Trafford Council. The changes in Trafford follow the resignation of Theresa Grant from her roles
in both the local authority and CCG.

Action
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Local Update
• Opening of Section 136 Suite in Manchester
Manchester’s first ever Section 136 Suite opened in early July 2018, following investment of £489k by
GMMH. The suite is based at Park House on the North Manchester General Hospital site and offers a place
of safety where individuals detained by police under Section 136 of the Mental Health Act (1983) can be
assessed by mental health professionals in a safe and appropriate setting.

• Launch of Achieve in Bolton, Salford and Trafford
GMMH has hosted a launch event for its new ‘Achieve’ drug and alcohol recovery service in Bolton, Salford
and Trafford. The ‘Achieve’ contract is worth over £40million over the next five years, covers a population of
760,000 people, and will be delivered by GMMH in partnership with a range of subcontractors including The
Big Life Group, Great Places, THOMAS, Salford Royal, Early Break and Intuitive Thinking Skills.

• Opening of Home Group Pilot, Levenshulme
On Friday 20 July 2018, the Trust opened its new 8-bedded move-on service (‘Beech Range’) in
Levenshulme. The service is being delivered in partnership with Home Group, one of the UK’s largest
housing associations, and aims to strengthen the inpatient pathway and improve patient flow by supporting
service users’ transition between hospital and home.

Action
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Local Update
• Celebration of Volunteering and Adult Learning
On 28 June 2018, the Trust marked the national Festival of Learning with a Celebration of Volunteering and
Learning event at The Curve in Prestwich. The event provided opportunity to acknowledge the contribution
the Trust’s many volunteers make and to celebrate the learning achievements of GMMH staff and service
users. All students who have competed one of the Trust’s learning programmes over the last 12 months
were awarded a certificate of achievement at the event.

• BAME Leadership Development Event
The Trust’s BAME Inclusivity Network hosted its first BAME Leadership Development Event on 10 July at The
Curve. The focus of the event was on ‘Defining a Truly Inclusive Organisation’. Ismail Hafeji, Director of
Finance and IM&T, was a keynote speaker.

• Tender Outcome – North and Central Lancashire Substance Misuse Services
The Trust has recently received notice that its bid to provide adult substance misuse services in North and
Central Lancashire has been unsuccessful. GMMH has provided substance misuse services in Central
Lancashire since 2009 and established a reputation for providing good quality services. The new contract
has been awarded to CGL (Care Grow Live) who are the current provider in North and East Lancashire. CGL

Action

CEO Brief July 2018
Local Update

Action

• Tender Outcome - North and Central Lancashire Substance Misuse Services cont.
will therefore now become the single lead provider across the Lancashire County Council footprint. A TUPE
transfer process will follow for all GMMH staff affected by this contract award. The Trust will ensure that
staff are well-supported through this period of change.

• Performance Overview

The Trust continues to perform well, with the achievement of the majority of the required key performance
targets. Focused work is ongoing to improve IAPT and OAPs performance.
The Trust remains red for the IAPT targets with recovery plans being closely managed in Salford and
Manchester. Commissioners in Manchester, Bolton and Salford have confirmed approval of business cases
for additional investment to address prevalence targets. We await final approval of the Trafford business
case from Trafford commissioners.
Out of Area Placements (OAPs) remain a significant challenge for both GMMH and GM and considerable
work is ongoing to reduce OAPs in line with the required target. A number of joint priority work streams are
underway involving GMMH, Pennine Care and commissioners. Recent initiatives include opening a 13-bed
male acute inpatient facility working closely with ASC Healthcare, supported by all commissioners; the
development of an 8-bed step down facility in partnership with Home Group; further analysis of activity to
provide a more detailed understanding of the increase in demand.

Continue to
implement agreed
actions to
strengthen
GMMH’s
performance in
‘Red’ rated/high
risk areas

CEO Brief July 2018
Local Update
Financial Performance - For the 3 months of the financial year ended the 30th June 2018, the
Trust achieved a surplus of £382k, which is line with the Operational plan. The Trust is facing
pressures resulting from the cost of Agency staff and the cost of Out of Area Placements. There
are a number of proposals that have been agreed which are expected to have an impact and
improve the financial performance in the forthcoming months. Discussions are also being held
with Commissioners with regard to the increase in demand and activity, which is impacting on
the financial performance.

Action
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Mary Lee, Acting Director of Performance and Development
Miranda Washington, Deputy Director of Performance & Business Development

REPORT SUMMARY:

The Trust continues to perform well, with the achievement of the majority of the
required key performance targets in month. This report highlights the following
exceptions:
MHSDS Data Quality Maturity Index – MHMDS figures are provided for April and May
as these are not reported in April.
IAPT SOF Operational Performance - The Trust remains red for the IAPT targets. Bolton
continue to achieve all RTT, access and recovery targets. Staffing shortages during
January to March in Trafford have affected their ability to achieve the six week RTT, this
issue has now been addressed. Performance in Salford and Manchester remains below
target and recovery plans are being closely managed. Improvements continue to be
made and commissioners for Manchester, Bolton and Salford have approved business
cases for additional investment to address prevalence targets. We await final approval
of the Trafford business case from Trafford commissioners. IAPT prevalence figures will
be included in future Board reports to reflect this service development.
OAPs SOF Operational Performance - The GM definition for Out of Area Placement
(OAPs) reporting agreed with NHS England was put in place in April. A target of 33%
reduction has been set for 18/19. This target remains a significant challenge for both
GMMH and GM and considerable work is ongoing to reduce OAPs. A number of joint
priority work streams are underway involving GMMH, Pennine Care and commissioners.
Recent initiatives include opening a 13-bed male acute inpatient facility working closely
with ASC Healthcare, supported by all commissioners; the development of an 8-bed step
down facility in partnership with Home Group; further analysis of activity to provide a
more detailed understanding of the increase in demand.
1

CPA Follow up in 7 days – The Trust are below the 95% target at 92.9% in May. This
represents 14 breaches from 198 discharges. Individual scrutiny against this target is
presented in the District performance reports and includes difficulties in making contact
with rough sleepers, multiple contacts being made to patients however only being
successful after the 7-day period.
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.
THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
x
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
Objective 5 – Enable staff to reach their
achieve their goals
potential and innovate
Objective 3 – Engage in effective partnership
Objective 6 – Achieve financial strength and
working
be well-governed

x
x

REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
Quality Governance Committee
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
18th July 2018
LEGAL IMPLICATIONS:
REGULATORY
IMPLICATIONS (CQC/NHSI):

N/A
Compliance with NHSI targets, CQC standards and contractual KPIs

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

Yes

If ‘yes’:
DATIX ID
1490

Strategic Objective
Objective 6: Achieve sustainable
financial strength and be wellgoverned

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

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board is asked to note the report.

x

Assurance

x

Approval/Decision
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Improving Lives
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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 is a quarterly Quality Board Report which includes quality based
indicators, there is a monthly Finance Board Report to present the latest financial position and a monthly Regulatory
and Workforce Performance Report.
The Board Regulatory and Workforce Performance report presents 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

Executive Summary
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The Trust continues to perform well, with the achievement of the majority of the required key performance
targets in month. This report highlights the following exceptions:

MHSDS Data Quality Maturity Index – MHMDS figures are provided for April and May as these are not
reported in April.
IAPT SOF Operational Performance - The Trust remains red for the IAPT targets. Bolton continue to
achieve all RTT, access and recovery targets. Staffing shortages during January and March in Trafford
have affected their ability to achieve the six week RTT, this issue has now been addressed. Performance
in Salford and Manchester remains below target and recovery plans are being closely managed. Improvements continue to be made and commissioners for Manchester, Bolton and Salford have approved business cases for additional investment to address prevalence targets. We await final approval from Trafford
commissioners. IAPT prevalence figures will be included in future Board reports to reflect this service development.
OAPs SOF Operational Performance - The GM definition for Out of Area Placement (OAPs) reporting
agreed with NHS England was put in place in April. A target of 33% reduction has been set for 18/19.
This target remains a significant challenge for both GMMH and GM and considerable work is ongoing to
reduce OAPs. A number of joint priority workstreams are underway involving GMMH, Pennine Care and
commissioners. Recent initiatives include opening a 13-bed male acute inpatient facility working closely
with ASC Healthcare, supported by all commissioners; the development of an 8-bed step down facility in
partnership with Home Group; further analysis of activity to provide a more detailed understanding of the
increase in demand.
CPA Follow up in 7 days – The Trust are below the 95% target at 92.9% in May. This represents 14
breaches from 198 discharges. Individual scrutiny against this target is presented in the District performance reports and includes difficulties in making contact with rough sleepers, multiple contacts being
made to patients however only being successful after the 7-day period.

2

6

9

11

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.
The summary of the SOF is detailed in the table below:
SOF Operational Indicators
Indicator
May-18
EI RTT 2 Wks
64.4%
MHSDS DQMI
96.3%
IAPT Recovery
43.6%
IAPT RTT 6 Wks
64.4%
IAPT RTT 18 Wks
93.8%
OAPS (Bednights)
1029
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Q1

2018/19
Q2

Q3

Q4

G
G
G
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Quality Summary

Positive Learning
5 Positive Learning Events took place in May 2018.
Two were in Salford (one related to self-harm and the
other related to an accident). Two Learning Events
took place in Bolton (both relating to self harm) . One
Learning Event took place in HMP Manchester following a suspected suicide. Two ‘Being Open’ meetings

CQC Visits

May 2018

Quality Matters Visits

1

took place at Manchester services. During May,

GMMH held a multi-agency Learning Event to share
the learning following the NICHE Independent
Homicide Investigation into former Manchester
Mental Health and Social Care Trust service user.
Publication of the final NICHE report is anticipated
by the end of July 2018.

During May 1 CQC Mental Health Act Visit took place
on Buttermere Ward at the Edenfield Centre in our
Specialist Services Network. Isolated issues relating to
s17 leave and s132 rights were identified and the
action plan will be monitored by the Mental Health Act
Compliance Committee’.

As part of the Quality Matters Programme in May, 3 Visits
took place. The visits include our service users and carers as
part of the team. Chaucer Ward was given Green RAG ratings
and a rating of amber was given to Medlock Ward with areas
for improvement identified as service user involvement in
care planning, uptake of clinical supervision and debriefs
following incidents of violence. Wentworth House report is
being developed.

Safeguarding Reviews

Service Users Feeling Safe

3

95%

During May 2018, 3 safeguarding reviews
commenced. These were all related to Manchester
services and comprised 2 Adult and 1 Child
safeguarding reviews.

During May, 3 Complaints were received. One Level 4
Newlands Ward and one Level 4 Mulberry Ward. One
level 5 complaint was received at Bolton Home Based
Treatment service. All reports are currently being investigated

During May 95% of service users felt safe in the care of
GMMH. Work continues across the Trust to support
services user in feeling safe as part of the Mental
Health Safety Thermometer. During May all individual
reports of service feeling unsafe were followed up and
no themes were identified.
4

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.
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 provides an indication of performance for the current quarter. The quarter figure is the actual performance from the SOF submission unless otherwise stated.
2018/19

2017/18
Indicator

Outturn

1. People with a first episode of psychosis begin treatment
with a NICE-recommended package of care within 2 weeks of 85.1%
referral (UNIFY2 and MHSDS)

Target

Q1

Q2

Q3

Q4

50.0%

3 month
May-18 rolling
64.4%

73.2%

Trend
from
last

↓

71.6%

90.0%

b) Early Intervention in Psychosis services

51.3%

90.0%

c) Community Mental Health Services (people on Care
Programme Approach)

64.2%

75.0%

Whilst acknowledging the significant achievement in 17/18 attaining above the national position, a
recovery plan is in place to ensure the relevant steps are identified to achieve the target for 18/19,
These include additional recruitment and targeted training; review of weekly DQ reports to ensure
they remain supportive to front line staff; further work to develop performance reporting on the
stretch targets for EIT teams. Targeted action plans are being developed for specific low performing
teams with weekly senior oversight and monitoring of Lester completions.

3. Data Quality Maturity Index (DQMI) - MHSDS Dataset
Score. Completion in MHSDS of:• Ethnic Category
• Registered GP Practice Code
NA
95.0%
• NHS Number
• Commissioner Org Code
• Current Gender
• Postcode of Usual Address
4. Improving Access to Psychological Therapies (IAPT)/talking therapies (from IAPT minimum dataset):-

↑

96.3%

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

41.2%

50.0%

43.6%

43.8%

↓

b) Waiting time to begin treatment within 6 weeks of referral

61.8%

75.0%

64.4%

64.0%

↓

93.7%

95.0%

↑

c) Waiting time to begin treatment within 18 weeks of referral
Indicator

Outturn

Target
In line with
agreed
trajectory
15211
for
eliminating
OAPs by
2021

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

Board Performance Report: May 2018

Final

The target has been met in month and YTD for all Services except Trafford.
These indicators are measured via national annual audit with results available in April 19. The 17/18
outcomes received during Q1 18/19 are set out below. These reflect a significant achievement for
the Trust particularly within the Manchester services.
The 17/18 national audit outcome was received in May 18 with the national position for other Trusts
at 55.7% for inpatient wards, 44.18% for Early Intervention and 43.6% for Community Mental Health
Services

2. Ensure that cardio-metabolic assessment and treatment for people with psychosis is delivered routinely in the following service areas:

a) Inpatient wards

Comments

Q1

Q2

Q3

Q4

93.8%

93.6%

May-18

YTD

1029

2663

↓

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.

The overall recovery rate for GMMH remains stable and improved in comparison to 2017-18. Where
services are integrated Step 2 and Step 3 (Bolton and Trafford) the Trust continue to show excellent
rates of recovery (55%). Where the Trust provide Step 3 only services (Salford and Manchester),
combined, the team continue to show a 35% recovery rate.
Six week RTT continues to show a sustained improvement from last year, still short of compliance.
Performance in Trafford has impacted this month. This was due to staffing shortages Jan – March
which have been addressed
The Trust position on 18 weeks remains stable above 93%. The 93.8% figure represents 8
discharges short of compliance (from 576 people discharged).
Comments

The GM definition for Out of Area Placement (OAPs) reporting agreed with NHS England was put in
place in April. A target of 33% reduction has been set for 18/19. This target remains a significant
challenge for both GMMH and GM and considerable work is ongoing to reduce OAPs.
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Single Oversight Framework Operational Performance Indicators - Breakdown
1. Early Intervention in Psychosis - Treatment within 2 Weeks of Referral
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%

May-18
72.7%
58.8%
81.8%
20.0%
100.0%
64.4%

3 month
rolling to
May-18
78.8%
70.9%
86.7%
52.9%
100.0%
73.2%

Comments
The target has been met in month and YTD for all services except Trafford.
Please note the small numbers impact on the % to meet this target and cause the position to fluctuate. For Trafford
1/5 people were accepted onto the pathway within 2 weeks of referral. The reasons for the four breaches all related to
finding appointment times to meet service user needs eg wishing to have support from Healthy young minds service in
appointment and sudden death in service user family. It should be noted that caseloads remain high in EI services
which will impact on assessing and allocating new referrals in two weeks. This is kept under continued review and
business cases have been developed as appropriate.

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

95.0%

95.0%

Apr-18
99.23%
94.60%
98.14%
98.28%
97.12%
96.11%

May-18
98.22%
94.69%
97.96%
98.00%
96.88%
96.29%

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

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

Dec-18

Jan-19

Feb-19

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

Mar-19

Q4
2017/18

Comments
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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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

Mar
Apr
May
670
885
881
101
136
137
60.6% 58.3% 56.5%
91.2% 94.9% 93.4%
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

Mar
691
175
30.9%
27.0%
91.6%

Apr
540
205
32.0%
43.9%
91.2%

3MR Trend Comments
2,436
Bolton: The combined IAPT Step 2 and 3 service continues to
374
show excellent RTT, recovery and access times .
58.3%
↓
93.3%
↓
100.0% ↔
Manchester: The three combined Manchester services have
May
3MR Trend seen a small incremental rise in recovery in line with previous
months. The 6 week access rate has stabilised in May after
624
1,855
significant improvement in April. The 18 week target is at
188
568
91.1%, the service are striving to hit the 95% target by the end
33.0% 31.9%
↑
of Q1. There is significant work on capacity and capability building underway to ensure processes are in place to build upon
42.6% 38.2%
↓
this position.
90.4% 91.1%
↓

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

Mar
471
151
43.5%
55.6%
85.6%

Apr
505
138
39.5%
56.2%
86.9%

May
494
101
41.3%
52.5%
86.1%

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

Mar
Apr
491
571
122
104
52.1% 58.6%
84.7% 84.0%
100.0% 98.9%

May
606
114
53.6%
64.0%
97.4%

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

Mar
14
3
0.0%
66.7%
66.7%

May
15
6
0.0%
66.7%
83.3%

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

Mar
Apr
May
75
77
54
38
29
30
34.2% 44.8% 33.3%
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

Mar
43.5%
59.9%
93.0%
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Apr
22
3
0.0%
66.7%
66.7%

Apr
44.3%
67.4%
93.8%

May
43.6%
64.4%
93.8%

3MR Trend Salford: The service remains non-compliant with RTT and
1,470
recovery targets. The service started pre-emptive recruitment at
risk given the pending business case approval in Salford, which
390
has now been agreed. The team are recruiting an additional
41.5%
↑
7.25 WTE which will significantly increase capacity to support a
55.0%
↓
waiting time initiative, aimed at increasing the numbers of
86.2%
↓
people entering within 6 weeks, as soon as possible. Based on
3MR Trend the recruitment plan, additional staff will be in post by
September. Although the impact of the additional capacity will
1,668
not start to show improvements on the waiting times of people
340
on discharge until December, systems are in place to monitor
54.6%
↓
RTT on entry to demonstrate the impact of the additional
76.5%
↓
capacity and provide assurance that those entering the service
will hit the required target on discharge.
98.6%
↓
3MR Trend
Trafford: The significant drop in 6 week RTT, was expected
51
and predicted from staffing shortages during January to March
12
2018, i.e. people entering in this period waited longer than usual
0.0%
↔
for their initial appointment. This was corrected by April. The
team predict that discharges within the next two months are
66.7% ↔
likely to be adversely affected but will be back on track by July
75.0%
↑
2018.
3MR Trend
206
Military Veterans: There have only been six discharges rec97
orded in May. Such low volume of activity leads to marked vari37.1%
↓
ation in KPI attainment. .
100.0% ↔
100.0% ↔
Working Well: The service is running down towards the end
3MR Trend
of the contracted expansion period. Activity and outcomes will
43.8%
↓
fluctuate during this period. Access time, as gauged by RTT,
64.0%
↓
will continue to be compliant as the service has a 14 day access
93.6%
↑

8
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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 locally
monitored OAPs 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 rather than new clients, 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 May the GMMH figure is 1,019 which is the sum of the Bolton (100), Manchester (670), Salford (135) and Trafford (114) figures.

Bolton
Trafford

Manchester
18/19 Trajectory

Salford
17/18 Outturn

Bolton
Trafford

Manchester
18/19 Trajectory

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

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

May-18

120
110
100
90
80
70
60
50
40
30
20
10
0

Apr-18

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

Inappropriate Reportable OAPS - Num ber of Bed Days Used by Clients per
Month

2400
2200
2000
1800
1600
1400
1200
1000
800
600
400
200
0

Salford
17/18 Outturn

Comments:

The GM definition for Out of Area Placement (OAPs) reporting agreed with NHS England was put in place in April. A target of 33% reduction has been set for 18/19. This
target remains a significant challenge for both GMMH and GM and considerable work is ongoing to reduce OAPs. A number of joint priority workstreams are underway
involving GMMH, Pennine Care and commissioners. Recent initiatives include opening a 13-bed male acute inpatient facility working closely with ASC Healthcare, supported
by all commissioners; the development of an 8-bed step down facility in partnership with Home Group; further analysis of activity to provide a more detailed understanding of
the increase in demand.
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5. Out of Area Placements (OAPS) - Inappropriate Reportable OAPS
Inappropriate OAPs Between 1st April 2017 and
31st March 2018

Directorate

Indicator

YTD

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

74
74

1
1

2
2

5
5

2
2

3
3

12
12

14
14

10
10

7
7

12
12

2
2

4
4

Bed Nights

811

31

18

26

31

6

44

181

60

127

123

70

94

No. Clients

72

0

4

7

3

3

3

6

8

11

13

10

4

No. Placements

72

0

4

7

3

3

3

6

8

11

13

10

4

Bed Nights

1128

0

18

67

103

80

47

61

66

180

221

84

201

No. Clients

79

0

5

5

6

8

6

10

4

7

11

10

7

No. Placements

79

0

5

5

6

8

6

10

4

7

11

10

7

Bed Nights

1719

0

33

100

67

130

170

226

120

185

264

231

193

No. Clients

463

20

31

17

22

26

28

48

51

54

73

42

51

No. Placements

483

21

34

19

22

27

29

50

55

56

74

45

51

Bed Nights

11592

754

846

660

429

480

680

1002

864

1210

1749

1318

1600

No. Clients

688

21

42

34

33

40

49

78

73

79

109

64

66

No. Placements

708

22

45

36

33

41

50

80

77

81

110

67

66

15250

785

915

853

630

696

941

1470

1110

1702

2357

1703

2088

YTD

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

8
8

4
4

4
4

Bed Nights

319

157

162

No. Clients

14

9

5

No. Placements

16

10

6

Bed Nights

257

129

128

No. Clients

11

7

4

No. Placements

11

7

4

Bed Nights

229

115

114

No. Clients

47

32

15

No. Placements

49

33

16

Bed Nights

1945

1271

674

No. Clients

80

52

28

No. Placements

84

54

30

2750

1672

1078

No. Clients
No. Placements

Bolton

Actual OAPS
Salford

Trafford

Manchester

Total Actual OAPS

Bed Nights

Inappropriate OAPs Between 1st April 2018 and
31st March 2019

Directorate

Indicator
No. Clients
No. Placements

Bolton

Reportable OAPS sent to
NHS and Private providers outside the GM footprint where no contracted beds have been
agreed.

Salford

Trafford

Manchester

Please Note: a negative
reduction equates to an
increase on the 2017-18
position.

Total Actual OAPS

Bed Nights
No. Clients
% Reduction on 17/18 No. Placements
Bed Nights

-27.0% -147.6%

33.3%

-25.4% -145.5%

33.3%

-61.8% -113.0% -17.8%

5. Out of Area Placements (OAPS) - Locally Monitored OAPS
B= Bed Nights
C= New Clients
Bolton
Manchester
Salford
Trafford
GMMH

Apr-18

May-18

B

C

B

C

59
488
61
44
652

3
4
2
4
13

149
397
31
66
643

3
16
1
1
21
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Jun-18
B

C

Jul-18
B

C

Aug-18

Sep-18

B

B

C

C

Oct-18
B

C

Nov-18
B

C

Dec-18
B

C

Jan-19
B

C

Feb-19
B

C

Mar-19
B

C
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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
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Q1

Q2

2018/19
Q3

Q4

May-18

Comments
Number of complaints received has been used to provide an indication of
76
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
78.1%
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
92.9%
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
78.2% The Target applied as an indication of performance and was the overall
England result as at February 2018.
Target: 8.65% TBC
5.8% The Target applied as an indication of performance and was the overall
England result as at February 2018.
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 4,504
4,908 4,900
876
898
121
123
2.5%
2.5%
2.3%
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
718
142
247
252

330

476

159

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
39
64
23
125

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 May the Trust employed 4,900 people who worked a total of 4,504 Full-Time Equivalent. The budgeted FTE exceeded the contracted FTE by 898.

As at the end of May there were 123 apprentices in GMMH, an increase of 2 compared to the previous month. This represents 2.5% of the workforce which exceeds the public sector target which is set at 2.3%. This 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 currently 577 candidates appointed to the Trust and waiting to start/pending employment checks of
which 247 have completed all clearances and have an agreed start date. 330 are currently in the pre-employment check stage.
The data for May demonstrates the recruitment process took on average 12.4 weeks from offer to start date. There is ongoing work to increase the capacity within the recruitment team to ensure the time taken to carry out pre-employment checks significantly improves.
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Sickness Rate

Sickness Absence - Long Term

3.25

3.25

3.45

4.06

4.88

4.82

3.71

3.58

4.03

4.31

4.43

3.82

%

3.94

1.48

1.61

A

M

F

1.75

2.38

2.39

1.98

O

1.71

1.74

S

D

1.61

A

2.28

1.56

J

N

1.70

M

Target

5.48

5.55

5.63 5.69

5.67

5.67

5.90 6.04

5.99

5.94

5.94

5.90

4.02

4.08

4.09

4.16

4.25

4.16

3.93

3.94

3.95

3.92

Directo rate Targe t

1.86

1.88

A

M

1.84

M

1.79

J

1.83

1.74

D

F

1.74

N

1.73

O

1.00

1.74

1.88

S

2.00
1.03

Rehab

MCR S &
Trafford

MCR North

Sickness Absence - Short Term

5.45

1.72

1.33

0.00

4.86

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

A

1.67

4.00

3.00

3.08

2.47

1.69

6.00

GMW/G MMH - Lo ng ter m

1.69

2.22

5.19 4.72

2018/19

GMW/G MMH - S hort term

3.85

4.02

Corpor ate

MCR & City

1.92

Psycho logical
Therap ies

1.41

2.14

6.45

5.00
4.11

3.45
2.13

2.68

1.81

4.95

SMS

1.35

4.10

4.69

0.00

7.00

6.57

HJS

2.00

NHS E

2.76

4.65

Salford

3.00

1.00

4.79

6.00

2017/18

5.90

4.12

Bolton

%

4.00

4.66
4.98

5.56

J

6.62

1.00

3.79

6.38

5.76

1.69

6.27

6.87

5.92

2.00

Directo rate Targe t

6.00

5.00

1.61

Divisional Rolling 12 Month Sickness Rates (%) - May 2018
6.71

6.00

J

0.95

1.51

1.63

M

1.36

5.64

J

7.00

7.34

6.79

1.29

Sickness Absence - Long Term

3.00

3.77

8.00

1.44

4.00

1.67

Sickness Absence - Short Term

1.95

5.33

0.00
M

1.69

Rehab

2.25

3.25

2.21

Psycho logical
Therap ies

1.11
2.36

6.00

6.53

5.00
3.15

1.73

SMS

1.23

2.47

7.27

7.00

%

3.10

3.36

GMMH

3.23

4.02

HJS

0.90

MCR & City

0.00

5.49

4.86

4.54

2.03

Bolton

1.00

2.48

NHS E

2.00

3.27

3.78

Salford

3.00

3.25

MCR S &
Trafford

%

4.00

5.31

4.83

4.17

MCR North

5.00

4.92

GMMH

6.00

Corpor ate

6.03

GMMH* Sickness Rate (%) - In Month

8.00

7.44

7.00

J

Divisional In Month Sickness Rates (%) - May 2018

8.00

2017/18
GMW/G MMH - S hort term

2018/19
GMW/G MMH - Lo ng ter m

Target

Comments:

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 5.90%, the total sickness rate for the 12 months ending May 2018 was a reduction of 0.04% from the previous month. The May in-month total at 4.86% remained under
the Trust target. The long term absence rate remained the same as the previous month. The highest number of days lost due to sickness absence in May were related to
Anxiety/stress/depression/other psychiatric illnesses (27%) and back/other musculoskeletal problems (15%). Manchester Central/Citywide services remained the lowest
operational division at 3.25%.
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IPDR
Trust Target IDPR

69
85

1.71
0.04 1.16

0.14 0.61 0.76
M

A

1.20

1.20

0.29
M

2017/18
Wastage Rate (%)
All Other Leavers

1.42

0.02
0.90

0.06 1.13
F

0.92
J

1.01

1.22

0.020.98

0.17

N

D

0.26
O

1.39

1.47

0.04

0.88
S

1.22

1.44

1.20

1.86

1.48
A

1.34
1.30
0.04

0.24

J

0.50

J

1.00

1.63

2.00
1.50

2.08

2.50

1.17

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
58
87
83
67
86
87
68
0
86
79
77
86
67
68
79
90
90
84
82
85
83
83
82
9
10
61
60
91
80
90
78
61
89
61
85
91
87
91
86
85
85
80
80

0.02 1.14

Course Name
Basic Life Support - 1 Year
Conflict Resolution
Equality & Diversity - 3 Year
Fire Safety - 1 Year
Health and Safety
Infection Prevention - Awareness - 2 Year
Infection Prevention - Clinical Staff - 1 Year
Infection Prevention - Housekeeping Staff - 1 Year
Information Governance - 1 Year
Mental Capacity Act
Mental Health Act Code of Practice
Moving & Handling Inanimate Objects - 3 Year
Moving and Handling - People
PMVA
Prevent WRAP
Preventing Radiscalisation - Level 2
Safeguarding Adults Level 1 - 3 Years
Safeguarding Adults Level 2
Safeguarding Children Level 1 - 3 Years
Safeguarding Children Level 2
Trust Target
Total Compliance

Turnover

M

Mandatory Training

2018/19

Fixe d term Co ntr acts & TUP E Tra nsfers

68
85

Comments:
Mandatory Training and IPDR: Overall the mandatory training compliance remained the same as the previous month at 80%. At the end of May 68% of staff had completed IPDR, a
reduction of 1% from the previous month. 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.
A capacity plan is being developed to provide moving & handling people training for the 800 staff who require this training.
Turnover: During May a total of 37 staff left GMMH. Reasons for leaving were: voluntary resignation (22), retirement (10), other (5). The Trust has set an improvement target on
turnover rates as part of the NHSI Retention Improvement Programme. The May turnover figures demonstrates a reduction in the number of leavers in month compared to previous 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%

286,
25.9%

102,
9.2%

Comments:

The results for the latest staff FFT from Q4 17/18 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
%

Ext rem ely Likely
Neithe r likely nor unlikely
Ext rem ely Unlikely

422,
38.2%

Like ly
Unlikely
Don't Know

Ext rem ely Likely
Neithe r likely nor unlikely
Ext rem ely Unlikely

Like ly
Unlikely
Don't Know

Patient Feedback—Service User Friends and Family Test
Comments:

YTD Period: May 2018
26,
7.2%

Question. How likely are you
to recommend this
organisation to friends and
fam ily if they needed care or
treatment?

24,
6.6%

10,
2.8%
9,
2.5%

1 - Extremely Likely

41,
11.3%

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 May 2018, the combined GMMH results showed that of the 155 service users asked,
78.1% said they would recommend our services to friends and family which is a decrease on an
overall score of 83.1% in April (bringing the YTD total to 80.9%).

2 - Likely
3 - Neither likely nor unlikely
252,
69.6%

4 - Unlikely
5 - Extremely unlikely

6 - Don't Know
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Board Performance Report – Quality (Quarter 1 2018/19)
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Gill Green, Director of Nursing and Governance
Nursing and Governance Team

REPORT SUMMARY:

This report provide a high level summary for Quarter 1 2018/2019 relating to patient
safety; integrated healthcare; service user and carer feedback; staff safety;
safeguarding; and compliance with our legislative frameworks. It also provides a
summary of our key performance metrics and a progress update for our Quality
Account, Dragons Den initiative and our Quality Matters programme.
Most information is provided in relation to Quarter 1 which will enable quarterly
comparisons to be made in future reports. The exception to this is in relation to
information about the Mental Health Safety Thermometer, for which full quarterly
data were not available at the time of this report and a year to date position is
therefore provided.

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

REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
Quality Governance Committee
19th July 2018
Charitable Funds Committee
Remuneration & Terms of Service Committee
1

Council of Governors
Executive Management Team
LEGAL IMPLICATIONS:

NA

REGULATORY
IMPLICATIONS (CQC/NHSI):

NA

THIS REPORT PROVIDES ASSURANCE AGAINST A RISK ON THE BOARD ASSURANCE
FRAMEWORK (BAF):
DATIX ID
2816

2817

2819

2820

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

Yes

Description (as per BAF)
Physical Health- Failure to improve the Trust’s assessment
and treatment of physical health conditions will impact on
service user wellbeing and lead to poorer outcomes.
Positive and safe – failure to minimise the use of restrictive
practices will impact on patient safety and experience.

Mental Health Act and Mental Capacity Act Compliance –
failure to comply with legislative framework for the care and
treatment of detained patients will impact on the Trust’s
reputation and could lead to regulatory sanctions.
To promote recovery by
Learning from deaths – failure to implement robust
providing high quality care and mortality governance processes will impact on the Trust’s
delivering excellent outcomes ability to deliver safe care and on patient experience and
outcomes.

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board are asked to note the report.

x

Assurance

x

Approval/Decision

2
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1. Executive Summary
This report provides a high level summary of information related to patient safety; integrated health care; service user and carer feedback; staff safety;
safeguarding; and compliance with our legislative frameworks. There is also a summary of our key performance metrics related to the prevention and
management and aggression; a summary of our quality improvement activities; and a progress update in relation to our Quality Accounts.
Most information is provided in relation to quarter 1 which will enable quarterly comparisons to be made in future reports. The exception to this is in relation
to information about the Mental Health Safety Thermometer for which full quarterly data were not available at the time of this report and a year to date
position is therefore provided.
There has been an overall reduction in incidents of low, insignificant, minor and moderate harm during Quarter 1. There was a significant increase in
externally reportable ligature related incidents within our prison services during Quarter 1. This reflects a change in reporting requirements set by NHSE and
does not reflect an increase in the severity associated with people of using ligatures. There were no other reported trends in serious incidents by category or
location during Quarter 1 (see pages 5-6).
Just under half of all deaths reported in Quarter 1 were expected. Just over half were unexpected. There has been a year to date decrease in deaths of
people in contact with our services. There was one death of a person with a learning disability and this is currently being investigated and any appropriate
action based on the Learning Disabilities Mortality Review (LeDeR) Programme will be taken. A multi-agency event was held following an NHSE Independent
Homicide Review led by Niche (see page 7).
The National Mental Health and Classic Safety thermometers are used by the Trust to monitor medication
omissions; service user safety; pressure ulcers and falls. There was a gradual increase in medication omissions in
Bolton, Salford and Trafford; and a significant decrease in omissions in Manchester during Quarter 1 (see page 8-11).
There was an increase in the number of service users feeling safe in the care of GMMH during Quarter 1. There was
an overall decrease in falls the majority of which caused insignificant, low and minor harm; and with a smaller
proportion causing harm (see page 9).
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1. Executive Summary
There were no infection outbreaks during Quarter 1. The annual PLACE programme was concluded and the inspection reports were generally positive. A
remedial action plan was developed for one ward and progress with this is being monitored by the Matrons group (see page 12).
Two safety alerts were received with relevant action taken by the Trust in Quarter 1. A small number of safety alerts remain open with action still to be taken
and monitored by the Risk Management Committee (see page 13).
There was a reduction in violent or aggressive behaviours towards staff in Quarter 1 and the year to date position is below the benchmark set against the
2017/18 year end position. Similarly, there was a reduction in accidents causing injury to staff in Quarter 1 and the year to date position is below the
benchmark set against the 2017/18 year end position (see pages 14-16).
There was little overall variation in the use of restraint, seclusion and rapid tranquillisation Quarter 1 which is monitored by the Trust wide Positive and Safe
forum (see pages 17- 21).
There was a reduction in the number of adult safeguarding referrals with the number of child safeguarding referrals remaining steady. There was a reduction
in the number of domestic homicide reviews, serious case reviews and safeguarding adult reviews (see pages 22-24).

There was a decrease in level 4 and 5 complaints and an increase in the number of services users who reported that they were extremely likely or likely to
recommend GMMH to friends or family if they needed similar care or treatment (see page 25-27).
Our performance in relation to our Quality Account and our Dragon’s Den initiative and our Quality Matters
programme is summarised on pages 28-30).
Information on admissions within the Mental Health Act and the Mental Capacity age is summarised on pages 31 33. Future reports will show how use of the Acts changes over time.
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2. Patient Safety
2.1 Total Number of Incidents by Harm Caused
N u mb e r o f In ci d e n t s b y Le ve l o f H a r m
1900

18
34
106

1700
1500

455
9

1300

23
53

1100
328
900
700

Major Harm - Level 5 (Red)

21

Moderate Harm - Level 4 (Amber)

10
59

Minor Harm - Level 3 (Yellow)
Low Harm - Level 2 (Green)

311

Insignifcant Harm - Level 1 (Grey)

1293

500

YTD Tracjectory
844

704

300
100
April

May

June

Of the 6273 incidents reported in Datix, the graph below
identifies the comparison with percentage of incidents
reported as insignificant, not applicable, minor or
moderate harm.

The graph identifies the number of incidents in Quarter
1 by level of harm. During Quarter 1, a total of 6273
incidents were reported in Datix. Level 1, Level 2 and
Level 3 incidents of no harm, low
harm or moderate harm make up
92% of incidents reported. This is
a consistent theme across the
Trust. All incidents are reviewed
by a weekly incident panel those
that progress to 3 day reviews or
comprehensive investigations
(RCAs) are monitored by the Post
Incident Review Panel.

P e r ce n t age o f In ci d e n t s i n Q u a r t e r 1 Le ve l l e d a s
In s i gn i fi ca nt , Lo w, Mi n o r, o r Mo d e r a t e H a r m
100.0
99.5

99.1

99.3

99.1

99.0
98.5
98.0
97.5

Series1

97.0

YTD Trajectory

96.5
96.0
95.5
95.0
April

May

June

Quality Report | 6

2. Patient Safety
2.2 STEIS Reported Incident for Quarter 1
During Q1 a total of 186 deaths were reported. 45% of these were expected and a proportion of service users were on end of life care plans. The graph below shows the number of deaths per month with a year to date trajectory which shows a general reduction within the quarter

STEIS Reported Incidents by

Dire c to ra te

and Sub Category in Quarter 1

8
7

6
5
4
7

3
2

1
0

1

1

1

1

1

1
1

1

1

1

1

1

Trafford

1

Substance Misuse Services

2

Salford
1

1

1

Manchester

Forensic - Medium Secure Unit
Criminal Justice Services
Bolton
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2. Patient Safety
2.3 Deaths
During Q1 a total of 186 deaths were reported. 45% of these were expected and a proportion of service users were on end of life pathways. The graph below shows the number of deaths per month with a year to date trajectory which shows a general reduction within the quarter.

N u m b e r o f E x p e c t e d , U n e x p ec t ed a n d L e a r n i n g D i s a b i li ty D e a t h s
w i t h Ye a r t o D a t e
80
0
70
60
41

1

50

0
LD Death

40

32

27

Unexpected
Expected

30
20

Year toDate
35

10

23

26

May

June

0
April

2.4 NHS England Independent Homicide Reviews
During Q1 a multi-agency learning event took place which was led by NICHE and included the Trust, partner mental health Trusts, the Police and commissioners. The learning event generated further actions for GMMH in response to NICHE’s recommendations and final publication of the Independent Homicide Report is expected in July 2018.
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3. Integrated Healthcare
3.1 Mental Health Safety Thermometer
During Quarter 1, the Mental Health Safety Thermometer KPI was applied across Manchester services from April 2018. Medication omissions should be less
than 5% to remain compliant with this KPI. Since the KPI was introduced, there has been a reduction in the number of medication omissions across
Manchester services; the graph below identifies this trend and includes a year to date trajectory.
M e d i c a t i o n O m i s s i on s Ye a r t o D a t e
10.00%
9.00%

% OF OMISSIONS

8.00%

7.33%

7.33%

Bolton, Salford and
Trafford

7.79%

7.00%
Manchester

6.00%

4.93%

5.00%
4.00%

2.99%

5%

2.99%

3.00%

4.56%

2.00%

2.8%
1.4%

1.00%

Bolton, Salford Trafford
YTD Trajectory
Manchester YTD
Trajectory

0.00%
Jan

Feb

March
MONTH

April

May

The Mental Health Safety Thermometer is reported as part of a local Clinical Commissioning Group multilateral contracts and due to this, the timescale for
reporting June’s information is the End of July. Therefore the above graph shows a year to date picture from January 2018.
The graphs identifies a significant reduction in medication omissions in Manchester services. This is because there has been an focus on the reduction of
medication omissions across Manchester services, and support continues to be provided to local teams for the reduction of medication omissions.
Medication Omissions are noted at the Medicines Management Group.
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3. Integrated Healthcare
3.2 Mental Health Safety Thermometer– Percentage of Service Users Feeling Safe
During Quarter 1, As part of the Mental Health Safety Thermometer collection, service users are asked whether they feel safe in the care of our services. The
graph identifies an increase in the percentage of service users feeling safe in a year to date trajectory. For those service users who report feeling unsafe,
services provide further assurance information to ensure that appropriate steps are being taken to ensure that service users feel safe in our care. Assurance
reports from services highlighted various ways in which service users are supported ton feel safe including 1:1s with staff, use of Safewards interventions,
and use of leave. Local assurance reports are noted at the Positive and Safe Forum.
P e r c e n t age o f Se r vi c e U s e r s F e e l i n g Sa f e i n G MMH Se r vi c e s Ye a r t o D a t e
100

% OF SERVICE USERS FEELING SAFE

99
98
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93

93
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% of Service Users Feeling Safe

94
93

YTD Trajectory

93
92

91
90
89
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The Mental Health Safety Thermometer is reported as part of a local Clinical Commissioning Group multilateral contracts
and due to this, the timescale for reporting June’s information is the End of July. Therefore the above graph shows a year
to date picture from January 2018.
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3. Integrated Healthcare
3.3 Pressure Ulcers
The graph below identifies the number of pressure ulcers reported during Quarter 1 by Division and type. During Quarter 1, There have been a total of 5
GMMH acquired pressure ulcers.
Nu mb er o f P ressu re Ulcers

in the Quarter

3.5
3
3
2.5
2

1.5
1

1

1

1

1

1

1

Criminal
Justice
Services

Salford

Trafford

Bolton

Trafford

Bolton

Criminal
Justice
Services

1

0.5
0

Admitted with Pressure Ulcer from
Nursing Home/Hospital

Salford

Admitted with Pressure
GMMH Hospital Acquired Pressure Ulcer
Ulcer from Patient's Home

All reported pressure ulcers are investigated and monitored by the corporate nursing team with any learning from
incidents noted at the physical healthcare committee. At a local level a number of assurance processes have been
developed to prevent pressure ulcers and raise awareness of tissue viability risks including the use of body maps on
admission. An audit has been completed and this will be reported in Q2.
An audit of waterlow completion took place in Q1. A total of 17 service users were reviewed and all had an updated
waterlow in place with an appropriate care plan. One was found to be of substandard quality and this was
immediately rectified. A local training session on skin integrity and pressure relieving devices has been developed
and is being provided to clinical staff by the Physical Healthcare Team
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3. Integrated Healthcare
3.4 Falls

A total of 298 falls were reported during Quarter 1, 73% of these falls were insignificant, low and minor harm. The Trust Falls Prevention and Management Policy sets out post falls guidance including use of the Falls Risk Assessment and Management (FRAMP) tool and compliance with this is monitored through the Trust incident management process. Incidents of falls are reviewed at the Trust Falls Group with any hotspots identified for immediate action planning. The Trust falls group reports to the Physical Health Care Committee and any learning from falls incidents is shared across the
Trust’
N u m b e r o f P a t i e nt Fa l l s D u r i n g Q u a r t e r 1
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0
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Bolton
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3. Integrated Healthcare
3.5 Number of Infection Control Outbreaks
There have been no cases of outbreak during quarter 1. There was 1 case of Hepatitis A on Junction 17. This was fully investigated, no source was identified
and the service user was successfully referred for appropriate treatment.
3.6 PLACE
The annual PLACE inspection programme has been completed during the quarter. A number of service user and carer volunteers were recruited to lead the
inspections and were fully supported by Senior Nursing and Facilities Staff. The PLACE inspections were generally all very positive. There was 1 area in Bolton
(Beech Ward) that fell below expected place standards due to concerns regarding staff attitude and general housekeeping. These concerns were raised
immediately with the Senior Management Team and a local action plan has been implemented, which will be noted at the Trust Matrons Meeting. The
Nursing and Governance team will be completing a revisit on Beech Ward during Quarter 2.
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4. Staff Safety
4.1 Safety Alerts– Local Feedback
24 safety alerts were closed within the required time frame in Quarter 1. The following Patient Safety Alerts were closed in Quarter 1.
Reference

NHS/PSA/
RE/2018/003

NHS/PSA/
W/2018/002

Alert Title
Originated By
Resources to support
the safe adoption of
the revised National
NHS Improvement
Early Warning Score
(NEWS2)
Risk of death or severe
harm from inadvertent
intravenous adminNHS Improvement
istration of solid organ
perfusion fluids

Issue Date

Status

Response

Deadline

25-Apr-2018

Issued

Action Not Required 21-Jun-2018

17-Apr-2018

Issued

Action Completed

31-May-2018

7 Safety Alerts were open at the end of Quarter 1. The following Patient Safety Alerts was still open at the end of Quarter 1. We are awaiting confirmation of procedures in
place from the relevant Acute Trusts before closing this alert.
Originated
By

Reference

Alert Title

NHS/PSA/
D/2017/006

Confirming removal or flushing of lines and cannulae NHS Imafter procedures
provement

Issue
Date

Status

09-Nov
Issued
-2017

Response

Deadline

Acknowledged

09-Aug-2018
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4. Staff Safety
4.2 Violence and Aggression towards Staff
The graph shows violence and aggressive behaviours towards staff with a year to date trajectory and the Trust benchmark. The graph identifies a reduction in the number
of violent and aggressive incidents causing injury to staff during Quarter 1, this is noted at the Positive and Safe Group. There is a Trustwide Strategic group looking at staff
support and wellbeing as part of this work.

4.2.1 Number of Incidents and Associated Harm
In Quarter One, there were 143 violence and aggression Incidents causing injury to staff. Manchester Services reported 52 incidents, which is 36% of the total incident
reported. Salford reported 47 incidents (33%), Forensic medium secure 10 (7%), CAMHS 10 (7%), Bolton 8 incidents (6%), Trafford 6 (4%), Substance Misuse 5 (3%).
A total of 133 (93%) of violence and aggression incidents against staff resulted in minor harm. 9 (6%) of incidents resulted in moderate harm requiring treatment and 1
major harm incident. There has been a total of 6 incidents reported to HSE as RIDDOR incidents, 5 incidents resulted in members of staff being absent from work for over 7
days and 1 incident was a specified injury reportable as a RIDDOR. 3 of the RIDDOR incidents occurred in Salford, 1 in Bolton, 1 in Manchester and 1 Forensic Medium
Secure.
Over the last 12 months there has been a downward trend in violence and aggression incidents resulting in injury to staff from 83 in July 2017 to 59 in May 2018. The
Positive and Safe Team continue to deliver training and provide advice and support in the prevention and management of violence and aggression. The Security
Management Specialists provide staff support, involve the police where necessary and monitor incidents of violence and aggression against staff through the Police Liaison
Meetings. the Positive and Safe forum monitors rates of violence and aggression towards staff and supports services to reduce conflict on wards through Safewards.

Quality Report | 15

4. Staff Safety
4.3 Accidents Causing Injury to Staff
The graph shows accidents causing injury to staff with a year to
date trajectory and Trust’s benchmarking figure.

4.3.1 Accidents Causing Injury to Staff by sub Category
The graph below identifies the top 5 accidents causing injury to staff by
sub category . The graph also indicates the number of accidents
reported for each category as a Year to Date for 2018.

4.3.2 Number of Incidents
In Q1 there were 22 reported staff accidents resulting in injury with no
apparent themes. None of the incidents during Q1 were RIDDOR
reportable’
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4. Staff Safety
4.3.2 Number of Incidents


This comprised 4 falls, 4 collisions with objects, 3 cuts with sharp materials, 3 injuries during PMVA, 2 burns or scalds, 2 injuries from patient moving and handling, 1
non patient moving and handling incident, 1 injury involving an animal, 1 needlestick injury and 1 unknown cause.



There have been no common themes in regards to the number of incidents



3 of the 4 staff falls incidents were due to slips on wet floors caused by spillages. Falls remain the highest reported type of staff accident with 11 reported to date in
2018.



The 3 cuts with sharp materials incidents included a housekeeper who was cut by a small piece of glass found in the bathroom, a member of staff who cut their hand
whilst using a ligature knife and an administrator who cut their hand on a folder in a filing cabinet. The piece of glass has been removed, the ligature knife has been
replaced and the filing cabinet has been repaired. Cuts with sharp materials is the second highest reported staff accident type with 7 incidents reported in 2017 and
4 incidents reported to date in 2018. Ligature knife training is being rolled out in Positive and Safe training from June 2018.



The 4 collision with objects incidents were due to staff error rather than defective equipment or unsafe environments. These incidents including staff coming into
contact with an open window, a pedal bin lid and a fridge. Collision with objects is the third highest report staff incident type with 4 incidents in 2017 and 5 incidents
to date in 2018. A new quarterly inspection checklist and general workplace risk assessment is being implemented from Quarter 2 2018 which will help identify and
control identified hazards in the workplace before accidents occur.



The 3 staff injuries during PMVA which led to staff injury during restraint. The PMVA training programme was refreshed in 2017 and further improvements are being
progressed through the Positive and Safe group.



The Positive and Safe group is progressing a range of work associated with reducing the potential for staff injury
through restraint and a newly convened Staff Wellbeing group will take additional measures to increase staff safety’

.
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5. Positive and Safe
5.1 Violence and Aggression Incidents where Restraint Techniques were used:
During Quarter 1, violence and aggression incidents where restraint techniques were used identified maintained an overall level trajectory with a slight increase in May.
The graph below identifies the year to date trajectory and the Trust’s benchmark. The data are not comparable due to the differences in bed numbers, and future reports
will include trajectories against baselines for each service area .
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5. Positive and Safe
5.1.1 Local Assurance Data
There were notable decreases in some areas with the increases reported in CAMHS and Manchester inpatient services. There are Positive and Safe focus
groups established in both areas and additional support has been provided to the teams to strengthen the use of Safewards. Additionally, there was an event
focused on preventing and managing self-harm and suicidal behaviour in Q1 and this involved both our CAMHS and Manchester services presenting their
approaches at the Trust wide Positive and Safe group. CAMHS have established case discussion groups to derive learning from challenging incidents.
In Q1 the wards with the highest use of restraint were Blake Ward, Buttemere Ward, Hayeswater, Pegasus Ward and Phoenix Ward. Local assurance
statements were provided by each ward manager in relation to steps the teams were taking to further reduce the use of restraint on their wards and these
will be noted at the next Positive and Safe group in August 2018. Additionally, the Positive and Safe team have been supporting the wards with local
Safewards meetings to focus on primary and secondary interventions. Finally, the Trust is working with a partner mental health Trust to explore
organizational strategies to further reduce restrictive interventions within GMMH.
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5. Positive and Safe
5.2 Incidents of use of Rapid Tranquilisation
During Q1 there was a slight reduction in the use of rapid tranquillisation (RT). The graph below shows the number of RT incidents per month by division and
year to date position against the Trust’s benchmark which was established from 2017/8 data. The data are not comparable due to the differences in bed
numbers, and future reports will include trajectories against baselines for each service area.
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5. Positive and Safe
5.2.1 Local Assurance Data
In Q1 the wards with the highest use of Rapid Tranquilisation were Hayeswater Ward, Blake Ward, Cavendish Ward, Bronte Ward and Oak Ward. Local
assurance statements were provided by each ward manager in relation to steps the teams were taking to further reduce the use of RT on their wards and
these will be noted at the next Positive and Safe group in August 2018. Additionally, wards are being supported to reduce the use of RT through the use of
Positive Support Plans and the PRN Campaign to reduce the unnecessary use of medication as part of conflict resolution’
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5. Positive and Safe
5.3 Seclusion Use
During Q1 there was an overall increase in the use of seclusion which resulted in a year to date position slightly above baseline based on 2017/18 data. The
wards highest seclusion use were Phoenix Ward, Blake, Buttermere, Irwell and Maple House. Local assurance statements were provided by each ward
manager summarizing steps the teams were taking to further reduce the use of seclusion and these will be noted at the next Positive and Safe group in
August 2018. In addition, a specific action plan has been agreed with the CAMHS SLT including a Positive and Safe CAMHS sub-group which will focus on
seclusion use and prevention. A new model for reviewing seclusion use is being piloted in Salford and this will be evaluated.
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6. Safeguarding
6.1 Adult and Child Safeguarding Incidents by Year to Date
During Quarter 1, a total of 373 incidents of safeguarding adults and 79 incidents of safeguarding children were reported. Year to date, a total of 695
safeguarding adult incidents and 154 safeguarding children incidents have been reported. The graph below identifies the number of incidents reported with a
year to date trajectory.
A d u l t a n d C h i l d S a f e g u a r d in g I n c i d e nt s b y Ye a r t o D a t e
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Staff are required to raise a safeguarding concern where there are concerns in relation to the welfare of a child, or
where an adult who has care and support needs, is experiencing or at risk of abuse or neglect, and as a result of those
needs is unable to protect themselves. Information is shared across the multi-agencies and decisions made in relation
to the steps required to safeguard those children and adults, in accordance with locality safeguarding arrangements.
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6. Safeguarding
6.2 Domestic Homicide Reviews, Serious Case Reviews, Safeguarding Adult Reviews
During Quarter 1 , there were a total of 4 domestic homicide reviews, 5 serious case reviews and 4 safeguarding adult reviews commenced.
SARs
Number of Reviews

SCRs
4

(Q4 5)

Manchester 3
Bolton 1

DHRs
5

(Q4 7)

Manchester 3
Salford 1
Wigan 1

4

(Q4 6)

Manchester 2
Bolton 1
Chorley 1

6.2.1 Published Safeguarding Reviews


Adult CA report published March 2018. No identified learning for GMMH



Adult AB SAR published May 2018. Multi-agency learning – adult safeguarding training should be informed by learning from tackling domestic abuse, particularly the
growing awareness of the patterns of coercion and control. This has been incorporated into the Trusts safeguarding training.

6.2.2 Domestic Homicide Reviews (DHR’s)
Manchester Community Safety Partnership published a Domestic Homicide Review Report on 22/06/2018. The victim and
perpetrator had been known to the former Manchester Mental Health and Social Care Trust on one occasion.
The following single agency actions have been recommended by the review for GMMH:


To ensure that DVA training includes good practice around interviewing the victim and perpetrator separately.



To ensure that safe enquiry is conducted in the event of domestic abuse disclosure, regardless of whether the victim
is the patient or partner, friend or relative accompanying them.



To carry out a risk assessment for any person disclosing domestic abuse in line with MSAB/MSCB guidelines.



To cascade lessons learned from this DHR to ensure that clinicians consider the full facts rather than just responding
to the presenting issue, e.g. domestic abuse as well as mental health issues.

This review will be discussed at the Joint Safeguarding Group at the end of July 2018 and action plan monitored.
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6. Safeguarding
6.3 Prevent Dataset and Prevent WRAP Training Compliance (Level 3)
6.3.1 Prevent Concerns raised by the Trust
The Prevent statutory duty, introduced through the Counter-Terrorism and Security Act 2015, requires local authorities, education, health bodies, prisons
and probation, and the police to have due regard to the need to prevent people from being drawn into terrorism. In the course of this duty, specified
authorities will share relevant information about those individuals they consider to be at risk of radicalization through dedicated safeguarding pathways.
In the event that a staff member has concerns that a patient, service-user or carer may be at risk of being drawn into terrorism, or may be vulnerable to
grooming or exploitation, staff are required to seek advice and liaise with the Trust Prevent Lead. A decision will then be made in relation to a referral being
forwarded to the police, with a view to accessing multi-agency Channel support.
There have been 5 Prevent concerns raised by the Trust in Q1.
Division

Number

Bolton

1

Trafford

1

Manchester

3

6.3.2 Prevent WRAP Level 3 training compliance:
The training compliance for Prevent Wrap 3 has increased during Q1.


Quarter 4– 78%



Quarter 1—80%

The Trust is required to achieve 85% and is continuing to improve compliance following the roll-out of the e-learning
module.
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7. Service User and Carer Feedback
7.1 Number of Complaints in the Quarter

During Quarter 1, a total of seven level 4 and level 5 complaints were received. The graph below identified the number of level three, four and five complaints during
Quarter 1 by division.
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All level 4 and 5 complaints are currently being investigated by the Trust. The outcome of these and any local and
thematic learning which is generated is summarised in the quarterly CareHub report and noted at Quality
Governance Committee. Learning is reviewed by local SLTs and Network Hubs and any Trust wide learning is taken
to the Ward Managers and / or Community Managers networks.

Salford

Substance Misuse

0
Level 5
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7. Service User and Carer Feedback
7.2 Number of Claims in Quarter by Division
During Quarter 1, 7 Claims were upheld (1 in relation to Clinical Negligence and 5 in regards to Employers liability). The graph identifies the claims upheld by
division and type.
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The below identifies the comparison of the number of claims received in Quarter 1 in comparison with Quarter 4.
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7. Service User and Carer Feedback
7.3 Friends and Family Test
During Quarter 1, an average of 79% of service users were extremely likely or likely to recommend our services to friends and family if they needed similar
care or treatment. The graph below identifies year to date the response to the friends and family test with a year to date trajectory.
R e a s p o n se t o " H o w l i k e l y a r e y o u t o r e c o m m e n d o u r s e r v i c e s t o f r i e n d s a n d f a m i l y i f t h e y n e e d e d
s i m i l a r c a r e o r t r e a t m e n t? " Ye a r t o D a t e
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Quarterly figure only. Number of service users answering "Extremely Likely" or "Likely" as a percentage of the total number of
staff responding to theFFT 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.
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8. Quality Improvement
8.1 Quality Account
GMMH has now prepared its Quality Account 2017/18 in accordance with NHSI requirements. The Quality Account provides a summary of our progress against the Quality
Improvement Priorities (QIPs) published in last year’s Quality Account. It details our systems for providing quality assurance, describes our processes for reviewing and
learning from deaths, reviews performance against a wide range of mandated quality improvement indicators and sets out new ambitions for 2018/19.
Our QIPs for 2018/19 were developed as part of an engagement and consultation process which involved staff, service users, carers, and HealthWatch organisations in
Bolton, Manchester, Salford and Trafford, and other external stakeholders. The development of the QIPs also considered key themes and issues that have been identified
during the year by our Quality Governance Committee, and reflected on the findings from our recent CQC inspection report.
For 2018/19 there are six Quality Improvement Priorities. These are







Listening to, Learning From and Acting on Service User and Carer Feedback – with a specific focus on triangulating patient and carer feedback to support quality
improvement
Improving Outcomes through the Delivery of Recovery Focused, Positive and Safe Services – including the implementation of a Safewards strategy for GMMH
Enhancing the Quality of Life of People with Dementia and Older People with Functional Illness – including taking steps to improve transitions between services
Improving Physical Health Assessment and Treatment and Promoting Health Improvement - with a focus on improved training and the use of mobile applications to
support service users in managing their physical healthcare
The development of a personality disorder strategy and framework - to inform our approach to service users with
personality problems either as their primary diagnosis or as an important aspect of a complex clinical presentation
Improving the Quality and Effectiveness of Service User Care Plans – with a focus on ensuring that there is effective
engagement and collaboration with service users and carers in the development of personalised care plans

The Trust’s external auditor, KPMG, have issued a clean, limited assurance opinion – the highest opinion possible for this audit.
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8. Quality Improvement
8.2 Dragons Den
In total there were 162 bids received for the 2018/19 programme from across Bolton, Salford, Trafford and Specialist Services. The total ‘ask’ from the bids
received was £940,501, against £250,000 of available funds and these were reviewed by a panel which included service users and carers.
Out of the 162 projects, 52 were identified for automatic funding, with a further 8 invited to present their ideas to the Dragon’s Den. In total, 60 projects
have been funded at a total cost of just over £250,000. These projects relate to at least one of the 6 Quality Improvement Priorities that have now been
published in this year’s Quality Account. Successfully funded projects for 2018/19 range from animal assisted therapy, community radio and accessible
gardening, through to music therapy, outdoor sports activities and dementia friendly external spaces. Financial support for the projects ranges from £189, up
to £10,000.
There were 102 projects made to the Dragon’s Den this year that were unsuccessful. Out of these, a number of projects have been identified for further
consideration from other funding streams including charitable funds, research and development, learning and development, and estates and facilities.

All successfully funded projects will be required to provide an update mid-way through the year with quarterly updates being provided to Quality Governance
Committee, with a final update at the end of the financial year which will be used to support the development of the 2018/19 Quality Account’.
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8. Quality Improvement
8.3 Quality Matters
During Q1 Inpatient Quality and Safety Metrics continue to be completed for Older adults, adult acute, medium secure, PICU, Rehab and CAMHS wards.
These are also used to inform Quality Walkaround visits.
Six Walkaround visits took place during Q1 and a Red, Amber, Green rating was applied based on the environmental visit, local data pack and information
from service user and carer and staff interviews. These were on Delaney ward (green); Medlock ward (amber); Chaucer ward (green); Keats ward (report in
development); Wentworth House (report in development); and Buttermere ward (report in development).
A wide range of good practice and recommendations for quality improvement has been identified as a result of the six Walkarounds. A summary of common
themes in terms of good practice included the MDT approach to care planning, recovery focus, staff morale and principles of least restrictive care. Areas
identified for further consideration have included supervision, carer information and de-briefs following restraint incidents.
Walkaround reports are shared with SLTs, noted at Network Hubs and noted at Quality Governance Committee through regular Quality matters reports.
Areas for improvement are supported by corporate services where this is required principles of least restrictive care. Areas identified for further
consideration have included supervision, carer information and de-briefs following restraint incidents.
8.4 CQUIN Update
Quarter 4 CQUIN submission has been rated as passed by Bolton and Salford Commissioners. Final feedback is
expected imminently from NHSE, Trafford and Manchester commissioners although informal feedback is very
positive and no issues or challenges are expected. Leads are now currently preparing for the Quarter 1 2018 2019 submission. Quarter 1 reports will be received for the District CQUIN and Quality Measures group on the
17th July 2018, and the Specialist CQUIN and Quality Measures Group on the 10th July. All CQUINS are part of a
2 year cycle and have rolled over into 2018/2019 with some additional stretches in a number of areas including
the cardio-metabolic assessment, treatment, flu vaccination and A&E frequent attenders CQUINs.
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9. Mental Health Act and Mental Capacity Act
9.1 Admission to Hospital Under Mental Health Act 1983
Fig 3 shows numbers of admissions under a section of the Mental Health Act (MHA) (Parts II and III MHA) in Q1. Fig 4 shows the number of admissions under
Parts II and III of the MHA in the year to date. The use of Section 5 Holding Powers, CTOs and Guardianship orders are also included to show a full picture of
MHA activity’. Future reports will show changes in the use of different sections of the MHA over time which are monitored by the Mental Health Act and
Compliance Committee
Figure 3– Quarter 1 Divisional variances by each detention type

Figure 4– Year to date Divisional variances by each detention type
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9. Mental Health Act and Mental Capacity Act
9.2 CQC Mental Health Act Focused Visits
Service/Ward

Date of Visit

Date Provider Action Statement
returned

Themes

Silverdale, AFS

11/04/2018

03/05/2018

Staffing, s.132 rights, advance
statements,

Pegasus, CAMHS

04/04/2018

18/05/2018

Buttermere, AFS

10/05/2018

01/06/2018

restrictions, AMHP reports,
T2 and consent
care plans, s.17 leave,
s.132 rights, restrictions

Irwell, Moorside

04/06/2018

26/06/2018

capacity, care plans, restrictions, leave

Bronte, Laureate

21/05/2018

04/07/2018

papers, restrictions, consent, T2, T3, leave

9.3 Section 49 Reports
The Court of Protection can requests reports under s.49 of the MCA from any public body when it is considering any question relating to someone who may lack capacity.
The report must deal with ‘such matters as the court may direct’. Four requests for s.49 MCA reports have been received in Q.1 2018/19. GMMH has seen an upward trend in terms
of s.49 report requests, which is in keeping with National experiences.

9.4 DOLS applications
2018

Number of DoLS
Applications made
Quarter 4
Quarter 1

Number of DoLS
Applications approved

1
0

1
0
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REPORT SUMMARY:

The following report on Safe Working Hours: Doctors in Training covers the period
from 1 February 2018 to 30 April 2018. The template provided by NHS Employers
has been used in preparing this report, with some adaptations.

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

x
x

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

Compliance with NHS Employers guidance and the terms and conditions of
service for junior doctors on the 2016 contract
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

RECOMMENDATIONS:

The Board of Directors are asked to note the quarterly report on Safe Working
Hours: Doctors in Training.

x

Assurance

x

Approval/Decision

2

QUARTERLY REPORT ON SAFE WORKING HOURS:
DOCTORS IN TRAINING: February 2018 to April 2018
Executive summary
This is the fourth quarterly report for the Trust Board.
Introduction
High level data
GMMH Establishment Total:

150

Number of doctors in training (total):

112 (wte)

Number of doctors in training on 2016 TCS (total):

84.5 (wte)

Amount of time available in job plan for guardian to do the role:
Admin support provided to the guardian (if any):
Amount of job-planned time for clinical supervisors:

2 hours per week plus 2
Extra Responsibility
Payments
0.4 WTE (Laura Torkington)
0.25 PAs per trainee

1

For this Quarterly Report I will break down to rotas into their sites.
BOLTON
Rota
Bolton FY1 (no
On-Calls)
Bolton FY2

Total
number
of posts

Number of
trainees this
rotation
4
3

WTE
trainees this
rotation

3

3
3

3

Shortfall

Notes
No on-call
1 Responsibilities for
Psychiatry
Included in CT Rota
0
Rota Shortfall 2
X2 Trainees no oncalls due to OH

6

6

5.6

0.4

Bolton CT 1:9

Bolton
Middlegrade 1:8

4
4

3.8

0.2

Rota Shortfall 2.2
Rota includes x2 FT
Specialty Doctors

2

SALFORD
Rota
Salford FY1 (No
on-calls)

Total
number
of posts

Salford FY2
Salford CT 1:11

Number of
trainees this
rotation

WTE
trainees this
rotation

2

2

2

2

12

2
2

9 8.7

6

0

Notes
No on-call
Responsibilities for
Psychiatry
0 Included in CT Rota
Rota Shortfall 1.3
3.3 X1 Trainee MAT
Leave

Salford ST 1:10
7

Shortfall

6

Rota Shortfall 1
Rota Includes x1 FT
Specialty Doctor
And x2 ST Trainees
1 based in SSN
X1 Trainee awaiting
S12 approval no oncalls during this
period

3

TRAFFORD
Rota
Trafford FY1 (No
on-call
Responsibilities)
Trafford FY2

Total
number
of posts

Number of
trainees this
rotation

WTE
trainees this
rotation

3

3

3

1

1

1

10

7

6.6

Trafford CT 1:10

Trafford
Middlegrade 1:8

2

1

1

Shortfall

Notes
No on-call
0 responsibilities for
Psychiatry
No on-call
responsibilities for
Psychiatry – Tutor
and Medical Staffing
working to include
0
FY2 in on-call rota
awaiting
confirmation from
Foundation
Programme Director
Tutor and Medical
Staffing working to
include FY2 in on-call
rota awaiting
3.4
confirmation from
Foundation
Programme Director
Rota Shortfall 4
Rota includes x3 full
1
time Specialty
Doctors

4

PRESTWICH
Rota

Prestwich CT
1:12
CAMHS ST (not
on a GMMH OnCall Rota)
General Adult
ST

Forensic ST 1:9

Total
number
of posts

Number of
trainees this
rotation

WTE
trainees this
rotation

Shortfall

Notes

12

10

8.8

3

2

2

Rota coordinated by
1 Manchester FT.

3

2

2

1

5

Rota Shortfall 0
Remaining slots
2 covered by Forensic
ST trainees from
LCFT and MC

7

5

3.2

5

NORTH MANCHESTER
Rota

Total
number
of posts
5

Number of
trainees this
rotation
3

WTE
trainees this
rotation
3

Shortfall

Notes

2

No on-call
responsibilities for
Psychiatry

15

10

8.8

6.2

10

7

7

3

Rota Shortfall 4.2
Includes MRI
trainees
Included on North CT
Rota

Total
number
of posts
3

Number of
trainees this
rotation
2

WTE
trainees this
rotation
2

Shortfall

Notes

1

Manchester FY2
Central

3

3

3

0

No on-call
Responsibilities for
Psychiatry
Included in South
Manchester CT Rota

Manchester FY2
South
Manchester
Manchester CT
South 1:13

2

3

3

0

Included in South
Manchester CT Rota

9

5

5

4

Rota Shortfall 2

Total
number
of posts
8

Number of
trainees this
rotation
3

WTE
trainees this
rotation
3

Shortfall

Notes

21

15

13.4

7.6

Manchester
North FY1 (no
on-call
responsibilities)
Manchester CT
North
1:20(2:10)
CT Trainees
placed at
Central
Manchester

SOUTH MANCHESTER
Rota
Manchester FY1
South

MANCHESTER-WIDE
Rota
Manchester Old
Age ST nonresident 1:8
Manchester
General Adult
ST resident 1:17

5
Rota Shortfall 2.6
X1 FT Specialty
Doctor Included on
this rota

6

Exception reports (with regard to working hours)
Exception reports by rota working hours
Specialty
No. exceptions
No.
carried over from exceptions
last report
raised
Bolton CT 1:9
0
1 (plus 4*)
1 by FY1
Bolton
Middlegrade 1:8
Salford CT 1:11
Salford ST 1:10
Trafford CT 1:10
Trafford
Middlegrade 1:8
Prestwich CT 1:12
Forensic ST 1:9
Manchester CT
North 1:13

No.
exceptions
closed
1

No.
exceptions
outstanding
5

0

0

0

0

1
0
0
0

1
0
0
0

1
0
0
0

1
0
0
0

0
0
0

0
0
6 (plus 2**)

0
0
3

0
0
5

Toil X 1

Payment

TOIL x 1
** No action
required x 2
Payment x2

Manchester CT
1
2
2
1
South 1:13
Manchester Old
0
0
0
0
Age ST nonresident 1:8
Manchester
0
0
0
0
General Adult ST
non-resident 1:8
Totals
2
17
7
12
*Plus another 4 relating to changes in work pattern not leading to more hours
** Plus another 2 relating to changes in work pattern not leading to more hours

Exception reports by grade
Grade
No. exceptions
carried over from
last report
FY1
0
FY2
0
CT1-3
2
ST 4-6
0
Total
2

Outcome
agreed

No. exceptions
raised

No. exceptions
closed

No. exceptions
outstanding

1
0
16
0
17

1
0
6
0
7

0
0
12
0
12

7

Exception reports (response time) – this quarter
Addressed within Addressed within
48 hours
7 days
FY1
FY2
CT1-3
ST 4-6
Total

0
0
0
0
0

1
0
0
0
1

Exception reports (with regard to training/academic issues)
Exception reports by rota training/academic
Specialty
No. exceptions
No. exceptions
carried over from raised
last report
Bolton CT 1:9
0
1 (plus 4 where
difficulty doing
WPBA mentioned
1 by FY1
Bolton
0
0
Middlegrade 1:8
Salford CT 1:11
1
0
Salford ST 1:10
0
0
Trafford CT 1:10
0
1
Trafford
0
0
Middlegrade 1:8
Prestwich CT 1:12 0
0
Forensic ST 1:9
0
0
Manchester CT
0
0
North 1:13
Manchester CT
2
0
South 1:13
Manchester Old
0
0
Age ST nonresident 1:8
Manchester
0
0
General Adult ST
non-resident 1:8
Totals
3
3

Addressed in
longer than 7
days
0
0
4
0
4

Still open

No. exceptions
closed

No. exceptions
outstanding

1

0

1
0

0

0
0
0
0

1
0
1
0

0
0
2

0
0
0

0

0

0

0

0

0

4

2

Exception reports by grade
Grade
No. exceptions
No. exceptions
No. exceptions
carried over from raised
closed
last report
FY1
0
1
1
FY2
0
0
0
CT1-3
3
2*
3
ST 4-6
0
0
0
Total
3
3
2
* Plus another 4 where difficulty completing WPBAs is mentioned

0
0
12
0
12

No. exceptions
outstanding
0
0
2
0
1

8

Exception reports (response time) in this quarter
Addressed within Addressed within
48 hours
7 days
F1 and 2
CT1-3
ST 4-6
Total

0
0
0
0

1
0
0
1

Addressed in
longer than 7
days
0
1
0
1

Still open
0
1*
0
1

* Plus another 4 where difficulty completing WPBAs is mentioned
Monitoring
The February 2018 Monitoring Outcome data was included in the 3rd Quarterly report.
Follow up meetings with rota leads and Trainees are due to take place before end of this current
rotation for those areas where monitoring data warranted a need for further discussion.
Next Monitoring Study for 2002 contract holders is scheduled to take place in September 2018.
Dates to be discussed and agreed. Once agreed Jr doctors expected to take part in the study and
relevant service leads will be notified 4 weeks(or more) prior to start of study
a)

Work schedule reviews

No schedule reviews have been received.
b) Locum bookings
i)
Agency
This section should start by presenting a cost summation (in cash terms) of agency usage across the
quarter. Depending on volume, it might be sensible to break this down by department and/or grade.
It may also be sensible to highlight areas where the agency capped rates have been breached.
This section should then list, in aggregated fashion, all the locum work requested and worked via an
agency during the last quarter. This data should be presented by department, by grade and by
reason. Where a trust has a large amount of bank usage, it may be more appropriate to list the top
ten users only, and to include the full data set in an appendix.
For example:
Locum bookings (agency) by department
Specialty
Number of shifts
requested
Bolton CT 1:9
35
Bolton
0
Middlegrade 1:8
Salford CT 1:11
22
Salford ST 1:10
1
Trafford CT 1:10
23
Trafford
0
Middlegrade 1:8
Prestwich CT 1:12 0
Forensic ST 1:9
0
Manchester North 53
CT 1:22

Number of shifts
worked
35
0

Number of hours
requested
397.5
0

Number of hours
worked*
397.5
0

22
1
23
0

227
16
255.5
0

227
16
255.5
0

0
0
53

0
0
654.5

0
0
654.5
9

Manchester South
CT 1:13
Manchester GA ST
1:17
Manchester LL ST
1:8
Totals

30

30

40.5

40.5

19

19

237.5

237.5

0

0

0

0

183

183

1828.5

1828.5

Number of shifts
worked
0
163
20
183

Number of hours
requested
0
1575
253.5
1828.5

Number of hours
worked
0
1575
253.5
1828.5

Locum bookings (agency) by grade
Rota
Number of shifts
requested
FY1-2
0
CT1-3
163
ST4-6
20
Total
183

All Agency Locum bookings for on-call work are usually as a result of rota vacancies or sickness.
Locum work carried out by trainees
Locum work by trainee
Rota
Grade

Bolton CT 1:9
Bolton
Middlegrade 1:8
Salford CT 1:11
Salford ST 1:10
Trafford CT 1:10
Trafford
Middlegrade 1:8
Prestwich CT 1:12
Forensic ST 1:9
Manchester
North CT 1:22
Manchester
South CT 1:13
Manchester GA
ST 1:17
Manchester LL ST
1:8
Totals

Number of
shifts
worked

Number of
hours
worked

Actual
hours
worked
per week
46.42
47.50

Opted out
of WTR?

192.5
96

Number of
hours
rostered
per week
6.42
7.50

CT 1-4
ST4-6

35
6

CT 1-4
ST 4-6
CT 1-4
ST4-6

1
15
17
5

12.5
272
164
88

6.51
1.61
7.06
7.50

46.51
41.61
47.06
47.50

*
*
*
*

CT1-4
ST4-6
CT 1-4

11
4
16

208
72
154.5

1.30
3.92
6.62

41.30
43.92
46.62

*
*
*

CT 1-4

27

238

5.60

45.50

*

ST4-6

5

50

4.38

44.38

*

ST4-6

26

472

7.50

47.50

*

168

2019.5

*
*

*Drafted a form to be completed at Induction.
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Vacancies
Vacancies by month
Rota
Grade
Bolton CT 1:9
Bolton
Middlegrade
1:8
Salford CT
1:11
Salford ST 1:11
Trafford CT
1:10
Trafford
Middlegrade
1:8
Prestwich CT
Forensic ST 1:9
Manchester
North CT 1:22
Manchester
South CT 1:13
Manchester
GA ST 1:17
Manchester LL
ST 1:8
Total

Month 1

Month 2

Month 3

Total gaps
(average)

Number of shifts
uncovered

0.4

0.4

0.4

0.4

0.2

0.2

0.2

0.2

0
0

3.3

3.3

3.3

3.3

ST4-6
CT1-3

1

1

1

1

3.4

3.4

3.4

3.4

ST4-6

1

1

1

1

0

CT1-4
ST4-6
CT 1-4

3.2
2
6.2

3.2
2
6.2

3.2
2
6.2

3.2
2
6.2

0
0
0

CT 1-4

4

4

4

4

0

ST4-6

7.6

7.6

7.6

7.6

0

ST4-6

5

5

5

5

0

37.3

37.3

37.3

37.3

0

CT1-3
ST4-6
CT1-3

0
0
0

c) Fines
No fines have been levied in this quarter but only because there is no budget line and one will be as
soon as there is a budget line.
Qualitative information
1. There is still no budget line for the Guardian to use for fines and there was ONE instance in
this quarter where a fine was appropriate. This will be imposed once the budget line has been
sorted out. Dr Daly and Medical Staffing have been trying to get this sorted out with Finance.
2. It is clear that more time is required from Medical Staffing in order to service the GoSWH
function and this is in negotiation. The GoSWH has received significant support from members
of Medical Staffing to date and this has been invaluable.
3. The number of exception reports has increased as expected. There is still a lag in getting these
closed.
4. The BMA has again commented on how well-functioning our Junior Doctors’ Forum is when
compared to other Trusts.
5. There have been no work schedule reviews in this quarter.
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6. There is an ongoing difficulty in getting exception reports agreed in a timely manner. I will
discuss this with Medical Staffing and perhaps I need to develop/deliver further training for
Clinical Supervisors.
7. There have been more exception reports as a result of educational issues, primarily missing
training as a result of workload. These do not seem to be getting through to the DME. Laura
Torkington has hopefully managed to address this.
8. I have continued to attend the following meetings in addition to those I regularly attend within
the Trust (Junior Doctors’ Forum; LNC; Medical Training Committee).
a. North-West GoSWH in Mental Health Trusts – quarterly
b. North-West Regional GoSWH Meeting – quarterly. In addition I now Chair this.
c. National Regional GoSWH Chairs meeting – I attended my first one of these in October
2017 and have joined the Whatsapp Group.

Dr Kenny Ross
Guardian of Safe Working Hours
June 2018.
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REPORT SUMMARY:

The attached report is the final version of the infection prevention and control
annual report outlining the work completed during 2017-18.
The trust had 8 cases of reportable infection during 2017-18, these included 6 cases
of MRSA colonisation, 1 case of Clostridium Difficile and 1 outbreak of diarrhoea and
vomiting.
An environmental audit was completed on 27 services within GMMH during 2017-18
and a compliance rate of 85% was achieved for all infection prevention and control
standards. During 2018-19 all GMMH services will be audited and these will take
place during the coming year. A new trust wide audit tool has been agreed and a
centralised databased overseen by the nursing and governance team developed to
monitor and track progress.
A hand hygiene audit has been completed on a quarterly basis and the trust
achieved consistently > 97% compliance throughout the year.
Antimicrobial audits have been completed throughout the year and these showed
an improvement in the levels of antimicrobial stewardship in terms of the choice,
dose and duration of antimicrobial prescriptions.
There were 20 inoculation injuries reported during the year and following a review
by the IPC team a number of recommendations have been made which have
resulted in a revision to the trusts sharps safety procedures and associated policy.

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

x
1

Objective 2 – Work with service users and carers to
achieve their goals
Objective 3 – Engage in effective partnership
working

Objective 5 – Enable staff to reach their
potential and innovate
Objective 6 – Achieve financial strength and
be well-governed

REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
Quality Governance Committee
19th July 2018
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
LEGAL IMPLICATIONS:

N/a

REGULATORY
IMPLICATIONS (CQC/NHSI):

Adherence with the CQC Healthcare Associated Infections Framework

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

Strategic Objective

No

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

For the Board to receive the annual infection prevention and control report
for 2017-18 and note the contents with a view that GMMH will then
implement the report recommendations and share the learning.

x

Assurance

x

Approval/Decision

2

Infection Prevention and Control
Annual Report 2017-2018

Rebecca McCarren
Director of Infection and Prevention Control

1.

IPC Governance arrangements

The Trust has a designated Director of Infection Prevention and Control (DIPC).
This role is presently assigned to the Head of Integrated Healthcare who also has
management responsibility for the Infection Prevention and Control (IPC) Team.
The DIPC chairs the quarterly IPC Committee, and is responsible for ensuring the
implementation of the Health Care Associated Infections Assurance (HCAI)
Framework. The DIPC is responsible for providing an annual report to the Trust
board of Directors confirming IPC assurance, and summarising IPC activity
undertaken across the Trust.
The Senior Nurse for Infection Prevention and Control (Band 7) is responsible for
the day-to-day leadership, management, and delivery of the IPC agenda and
leads on the completion of the annual IPC audit. They are supported by a band 6
Infection Prevention and Control Nurse who commenced in November 2017.
The Directorates Matrons are responsible for monitoring local IPC procedures and
providing additional training and local IPC cover arrangements.
Royal Bolton Hospital NHS Foundation Trust provides microbiology advice and
support, and ‘out of hours’ IPC advice under a Service Level Agreement for the
former GMW services and Pennine Acute for Park House services.
The Pharmacy directorate has a designated antimicrobial and infection prevention
pharmacist who has particular focus on antimicrobial stewardship. This pharmacist
works closely with the IPC Committee and IPC team and undertakes regular
audits of practice measured against the Trust’s antimicrobial guidelines.
Throughout 2017-18 the IPC team have been harmonising the governance and
assurance processes across GMMH. Feedback on this has been noted via a
quarterly Chair’s reports at the Quality Governance Committee.

1

HCAI Assurance Framework

The Trust met all the requirements of the HCAI framework during 2017/18.
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Emergency Planning

The IPC team continues to coordinate and monitor the annual Influenza
vaccination programme. For 2017/18, the Trust was set a vaccination uptake
target of 70% by NHS England. During the flu season (October 2017- February
2018), all service users identified within the high-risk groups for influenza (as per
national guidance) were offered vaccinations. We trained 130 flu fighters,
developed an IT infrastructure, invested in staff incentives and delivered strategic
key messages as part of our communication action plan. We also developed and
maintained an influenza webpage throughout the flu season.
74% of our frontline staff were vaccinated, which exceeded our performance target
for the year. All Divisions within the trust achieved at least a 70% uptake.

3

Reportable Infections

3.1

MRSA

There were no major incidents related to Methicillin Resistant Staphylococcus
Aureus (MRSA) during 2017/18.
There were 6 cases of MRSA colonisation/infection identified during 2017/18.
3.2

Clostridium Difficile

There has been one case of Clostridium Difficile in this reporting period. The case
occurred at Woodlands Hospital Salford. An RCA investigation was completed by
the IPC team and it was concluded that the infection was non GMMH acquired so
did not required national reporting. Isolation measures were followed and the
service user received the appropriate treatment.
3.3

Norovirus

During 2017/18, there was one outbreak of diarrhoea and vomiting (D&V) but this
was not confirmed by microbiology or virology.
There was one ward closure
Park
GMMH D & V
House –
Elm Ward

4

No lab confirmation
5 symptomatic patient with D&V 2 with vomiting.
1 staff symptomatic 2 members of staff who
have had it and have been clear of symptoms
for over 72 hrs

Education and Training

The education and training programme for IPC Link Workers was temporarily
suspended during 2017-18 whilst it was redesigned and harmonised across
GMMH. A quarterly training programme has since been developed and the first
session is planned for April 2018.
During 2017-18, the IPC team have continued to deliver the IPC mandatory
training. The following modules remain in place for staff IPC training.
Level 1 – Non patient facing staff (3 yearly)
Level2 – Housekeepers and Domestic Staff (annual)
Level3 – Clinical patient facing staff (annual)
Workforce training figures at the end of March 2018 indicated that our staff
compliance with this training was as follows:
Infection
Prevention
Level 1
31 March
2018

74%

Infection
Prevention
Level 2
82%

Infection
Prevention
Level 3
67%

Mandatory training compliance is monitored at the Workforce Development
Committee.
5

ANTT- (Aseptic Non Touch Technique)

During 2017-18, records of ANTT compliance have been uploaded to the new
GMMH on line learning hub. We currently have 1774 staff compliant (67%) and we
continue to provide ANTT training/assessments via the nurse preceptorship
programme and junior doctor rotational programme.
We continue to provide additional assurances that ANTT has been embedded into
practice via the environmental infection control audits. ANTT is an audit standard
in which areas such as the availability of ANTT equipment, availability of posters
and added assurance that the nurse available during the inspection can mock up
an ANTT procedure.
To provide ongoing ANTT training/assessments for 2018/19, the IPC team plan for
the Infection Control Link Nurses to deliver these locally.

6

Audit

6.1

Annual IPC audit

The infection prevention environmental audit was carried out during the transition
with Manchester services therefore the report reflects the results of 27 services
within Greater Manchester Mental Health NHS Foundation Trust (GMMH). For
2017/18 the Divisions audited achieved a result of 85%. The Trust needs to
achieve a compliance rate of at least 85%.
The IPC team have audited 27 clinical inpatient areas with the assistance of either
a Matron, Ward Manager or Infection Control Link Nurse. A member of the IPC
team has audited all community/prison areas with the assistance of either a Team
Manager or an Infection Prevention Link Nurse.
In total, there were 27 areas involved in the audit. The breakdown of results
section, table 1, shows 13 Inpatient wards, put into their respective District. Table
2 shows 6 community areas.
Going forward, the 2018/19 cycle of infection prevention and control audits will
include all services in Greater Manchester Mental Health. The IPC team will plan a
schedule throughout 2018-19 and these will be published on a monthly basis on
the infection prevention pages of the intranet. Those areas who were not audited
during the transition phase have been prioritised for 2018-19 and monitored
through other assurance frameworks such as PLACE.
Throughout 2017-18 the IPC team have redesigned and piloted a new trust wide
annual IPC audit tool which will now be used across GMMH. This tool incorporates
the previous 3 GMW tools as well as harmonises the former Manchester tools.
The new audit tool standardises the approach to IPC audit and is supported by a
RAG scoring system and action protocol which will ensure that clinical areas are
monitored in a standardised way.
Clinical audits will now be entered into a centralised IPC database which is
overseen by the Nursing and Governance Department and will provide monthly
and quarterly reports to clinical services to assist with environmental monitoring.

IPC RAG Scoring
Less than
74%

75% - 84 %

Compliance 85%
and over

N/A (not
applicable)

Ownership for writing the action plans associated with the environmental audits
has and will continue to remain with the IPC team as this gives the team a greater
overview and understanding of the issues affecting clinical areas. These will be
uploaded onto the centralised IPC database and Matrons will be asked to provide
assurance against the necessary actions at the IPC Committee.
In addition to this it is important to note that the IPC team have responded to a
number of requests throughout the year to complete urgent environmental
reviews. These have taken place in addition to the planned yearly audits as part of
our ongoing quality assurance process and in response to any incidents or
complains which leads to a cause for concern in any clinical area.
Audit Scores for 2017-18
INPATIENT / RESIDENTIAL AREAS
Table 1 – 13 Inpatient areas
DISTRICT

WARD

Manchester

Builie Hill

Manchester

Crescent

Manchester

Lightoaks

Manchester

Cavendish

Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services

SMS Chapman Barker Unit
AFS Hayeswater
AFS Newlands
AFS Rockley House
AFS Silverdale
AFS Wentworth

Specialist Services
Specialist Services

CAMHS – St Catherine’s
CAMHS – Barton Moss

Salford

Eagleton

COMMUNITY
Table 2 – 6 Community Areas
DISTRICT

TEAM

Specialist Services

SMS ACHIEVE: Acton Square

Specialist Services

SMS AIM: Trafford Drug Service

Specialist Services

SMS DISCOVER: Matrix House, Chorley

Specialist Services
Specialist Services
Specialist Services

SMS DISCOVER: Skelmersdale
SMS DISCOVER: St Wilfreds
SMS W&L: Kennedy House, Leigh

HMP
Table 3 – 8 Prisons

DISTRICT

HMP

Specialist Services

SMS HMP Buckley Hall

Specialist Services

SMS HMP Forest Bank

Specialist Services

SMS HMP Hindley

Specialist Services
Specialist Services

SMS HMP Manchester
SMS HMP Newhall

Specialist Services
Specialist Services

SMS HMP Risley
SMS HMP Wymott

Specialist Services

St Josephs Bail Hostel

OVERVIEW OF CLINICAL AREAS
The tables below show the rag rated compliance per area.
Inpatients
75% AND
LESS

76%-84%

85% +

OVERALL %

INPATIENT STANDARDS – 5 SERVICES (AFS, CAMHS, SMS, Manchester, Salford)
Management
13
100%
Hand Hygiene
1
2
10
91%
Environment
9
3
1
70%
Waste
3
1
9
89%
Body Fluid Spills
3
10
94%
PPE
13
98%
Sharps
6
3
4
79%
Medication/Vaccine Storage
13
94%
Specimen Handling
1
2
10
95%
Decontamination
1
12
95%
TOTAL INPATIENT AVERAGE COMPLIANCE
91%
13 inpatient areas were audited. The inpatient standards table illustrates compliance in
most areas with the exception of:• Environment
• Sharps.
Overall inpatient compliance achieved 91%.
Community
75% AND
LESS

76%-84%

85% +

OVERALL %

5
3

100%
86%
66%
89%
85%
92%
72%
75%
87%
88%
84%

COMMUNITY STANDARDS – 1 SERVICE (SMS)
Management *
Hand Hygiene

1
2
4
2
Waste
2
Body Fluid Spills *
3
PPE
1
Sharps
4
Medication/Vaccine Storage *
1
2
Specimen Handling
1
2
Decontamination
1
1
TOTAL COMMUNITY AVERAGE COMPLIANCE
Environment

4
2
5
2
2
3
3

6 community areas were audited. The community standards table illustrates
compliance in seven areas with the exception of the following:• Environment
• Sharps
• Medication/Vaccine Storage.

Due to implementation of a new audit tool it was not possible to measure the
following standards * at SMS W&L Kennedy House:•
•
•

Management
Body Fluid Spills
Medication Vaccine Storage.

Overall community compliance achieved 84% partially compliant.
HMP
OVERALL %
75% AND
76%-84%
85% +
LESS
HMP STANDARDS – 8 services (HMP Buckley Hall, HMP Forest Bank, HMP Hindley, HMP
Manchester, HMP Newall, HMP Risley, HMP Wymot, St Josephs Bail Hostel)
Management *
Hand Hygiene
Environment
Waste **

5
5
3

2
1

2
6

2

Body Fluid Spills *
PPE **
Sharps **
Medication/Vaccine Storage*
Specimen Handling**
Decontamination *

2

3
2
TOTAL HMP AVERAGE COMPLIANCE

2
1
2
3
2
2

100%
61%
62%
69%
100%
67%
45%
85%
58%
61%
71%

8 prison areas were audited.
*Due to implementation of a new audit tool it was only possible to measure the
following standards at 2 prisons, HMP Buckley Hall and HMP Risley :•
•
•
•

Management
Body Fluid Spills
Medication/Vaccine Storage
Decontamination.

**In addition, due to the prison’s internal systems identified standards were
measured as N/A which is reflected in the table above.
The HMP standards table illustrates compliance in the following three areas:• Management
• Body Fluid Spills
• Medication/Vaccine Storage.
Overall HMP compliance is 71%.

The IPC team has continued to separate out the IPC audit results for the
prisons where GMMH provide services. This was originally due to a number of
issues being raised during the audit regarding the environment and the varying
prison regimes, which influenced GMMH’s ability to maintain hospital standard
IPC measures. In all cases, the prison teams were forwarded the action plan
taken from the audit process and we have worked collaboratively with HMP
Governors and managers to improve standards where possible. Some
improvements have been realised during 2017-18, however some areas still
require work and this remains a challenge.
The IPC team is currently working with the Matron for the Specialist Services
Network to agree an escalation process for raising IPC concerns in our health
and justice system. This will be implemented during 2018-19 to strengthen
further the governance process.
HMP Styal
The trust continues to have an agreement in place with Spectrum Healthcare
regarding the completion of an annual environmental audit at HMP Styal. This
involves the GMMH IPC team completing an environmental audit and associated
action plan, and forwarding this to Spectrum Healthcare personnel for ongoing
management. GMMH is not responsible for overseeing the action plan associated
with this audit nor is it accountable for the completion of the actions required within
it. This audit has been completed however very little improvement was seen in the
standards compared to the previous year. This has been escalated with Spectrum
Healthcare as an area of concern.
Dissemination of audit results
The annual IPC audit report has been collated by the GMMH clinical audit
department and will be disseminated to the Divisions via the IPC Committee.
Clinical area specific action plans from the audit will be discussed and monitored
by the Matrons at the local SLT/ Quality Meetings. The IPC team will support this
activity if necessary and Matrons are asked to report on the progress of these
action plans at the IPC Committee.
During 2018-19 high level RAG scores will be shared with operational managers
at the monthly Operational Leadership Committee and quarterly reports will be
provided to Matrons ahead of the committee to strengthen the governance
process.
A corporate action plan based on these results will be completed and used to
inform the IPC activity for 2018-19.

7.2

Mattress Audits

In response to the Medicines and Healthcare products Regulatory Agency
(MHRA) medical device alert ‘MDA/2010/002’ issued in January 2010, each
inpatient area is expected to continuously monitor mattress condition. This is led
by the Infection Prevention Link Nurses and involves each mattress in an inpatient
area being individually inspected for signs of wear and damage. The results of
these inspections are monitored locally via the Directorate infection prevention
meetings. At the present time there are two processes for monitoring mattresses
which are currently being harmonised with an expected implementation date of
September 2018.

In order to provide assurances in the interim an external audit was commissioned
by the IPC team from Drive Divilbis Healthcare who inspected each mattress in
our inpatient services during November 2017 – January 2018. Individual service
reports have been produced and these are being actioned locally to ensure
appropriate mattress replacement.
Once the harmonisation process is completed it is expected that this external audit
will form part of the regular mattress assurance process in GMMH and training will
be provided to all out link nurses as part of the implementation plan.
7.3

Hand Hygiene Audit

At the start of the year the trust had two systems for monitoring compliance with
hand hygiene standards. These systems have been harmonised throughout the
year and we have now approved a single quarterly hand hygiene tool.
In addition to monitoring the hand washing process the audit also monitors
compliance with bare below the elbow, staff knowledge of the World Health
Organisations ‘5 moments for hand hygiene at the point of care’ and compliance
with the use of personal alcohol gel dispensers.
The audit tool has three sections- hand hygiene dress code, hand washing
process and knowledge. Link nurses as part of the process are expected to audit
the hand washing of 10 subjects across the multidisciplinary team.
All areas across GMMH will commence a single quarterly audit process from April
2018.
The annual hand hygiene audit report for 2017-18 has been collated and will be
disseminated to the Directorates for action planning via the IPC Committee. The
IPC team has developed a corporate action plan, which will inform the 2018/19
IPC work plan

Hand washing quarterly scores (%) for Trust inpatient areas during 2017-18.
Quarter 1

Quarter 2

Quarter 3

Quarter 4

98%

98%

97.4%

97.5%

7.4 Antimicrobial Audits
Antimicrobials are an important and valuable resource and good stewardship is
essential to ensure continuing efficacy and reduce Healthcare Associated
Infections. Within GMMH, bi-annual audits are held to ensure stewardship is
maintained and that we comply with our local antimicrobial guidelines. The
February 2018 audit reviewed the following standards:
E-Notes Documentation within 24 hours
Overall 80% of prescribers made an e-notes entry within 24 hours. The 2016-17
audit showed 85% compliance, however the standard at this time was for the entry
to be completed within 48 hours, thus likely captured more entries.
Choice
96% of prescriptions reviewed were compliant with choice of antimicrobial. This is
an improvement from 2017 which found 89% compliance overall. SSN, Salford,

Trafford and Manchester achieved 100% compliance rates. All cases of noncompliance were in relation to skin infections.
Dose
93% of prescriptions reviewed were compliant with dose. This is unchanged from
the 2017 audit. SSN, Bolton and Trafford achieved 100% compliance rates.
Duration
76% of prescriptions reviewed were compliant with dose of antimicrobial. This is
an improvement from the 2016-17 audit which found 68% compliance overall.
Although compliance with duration has improved, it remains consistently lower
than compliance with the other prescribing parameters (choice and dose) .Most
incidents of non-compliance were from the Prisons directorate; however, this may
be in correlation with high numbers of prescribing and data collection. The highest
level of non-compliance was for LRTIs (lower respiratory tract infections), where
patients were prescribed 7 days treatment instead of the recommended 5 day
course. This seemed to occur trust wide and was not specific to a particular
directorate. There were also many incidents of non-compliance for dental
abscesses and otitis media whereby patients were prescribed 7 days instead of
the recommended 5-day course.
Actions
• Findings were disseminated trust-wide via medicines management
newsletter.
• GMMH currently follow 2 different antimicrobial guidelines; GMMMG
guidelines followed within Manchester and Prisons, former GMW guidelines
followed across SSN, Bolton, Salford and Trafford. Antimicrobial guidelines
have been reviewed with a view to move towards standardised practice of
following GMMMG guidelines trust-wide. In addition, a new guideline has
been developed within GMMH to promote and support trust standards. This
new guideline; ‘Principles of Antimicrobial Prescribing in Mental Health (to
support Greater Manchester Antimicrobial Guidelines and Dental Infection
Prescribing Guidelines)’ is in consultation period.
• Re-audit due September 2018.
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Sharps Safety

During 2017-18, there have been 20 sharps injuries reported across the Trust. All
incidences have been investigated by the IPC team utilising a harmonised
systems review. In all cases a member of the IPC team meets with the individual
who has sustained the injury in order to elicit the circumstances that contributed to
the accident occurring, to offer support and learning and to ensure that the
appropriate follow up care has been commenced if needed.
Having reviewed the 20 cases a number of recommendations have manifested in
the implementation of some key actions:
•

Update of the sharps injury policy in order to harmonise the post incident
action protocol

•

A list of safe sharps has been completed and uploaded to the trust intranet
in order to ensure that correct procurement can occur.

•

Non safe sharps have been blocked by procurement.

•

Splash screens and messenger
highlighting safer sharps practice.

messages

have

been

circulated

•

The provision of occupational health services has been harmonised and we
now have a single provider across the trust who provides post incident
support.

•

The IPC team have liaised with the occupational health provider to review
the accountability for Review of risk assessment – now completed by PAM

•

Development of sharps injury posters detailing actions and access to 25/7
hotline

The IPC team continues to monitor trends via DATIX and share themes with the
Infection Prevention Link Nurses and the IPC committee.
The IPC team continues to reinforce the importance of sharps safety through
mandatory training and where appropriate through the infection prevention
environmental audits.
During 2016-17, the IPCT Team has continued the work commenced in 2012-13
to implement the recommendations from the EU Directive 2010/32/EU “Prevention
from sharps injuries in the hospital and healthcare sector” which came into UK
legislation in May 2013. The Directive highlighted the importance of sharps risk
assessments and the use of safer needle devices. Safer needle devices have now
been procured and continue to be reviewed by the Physical Health Care
Committee and the Medicines Management Team.
8

Policies and Procedures

All former GMW and MMHSC IPC policies have been reviewed as part of the
Trust wide policy alignment process for GMMH. The IPC Team have also
contributed to the development of the Pneumococcal Guidelines, Immunisation
Guidelines and the Influenza Guidelines.
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•
•
•
•
•

Recommendations for 2018-19
Continue with policy/ process harmonisation
Review mattress audit process
Implement standardised decontamination procedure for ligature cutters
Contribute to the delivery of a GMMH Sepsis Pathway
Embed revised internal assurance framework for environmental audits.
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REPORT SUMMARY:

The report summarises complaints and compliments activity across the Trust from
April 2017 to March 2018, and includes comparison data from 2012/2013 to
2016/2017 (Manchester services historical data is included as an appendix at the
back of the report).
Since the Manchester acquisition and central formation of the Customer Care Team,
the total number of complaints received has increased by 75% in 2017/2018.
However, to note the number of level 4 and 5 complaints has decreased by 29%.
Recommendations
The customer care team will:
• Support divisions to improve the percentage of complaints responded to
within agreed timescales and within the performance management targets
by a further 5% for all levels. The customer care team will continue to
support and prompt services with timescales, however introduce additional
reporting to monitor this issue. These reports will be shared at the customer
care coordinator meetings and the CARE hub report.
• Develop a system, in conjunction with the communications department,
whereby lessons learned from complaints are shared to all staff on a rolling
programme.
• Work with customer care service leads to raise the profile of recording
compliments
• Hold a customer care away day to improve internal processes to develop
extra guidance for services to provide quality complaint response.
Benchmark other Trusts to review their processes and allocation of
1

•

resources.
All actions will be monitored by the CARE hub with progress reported on a
quarterly basis to the Quality Governance Committee.
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Complaints Annual Report 2017 - 2018
1.

Background

NHS England Statutory Instrument 309 requires responsible bodies to prepare annual reports on complaints
that are to include numbers, subject matter and outcomes. The Trust Performance Management Framework
identifies Quality Governance Committee as the responsible committee for monitoring complaints. This
report summarises complaints and compliments activity across the Trust from April 2017 to March 2018, and
includes comparison data from 2012/13 to 2016/17.
2.

Customer care data analysis

2.1

All complaints received by level and service

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

Level 1
1
0
0
0
2
3
0
6
1%

Level 2
Level 3 Level 4
75
10
1
182
47
5
80
12
7
46
13
2
36
5
0
15
3
1
22
14
0
456
104
16
78%
18%
3%

Level 5
0
1
2
2
0
0
1
6
1%

Total
Percentage
87
15%
235
40%
101
17%
63
11%
43
7%
22
4%
37
6%
588
100%
100.0%

For the purpose of this report, due to the small numbers of complaints relating to Child & Adolescent Mental
Health, Criminal Justice Services, Community Psychological Therapy Services and Mental Health & Deafness
are included in the category of Other Specialist Services.
Levels are determined as:
Level 1, minor impact: Minor inconvenience
Level 2, low impact: Inconvenience and some distress
Level 3, moderate impact: Distress caused
Level 4, major impact: Distress and harm
Level 5, serious and adverse impact: Major harm and / or loss
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2.2

Total complaints 2012-2018

700
588

600
500
400
300

337

290

298

309

296

2012/13

2013/14

2014/15

2015/16

200
100
0

•

2.3

2016/17

2017/18

The total number of complaints received increased by 75% in 2017/18. Greater Manchester West
(GMW) merged with Manchester Mental Health in January 2017. The previous figures from 2012
until 2016/17 represent GMW. Please see appendix 1 for Manchester’s 2016/17 report.
Complaints received comparison data 2012-2018

500

456

450
400
350

Level 1

300
250
200
150
50
0

•
•
•

178

155
92

100
17

214

26

2012/13

14

194

Level 3
Level 4

77
0

Level 2

216

27

2013/14

71
2

5

16 3
2014/15

61
23
17
2015/16

104

75
1

15

28

3

2016/17

The number of level 2 complaints increased by 111% in 2017/18
The number of level 3 complaints increased by 39% in 2017/18
The number of level 4 & 5 complaints decreased by 29% in 2017/18
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6

16 6
2017/18

Level 5

2.4

Number of complaints received by each service

2.5

Complaints received by each service comparison data between 2012 and 2018

•
•
2.6

The largest percentage increase in complaints in 2017/18 was 31% in Trafford
The largest percentage decrease in complaints in 2017/18 was 42% in Substance Misuse Services
Number of complaints per 10,000 recorded service user / carer contacts

Other Specialist Services have a significantly higher proportion of complaints per 10,000 contacts; however,
23,334 contacts were logged in Other Specialist Services compared to over 100,000 in each of the other
Divisions.
2.7

Complaints per 10,000 recorded service user/carer contacts comparison data 2012- 2017

3

•
•
•
•
•
•
•

Bolton increased by 18% to 5.9 per 10,000 recorded contacts. Bolton now received proportionately
more complaints than Salford and Trafford, but less than Manchester
Manchester log proportionally more complaints per 10,000 recorded contacts (6.4) than the rest of
the district divisions
Salford complaints increased by 2% to 5.1 per 10,000 recorded contacts which was proportionately
less than Bolton, Manchester and Trafford
Trafford complaints increased by 23% to 5.4 per 10,000 recorded contacts, Trafford received
proportionately fewer complaints than Bolton and Manchester but more than Salford
Adult Forensic Service complaints decreased by 45% to 3.5 per 10,000 recorded contacts
Substance Misuse complaints measured against number of service user contacts decreased 44%
Other Specialist Services complaints increased by 7% to 13.5 per 10,000 recorded contacts
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3.

Subjects and themes

3.1

Top five subjects recorded against all complaints received
Bolton

Care
Attitude of Staff
Communication
Medication
Discharge
All other subjects
Total

3.2

37
22
21
8
10
18
116

Adult
Substance
Other
Manchester Salford Trafford Forensic
Misuse
specialist
Service
Services
services
67
40
26
11
7
6
46
25
10
9
5
4
37
20
19
8
1
7
15
4
5
7
5
12
18
11
7
0
0
4
109
34
40
25
4
23
292
134
107
60
22
56

Top five complaints’ subjects

25%

32%

Care
Attitude of Staff
Communication
Medication
Discharge

16%

All other subjects

6%
7%

3.3

14%

Top three complaints subjects between 2012 and 2018

250
200
150

Care
Attitude of Staff

100

Communication

50
0

2012/13 2013/14 2014/15 2015/16 2016/17 2017/18
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Total
194
121
113
56
50
253
787

4.

Outcomes of complaints

4.1

Outcomes of closed complaints

Complaint not upheld
Complaint partially
upheld
Complaint upheld
Withdrawn
Totals:
4.2

210
191
92
58
551

Percentage per outcome of closed complaints

10%

Complaint not upheld
38%

17%

Complaint partially
upheld
Complaint upheld

35%

4.3

Withdrawn

Outcomes of closed complaints by service
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4.4

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

4.5

Outcomes of closed complaints between 2012 and 2018

5.

Complaint administration

5.1

Proportion of complaints responded to within agreed time scales

Level 2
Level 3
Level 4
Level 5
Total
5.2

Responses inside
agreed timescales

75%
71%
92%
100%
75%

Responses outside agreed
timescales
25%
29%
8%
0%
25%

Proportion of complaints responded to within performance management targets

Responses in target
Responses outside target
timescales
timescales
Level 2 (1 month)
47%
53%
Level 3 (2 month)
46%
54%
Level 4 (3month)
25%
75%
Level 5 (3 month)
0%
100%
Total
46%
54%
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6.

Learning from complaints

Trust complaint themes are triangulated with other service user and carer feedback. Themes are analysed at
the Trust Care Hub meeting with service user/carer leads and service user/carer governors.
In 2017/18, staff attitude was identified as an area of improvement in Salford and Bolton and the measures
were implemented to reduce complaints relating to this issue. Examples of the types of interventions that
have been introduced are compassion in leadership sessions for senior managers and customer care training
for receptionists.
Learning conversations that stem from service complaints have been introduced to the Community and Ward
manager’s networks and shared via internal communication channels.
When a complaint is upheld or partially upheld, the Customer Care Team review responses to identify
whether a service action plan is required. 314 actions resulting from upheld complaints were logged on DATIX
in 2017/18 compared to 199 in 2016/17. The progress against these actions are monitored by the Customer
Care Team and the Care Hub and noted at Network Hubs.
7.

Complaints referred to the Parliamentary and Health Service Ombudsman

The Trust has been formally informed of ten complaints, which have been considered, by the Parliamentary
and Health Service Ombudsman (PHSO) in 2017/18.
Four complaints investigations by the PHSO were concluded in 2017/18. Three complaints were upheld and
led to nine recommendations that have been implemented. One complaint was not upheld.
8.

Compliments

8.1

Compliments recorded per service

8.2

Compliments recorded per service over financial years 2012/18

8

8.3

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

8.4

Number of compliments per 10,000 recorded service user contacts comparison data 2012/18

8.5

Top five compliment subjects

8.6

Top five compliment subjects over 2012/17
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9.

Recommendations

•

In 2018/19 the customer care team will support divisions to improve the percentage of complaints
responded to within agreed time scales and within performance management targets by a further 5% for
all levels. The customer care team will continue to support and prompt services with timescales,
however introduce additional reporting to performance monitor this issue. These reports will be shared
at the customer care coordinator meeting and the CARE Hub.

•

The customer care team will develop a system, in conjunction with the communications department,
whereby lessons learned from complaints are shared to all staff on a rolling programme.

•

Work with customer care service leads to raise the profile of recording compliments.

•

Hold a customer care away day to improve internal processes and develop extra guidance for services to
provide quality complaint responses. Benchmark other trusts to review their processes and allocation of
resources.

•

All actions will be monitored by the Care Hub with progress reported on a quarterly basis to Quality
Governance Committee.
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Appendix 1

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

Background

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

Complaints received

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

Number of complaints received by grade and service

Manchester

Level 1
Local
concerns
221

Level
Level
3
4
Yellow Amber
51
120
4

Level 2
Green

Level 5
Red
0

Total
396

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

Total number of Formal complaints received and investigated by year 1/4/2012 –
31/3/2017
200

196
193

195
189

190
185
180
175

175

175

170
165
160

2012/13

2013/14

2014/15

2015/16

2016/17

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

3.

Subjects and Themes

11

Manchester subject of formal complaints 1.4.16 - 31.3.17
35
30
25
20
15
10

0

Access to service
Admission
Alleged abuse
Appointments
Assessment
Attitude
Beds
Breach confidentiality
C&R
Care
Carer
Change of worker
Communication
Continuity care
Delay
Diagnosis
Discharge
Environment
Medication
MHA
Out of area transfer
Privacy & Dignity
Patient property
Physical Health
Records
Referral
Restraint
Safeguarding
Staff issue
Support
Transfer
Waiting times
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The above chart breaks down the formal complaints received by subject area. The top subject areas
for 2016/17 with complaints greater than nine are shown in the following chart. This compares with
the top themes in 2015/16, which were staffing issues, medication, communication, discharge and
assessment.
Top themes of complaints
34

32

14
7

8

11

16

15
10

10 10

2015/16

4.
4.1

2016/17

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

Complaint not upheld
Complaint partially upheld
Complaint upheld
Withdrawn
Totals:

4.2

10

67
80
19
24
190

Outcomes of complaints closed 2016/17

12

15
9

7

13%
10%

Complaint not upheld
35%
Complaint partially
upheld
Complaint upheld

42%

Withdrawn

;
5.

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

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

Service improvements arising out of complaints

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

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

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

Compliments

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

9.

2013/14
450

2014/15
415

2015/16
292

2016/17
246

PALS Enquiries

The PALS service continued to resolve concerns raised by service users and carers at community
meetings, on the wards, and from the community. During this period the service provided advice,
information and signposting services, leaflet checks, inspections and monitoring, supporting
PLACE visits, 15 step challenge, in addition to supporting the Complaints team. PALs enquiries
for the periods 2012 through to 2017 are shown in the following table. The decrease in contacts
for the period, 2014 to 2017 reflects the amount of cover PALS had to provide due to vacancies
on the Complaints team.
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2012/13
1646

2013/14
1692

2014/15
1253

Complaints team
Manchester
16 May 2017

14

2015/16
1384

2016/17
1348
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REPORT SUMMARY:

The annual report provides an update on Freedom to Speak Up within the
organisation since the 2017 annual report. The report includes a summary of the
concerns formally reported, activities relating to the Freedom to Speak up role and
an update on the NHSI Guidance for boards on Freedom to Speak Up in NHS Trusts
and NHS Foundations Trust – May 2018.
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Introduction
Effective speaking up arrangements help to protect patients and improve the experience
of NHS workers. Having a healthy speaking up culture is an indicator of a well-led trust.
This guide sets out our expectations of boards in relation to Freedom to Speak Up
(FTSU). Meeting the expectations set out in this guide will help a board to create a
culture responsive to feedback and focused on learning and continual improvement.
This guide is accompanied by a self-review tool. Regular and in-depth reviews of
leadership and governance arrangements in relation to FTSU will help boards to identify
areas of development and improve.
The Care Quality Commission (CQC) assesses a trust’s speaking up culture during
inspections under key line of enquiry (KLOE) 3 as part of the well-led question. This
guide is aligned with the good practice set out in the well-led framework, which contains
references to speaking up in KLOE 3 and will be shared with inspectors as part of the
CQC’s assessment framework for well-led.
Completing the self-review tool and developing an improvement action plan will help
trusts to evidence their commitment to embedding speaking up and oversight bodies to
evaluate how healthy the trust’s speaking up culture is.
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About this guide
This guide has been produced jointly by NHS Improvement and the National
Guardian’s Office and represents current good practice.
We want boards to treat this guide as a benchmark; review where they are against
it and reflect on what they need to do to improve. We expect that the board, and in
particular the executive and non-executive leads for FTSU, will complete the review
with proportionate support from the trust’s FTSU Guardian.

The good practice highlighted here is not a checklist: a mechanical ‘tick box’
approach to each item is not likely to lead to better performance.
The attitude of senior leaders to the review process, the connections they
make between speaking up and improved patient safety and staff experience,
and their judgements about what needs to be done to continually improve, are
much more important.

Key terms used in this guide


The board: we use this term when we mean the board as a formal body.



Senior leaders: we use this term when we mean executive and nonexecutive directors.



Workers: we use this term to mean everyone in the organisation including
agency workers, temporary workers, students, volunteers and governors.

We will review this guide in a year. In the meantime, please provide any feedback
to enquiries@improvement.nhs.uk
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Our expectations
Leaders are knowledgeable about FTSU
Senior leaders are knowledgeable and up to date about FTSU and the executive
and non-executive leads are aware of guidance from the National Guardian’s
Office. Senior leaders can readily articulate the trust’s FTSU vision and key learning
from issues that workers have spoken up about and regularly communicate the
value of speaking up. They can provide evidence that they have a leadership
strategy and development programme that emphasises the importance of learning
from issues raised by people who speak up. Senior leaders can describe the part
they played in creating and launching the trust’s FTSU vision and strategy.

Leaders have a structured approach to FTSU
There is a clear FTSU vision, translated into a robust and realistic strategy that links
speaking up with patient safety, staff experience and continuous improvement.
There is an up-to-date speaking up policy that reflects the minimum standards set
out by NHS Improvement. The FTSU strategy has been developed using a
structured approach in collaboration with a range of stakeholders (including the
FTSU Guardian). It aligns with existing guidance from the National Guardian.
Progress against the strategy and compliance with the policy are regularly reviewed
using a range of qualitative and quantitative measures.

Leaders actively shape the speaking up culture
All senior leaders take an interest in the trust’s speaking up culture and are
proactive in developing ideas and initiatives to support speaking up. They can
evidence that they robustly challenge themselves to improve patient safety, and
develop a culture of continuous improvement, openness and honesty. Senior
leaders are visible, approachable and use a variety of methods to seek and act on
feedback from workers. Senior leaders prioritise speaking up and work in
partnership with their FTSU Guardian. Senior leaders model speaking up by
acknowledging mistakes and making improvements. The board can state with
confidence that workers know how to speak up; do so with confidence and are
treated fairly.
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Leaders are clear about their role and responsibilities
The trust has a named executive and a named non-executive director responsible
for speaking up and both are clear about their role and responsibility. They, along
with the chief executive and chair, meet regularly with the FTSU Guardian and
provide appropriate advice and support. Other senior leaders support the FTSU
Guardian as required. For more information see page 8 below.

Leaders are confident that wider concerns are identified
and managed
Senior leaders have ensured that the FTSU Guardian has ready access to
applicable sources of data to enable them to triangulate speaking up issues to
proactively identify potential concerns. The FTSU Guardian has ready access to
senior leaders and others to enable them to escalate patient safety issues rapidly,
preserving confidence as appropriate.

Leaders receive assurance in a variety of forms
The executive lead for FTSU provides the board with a variety of reliable,
independent and integrated information that gives the board assurance that:

•

workers in all areas know, understand and support the FTSU vision, are
aware of the policy and have confidence in the speaking up process

•

steps are taken to identify and remove barriers to speaking up for those in
more vulnerable groups, such as Black, Asian or minority ethnic (BAME),
workers and agency workers

•

speak up issues that raise immediate patient safety concerns are quickly
escalated

•

action is taken to address evidence that workers have been victimised as a
result of speaking up, regardless of seniority

•

lessons learnt are shared widely both within relevant service areas and
across the trust

•

the handling of speaking up issues is routinely audited to ensure that the
FTSU policy is being implemented

•

FTSU policies and procedures are reviewed and improved using feedback
from workers.
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In addition the board receives a report, at least every six months, from the FTSU
Guardian. For more information see page 11 below. Boards should consider inviting
workers who speak up to present their experience in person.

Leaders engage with all relevant stakeholders
A diverse range of workers’ views are sought, heard and acted on to shape the
culture of the organisation in relation to speaking up; these are reflected in the
FTSU vision and plan.
The organisation is open and transparent about speaking up internally and
externally. Issues raised via speaking up are part of the performance data
discussed openly with commissioners, CQC and NHS Improvement. Discussion of
FTSU matters regularly takes place in the public section of the board meetings
(while respecting the confidentiality of individuals). The trust’s annual report
contains high level, anonymised data relating to speaking up as well as information
on actions the trust is taking to support a positive speaking up culture. Reviews and
audits are shared externally to support improvement elsewhere.
Senior leaders work openly and positively with regional FTSU Guardians and the
National Guardian to continually improve the trust’s speaking up culture. Likewise,
senior leaders encourage their FTSU Guardians to develop bilateral relationships
with regulators, inspectors and other local FTSU Guardians. Senior leaders request
external improvement support when required.

Leaders are focused on learning and continual
improvement
Senior leaders use speaking up as an opportunity for learning that can be
embedded in future practice to deliver better quality care and improve workers’
experience. Senior leaders and the FTSU Guardian engage with other trusts to
identify best practice. Executive and non-executive leads, and the FTSU Guardian,
review all guidance and case review reports from the National Guardian to identify
improvement possibilities. Senior leaders regularly reflect on how they respond to
feedback, learn and continually improve and encourage the same throughout the
organisation.
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The executive lead responsible for FTSU reviews the FTSU strategy annually,
using a range of qualitative and quantitative measures, to assess what has been
achieved and what hasn’t; what the barriers have been and how they can be
overcome; and whether the right indicators are being used to measure success.
The FTSU policy and process are reviewed annually to check they are fit for
purpose and realistic; up to date; and takes account of feedback from workers who
have used them. A sample of cases is audited to ensure that:

•

the investigation process is of high quality; outcomes and recommendations
are reasonable and the impact of change is being measured

•

workers are thanked for speaking up, are kept up to date throughout the
investigation and are told of the outcome

•

investigations are independent, fair and objective; recommendations are
designed to promote patient safety and learning; and change will be
monitored.

Positive outcomes from speaking up cases are promoted and as a result workers
are more confident to speak up. This is demonstrated in organisational data and
audit.
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Individual responsibilities
Chief executive and chair
The chief executive is responsible for appointing the FTSU Guardian and is
ultimately accountable for ensuring that FTSU arrangements meet the needs of the
workers in their trust. The chief executive and chair are responsible for ensuring the
annual report contains information about FTSU and that the trust is engaged with
both the regional Guardian network and the National Guardian’s Office.
Both the chief executive and chair are key sources of advice and support for their
FTSU Guardian and meet with them regularly.

Executive lead for FTSU
The executive lead is responsible for:

•
•
•

ensuring they are aware of latest guidance from National Guardian’s Office

•

ensuring that the FTSU Guardian has a suitable amount of ringfenced time
and other resources and there is cover for planned and unplanned
absence.

•
•
•
•

ensuring that a sample of speaking up cases have been quality assured

•

providing the board with a variety of assurance about the effectiveness of
the trusts strategy, policy and process.

overseeing the creation of the FTSU vision and strategy
ensuring the FTSU Guardian role has been implemented, using a fair
recruitment process in accordance with the example job description and
other guidance published by the National Guardian

conducting an annual review of the strategy, policy and process
operationalising the learning derived from speaking up issues
ensuring allegations of detriment are promptly and fairly investigated and
acted on
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Non-executive lead for FTSU
The non-executive lead is responsible for:

•
•

ensuring they are aware of latest guidance from National Guardian’s Office

•
•

role-modelling high standards of conduct around FTSU

•

overseeing speaking up concerns regarding board members – see below.

holding the chief executive, executive FTSU lead and the board to account
for implementing the speaking up strategy. Where necessary, they should
robustly challenge the board to reflect on whether it could do more to create
a culture responsive to feedback and focused on learning and continual
improvement
acting as an alternative source of advice and support for the FTSU
Guardian

We appreciate the challenges associated with investigating issues raised about
board members, particularly around confidentiality and objectivity. This is why the
role of the designated non-executive director is so important. In these
circumstances, we would expect the non-executive director to take the lead in
determining whether:

•

sufficient attempts have been made to resolve a speaking up concern
involving a board member(s) and

•

if so, whether an investigation is proportionate and what the terms of
reference should be.

Depending on the circumstances, it may be appropriate for the non-executive
director to oversee the investigation and take on the responsibility of updating the
worker. Wherever the non-executive director does take the lead, they should inform
the FTSU Guardian, confidentially, of the case; keep them informed of progress;
and seek their advice around process and record-keeping.
The non-executive director should inform NHS Improvement and CQC that they are
overseeing an investigation into a board member. NHS Improvement and CQC can
then provide them with support and advice. The trust would need to think about how
to enable a non-executive director to commission an external investigation (which
might need an executive director to sign-off the costs) without compromising the
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confidentiality of the individual worker or revealing allegations before it is
appropriate to do so.

Human resource and organisational development
directors
The human resource (HR) and/or organisational development (OD) directors are
responsible for:

•

ensuring that the FTSU Guardian has the support of HR staff and
appropriate access to information to enable them to triangulate intelligence
from speaking up issues with other information that may be used as
measures of FTSU culture or indicators of barriers to speaking up

•

ensuring that HR culture and practice encourage and support speaking up
and that learning in relation to workers’ experience is disseminated across
the trust

•

ensuring that workers have the right knowledge, skills and capability to
speak up and that managers listen well and respond to issues raised
effectively.

Medical director and director of nursing
The medical director and director of nursing are responsible for:

•

ensuring that the FTSU Guardian has appropriate support and advice on
patient safety and safeguarding issues

•

ensuring that effective and, as appropriate, immediate action is taken when
potential patient safety issues are highlighted by speaking up

•

ensuring learning is operationalised within the teams and departments they
oversee.
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FTSU Guardian reports
Reports are submitted frequently enough to enable the board to maintain a good
oversight of FTSU matters and issues, and no less than every six months. Reports
are presented by the FTSU Guardian or a member of the trust’s local Guardian
network in person.
Reports include both quantitative and qualitative information and case studies or
other information that will enable the board to fully engage with FTSU in their
organisation and to understand the issues being identified, areas for improvement,
and take informed decisions about action.
Data and other intelligence are presented in a way that maintains the confidentiality
of individuals who speak up.

Board reports on FTSU could include:
Assessment of issues

•

information on what the trust has learnt and what improvements have been
made as a result of trust workers speaking up

•

information on the number and types of cases being dealt with by the FTSU
Guardian and their local network

•

an analysis of trends, including whether the number of cases is increasing or
decreasing; any themes in the issues being raised (such as types of concern,
particular groups of workers who speak up, areas in the organisation where
issues are being raised more or less frequently than might be expected); and
information on the characteristics of people speaking up (professional
background, protected characteristics)

Potential patient safety or workers experience issues

•

information on how FTSU matters relate to patient safety and the experience of
workers, triangulating data as appropriate, so that a broader picture of FTSU
culture, barriers to speaking up, potential patient safety risks, and opportunities
to learn and improve can be built
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Action taken to improve FTSU culture

•

details of actions taken to increase the visibility of the FTSU Guardian and
promote the speaking up processes

•

details of action taken to identify and support any workers who are unaware of
the speaking up process or who find it difficult to speak up

•

details of any assessment of the effectiveness of the speaking up process and
the handling of individual cases

•

information on any instances where people who have spoken up may have
suffered detriment and recommendations for improvement

•

information on actions taken to improve the skills, knowledge and capability of
workers to speak up and to support others to speak up and respond to the
issues they raise effectively

Learning and improvement

•

feedback received by FTSU Guardians from people speaking up and action that
will be taken in response

•

updates on any broader developments in FTSU, learning from case reviews,
guidance and best practice

Recommendations

•

suggestions of any priority action needed.
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Resources
Care Quality Commission (2017): Driving Improvement Accessed at:
www.cqc.org.uk/sites/default/files/20170614_drivingimprovement.pdf
National Guardian Office (2017): Example job description Accessed at:
http://www.cqc.org.uk/sites/default/files/20180213_ngo_freedom_to_speak_up_gua
rdian_jd_march2018_v5.pdf
National Guardian Office (2017): Annual report Accessed at
www.cqc.org.uk/sites/default/files/20171115_ngo_annualreport201617.pdf
NHS Improvement (2014) Strategy development toolkit Accessed at
https://improvement.nhs.uk/resources/strategy-development-toolkit/
NHS Improvement (2016) Freedom to speak up: whistleblowing policy for the NHS
Accessed at https://improvement.nhs.uk/resources/freedom-to-speak-upwhistleblowing-policy-for-the-nhs/
NHS Improvement (2017): Creating a vision
https://improvement.nhs.uk/resources/creating-vision/
NHS Improvement (2016/17): Creating a culture of compassionate and inclusive
leadership Accessed at https://improvement.nhs.uk/resources/culture-leadership/
NHS Improvement (2017): Well Led Framework Accessed at:
https://improvement.nhs.uk/resources/well-led-framework/
National Framework (2017): Developing People - Improving Care Accessed at:
https://improvement.nhs.uk/resources/developing-people-improving-care/
National Guardian Office (2018): Guardian education and training guide
Accessed at:
http://www.cqc.org.uk/sites/default/files/20180419_ngo_education_training_guide.p
df
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NHS Improvement
133-155 Waterloo Road
London
SE1 8UG
0300 123 2257
enquiries@improvement.nhs.uk
improvement.nhs.uk
@NHSImprovement
National Guardian’s Office
151 Buckingham Palace Road
London
SW1W 9SZ
0300 067 9000
enquiries@nationalguardianoffice.org.uk
cqc.org.uk/national-guardians-office/content/national-guardians-office
@NatGuardianFTSU
This publication can be made available in a number of other formats on request.
May 2018

Publications code: CG 64/18
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Freedom to Speak Up Guardian Annual Report – July 2018
1.

Introduction

The annual report provides an update on Freedom to Speak Up within the
organisation since the 2017 annual report. The report includes a summary of the
concerns formally reported, activities relating to the Freedom to Speak up role and
an update on the NHSI Guidance for boards on Freedom to Speak Up in NHS Trusts
and NHS Foundations Trust – May 2018.
2.

Background

The Trust Freedom to Speak Up Guardian has been in post since October 2016.
The concept of Freedom to Speak Guardians was introduced by the Francis review
following his conclusion that there was a serious issue in the NHS with
whistleblowing that “requires urgent attention if staff are to play their full part in
maintaining a safe and effective service for patients”.
Sir Robert made a number of recommendations to deliver a more consistent
approach to whistleblowing across the NHS and the report identified the Freedom to
Speak Up Guardian as an important role which would be genuinely independent and
have responsibility for promoting a culture of safety and speaking up in NHS Trusts.
The Freedom to Speak Up Guardian acts as an independent and impartial source of
advice to staff at any stage of raising a concern, with access to anyone in the
organisation, including the chief executive, or if necessary, outside the organisation.
3. Promoting an open culture
The Freedom to Speak Up Guardian works closely with staff side representatives,
HR and managers to promote an open culture where staff feel able to raise issues or
concerns at an early and local level. To facilitate this, in some service areas Staff
Forums have been set up which are chaired by local senior managers and staff side
to discuss issues relating to staffing, environmental issues or any general concerns
they may have regarding their experience in work.
It should be noted, the Workforce Strategy sets out an action for all divisions to set
up joint Staff Forums as these are seen as key to promoting engagement and
involvement and early resolution to staff issues.
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4. CQC Inspection
The Care Quality Commission (CQC) assesses a trust’s speaking up culture during
inspections under key line of enquiry (KLOE) 3 as part of the well-led question. As
part of the Well-Led inspection for GMMH the inspectors interviewed the Trust
Freedom to Speak Up Guardian.
The CQC inspection report set out the following findings and recommendation in
relation to Freedom to Speak Up:
`There was an open and transparent approach when things went wrong. Staff were
proud to work for the organisation and spoke highly of the culture. Although staff
were encouraged to speak up and there were systems in place to support this, the
freedom to speak up network needed further embedding throughout the trust’.
An action the trust SHOULD take to improve was set out as follows:
•

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

5.

Freedom to Speak Up Survey

The Freedom to Speak Up Guardian carried out an online survey during April 2018
to assess awareness of the role and identify areas for improvement to further
support the embedding of the role. The headline responses are set out below:
•

507 responses received which equates to approx. 10% of the workforce

•

70% of respondents said they know how to raise concerns

•

25% of respondents had heard of the Freedom to Speak Up Guardian, 18%
know how to contact the Guardian but only 13% could name the Guardian

•

75% of staff said they felt comfortable raising a concern with their line
manager

•

79% said the HR background of the Guardian would not present a barrier to
them raising a concern

•

58% said the Guardian should have a clinical/medical background, 45% said
HR and 43% said trade union.

Given the highest proportion of staff expressed the view that the Guardian should
have a clinical/medical background, work will be undertaken to identify an
appropriate representative from this staff group to support the Freedom to Speak Up
Guardian and provide an alternative route for staff to raise a concern.
2

6. Actions undertake to embed the role
The responses to the survey demonstrates the positive work the Trust has done to
embed a culture where staff feel able to raise concerns at a local level in that 75% of
staff said they felt comfortable raising a concern with their line manager. However, it
also evidenced the continued need for further embedding of the specific Freedom to
Speak Up Guardian role to ensure all staff are aware and can access the Guardian if
required.
In order to support this, the following activities have been undertaken and will
continue to be implemented:
•

Rolling banner on the intranet site promoting the role, purpose and how to
access/raise concerns

•

Leaflets and posters across the Trust

•

Open culture session on Trust induction

•

Freedom to Speak Up Guardian attendance at Network Hub meetings, LNC,
JCNC and other Trust meetings to discuss the role and remit

•

Management cascade following network hub meetings

•

Promotion of the role through staff engagement events

•

Promotion of the role by trade union colleagues

Implementation of the NHSI Guidance for boards on Freedom to Speak Up in NHS
Trusts and NHS Foundations Trust – May 2018 will also support the organisational
approach to Freedom to Speak Up.
6. NHSI Guidance for boards on Freedom to Speak Up
In May 2018 NHSI published guidance to Trusts on Freedom to Speak Up. The
guide sets out NHSI expectations of boards in relation to Freedom to Speak Up
(FTSU. Guidance attached as Appendix 1.
The guide is accompanied by a self-review tool which enables an in-depth review of
leadership and governance arrangements in relation to FTSU to help boards identify
areas of development and create an improvement action plan to help Trusts to
evidence their commitment to embedding speaking up and for oversight bodies to
evaluate how healthy the Trust’s speaking up culture is
The guide sets out individual responsibilities for the following:
•

Chief Executive and Chair
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•
•
•
•
•

Executive Lead for FTSU – Andrew Maloney, Director of HR and Corporate
Affairs
Non-Executive Lead for FTSU - Pauleen Lane, Senior Independent NonExecutive Director
HR and OD Director
Medical Director
Director of Nursing

The FTSU self-review and proposed improvement action plan will be considered at a
future Trust Board meeting.
7. Summary of concerns
The following table provides details of the concerns raised/brought to the attention of
the Freedom to Speak Up Guardian during 2017/18 as reported to the National
Guardians office.

Raised
anonymously

Element of
patient
safety/quality

Related to
behaviours,
including
bullying/harassment

Suffering detriment
as a result of
speaking up

2

1

2

1

0

Quarter 2

1

0

1

0

0

Quarter 3

5

0

1

3

1

Quarter 4

2

0

0

2

0

Total

10

1

4

6

1

Period
17/18

Total
number
of cases

Quarter 1

* It should be noted cases can be classified in more than one category

8. Themes
Category

Service

Action taken

Patient safety/quality

Salford,
SSN,
Manchester

Concerns referred to senior managers within each
service for review/investigation. Improvement plans
developed as required.

Behaviours/bullying and
harassment

Manchester,
Salford,
Corporate

2 cases referred through the formal Bullying and
Harassment internal investigation process. 4 cases
addressed informally

Salford

HR investigation into the concern. Lessons learnt
fed back to line manager/senior manager

Suffering a detriment

4

The only pattern identifiable through the reported concerns relates to bullying and
harassment cases. The majority of these related to Manchester services and staff
were supported to raise the concerns by the trade union. Work is underway within
Manchester to support line management, leadership development and staff
engagement through the enhanced community model implementation.
9. Next steps
The self-review assessment will be finalised and considered at a future Trust board
meeting.
The Freedom to Speak Up Guardian will continue to raise awareness and promote
the systems for raising concerns through attendance at meetings, induction, training
session and dissemination of promotional materials such as leaflets and posters.
Trust Board is asked to note the content of this report.

Nicky Littler
Freedom to Speak Up Guardian
16th July 2018
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Board of Directors – Part 1

TITLE OF REPORT:

Audit Committee:

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

• Minutes of the Meeting held 21 May 2018 (Ratified)
• Committee Chair’s Assurance Report on the Meeting held 02 July 2018
Monday 30 July 2018
14.01 – 14.02
Andrea Knott, Non-Executive Director and Audit Committee Chair
Diana Paul, Executive PA and Kim Saville, Company Secretary

REPORT SUMMARY:

The Board of Directors are asked to note the ratified minutes of the Audit
Committee meeting held on 21 May 2018 and the Committee Chair’s Assurance
Report on the meeting held on 02 July 2018.

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

x

REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
02.07.18
Quality Governance Committee
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
LEGAL IMPLICATIONS:

None identified
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REGULATORY
IMPLICATIONS (CQC/NHSI):

None identified

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

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

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

x

Assurance

x

Approval/Decision

Minutes of the Audit Committee meeting held 21 May 2018 (Ratified)
Committee Chair’s Assurance Report on the meeting held 02 July 2018
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RATIFIED
MINUTES OF THE AUDIT COMMITTEE MEETING
HELD 21 MAY 2018 AT 11.00AM
ROOMS 1 & 2, 1ST FLOOR, THE CURVE
Present:
Andrea Knott
Anthony Bell
Pauleen Lane

-

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

In Attendance:
Les Allen
Rob Fenton
Gill Green
Ismail Hafeji
Nicole Haycock
Amanda Latham
Adele McKie
Neil McQueen
Rupert Nichols
Ruth Parker
Nisha Patel
Kim Saville
Janine Taylor
Neil Thwaite
Diana Paul

-

Lead Governor
Manager, KMPG
Director of Nursing and Governance
Director of Finance and IM&T
Finance Apprentice
Director, KPMG
Assistant Director of Finance – Financial Services & Procurement
Anti-Fraud Specialist, MIAA
Chair
Senior Audit Manager, MIAA
Finance Apprentice
Company Secretary
Associate Director of Finance
Chief Executive
Executive PA to Director of Finance & IM&T (minutes)

No.
58/18

Item
Welcome and Introductions

Action

Andrea Knott, Chair of the Audit Committee, welcomed Les Allen (Lead
Governor), Nicole Haycock (Finance Apprentice) and Nisha Patel (Finance
Apprentice) to the meeting.
59/18

Apologies for Absence

Noted

All Committee members were in attendance. Apologies for absence were
received from Andrew Maloney, Director of HR and Corporate Affairs.
60/18

Minutes of the Previous Meeting held 27 April 2018
Noted
Andrea Knott advised that the minutes of the previous meeting held on 27 April
2018 would be reviewed outside of the meeting and brought to the next meeting
in July 2018 for formal approval.
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61/18

Matters Arising from Previous Meeting

Noted

The Committee reviewed the action log and noted all actions were either
completed or in progress.
62/18

Capital Policy

Approved

Ismail Hafeji, Director of Finance and IM&T briefed the meeting on the changes
made to the Capital Policy as per the Committee’s discussions in April. He
highlighted the amendments made to the Capital Expenditure Delegated Limits
and Capital Expenditure Delegated Limits for Variations. The Committee
discussed the use of percentages for delegated limits and agreed that this was
appropriate and usual practice.
The Committee approved the policy.
63/18

External Audit Report - ISA 260 Audit Memorandum 2017/18

Noted and
Approved

Rob Fenton, Manager, KPMG presented the ISA260 Audit Highlights
Memorandum 2017/18. He advised that the Trust has been issued with an
unqualified audit opinion with regard to the 2017/18 financial statements.
Rob Fenton provided an overview of the financial risk assessment undertaken as
part of the audit. He advised that there were no unadjusted audit differences
and that a number of minor presentational changes were made to the accounts,
as an outcome of the audit, to ensure compliance with the Department of Health
and Social Care Group Accounting Manual (GAM) 2017/18. No matters were
raised with regard to the Annual Report and Rob Fenton also confirmed that a
‘Clean’ opinion had been issued with regard to value for money.
Andrea Knott, Chair, congratulated Ismail Hafeji and the Finance team for
achieving a clean audit opinion. Ismail Hafeji recognised the experience of the
Team and their effective communication with KPMG throughout the audit.
With regard to the Quality Account, Rob Fenton advised that a ‘Clean’ limited
assurance opinion has been issued on the content of the Quality Account. With
regard to the Quality Account indicators, Rob Fenton advised that the Month 12
final testing is being completed today for one indicator and that there is
sufficient evidence, as it stands, for KPMG to provide a ‘Clean’ limited assurance
opinion. He assured Committee members that it is not envisaged that this final
testing will affect the Quality Account audit opinion, but if it does Committee
members will be notified. He confirmed that KPMG will sign the current draft ISA
260 for submission to the National Audit Office (NAO) and a further draft will be
prepared and re-signed for the Council of Governors meeting in July 2018.
The Audit Committee noted and approved the ISA260 Audit Highlights
Memorandum
64/18

Long Form Audit Report (LFAR)
Amanda Latham, Director, KMPG advised the Committee that the LFAR sets out

Noted and
Approved
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by exception the opinions and conclusion arising from the audit of the Trust’s
financial statements as per the ISA260 Audit Memorandum. The meeting noted
that there were no exceptions to be reported. She confirmed that, once signed,
the LFAR will be incorporated into the final version of the Annual Report.
Amanda Lathan, Manager, KPMG noted that the Trust had met its Control Total
for 2017/18 and had taken appropriate action to identify and defer income to
2018/19. She noted that this position differed to KPMG’s expectation that Trusts
would be challenged to meet their Control Total.
The Committee noted and approved the ISA Long Form Audit Report.
65/18

Management Representation Letters

Noted and
Approved

Amanda Latham, Director, KPMG presented the draft Management
Representation letters, which follow a standard format. She advised that nothing
required adding by the Trust.
With regard to the Quality Account audit, Neil Thwaite, CEO acknowledged the
efforts of the corporate and performance teams in terms of validating the data.
He added that NHSI have recently commended the Trust on the thoroughness of
data received in relation to Out of Area Placements (OAPs).
The Committee noted and approved the Management Representation Letters in
relation to the financial statements and Quality Account.
66/18

Audited Accounts for the Year Ended 31 March 2018

Approved

Janine Taylor, Associate Director of Finance informed the meeting that there
have been no changes to the numbers presented in the accounts as an outcome
of the audit. These are as viewed by the Committee in April. She highlighted a
number of changes made to notes 1.2.1, 1.2.2 and 5.
The Audit Committee approved the Audited Accounts for 2017/18 and
recommended their adoption by the Board.
67/18

Post-Audit Annual Report 2017/18

Approved

Kim Saville, Company Secretary presented the post-audit Annual Report 2017/18.
She highlighted a number of minor changes made based on feedback received
from Audit Committee members on 27 April 2018 and KPMG. She also advised
that NHS Employers have recently published a requirement for Trusts to include
information on facilities reporting time in their Annual Report. She confirmed
that the data is currently being agreed with the trade unions and will be added to
the Annual Report prior to submission to NHS Improvement.
The Audit Committee approved the post-audit Annual Report 2017/18 and
recommended its approval by the Board.
68/18

Audit Committee Annual Report 2017/18

Noted
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Andrea Knott, Non-Executive (Chair) presented the updated Audit Committee
Annual Report for 2017/18. The report demonstrates the work undertaken by
the Committee in support of the Annual Governance Statement and to fulfil the
duties required by Board. Kim Saville advised that the report has been updated
to reflect the outcomes of the Committee’s discussions in April 2018 with regard
to the annual accounts and the Annual Governance Statement. She advised that
the plan is for the Committee’s objectives for 2018/19 to be agreed at a future
meeting and reported on in the 2018/19 Audit Committee Annual Report.
The Committee noted the final report.
69/18

Anti-Fraud Annual Report

Noted

Neil McQueen, Anti-Fraud Specialist (MIAA) presented a report on the anti-fraud
work undertaken at GMMH during 2017/18 across the main areas of activity
outlined by the NHS Counter Fraud Authority (CFA) and agreed within the annual
workplan.
The Committee noted the Anti-Fraud Annual Report.
70/18

MIAA Fraud Investigations Benchmarking Insight

Noted

Neil McQueen, Anti-Fraud Specialist (MIAA) presented the MIAA Fraud
Investigations Benchmarking Insight Report, which provides a benchmark review
of criminal investigations across the NHS. The Committee reviewed GMMH’s
referral profile in 2016/17 in comparison to the previous year and other NHS
organisations in the MIAA client base.
Neil McQueen circulated a summary of GMMH investigations to Committee
members for information. Members agreed that the information received was
helpful and requested regular updates going forward, with locations included to
enable identification of any hotspots.

Action:
NMcQ

Neil McQueen confirmed that the main focus of fraud investigation activity is on
staff working whilst on sick leave.
The Committee noted the report.
71/18

Debtor and Creditor Balances above £50k

Noted

Janine Taylor, Associate Director of Finance, advised that as at 31 March 2018,
there were no payable balances to report on and one outstanding receivable,
which is being followed up.
The Committee noted the report.
72/18

Investment Performance

Noted
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Janine Taylor, Associate Director of Finance, provided an overview of the
investment performance from 1 January 2018 to 31 March 2018, noting that the
total interest earned equated to £31,963.70. She advised that there has been an
increase in interest rates in the last quarter which had resulted in the interest
that had been generated.
The Committee noted the report.
73/18

Losses and Special Payments

Noted

Janine Taylor, Associate Director of Finance presented a summary of the losses
and special payments incurred during the period 1 January 2018 to 31 March
2018.
The meeting noted that Patient and Security Damage payments were in relation
to damage to property caused by patients and ex-gratia Payments are in relation
to damage to patient property.
The Committee noted the report.
74/18

Disposal of Tangible Assets

Noted

Ismail Hafeji, Director of Finance and IM&T confirmed that no assets have been
disposed of since the last meeting.
Committee members agreed that, in future, if agenda items were nil returns a
note on the agenda itself would be sufficient, rather than a report.
The Committee noted the verbal update.
75/18

SFI Breaches

Noted

Janine Taylor, Associate Director of Finance, presented the report on SFI
breaches for the period 22 January 2018 to 8 May 2018. The meeting noted that
breaches are followed up and processes are also in place if further escalation is
required.
The meeting was assured that no invoices are paid until a Purchase Order has
been raised.
The Committee noted the report.
76/18

Sealing of Document (Corporate Seal)

Noted

Kim Saville, Company Secretary informed the meeting that the Corporate Seal
had been used 3 times during the period 1 April 2018 to 30 April 2018.
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The Committee noted the report.
77/18

Any Other Business

Noted

There were no items of other business.
78/18

Date and Time of Next Meeting

Noted

2 July 2018 at 11.00am in Rooms 1 & 2, 1st Floor, The Curve.

Certified as a true record of the meeting

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

Date
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Audit Committee - Action Log
No

Action

Update

Owner

1.

Meeting Minute Item
No.
Feb 18
10/18
Annual Internal
Audit Plan
2018/19

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

8.

April 18

44/18

Consideration to be given to
the development of a Trustwide staff Code of Conduct

02/07/18

April 18 - Review
in Q1 of 2018/19
plan,
benchmarking
exercise to be
undertaken then
and reported
back to Audit
Committee.
On Agenda –
under matters
arising

9.

April 18

46/18

Plans for surplus cash to be
shared with the Board at an
upcoming meeting.

23/07/18

Ismail Hafeji
Director of Finance
and IM&T

10.

April 18

47/18

Policy to be amended to
reflect the fact that the
auditors are prohibited from
providing any tax services.

02/07/18

Ismail Hafeji
Director of Finance
and IM&T

11.

April 18

50/18

Committee objectives for

02/07/18

Andrea Knott, Non-

GMMH – NHS
Counter Fraud
Authority
Standards
Providers 17/18
Unaudited
Accounts Year
Ended 31 March
2018
Policy for
Engagement of
External Auditors
for Additional
Services
Audit Committee

Agreed
Forecast
Timescale Completion
Agency Usage - MIAA and 27/04/18 03/09/18
KMPG to work together to
obtain an oversight of issues
within Greater Manchester

Status

Andrew Maloney,
Director of HR and
Corporate Affairs
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No

Meeting Minute Item
No.
Objectives 18/19

Action

12.

April 18

53/18

GDPR Audit
Update

13.

April 18

53/18

GPDR Audit
Update

14.

April 18

54/18

Annual Review of
Register of Gifts
and Hospitality

15.

May 18

70/18

MIAA Fraud
Investigations
Benchmarking
Insight

Update report to be
presented to the June 2018
meeting of the Trust Board
GPDR to be added to the
Board Assurance
Framework as a key
strategic risk
Communication
to
be
undertaken to reiterate
importance
of
staff
declaring gifts hospitality
received
Separate briefings on antifraud inquests to be
prepared
for
future
meetings

Agreed
Forecast
Update
Timescale Completion

2018/19 to be drafted for
review at a future meeting

21/05/18

First
briefing
on
02/07/18

Status

Executive Director
and
Kim Saville, Company
Secretary
Ismail Hafeji, Director
of Finance and IM&T

25/06/18

30/06/18

Owner

31/07/18

Ismail Hafeji, Director
of Finance and IM&T
and Kim Saville,
Company Secretary
Kim Saville, Company
Secretary

Neil McQueen, AntiFraud Specialist

Not yet due
Completed on time
In progress and on target
Incomplete and overdue
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Chair’s Assurance Report to the Board of Directors
AUDIT COMMITTEE
Date of Board Meeting:

30 July 2018

Date of Committee Meeting:

02 July 2018

Committee Chair:

Andrea Knott, Non-Executive Director

Date of Assurance Report:

12 July 2018

Date of Next Committee Meeting: 03 September 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:
Quality Spot
Checks

Audit focused on ensuring that key aspects of the quality agenda
(infection control, resuscitation equipment, seclusion, documentation,
ligature cutters, patient feedback opportunities, clinical supervision
and rapid tranquilisation documentation) were operating effectively
in nine wards. ‘Significant Assurance’ opinion overall, but of the nine
wards four received a ‘Limited Assurance’ opinion. Recommendations
to be followed up separately with individual wards and through Heads
and Operations and the Ward Managers Network. Quality Spot Checks
to continue on an annual basis for the next three years.
Board
Audit provided assurance that systems and processes have been
Performance
established to ensure the accuracy, completeness and validation of
Dashboard
data contained within the Board Performance Report. Some
recommendations around improving the timeliness of reporting
where possible.
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:
Physical Health
Baseline assessment of the systems and processes in place with
in Mental
regard to physical health in patients with serious mental illness.
Health
Physical health agenda found to be embedded within operational
teams. The limited assurance opinion relates to the recording and
reporting of data and is not indicative of any risks or concerns
1

RISK ON BAF?

Risk ID 2816
(Physical
Health) and
Risk ID 2817
(Positive and
Safe)

Risk ID 1490
(Performance)

Risk ID 2816
(Physical
Health)

regarding patient safety. The agreed recommendations are being
addressed by the Business Intelligence Team.
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 :
-

-

4. Other Items for the Board’s Attention:

Trust-wide Code of Conduct: NHS Counter-Fraud Authority Standards for Providers set an expectation that
organisations will have a Code of Conduct for all staff that references fraud, corruption and the Bribery Act
2010. The Committee considered the Trust’s current position i.e. Code of Conduct for Directors and VSMs
only, with expectations for all other employees set out in contracts of employment, professional standards
(where relevant), policies and shared values. Agreement that Framework to be established which clarifies
the current position for staff.
Anti-Fraud: Briefing shared with Audit Committee members on ongoing anti-fraud investigations. Two antifraud investigations closed in the reporting period. The Audit Committee discussed the Trust’s tolerance
level in relation to fraud and associated sanctions, noted that the number of cases of actual and potential
fraud is low relative to the number of employees. Assurance received based on Executive Director
experience of grievance panels and application of Disciplinary Policy.
Audit Committee Objectives 2018/19:
The Committee agreed the following five objectives for progression in 2018/19:

Objective 1 – To drive continuous improvement in the Trust’s risk management system by seeking
assurance that the new Board Assurance Framework is operating effectively and that appropriate
controls and assurances are in place.

Objective 2 – To explore the value of the Audit Committee having a greater understanding of other
assurance mechanisms in operation across the organisation

Objective 3 – To maximise the value added through internal audit by strengthening the alignment
between the internal audit plan and the key strategic risks identified in the Board Assurance
Framework
This will include Audit Committee approval of the Terms of Reference for all audits linked to the
Board Assurance Framework
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Objective 4 – To increase focus on assurance as to the effectiveness of the Trust’s systems for
monitoring and improving data quality and performance reporting

Objective 5 – To increase the Committee’s oversight of any anti-fraud work with a view to improving
the timeliness and appropriateness of response by the organisation

Clinical Audit Annual Report: Reviewed by the Audit Committee to enable further understanding of other
assurance mechanisms in operation.
Procurement (Estates Maintenance): Significant control weaknesses highlighted in an audit of the Estates
maintenance procurement processes. HR processes are now underway and new leadership structure in
place since April 2018, with further leadership changes to follow. Required longer-term improvements have
been identified and, in the interim, a number of mitigating actions will be progressed. More comprehensive
review to follow. Assurance sought by Audit Committee that historical risks have been effectively mitigated
and that the issue is not broader than reported to date – MIAA asked to accelerate their review in this area
and report back to the next Audit Committee.
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Board of Directors – Part 1
TITLE OF REPORT:

Quality Governance Committee:
• Minutes of the Meeting held 14 June 2018 (Ratified)
• Committee Chair’s Report on the Meeting held 19 July 2018

DATE OF MEETING:

Monday 30 July 2018

AGENDA ITEM:

15.01 – 15.02

PRESENTED BY:

Kathy Doran, Non-Executive Director and Quality Governance Committee Chair

AUTHOR(S):

Gill Green, Director of Nursing and Governance
Emily Hilton, Nursing and Governance Administration Manager

REPORT SUMMARY:

The Board of Directors are asked to note the ratified minutes of the Quality
Governance Committee meeting held on 14 June 2018 and the Committee Chair’s
Report on the meeting held on 19 July 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
19/07/18
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
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LEGAL IMPLICATIONS:
REGULATORY
IMPLICATIONS (CQC/NHSI):

None identified
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 14 June 2018
(Ratified)
Committee Chair’s Report on the meeting held 19 July 2018
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Minutes of the Quality Governance Committee
Thursday 14 June 2018
9.30am until 12noon
Meeting Room 1 & 2, First Floor, The Curve
Present
Chair

In attendance

Dr Chris Daly
Gill Green
Dr Alice Seaborne
Dr Rosie Clarke
Dr Sean Lennon
Julie Jarman
Dr Richard Jones
Tony Morrison

Medical Director
Executive Director of Nursing and Governance
Associate Medical Director
ACSI, Manchester
Later Life, Manchester
Non-Executive Director
Consultant, North Manchester
Associate Director of Research and Innovation

Cathy Lovatt
Debbie Rimmer
Anna Dodd
Mags Fenton

Head of Service User and Carer Involvement
HQT Manager, MIAA
Autism Clinical Lead, Specialist Network
Autism Clinical Lead, Community Division

1. Apologies (14/06/2018)
Apologies noted from: Kathy Doran, Deborah Partington, Andrew Maloney, Neil Thwaite, Stephanie
Kennedy, Dr Andrew Haddock, Mary Lee, Dr Hany El-Metaal, Dr Boben Benjamin, Dr Andrew Matrunola,
Julie Bodnarec and Dr Jonathan Dewhurst.
2. Welcomes and Introductions (14/06/2018)
All members were welcomed and introduced.
3. Minutes of the Previous Meeting (14/06/2018).
The minutes of the previous meeting dated the 10 May 2018 were agreed as an accurate record.
4. Matters Arising (14/06/2018)
4.1 CQC Community Mental Health Patient Survey (08/02/2018)
An action in regards to the findings from the CQC Community Mental Health Patient survey and a piece of
work to triangulate this with Trustwide intelligence was noted at the Committee. It was agreed that
feedback from this piece of work will be provided at a later Committee.
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5. Annual Equality and Diversity Report (14/06/2018)
The Committee noted the annual Equality and Diversity Report. The report identifies Trust objectives,
Workforce Race Equality Standards (WRES) and staff and service user equality data. The Committee noted
concerns in regards to the recording of protected characteristics in PARIS, this issue is to be picked up
with the senior clinicians group. A strategy is being developed which will incorporate the findings from
this report, this strategy will be brought to the Committee in September 2018.
This report was positively received by the Committee and the team were thanked for the work complete
so far in regards to equality and diversity.
6. Service User Engagement Strategy (14/06/2018)
The refreshed Service User Engagement Strategy was noted at the Committee. This strategy was
refreshed following a series of workshops and consultations with Manchester service users and carers.
This strategy sets out the GMMH priorities for service user engagement for 2018-2021, including channels
of communication, governance arrangements and how this strategy will be achieved.
The formal launch of this strategy will take place on the 26th July 2018 in the Curve.
7. MIAA: Internal Progress Report (14/06/2018)
The MIAA internal progress report for Physical Health was noted at the Committee. The Trust have been
provided with limited assurance for this, due to a high risk action identified in regards to data quality and
reporting. It was noted that at the time of the assurance audit the MIAA team there was variability in the
response across the Trust due to issues on the day of the assurance audit, as an action the MIAA were
asked to provide information in regards to the variability across the Trust.
Actions are being managed and work is underway, with three actions complete. The Committee
requested an update in regards to the actions from the audit report at the October Committee.
8. Autism Strategy (14/06/2018)
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 part
of the GMMH Autism strategy.
The Committee recognised that there is a statutory requirement for local authorities and local
commissioning for Autism; and discussed the risk to the organisation in regards to this. The Committee
considered whether this should be added to the risk register until the Autism strategy is implemented
across the Trust.
9. Research and Innovation Annual Report (14/06/2018)
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.
The Committee requested an update in regards to work ongoing as part of the Research and Innovation
workstream. This will be brought to the Committee in December 2018.
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10. Clinical Audit Annual Report (14/06/2018)
The Clinical Audit Annual Report was noted at the Committee.
11. Safe Staffing Biannual Report (14/06/2018)
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.
12. Board Assurance Framework (14/06/2018)
The Committee reviewed the designated risks as part of the Trust Board Assurance Framework. It was
agreed that no designated risks have been elevated or reduced.
13. Ingestion Report
The Committee noted the ingestion report, which was completed following concerns in regards to an
increase in ingested related incidents. Findings identified that the successful management of risks in
regards to ligature and self-harm are resulting in an increase in ingestion incidents. Learning and findings
from this ingestion report are to be shared at local level and shared with Salford Royal. An algorithm in
regards to battery related ingestion incidents has been developed and this is to shared across the Trust.
Action: Dr Chris Daly/Julie Bodnarec
14. Sub Group Assurance (14/06/2018)
13.1 Trust Joint Safeguarding Group
The assurance report was noted at the Committee.
13.2 Post Incident Review Panel
The sub group assurance report was noted at the Committee.
13.3 Medicines Management Group
The assurance report was noted at the Committee.
14. Date and Time of Next Meeting (14/06/2018)
The next meeting is scheduled for Thursday 19 July 2018 at 9.30am in Meeting Room 1 &2, First Floor,
The Curve.
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Purpose of
Action
Agenda

Action Title

Action

Lead

Quality Matters

To develop a quality matters strategy

Tim McDougall

Agenda

Carers Strategy

To bring carers strategy to QGC

Cathy Lovatt

Sept-18 A

Agenda

Research and innovation 6 month progress report

Tony Morrison

Dec-18 A

Agenda

Research and
Innovation
MIAA progress update

Rebecca McCarren

Oct-18 A

Agenda

Dragons Den Update

Update on limited assurance PH from MIAA Internal Progress
Report
Dragons Den Update

Agenda

Equality and Diversity
Strategy
Triangulation of Work

Strategy to be brought in September.

Cathy Lovatt

Triangulation of intelligence following findings from the Community
Mental Health Survey
To produce an action plan from findings of the positive and safe
deep dive audit
Report to be shared with local teams and SRFT

Andrew Maloney/John
Walker/Patrick Cahoon
Tim McDougall

Update
Update
Update

Positive and Safe Deep
Dive Audit
Ingestion Report
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Patrick Cahoon

Chris Daly/Julie Bodnarec

Due
RAG
Date
Jul-18 G

Jul-18 G
Sep-18 A
Jul-18 A
Sep-18 A
Jul-18 G

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

Monday 30 July 2018

Date of Committee Meeting:

Thursday 19 July 2018

Committee Chair:

Kathy Doran, Non-Executive Director

Date of Chair’s Report:

Thursday 19 July 2018

Date of Next Committee Meeting:

Thursday 13 September 2018

Key
Developments

•

•

•

•

•
•

•

The MIAA Internal Progress Report for Safeguarding Adults was noted at the
Committee. The Trust have been provided with Significant Assurance for
this. Management responses have been received and actions are ongoing as
part of the Trust Joint Safeguarding Group action plan.
A Dragons Den update was provided at the Committee. 60 projects have
been funded as part of the Dragons Den project linked to the six priorities in
the Quality Account. The projects have a good spread of innovative projects,
with funding allocated proportionally across the divisions. The project
outcomes will be evaluated by the Quality Improvement Team.
The 6 monthly Care Plan audit was noted at the Committee. The audit
identified improvement across the Trust relating to an increase of 45%
achieving the compliance standard of 85%. The Committee recognised the
correlation between the standard of compliance and positive work ongoing
across the Trust.
The Committee noted the Quality Matters Quarter 1 Activity Report and the
Quality Matters Strategy. The Committee discussed the plans to expand the
Quality Matters work across the Trust.
The Annual Complaints Report for 2017/2018 was received at the
Committee and recommendations from the report were highlighted.
The Committee reviewed the first Quality Board Performance Report
produced for Quarter 1. The report identified a number of seclusion
incidents at CAMHS due to high acuity; a local action plan has been produced
and this will continue to be monitored through Positive and Safe.
Learning from Deaths: Review of Trafford IAPT Deaths report was noted at
the Committee and assurance was provided in regards to shared learning.
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Any Risks
Identified and
Agreed
Actions

•

The Committee noted the Annual Infection Prevention and Control
Annual Report for 2017/2018. The Committee noted risks in regards to
the staff antiviral treatment for post exposure prophylaxis and delays
in treatment for staff. Interim solution provided until a system is in
place.

Other Items
for the Board’s
Attention

•

The Committee thanked the chair Kathy Doran for her support and
input into the Committee. The July Committee was Kathy’s last
meeting, her successor Julie Jarman will chair the meetings going
forward.
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Board of Directors – Part 1
TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):
REPORT SUMMARY:

Charitable Funds Committee - Committee Chair’s Report on the Meeting held 2 July
2018
Monday 30 July 2018
16
Julie Jarman, Non-Executive Director
Kim Saville, Company Secretary
The Board of Directors are asked to note the Committee Chair’s Report on the
Charitable Funds Committee meeting held on 2 July 2018.

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

x

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

RECOMMENDATIONS:

The Board of Directors are asked to receive and note the Committee Chair’s Report
on the Charitable Funds Committee meeting held 2 July 2018

x

Assurance

x

Approval/Decision
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Committee Chair’s Report to the Board of Directors
CHARITABLE FUNDS COMMITTEE
Date of Board Meeting:

30 July 2018

Date of Committee Meeting:

02 July 2018

Committee Chair:

Julie Jarman, Non-Executive Director (Acting Chair)

Date of Chair’s Report:

12 July 2018

Date of Next Committee Meeting:

Additional meeting to be scheduled for Sept. 2018

Key Developments

Use of Funds Designated for Research: £116k of unrestricted funds
previously designated by Committee to research for use at a strategic level.
The Committee gave in principle support to a proposal for funds to be used
to support the second year of operation of the Trust’s five new Research
Units. Aim is for Research Units to become self-sustaining in the longer-term.
Permission to be sought from fund-holders prior to proposal being actioned.
Committee to receive future updates on use of funds by Research Units and
outcomes. Research funds to remain separate from Charitable Funds going
forward.
Charitable Funds Relaunch: Agreement reached to undertake a ‘soft’
relaunch of the Charitable Funds by mid-July, including letter to Ward
Managers seeking plans for expenditure of current funds designated to their
wards. Full re-launch to follow in autumn, possibly at Annual Members
Meeting.
Dragons’ Den: The Committee agreed to fund four bids not supported
through the Dragons’ Den process. Funding totals £12,450

Any Risks
Identified and
Agreed Actions

Resources: The Committee agreed to fund a part-time, fixed term role to take
the Charitable Funds agenda over the next 12 months. Role to sit within the
finance department with strong links to the Communications Team.
-

1

Other Items for
the Board’s
Attention

Balance of Funds: Balance of funds as at 31 May 2018 - £452,501 with
expenditure commitments of £20,808. Donation of £5k received during the
period to fund the monthly Open Doors dementia group.
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