BOARD OF DIRECTORS (Meeting in Public)
Monday 26 November 2018

1.00pm in Barony and Glamis Meeting Room, Doubletree by Hilton, Manchester Piccadilly, One Piccadilly Place,
Manchester, M1 3DG

AGENDA – PART 1
ITEM
01
Apologies for Absence

ACTION
To Note

PRESENTED BY
Rupert Nichols, Vice-Chair

02

Declarations of Interest

To Note

All

03

Service Presentation – Chaplaincy and
Spiritual Care

To Note

Revd Jeremy Law, Chaplaincy and
Spiritual Care Coordinator

1.05pm

04

To Approve

Rupert Nichols, Chair

1.30pm

05

Minutes of the Previous Meeting of the
Board of Directors held 29 October 2018
Matters Arising and Action Log:

To Note

Rupert Nichols, Chair

To note

Chris Daly, Medical Director

06

05.01 - Minute 256/18 (Learning from
Deaths) - Update on Learning from Deaths
and Mortality Data (verbal)
Chair’s Report (Verbal)

To Note

Rupert Nichols, Chair

07

Chief Executive’s Brief

To Note

Neil Thwaite, Chief Executive

08

09

10
11

Carer, Family and Friends Strategy
2018-2021

STRATEGY AND POLICY
To Note
Gill Green, Director of Nursing and
Governance

OPERATIONAL PERFORMANCE
Board Performance Report –
To follow
Mary Lee, Acting Director of
Regulatory and Workforce (September 2018)
Development and Performance
GOVERNANCE AND QUALITY
Board Performance Report – Quality (Quarter To Note
Gill Green, Director of Nursing and
2 2018/19)
Governance
Care Quality Commission Community Mental To Note
Gill Green, Director of Nursing and
Health Services National Patient Survey
Governance
Report – November 2018

TIME
1.00pm

1.35pm

1.40pm

1.50pm

2.05pm
2.15pm

12
13

GOVERNANCE AND QUALITY
Emergency Preparedness, Resilience and
To Note
Gill Green, Director of Nursing and
Response (EPRR) Core Standards SelfGovernance
Assessment 2018-19
CQC Core Service with Well-Led Review –
To Note
Andrew Maloney, Director of HR
Update and Future Focus
and Corporate Affairs

14

Freedom to Speak Up – Self Review

15

HUMAN RESOURCES AND ORGANISATIONAL DEVELOPMENT
GMC 2018 National Training Survey Results To Note
Chris Daly, Medical Director

16

To approve

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

COMMITTEE REPORTS/MINUTES
Quality Governance Committee:
To Note
Julie Jarman, Non-Executive
Director
16.01 - Minutes of the Meeting held 11
October 2018 (Ratified)

2.25pm
2.30pm

2.40pm

2.45pm

2.50pm

16.02 – Committee Chair’s Report on the
Meeting held 8 November 2018
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 28 January 2019 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 29 October 2018
Monday 26 November 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 29 October 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 29 October 2018.

x

Approval/Decision

x

2

UNRATIFIED
IN PUBLIC BOARD OF DIRECTORS MEETING - MONDAY 29 OCTOBER 2018 AT 1.00PM IN
ROOMS 1 AND 2, 1ST FLOOR, THE CURVE
PRESENT:
Board of Directors:
Rupert Nichols
Anthony Bell
Helen Dabbs
Stephen Dalton
Chris Daly
Gill Green
Ismail Hafeji
Julie Jarman
Andrea Knott
Pauleen Lane
Andrew Maloney
Deborah Partington
Neil Thwaite

-

Chair (by telephone)
Non-Executive Director
Non-Executive Director
Non-Executive Director and Vice-Chair
Medical Director
Director of Nursing & Governance
Director of Finance and IM&T
Non-Executive Director
Non-Executive Director
Non-Executive Director
Director of HR & Corporate Affairs
Director of Operations
Chief Executive

-

Company Secretary

IN ATTENDANCE:
Kim Saville
No.
Item
244/18 Apologies for Absence

Action
Noted

Apologies for absence were received from Mary Lee, Acting Director of
Development and Performance. Rupert Nichols, Chair, joined the meeting by
telephone. Stephen Dalton, Non-Executive Director, chaired the meeting in
Rupert Nichols’ absence in his role as Vice-Chair.
245/18 Declarations of Interest
Noted
There were no declarations of interest in agenda items.
246/18 Service Presentation – Adult Acute Wards: Successes and Challenges
The Board of Directors welcomed Alice Seabourne, Associate Medical Director
(Salford, Bolton and GM-wide), Karen Hodgetts, Salford Head of Operations and
Annette Rooney, Head of Operations (Rehabilitation Services) to the meeting
1

Noted

No.

Item
Action
Alice Seabourne established the aims of the presentation as providing an update
on the improvements made on the Trust’s adult acute wards following receipt of
an overall ‘Requires Improvement’ rating from the Care Quality Commission
(CQC). She advised that the improvements can be grouped into four distinct
themes (environmental, governance and clinical practice, Mental Health Act and
staffing). She noted that the prevalence of the issues identified by the CQC varies
across the Trust.
Alice Seabourne, Karen Hodgetts and Annette Rooney provided examples of
successes delivered in each of the four areas and the continuing challenges. Alice
Seabourne noted the complexity of the acute ward care environment and the
need to remain focused on enabling the staff team to deliver safe and high
quality care.
Pauleen Lane, Non-Executive Director, sought further understanding of the
extent of the challenge to recruit inpatient medical staffing and the mitigating
actions. She noted that this issue has been picked up through Non-Executive
Director service visits. Chris Daly, Medical Director, clarified the issue and advised
that consideration will be given to whether mixed contracts (inpatients and
community) are more sustainable. Alice Seabourne highlighted the challenge of
providing effective medical leadership without substantive appointments. With
regard to mitigation, Deborah Partington, Director of Operations, confirmed that,
in the short-term, job plans are being reviewed. In terms of a more long-term
solution, a review is underway of the resources required on an inpatient ward
and the Trust’s psychological therapies offer is being further developed. She
confirmed that the Trust is facing similar recruitment challenges with nurses and
is considering alternative models and roles including Nurse Associates. All
recognised the impact of increasing demand and acuity on the inpatient
workforce. Ismail Hafeji, Director of Finance and IM&T, highlighted the financial
impact of increasing acuity under block contracts, for example, in terms of
expenditure on observations. The Board discussed productivity as a solution to
managing increased acuity.
Neil Thwaite, Chief Executive, advised that peer reviews will be undertaken on all
PICU and adult acute wards during November to test whether improvements
have been sustained since the last CQC inspection, to identify and share
examples of good practice and to identify where further support may be
required. The Board identified local ownership and culture as critical factors in
sustainability and discussed the possibility of setting quality targets for Mental
Health Act (MHA) T2 and T3 compliance, which remains a challenge. Alice
Seabourne highlighted the inclusion of medics in Quality Matters walkarounds as
beneficial in terms of sharing learning and best practice. Gill Green, Director of
Nursing and Governance, briefed the Board on the Safe Wards initiative. Karen
Hodgetts noted that Safe Wards has been embraced at Meadowbrook and is
viewed as a key mechanism for enabling and empowering staff.
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No.

Item
Action
Stephen Dalton, Non-Executive Director and Vice-Chair, thanked the presenters
for their presentation and the progress made. He acknowledged the scale of the
challenge, noting that not all issues are within the Trust’s control. For those
issues that the Trust does control, he reiterated the need to focus on
sustainability.
247/18 Minutes of the Previous Meeting of the Board of Directors held 24 September Approved
2018
The minutes of the previous meeting were accepted as a true and correct record
subject to the following amendment being made:
Minute 218/18 (Improving Access to Psychological Therapies – Action: KS
Performance Update September 2018) – Julie Jarman, Non-Executive
Director, requested that the minute be amended to show that she
sought assurance that individuals identified as inappropriate for GMMH
IAPT services in Manchester due to complexity of need (i.e. requiring
Step 3+ or Step 4 services) are able to access the required services
elsewhere.
248/18 Matters Arising and Action Log
Noted
•

The Board of Directors reviewed the action log, noting the progress made. All key
matters arising were either addressed on the agenda or not yet due.
249/18 Chair’s Report
Noted
Rupert Nichols had no items to report on that were not covered in the Chief
Executive’s Brief.
250/18 Chief Executive’s Brief
Noted
Neil Thwaite summarised a number of highlights from his monthly Brief.
At a national level, he advised that the new long-term plan for the NHS is due to
be published before Christmas, with CAMHS (Child and Adolescent Mental Health
Services) and SMI (Serious Mental Illness) expected to benefit from investment.
He confirmed that the Trust is continuing to engage in the development of the
plan, noting that the inclusion of a target for the elimination of dormitory wards
is currently under discussion. He also highlighted the National Audit Office’s
report on improving children and young people’s mental health and the findings
of the King’s Fund review into the impact of the Care Quality Commission (CQC)
on provider performance.
At a regional level, he noted the Mayor of Greater Manchester’s commitment to
launch a Guaranteed Employment Scheme for nursing students and newly
qualified nurses and the intention for the region to be the first to publish CAMHS
data. Locally, he confirmed that the work to develop a Trust-wide Housing
Strategy is progressing with the support of HACT and will be considered at Board
in January 2019. He also confirmed that the Trust is now ‘smoke-free’ with effect
3

No.

Item
from 1 October 2018.

Action

With reference to the report on improving CAMHS, Helen Dabbs, Non-Executive
Director, questioned whether there is any collaboration at a GM-level between
IAPT services, universities and other Higher Education Institutions (HEIs).
Deborah Partington confirmed that this is being considered as a potential
regional service development and Dale Huey, GMMH IAPT Lead, is inputting into
this work.
Pauleen Lane sought assurance on the Trust’s preparedness for a ‘No Deal’ Brexit
scenario. Chris Daly advised that a review has been undertaken by the Trust’s
Lead Pharmacist of medicines supply chains and assurance given regarding access
to stocks. As an example, he noted that the Trust’s clozapine provider will be
increasing its stocks to 12 months’ supply on the advice of the Department of
Health. With regard to research, he confirmed that short-term, UK or non_EU
and/or licensed medicines research trials will not be affected by a ‘No Deal’
scenario as sufficient stocks are available to complete the studies. With regard to
medical devices, Chris Daly reiterated the government’s advice not to stockpile
and his understanding that no issues are foreseen. The Board discussed the
current EpiPen shortage and any implications for the Trust.
In response to a question from Helen Dabbs, Neil Thwaite confirmed that the
annual planning guidance is expected late November/early December. An outline
planning timetable has been received.
The Board of Directors noted the Chief Executive’s Brief for October 2018.
251/18 Communications Strategy 2018 – 2020
Andrew Maloney, Director of HR and Corporate Affairs, presented the draft
Communications Strategy 2018 – 2020, which sets out how future
communications activities will support delivery of the Trust’s strategic objectives.
He drew the Board’s attention to the key strategic aims and objectives, which will
strengthen the Trust’s brand identity, and the identified barriers to achievement.
He noted the need, where possible, to measure the effectiveness/impact of
communications activities and to push boundaries. He confirmed that there has
been wide consultation on the Strategy, with discussion at the Operational
Leadership Committee and with Senior Leadership Teams, professional groups,
staff-side, service users and carers, and governors. He sought the Board’s views
on the Strategy and confirmed that annual updates will be provided on progress
with implementation.
Pauleen Lane questioned the use of marketing language as this may alienate
staff. She also highlighted the need to strengthen the Strategy from a service
user and carer perspective, noting that the service information available on the
website could be improved. Rupert Nichols, Chair, supported this view and
advised that increased focused should be given to relationships at a GM-level and
4

Approved

No.

Item
Action
nationally (for example, with NHS Providers and NHS Confederation) in the final
draft.
Helen Dabbs requested that further thought is given to adapting the Strategy to
meet the needs of different groups (protected characteristics). She also noted
the significant number of objectives and Andrew Maloney confirmed that
prioritisation will be key.
Julie Jarman highlighted the support required from a communications
perspective to re-launch the Trust’s charitable funds.
In response to a question from Andrea Knott, Non-Executive, Andrew Maloney
provided an example of how communications are being used to support
investment in the Trust’s environment.
Pauleen Lane commended the Trust’s use of social media.
The Board of Directors approved the Communications Strategy 2018 – 20,
subject to any updates to reflect the Board’s comments.

Andrew Maloney confirmed that the feedback received from Board members will Action: AM
be reflected in the final version of the Strategy and the Communications Team
will then move forward with implementation. Neil Thwaite noted that, once
developed, quarterly updates to Board on the Trust’s new long-term Strategy will
prove a useful communications vehicle.
252/18 Workforce and Organisational Development Strategy – Update
Noted
Andrew Maloney provided an update on progress with the implementation of
the Trust’s new Workforce and Organisational Development Strategy. He
summarised the agreed governance arrangements, under which existing groups
and new groups will lead on delivery of specified elements of the Strategy.
Progress will be shared and monitored through the monthly Senior Leaders
meeting, which will be key to galvanising the Strategy.
Andrew Maloney briefed the Board on the significant progress made in each of
the four High Impact Areas and the areas of focus for the next six months. He
confirmed that High Impact Area 1 (Supply, Recruitment and Retention) has been
the initial priority. He also confirmed the financial resources committed to
delivery of the Strategy in 2018/19 and 2019/20. Recruitment for a Programme
Management Lead is underway to ensure the work remains focused and on
track.
Anthony Bell, Non-Executive Director, welcomed the growth of the Trust’s
apprenticeship programme, as celebrated at the recent Annual Members
Meeting.
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No.

Item
Action
Julie Jarman highlighted the improving position in terms of sickness absence and
supported the establishment of an internal coaching network. She shared her
experience in terms of coaching, noting the benefits of using coaching to support
frontline staff.
Helen Dabbs questioned whether it would be possible to measure the impact of
the strategic initiatives, for example, on vacancies. Andrew Maloney highlighted
the difficulties in isolating the impact of individual initiatives, but confirmed that
evaluation will be completed where possible. With regard to vacancies, Helen
Dabbs also questioned whether it would be beneficial for the Board to be sighted
on any ‘hotspots’. Andrew Maloney confirmed that this level of detail is
scrutinised by Senior Leadership Teams, but exceptions could be reported to
Board going forward. Neil Thwaite suggested that this could be incorporated into Action: GG
the quarterly Quality Report.
Pauleen Lane opened a discussion on competition around Terms and Conditions,
noting that factors other than pay (for example, shift patterns, leave
arrangements and flexible working) are increasingly more highly valued.

The Board of Directors noted the update on the implementation of the
Workforce and Organisational Development Strategy.
253/18 Board Performance Report – Regulatory and Workforce (August 2018)
Noted
The Board reviewed the exceptions reported in the August 2018 Performance
Report (Regulatory and Workforce).
In response to a query from Helen Dabbs, Andrew Maloney clarified the current
active vacancy position and how this is calculated. He noted that although a large
proportion of the active vacancies have been appointed and are waiting to
start/pending employment checks, this will still feel like a vacancy ‘on the
ground’.
With regard to Out of Area Placements (OAPs), Deborah Partington and Ismail
Hafeji advised that the Performance Report (Regulatory and Workforce) measure
OAPs in relation to the agreed GM definition and trajectory, whilst the Finance
Report is focused on the costs of OAPs to the organisation. Deborah Partington
confirmed that work is ongoing to improve the presentation of OAPs data in the
Board Performance Report.
Pauleen Lane questioned the potential financial impact of the current OAPs
performance continuing. Ismail Hafeji confirmed that a trajectory is included in
the quarterly financial Forward Look. The trajectory is based on the previous
year’s activity and takes account of an increase in referrals during the winter
period.
The Board of Directors noted the Performance Report (Regulatory and
6

No.

Item
Workforce) for August 2018.
254/18 Quality Matters – Quarter 2 Activity Report (July to September 2018)

Action
Noted

Gill Green presented a summary report on Quality Matters activity during the
period July to September 2018. She confirmed that eight walkarounds were
completed during Quarter 2. She drew the Board’s attention to the benchmark
summary of Inpatient Quality and Safety (IPSQ) metrics, noting the correlation
with the mandatory training data presented in the Performance Report. She
confirmed that access to MHA e-learning has generally been reported positively
and that PMVA training capacity has been mapped to the end of the financial
year to ensure that it meets demand.
Gill Green highlighted the word clouds, which provide examples of areas of good
practice and improvement themes emerging from the walkarounds.
Anthony Bell raised the issue of sustainability and questioned whether learning
and best practice is being spread across the Trust. Gill Green acknowledged the
need to further strengthen the Trust’s approach to sharing learning.
The Board of Directors noted the Quality Matters Summary Report for Quarter 2
2018/19.
255/18 Guardian of Safe Working Hours:
Noted
• Quarterly Report on Safe Working Hours: Doctors in Training (May 2018 to
July 2018)
The Board of Directors noted the quarterly report on Safe Working Hours for the
period May to July 2018. Chris Daly confirmed that no new fines have been
received in the last quarter and that all exception reports have either been
resolved or are in the process of being resolved.
• Annual Report on Rota Gaps and Vacancies: Doctors in Training (August
2017 to July 2018)
With regard to the Annual Report on Rota Gaps and Vacancies, Chris Daly
provided assurance that all rota gaps were filled during the reporting period, with
no impact on care. He confirmed that the vacancy rate remains high (at
approximately 19%) across the training grade rotas but is improving. Chris Daly
noted the financial implications of managing vacancies through locums and bank
staff and confirmed that every effort is made to fill vacancies on a substantive
basis.
Pauleen Lane raised a question regarding the Freedom to Speak Up Guardian,
noting that the current Guardian is leaving the organisation in November 2018.
AM confirmed that consideration is being given to who will fill the gap in the
interim until the current Guardian’s replacement is in post.
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No.
Item
256/18 Learning from Deaths – Quarterly Mortality Review Dashboard

Action
Noted

Chris Daly summarised the Learning from Deaths – Quarterly Mortality Review
Dashboard for the period 1 July 2018 to 30 September 2018. He advised that the
Trust has now completed six Structured Judgement Review (SJR) pilots and
further guidance is awaited on how SJRs will be implemented across mental
health trusts in future. He confirmed that the Dashboard is reviewed by the
Mortality Review Group, which reports to the Quality Governance Committee.
Helen Dabbs sought further information on the increase in numbers of reported
unexpected deaths in the community in 2018/19 compared to 2017/18. Chris
Daly advised that the 2017/18 figures are incomplete and do not include a full
year of data for Manchester services. He assured Board members that no
significant issues or themes have been identified as a result of the Mortality
Group’s review of the data. Chris Daly committed to undertake a more detailed
analysis of the numbers of community deaths and report back under Matters Action: CD
Arising. Chris Daly also agreed to include detail of the themes identified through
SJRs in future quarterly reports.
The Board of Directors noted the contents of the Quarterly Mortality Review
Dashboard.
257/18 Quality Governance Committee:
Noted
•
•

Minutes of the Meeting held 13 September 2018 (Ratified)
Committee Chair’s Report on the Meeting held 11 October 2018

The Board of Directors noted the ratified minutes of the Quality Governance
Committee meeting held on 13 September 2018 and the Committee Chair’s
Report on the meeting held on 11 October 2018.
258/18 Board of Directors Workplan (January to December 2019)
Approved
Kim Saville, Company Secretary, presented the current iteration of the Board of
Directors workplan for 2019. She advised that the workplan has been designed
to support delivery of the Trust’s strategic objectives and to enable the Board to
deliver its statutory duties.
The Board of Directors approved the Board of Directors workplan for 2019.
259/18 Any Other Business
•

Church Service to Commemorate Patients Buried in Unmarked Graves –
Julie Jarman advised that a commemorative piece of artwork was
developed for the service, which now needs a permanent home. Neil
Thwaite confirmed that Mary Lee is working with the Capital, Estates and
Facilities Team to find a suitable location for the artwork.

There were no further items of other business.
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Noted

No.
Item
260/18 Questions from the Public

Action
Noted

There were no members of the public in attendance at the meeting.
261/18 Date and Time of Next Meeting

Noted

The next Board of Directors meeting in public will take place on Monday 26
November 2018 at 1.00pm in Barony and Glamis Meeting Room at the
Doubletree by Hilton Hotel, Manchester Piccadilly, One Piccadilly Place, 1 Auburn
Street, Manchester, M1 3DG.
262/18 Resolution
Adopted
The Board of Directors adopted the resolution ‘that representatives of the press
and other members of the public be excluded from the remainder of this
meeting, having regard to the confidential nature of the business to be
transacted’.
Certified as a true record of the meeting

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

……………………………………………………………
Date
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Action Log – Part 1
Meeting Minute Item
No.
Sep-17
204/17 Agency Expenditure
Update

Action

May-18

104/18

Chief Executive’s
Briefing

May-18

105/18

Workforce and
Organisational
Development Strategy
2018-2021

New Care Models - Detailed paper to
follow to Board on medium secure New
Care Model plans for 2019/20 onwards
Gill Green and Andrew Maloney to ensure
that the new Workforce and OD Strategy
and Equality and Diversity Strategy are
aligned

June-18

143/18

Chief Executive’s
Briefing

June-18

146/18

Annual Equality
Report 2018

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

NHS Operational Productivity – update to
follow to Board on the outcome of the
Trust’s scoping exercise and identified
opportunities for improvement
New Equality Strategy to include clear
targets to address any identified
inequalities both in relation to staff and
the service offer
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26/11/18

24/09/18

Forecast
Owner
Completion
26/11/18 Andrew Maloney,
Director of HR and
Corporate Affairs and
Mary Lee, Acting Director
of Development and
Performance
28/01/19 Mary Lee, Acting Director
of Development and
Performance
28/01/19 Andrew Maloney,
Director of HR and
Corporate Affairs

24/09/18

28/01/19

24/09/18

28/01/19

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

Status
To be addressed
in Board Finance
Report

Deferred to
January 2019
Focus of Board
Development
Session in Oct
2018. New E&D
Strategy due in
Jan. 2019
Deferred to
January 2019

New E&D
Strategy due in
Jan. 2019

Meeting Minute Item
No.
July-18
187/18 Freedom to Speak Up
– Annual Report

Action

Sept-18

225/18

Updated Board
Development
Programme

January 2019 session on cyber security to
include a focus on the development of the
Trust’s Digital Strategy

28.01.19

Ismail Hafeji, Director of
Finance and IM&T

Oct-18

247/18

Minutes to be updated to reflect feedback
received from Julie Jarman

02.11.18

Kim Saville, Company
Secretary

Oct-18

251/18

Minutes of the
Previous Board of
Directors Meeting
held 24 September
2018
Communications
Strategy 2018 – 20

30.11.18

Oct-18

252/18

Workforce and
Organisational
Development Strategy
– Update

Feedback from Board members to be
reflected in the final iteration of the
Communications Strategy
Consideration to be given to the inclusion
of safe staffing data in the quarterly
Quality Report to Board

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

Oct-18

256/18

Learning from Deaths
– Quarterly Mortality
Review Dashboard

Review to be undertaken of reported
community deaths (unexpected) with
feedback provided at next Board of

26.11.18

Self-assessment against the new NHS
Improvement guidance on Freedom to
Speak Up to be completed and shared
with Board
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Agreed
Timescale
29.10.18

26.11.18

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

Chris Daly, Medical
Director

Status
Deferred from
October 2018.
On agenda for
November
meeting.
Planning for
Development
Session in
progress

Safe Staffing
Report received
by QGC to be
shared with
Board from Jan.
2019
On agenda as a
Matters Arising

Meeting Minute Item
No.

Action

Agreed
Timescale

Directors meeting

Not yet due
Completed
In progress and on target
Incomplete and overdue
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Forecast
Owner
Completion

Status

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

Chief Executive’s Brief
Monday 26 November 2018
07
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 November 2018.

x

Assurance

Approval/Decision

2

Chief Executive’s
Monthly Brief
26 November 2018

CEO Brief November 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
• Autumn Budget 2018
• Health and Care Secretary’s Vision for Prevention
• Health Education England and NHS Improvement
• Real Living Wage Increase
Regional Update
• Prospectus for the Further Development of the Devolved System
• Pennine Care Position Paper – Trust Strategy 2019-22
• GM Control Room Triage
• University Student Mental Health Service Development
• Homelessness Update
• GM System Performance – IAPT
Local Update
• Paris in Manchester
• Women’s Integrated Pathway Proposal
• NHS Professionals Implementation – Non-Medical ‘Go Live’
• Research Units Showcase
• CBU Volunteer Shortlisted for National Award
• Performance Overview
• Financial Overview

CEO Brief November 2018
National Update
• Autumn Budget 2018
The Autumn 2018 budget statement confirmed the £20.5billion funding commitment for the NHS over the
next five years. The detail behind the multi-year settlement will be confirmed in the 2019 Spending Review.,
following the agreement of a new long-term plan for the NHS. Mental health will grow as a share of the
overall NHS budget over the next five years, with investment focused on extending crisis services to include
24/7 support via NHS 111, crisis teams in every part of the country for children and young people, mental
health support in every A&E, more mental health specialist ambulances and more community services such
as crisis cafes. Mental health services in schools will also be prioritised.
The budget statement also confirmed that the government will consider proposals from the NHS for a
multi-year funding plan for clinical training places and a multi-year capital plan to support transformation.
Private Finance 2 (PF2), which replaced Private Finance Initiative (PFI), will no longer be used for new capital
projects and a new centre of best practice will be established in the Department of Health and Social Care
(DHSC) to improve the management of existing PFI contracts.
With regard to social care, the budget provides an additional £240million social care funding for 2018/19
and a further £650million in 2019/20. This is with the aim of freeing up NHS beds over winter and easing
demand for NHS services.

Action
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National Update
• Health and Social Care Secretary’s Vision for Prevention
Matt Hancock, Health and Social Care Secretary, published his vision (‘Prevention is Better than Cure’) for
revolutionising the government’s approach to prevention on 5 November. Prevention has been confirmed
as a key priority alongside technology and workforce. The new approach will see a shift in focus towards
community care, mental health and primary care, supported by the new long-term funding commitment for
the NHS. Plans to transform specialist mental health services for women during pregnancy and in the first
year after giving birth are outlined with a commitment to increase access to services for a further 30,000
women by 2020/21. A Green Paper will follow in 2019.

• Health Education England and NHS Improvement
Health Education England (HEE) and NHS Improvement have announced that they will work together to
develop HEE’s mandate on workforce planning, staff education and training for 2019/20, before agreeing it
with the government. This will aim to ensure that workforce plans are more closely linked with NHS service
plans. To support this collaborative approach, HEE’s four regional teams will be restructured to align with
NHS Improvement and NHS England’s seven integrated regional teams.
Subject to any necessary consultations, the NHS Leadership Academy will also transfer from HEE to the new
NHS Improvement and NHS England ‘People Function’ from 1 April 2019

Action
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National Update
• Real Living Wage Increase
In early November, the Living Wage Foundation announced the new UK Living Wage hourly rate
of £9 per hour, an increase of 25p per hour. The London Living Wage has increased by 35p per
hour to £10.55. The Trust will continue to honour its commitment to pay the Living Wage to all
eligible staff and is assessing the impact of this increase.

Action
•

Implement
increased Real
Living Wage for
all eligible
employees

CEO Brief November 2018
Regional Update
• Prospectus for the Further Development of the Devolved System
GM Health and Social Care Partnership (GMHSCP) is continuing to its work to establish a vision for the
future model of the Partnership. A Prospectus (‘Delivering the Greater Manchester Strategy: The People’s
Health’) is in development, which will be focused on health creation, public health and the Partnership’s
ambition to secure a regional population health system. The Trust has taken opportunity to share its views
on the emerging Prospectus.

• Pennine Care Position Paper – Trust Strategy 2019-22
Pennine Care NHS Foundation Trust are in the process of refreshing their Organisational Strategy. Work
undertaken to date has focused on completing service reviews of the Trust’s core services to understand
their sustainability position, reviewing the Trust’s vision and values, and engaging with commissioners to
understand their commissioning intentions. Outcomes of this have included the Trust serving notice on its
community services contract in Trafford on 3 October 2018. Commissioners in Oldham have also recently
confirmed their intention to seek a different provider for community services from April 2019.
Pennine Care’s Board of Directors reviewed an emerging proposition on the further development of the
Trust’s Strategy at the end of October 2018. This included a proposed direction of travel for future
engagement with partners and staff and a proposed programme approach to implementing the strategic
changes once the final Strategy is agreed. Members of GMMH’s Executive Management Team met with
their counterparts at Pennine Care on 7 November to discuss the emerging strategy.

Action
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Action

• GM Control Room Triage
The new GM Control Room Triage pilot service was formally launched on 22 October 2018. The service is
staffed by GMMH employees and covers all of GM on a 24/7 basis via telephone support from the Greater
Manchester Police (GMP) main control room at Clayton Brook. Project leadership and operational
management is provided by North West Boroughs Healthcare NHS Foundation Trust. The service supports
effective decision-making by frontline officers when dealing with incidents with a mental health element
and enables onward referral and signposting to appropriate services. The service is an 18-month pilot. The
outcomes of evaluation undertaken by GMP’s Research Evaluation Team will inform any future
commissioning of the service.

• University Student Mental Health Service Development
Work is underway to develop a University Student Mental Health service for GM. Under the plans, GM will
be the first place in the country to establish a dedicated centre to help support higher education students
with mental health needs. The service will offer access to innovative and accessible treatment, with digital
technology such a virtual clinics being considered, and is being developed in partnership between the
region’s four universities (Bolton, Salford, University of Manchester and Manchester Metropolitan) and the
GMHSCP. Along with other providers, GMMH has been invited to share its clinical and operational
management expertise to help design the new service. The service is expected to become operational in
the 2019/20 academic year.

•

GMMH to
contribute to
the design of
the new service
via the
University
Student MH
Operations
Group
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• Homelessness Update
The GM Combined Authority (GMCA) and local authority statutory homelessness services have launched
enhanced winter provision (1 November to 31 March) to support the region’s homeless people. The aim is
to deliver ‘A Bed Every Night’ for everyone who wants one, through existing temporary accommodation
settings and an increase in beds provided in such settings as fire stations.
Using investment from the Homelessness Prevention Trailblazer, match funded by Manchester Health and
Care Commissioning, GMMH is continuing to support the development of fixed term initiatives to improve
access to mental health support (including Psychologically Informed Environments and Open Access
Support) for people experiencing homelessness.

• GM System Performance – IAPT
There are a number of performance measures that the GMHSCP is monitored against. These include
Improving Access to Psychological Therapies (IAPT). As at July 2018, the GM system achieved the IAPT
recovery rate standard with performance at 50.4% for a rolling quarter against a standard of 50%. GM was
also above the rolling quarter standard for IAPT access, with performance at 4.62% against a national
standard of 4.2%.

Action

CEO Brief November 2018
Local Update
• Paris in Manchester
On 4 December 2018, Paris will replace Amigos as the clinical information system used by Manchester
services. Data migration from Amigos to Paris is a critical component of the system transfer and the process
to migrate data is due to commence on 29 November at 5.00pm and is expected to continue until 4
December at 9.00am. During this period Paris and Amigos will be switched to ‘read only’ to enable safe
transfer of data and services will be supported to implement Business Continuity Plans to capture service
user information. Paris is scheduled to switched on to ‘read and write’ at 9.00am on 4 December, with Paris
continuing to remain available as ‘read only’ from this time.

• Women’s Integrated Pathway Proposal
In August 2018, NHS England announced that funding would be made available to support three pilot sites
to develop an integrated women’s pathway in secure services. The pathway should include integration of
medium and low secure services, with an emphasis placed on relational security. On the basis of a brief
proposal, the Trust has been identified as one of six sites nationally invited to submit a business case by 16
November 2018. Business cases require full support and sign-off from commissioners. Delivery of an
integrated women’s pathway by GMMH will require reconfiguration of existing services to site both medium
and low secure females together.

Action
•

Complete Paris
in Manchester
‘Go Live’ on 4
December 2018

CEO Brief November 2018
Local Update
• NHS Professionals – Non-Medical ‘Go Live’
Taking into account the ongoing work to implement Paris in Manchester, agreement has been reached to
defer the ‘Go Live’ date for the non-medical work-stream of the Trust’s NHS Professionals implementation
to 25 February 2019. The risks of this deferral have been assessed with any required mitigations agreed.

• Research Units Showcase
A showcase of the work of the Trust’s six research units - Psychosis Research Unit, Youth Mental Health,
CAMHS Digital, Complex Trauma and Resilience, Patient Safety and Dementia – took place at The Curve on 1
November 2018. The event was well-attended and enabled sharing of achievements to date and plans for
this future. Delegates heard about developments in virtual reality for people living with psychosis, a smart
phone app for young people’s mental health and advances in patient safety, the understanding of trauma
and dementia research. GMMH now has the second highest service user participation rate in research for a
specialist mental health trust in the UK, and the highest participation rate outside of London.

Action
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Action

• CBU Volunteer Shortlisted for National Award
Leo Thorpe, a volunteer at the Chapman Barker Unit (CBU), was shortlisted for Volunteer of the Year at the
first Helpforce Champions Awards, which took place on 8 November 2018. The shortlisting recognised Leo’s
support to the CBU Therapy Team, where he co-facilitates groups, offers one-to-one support and shares his
own experiences of recovery.

• Performance Overview
Improvements continue to be made in IAPT services based on the business cases for additional investment
agreed with commissioners. Given the relative size of services , improving the 18 week access times in
South Manchester and Salford is critical to achieving RTT targets. Action plans continue to be
operationalised to address this.
It should be noted that although Green in month the Trust failed to achieve the Q2 target to follow people
up within 7 days. This was in the main the result of the Manchester and Bolton position in July. The number
of patients with no fixed abode impacted on this position. Processes are being strengthened to improve
recording of all possible contact details to address this.

•

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

• Performance Overview cont.
The CQUIN Q2 position was submitted to commissioners in October for specialist and district services. All
are reported as on track to achieve targets for Q4 apart from the districts services cardio metabolic
indicator which has been rated by the Trust as Amber. Action plans are in place to support improvements
particularly in Manchester Early Intervention services following successful recruitment to a number of
posts. Feedback from our commissioners is awaited.

• Financial Overview
For the 7 months of the financial year ended 31st October 2018, the Trust achieved a surplus of £1,713k,
which is line with the Operational Plan. The Trust is facing continued pressures resulting from the cost of
Agency staff and the cost of Out of Area Placements. NHS I have confirmed that no further funding is
available for the cost of the 2018/19 pay award. The Trust is working to identify options to mitigate the
impact of the shortfall.
Discussions continue with Commissioners with regard to the increase in demand and increased levels of
acuity which is impacting on the financial performance in 2018/19.

•

Continue to
implement
agreed actions
to strengthen
GMMH’s
performance in
‘Red’ rated/high
risk areas
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Foreword from our Carer Ambassador
I’m extremely proud to have worked with GMMH on this vital document
which sets out our vision for engaging, involving and collaborating with
carers as well as the direction and focus for staff in improving support for
carers.
My husband and I have been carers for over 20
years. Together, we look after our son who has a
severe and enduring mental health condition. We
know how important it is to be fully included in
the person you look after’s care and supported by
services both now and in the future.
I’ve been actively involved with GMMH (formerly
GMW) since 2008 when I was elected a Carer
Governor. I wanted to use my own experiences of
being a carer to get involved with shaping mental
health services in Greater Manchester. Ten years
later, I’m now a Carer Ambassador, which is very
close to my heart, making sure that carers are
represented as equal partners in their loved ones
care and that services make the ongoing wellbeing
of carers a key priority.
The real focus of my role is to put myself
in someone else’s shoes, understand their
perspective, identify a common ground and
then liaise with the Trust’s Carer Lead and Head
of Service User and Carer Involvement on their
behalf. I want to make sure service users and
carers are getting the services they need and
deserve to help improve their lives.
GMMH has made great progress by listening to
carers and tackling issues that are important to
them. A key area for carers for some time has
been confidentiality and the issues that arise
between mental health professionals and carers of
people with mental health problems.
The sharing of information may be difficult,
but is often crucial to the ongoing wellbeing
of both service users and carers, so that carers
are included in decisions and have an accurate
understanding of their loved ones care. Even if
there are confidentiality restrictions, carers can be

“I wanted to
use my own
experiences of
being a carer
to get involved
with shaping
mental health
services”
given sufficient information in a format that they
understand to help them provide care efficiently.
The Trust has committed to keep reviewing
confidentiality restrictions, so that when a patient
has refused permission for information to be
shared with their carer, this can be updated at
a later date if there are changes in the patient’s
attitude to confidentiality.
The Trust are committed to the Triangle of Care
approach, which was developed by carers and
staff to improve carer engagement in acute
inpatient and home treatment services. By signing
up to the Triangle of Care membership scheme,
GMMH must undertake rigorous self-assessments
and develop action plans to demonstrate how
they are involving and supporting carers as well
as promoting the important role they have and
further improving services for carers. The Triangle
of Care’s six key principles have been applied to
this strategy to ensure GMMH’s services include
and support carers and families as well as promote
safety, support recovery and sustain wellbeing.
There are some really positive initiatives and
projects underway at GMMH to engage with
young carers and provide them with the right
support, empower carers to understand their
rights and what financial support is available as
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well as help carers to look after themselves and
ensure they have the plans in place to protect the
people they look after.
There are now more sources of help, published
information for friends, families and carers
and family and carer involvement is not just
encouraged but expected. The Trust has carer
champions in every service who are there to help
identify and support carers. This has improved
services dramatically. The Trust holds an annual
carers listening event, with carers shaping the
agenda and speaking on the day, as well as
monthly carers work stream meetings, which are
held in each directorate.
People who care for someone with a mental
health problem often provide day to day
support and understand that person’s needs
and condition better than anyone else. The Trust
knows and understands this and, rightly, provides
opportunities to engage with carers about the
person they are looking after, so that they get the
best possible care.
I am very pleased to support this strategy, which
explains what we will do to ensure the vital role
fulfilled by carers is recognised and supported over
the next three years.
Best wishes,
Anne Broadhurst
GMMH Carer Ambassador
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the development of this strategy, giving their
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process, which sought the views of local carer
leads, carer champions and frontline staff.
Additionally, a web based ‘carer, family and friends
feedback questionnaire’ was developed, both to
raise carers’ awareness of the consultation and to
increase their participation in this vital exercise in
eliciting their views. It ensured that those carers
who were not able to attend the events were still
able to contribute their views to the strategy.
We consulted with over 250 carers across the
Trust in group discussions, on a 1:1 basis and
through our Carers, family and friends Feedback
Questionnaire which is available both online and in
services.
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the near future.
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An introduction from the Chief Executive
A carer is anyone who cares, unpaid, for a friend or family member who
due to illness, disability, a mental health problem or an addiction cannot
cope without their support. The contribution that carers make to GMMH’s
services and the NHS is immense.
The NHS Commitment to Carers, is driving work
in NHS England to ensure that carers are treated
as partners in the care of those they support and
that they receive the support they need to look
after their own health. GMMH’s Family and Carers
Strategy sets out our ambition to ensure that the
contribution of unpaid carers is recognised and
valued by all staff – to put the rights of carers on a
par with those of the people they care for.

Dr

With 1.4 million people providing 50 or more
carer hours a week for a partner, friend or family
member, they make a significant contribution to
society. According to the last census, there are
estimated to be over 280,000 carers in Greater
Manchester and over a million people caring for
someone with a mental health problem in the UK.

feedback by developing
local support packages,
such as by delivering
lasting power of
attorney and will advice
sessions, improving the
information we provide
for carers, ensuring
all staff attend Carer
Awareness training, offering one-to-one advice,
providing health and wellbeing courses for carers
and setting up a network of Carer Leads and
Champions across the organisation. We recognise,
though, that there is a lot more to do.

aft

We need to ensure all carers of our services
users are identified so we can meet their needs
by providing them with information, help and
support ensuring that their health and wellbeing is
protected.
It has already been well established that most
people are likely to be affected by, or have caring
responsibilities at some stage in their lives. Caring
can be immensely rewarding, but without the
right help and support it can have a devastating
impact – carers can quickly become cut off with
their physical and emotional health, work and
finances all affected.
By listening carefully to our carers, as well as
voluntary organisations and partners that work
closely with carers, we can start to build up a
picture of what they want and need to ensure
we are meeting the current and future needs of
carers.
We’ve already started to respond to carer

We want all our staff to work in partnership
with carers, to acknowledge them as experts
by experience and ensure they feel informed,
supported and valued. We need to help carers
balance their caring responsibilities with their own
employment, studying, interests and aspirations to
preserve their personal health and wellbeing.
This strategy sets out our vision for engaging,
involving and supporting carers as well as the
direction and focus for the Trust and local
organisations to improve support for carers at
GMMH over the next three years.
Best wishes,

Neil Thwaite
Chief Executive of GMMH

Carers, Family and Friends Strategy
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Executive Summary
Carers undertake an invaluable service, providing unpaid practical or
emotional support for a relative, partner, friend or neighbour.
Our carers give their total commitment to the
care of the person they are caring for, often at a
personal cost to their own health and wellbeing.
By listening carefully to our carers and involving
them in our work, we can start to build up a
picture of what they want and need, and how our
staff can help and support them in their crucial
role. We want to do all we can to raise the profile
of the essential, but often hidden, community
of people who support someone with a mental
health or substance misuse problem. We use the
term ‘hidden’ for carers not currently recognised
as such by themselves or professionals.
Carers UK (2018) states that “…across the UK
today 6.5 million people are carers, supporting a
loved one who is older, disabled or seriously ill.
That’s 1 in 8 adults who care, unpaid, for family
and friends.”

to society and saving the economy billions of
pounds.
“Yet many of us are stretched to the limit –
juggling care with work and family life, or even
struggling with poor health ourselves. We often
find it difficult to make ends meet if we’re unable
to work or if we’ve reduced our working hours to
care.”¹
“The human cost of our communities failing to
support carers is high. People are rarely prepared
for the huge impact that caring responsibilities can
have on their lives, with 3 out of 4 carers saying
they were not prepared for caring.”²

Of these (6.5 million), 1.5 million carers provide
care for someone with mental ill health in the UK.
A report from Carers UK (2011) estimated that
carers save the country £119 billion a year. Carers
are vital partners in the provision of mental health
and social care services.

A study into the impact of caring for a loved one
with mental ill health concluded that carers “…
face mental ill health as a direct consequence of
their caring role and experience higher rates of
mental ill health than the general population.
Research into the impact of care-giving shows that
one-third to one-half of carers suffer significant
psychological distress and experience higher rates
of mental ill health than the general population.
Being a carer can raise difficult personal issues
about duty, responsibility, adequacy and guilt.”³

As the population ages and grows, the number of
carers is set to rise. This is estimated to rise from
6.5 million carers to over 9 million, by the year
2037.

An infographic on living with long term
conditions, produced by NHS England, reported
that: “80% of carers said that caring has had a
negative impact on their health.”4

“For many, caring can be a fulfilling and positive
experience, but caring without enough support
can also have a negative effect on someone’s
health, career, relationships and ability to live a life
of their own outside their caring role.

In addition, research has also been published by
Carer’s UK that shows the total value of unclaimed
Carer’s Allowance has risen to over £1.1 billion as
over 360,000 full-time carers miss out.5

“Caring is such an important part of life. It’s
simply part of being human. Carers are holding
families together, enabling loved ones to get the
most out of life, making an enormous contribution

By identifying those in a caring role early on,
considering the needs of the carers and involving
them in the care we provide, we can reduce some
of the negative effects on the carer’s quality of life
as highlighted in the aforementioned study.

Carers, Family and Friends Strategy

Greater Manchester Mental Health NHS
Foundation Trust (GMMH) recognises and values
the support that carers give and acknowledges
their expert knowledge about the person with care
needs and their help in working with our staff to
achieve the best outcomes for those who use our
services. The benefits of this is well documented,
including relapse prevention and reduced hospital
stays.
This strategy is aimed at carers in all of our
services (community, inpatient and prison based
services); adult mental health; older adult mental
health; young people, mental health and deafness
services, forensic, specialist and substance misuse
services. It outlines our priorities and commitment
to improving our support to families and carers
over the next three years.

1.
2.
3.
4.
5.

Carers UK, Why we’re here, viewed 19 October 2018 from https://www.carersuk.org/about-us/why-we-re-here.
(Carers Week, 2015, viewed 20 January 2016 from www.carersweek.org/about-us/about-building-carer-friendly-communities
Shah, A., Wadoo, O. & Latoo, J., 2010, ‘Psychological Distress in Carers of People with Mental Disorders’, BJMP 2010; 3(3):a327
NHS England, Enhancing the Quality of Life for People Living with Long Term Conditions, updated April 2016, from https://www.
england.nhs.uk/wp-content/uploads/2014/09/ltc-infographic.pdf
Carers UK, Estimates on the number of carers missing out on Carer’s Allowance, published on 28 November 2013, from https://www.
carersuk.org/for-professionals/policy/policy-library/carers-allowance-takeup
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Who is a Carer?
For many people, caring for a family member or friend does not have a
name. It is just something you do. Throughout this strategy, when talking
about ‘carers’, we are referring to supportive family members and friends.
People who provide support and assistance to somebody who would
otherwise find it difficult without that support.
For some carers, when the person you care for
is beginning their treatment journey, this often
stressful and difficult situation may be the first
time the word ‘carer’ has been used to describe
the supportive role you play. GMMH staff should
acknowledge this and seek to understand the
complex diversity of caring roles – both carers and
those they care for.
We will use the term ‘service user’ to mean an
individual receiving services from the Trust, often
on the journey to recovery or a better quality of
life.
It can be a struggle for many carers to see their
caring role as separate from the relationship they
have with the person they care for.
The majority of us will have caring responsibilities
at some point throughout our lives and many will
find themselves juggling caring responsibilities
with work, study and other family commitments.
A typical day for a carer can differ widely from
person to person. Activities a carer might be
involved with include assisting with everyday
practical tasks such as getting out of bed
and personal care such as bathing, to
emotional support such as helping
someone cope with the symptoms
of a mental illness, encouraging
them to access support or being
somebody to listen to them in times
of need.

We define a carer as:
“A person who provides unpaid practical
or emotional support to someone with a
disability, addiction or illness. The person may
be a relative, partner, friend or neighbour. A
carer may be of any age and may be a young
person providing assistance to a parent or
another person. A carer may live with the
person they care for or provide support from a
distance.”
This is a broad definition and reflects the
individual and variable nature of caring roles.
This is particularly important and relevant
when caring for people with mental health,
alcohol or drug problems, where support may
not always be visible and may vary on a dayto-day basis.
We also need to be aware of the diversity of
our communities and range of backgrounds
our carers represent i.e age, race, disability etc
and proactively identify who they are and what
their needs are.

Carers, Family and Friends Strategy
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National Context
Our services have a key role to play in identifying carers at an early stage,
providing them with timely and accurate information/advice and helping
them to access support to enable them to continue to care as well as enjoy
a life of their own.
The NHS Five Year Forward View (2014) has committed to find new ways to support and empower
carers, including those who are most vulnerable.
On the subject of supporting carers, the Five Year Forward View states:
“…carers in England make a critical and underappreciated
contribution not only to loved ones, neighbours and friends, but
also to the very sustainability of the NHS itself. We will find new
ways to support carers, building on the new rights created by the
Care Act, and especially helping the most vulnerable amongst
them – the approximately 225,000 young carers and the 110,000
carers who are themselves aged over 85.This will include working
with voluntary organisations and GP practices to identify them and
provide better support. For NHS staff, we will look to introduce
flexible working arrangements for those with major unpaid caring
responsibilities…”1
NHS England Commitment for Carers
In May 2014, the NHS published its Commitment to Carers with 37 commitments around the following
eight priorities:
1. Raising the profile of carers;
2. Education, training and information;
3. Service development;
4. Person-centred, well-coordinated care;

5. Primary care;
6. Commissioning support;
7. Partnership links; and
8. NHS England as an employer.

GMMH is a member of the Triangle of Care initiative. The Triangle of Care, developed by carers of
people with mental health, aims to ensure carers are identified as early as possible in their caring
journey, are involved in the care and support of the person the care for and provided with support in
their own right.
The Triangle of Care is a therapeutic alliance between the service user, carer(s) and the professionals
involved to promote safety, support recovery and sustain wellbeing. It was initially developed to improve

1.

NHS England, 2014, Five Year Forward View, p14.
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inpatient mental health services by adopting six principles. It is widely
accepted that these key principles can be applied to all service areas, and
something we aspire for all our services across the Trust.
The six key principles of the Triangle of Care are:
1. Carers and the essential role they play should be identified at first contact
with services or as soon as possible thereafter.
2. Staff should be aware of carers and trained to engage with carers more
effectively.
3. Policies and protocols should be in place to ensure confidentiality and improve information sharing
with carers.
4. Defined roles (Carer Lead(s), Carer Champions), responsible for carers should be in place.
5. Carers should be “introduced” to the service and provided with a range of information.
6. A range of carer support services should be available to offer or signpost carers to.
By signing up to the membership scheme, mental health trusts must undertake rigorous selfassessments and develop action plans to demonstrate how they are involving and supporting carers as
well as promoting the important role they have and further improving services for carers. Carers must
be involved in this process to add rigour and to ensure the self-assessments reflect carer experiences.
All our wards and community mental health teams regularly self-assess against these six principles. We
alternate between refreshing inpatient and community mental health team action plans and encourage
sharing best practice across services. As such, we have earned two gold-stars for our work on the
Triangle of Care, which is further accreditation of the Trust’s carer-focussed services. Two gold stars is
the highest award for mental health services at present and recognises the Trust’s work towards the
Triangle of Care standards and our commitment to ensuring carers are fully included and supported by
services both now and in the future.
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Carers across the Trust
Since the launch of our last strategy in 2015 and the successful acquisition
of Manchester Mental Health and Social Care NHS Trust, our services have
continued to grow and diversify. As a new organisation, we are now in
the position to refresh our current strategy in order to reflect the needs of
our carers in our expanded footprint.
When looking at the number of carers situated across the organisation, it is worth bearing in mind that
the most recent figures available are from the 2011 Census. Not only will the number of carers have
increased substantially, but also the available figures only take into account those people who identify
as being a carer. We find that, particularly in mental health terms, a proportion of those in a caring role
do not see themselves as a ‘carer’.
The Trust operates both inpatient and community mental health services across Bolton, Salford, Trafford
and the city of Manchester. From the last Census (2011), the number of carers spread out across the
Trust footprint was thought to be in excess of 120,000. This includes over 30,000 identified carers in
Bolton, over 23,000 in Salford, over 23,000 in Trafford and 42,000 across Manchester.
Alongside these traditional inpatient and community mental health services, we operate our Specialist
Services Network (SSN), with services across Greater Manchester and beyond. Services under the SSN
include young person’s services, specialist psychology services, inpatient and community substance
misuse services, a national centre for mental health and deafness, forensic mental health services and
health and justice services. Because of the diverse nature of these services, and also due to some
of them taking referrals nationally, figures of carers involved in the care of loved ones accessing our
specialist services is more difficult to ascertain.
Out of all our services within SSN, the only available statistics around numbers of carers was for
substance misuse services, and those are estimates only. Whilst the UK Drug Policy Commission
concludes that 1.5million adults are ‘significantly affected’ by a relative’s substance misuse, this figure
is for those who are living with the individual and where their drug use falls at the most severe end of
things. There are many more carers and family members who, for example, do not live with their loved
one. The number of family members affected by the alcohol use of a loved one is also difficult to state
with any accuracy. Alcohol misuse is far more prevalent than drug addiction, and so it is safe to assume
that the number of family members affected is much higher than corresponding figures for those
affected by a relative’s drug use.
With a large range of diverse services across the Trust, it is important to take into account the diversity
of cultures throughout services. When considering carers from minority ethnic groups, services need
to consider that perceptions of what a ‘carer’ is and expectations of what the role entails can vary with
cultural and religious expectations. For some languages, there is no word that translates into ‘carer’,
suggesting that in these groups, the role may not be recognised.
Within our Trust, we are likely to have at least 500 staff who are carers based on the number of carers
estimated nationally. The Employers Forum for Carers has gathered evidence on both the impact caring
has on the workforce and on the benefits of employers taking a proactive approach to employees who
are carers.
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The Care Act
“The Care Act 2014 came into force in April 2015, with some elements
coming into force in April 2016. This piece of legislation gives carers the
same rights as the people for whom they care.
The Act puts in place significant rights for carers in England. The rights include the following:
•
•
•
•

A focus on promoting wellbeing.
A duty on local councils to prevent, reduce and
delay need for support, including the needs of
carers.
A right to a carer’s assessment based on the
appearance of need.
A right for carers’ eligible needs to be met.

•
•

A duty on local councils to provide information
and advice to carers in relation to their caring
role and their own needs.
A duty on NHS bodies (NHS England, clinical
commissioning groups, NHS trusts and NHS
foundation trusts) to co-operate with local
authorities in delivering the Care Act functions.

Taken together, these new rights should have a significant impact on carers and the support available
for carers. However, this is dependent on local councils putting these rights in place.”1
“Alongside the Care Act 2014, the Children and Families Act 2014 extended the right to a needs
assessment to all young carers, regardless of who they care for or the type of care provided. This means
that when a child is identified as a young carer, the needs of everyone in the family will be considered,
triggering both children’s and adult’s support services.” (Carers Action Plan 2018-2020 – Supporting
carers today, 2018, p7)
The way in which carers’ assessments are carried out across the Trust varies from area to area. In
some areas, we have an agreement with the local authority to conduct assessments for our service
users’ carer. Because of commissioning arrangements, in some areas our staff signpost to the carer’s
local authority/carers support services, dependant on where the carer lives. No matter which body is
responsible for completing carers’ assessments, our staff have a responsibility to inform all carers of
their right to a carer’s assessment and to take the necessary steps to see that one is carried out where
required.
The Care Act is mainly for adults in need of care and support and their adult carers. There are some
provisions for the transition of children in need of care and support, parent carers of children in need of
care and support, and young carers. However, the main provision for these groups (before transition)
are in the Children and Families Act 2014.
Prior to the Care Act and the Children and Families Act 2014, the term ‘young carers’ did not appear in
any legislation. Both of these acts now address the needs of ‘young carers’ directly.
The Trust will work with carers in line with the legislative requirements, to support carer engagement
and involvement.
The Department of Health and Social Care has committed to reviewing the implementation of the Care
Act in 2019.
1.

Carers Trust, The Care Act 2014 (England), viewed 14 November 2018 from https://carers.org/article/care-act-2014-england
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Feedback from our consultation process
Despite the diversity of our services, the feedback from our consultation
process to develop this strategy was very consistent across the Trust. As
a result, we were able to recognise that our strategy needed to set out a
clear vision for engaging with, supporting and involving carers, family and
friends across our services.
There was agreement amongst everyone that carers should be identified early on in their caring role by
staff, to be supported to continue in their caring role (should they chose to do so) and for them to be
involved in every aspect of treatment (as far as possible), as expert partners in care. This includes giving
them the chance to voice their views, feedback on services and have access to information in a range of
formats.
Crucial to carer involvement in care is how we use the input of carers to improve the care we offer to
service users. In this regard, we know that there are improvements to be made to ensure that there is
accountability for ensuring our carers are given access to information they need, are involved in care
throughout the treatment journey and that their feedback is discussed at appropriate forums and acted
upon. As well as involvement in care, support for the carer in their own right was clearly a priority for
those involved. By supporting the carer, any negative impact of the support they provide on themselves
will be reduced.
Our new priorities set out in this strategy were identified from feedback from the consultation process.
The carers that we consulted with told us that they want services to understand their role as carers
and to use the skills gained from their caring role to inform treatment. The overwhelming consensus
was that carers want to be able to tell staff their story and to have their needs
discussed. Where possible, carers want a named contact to be able to go
to throughout the person they care for’s time in treatment to discuss
their thoughts, concerns and be able to speak in confidence.
Involvement in care is a priority for a great many carers, which
includes being able to have a common sense discussion with
staff around the issue of confidentiality where needed. Carers
also want access to clear information about services in a timely
manner.
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Aim of the strategy
The Trust’s overall aim is to develop ways of working that ensure carers
feel informed and engaged in the care of the person/ or people they
support, as much as possible.
In order to do this, we need to ensure that carers’ needs are assessed and where possible, that they are
met through individualised support plans. We also aim to improve their involvement in care planning
development, delivery, review, service development and monitoring and evaluation of services.
Our vision is that carers are recognised at the first point of entry of all service users to any area of our
services with the focus on supporting carers to continue to care and to enjoy a life of their own.
In line with the Government’s ‘Carers Action Plan 2018-2020 - Supporting carers today’, we will work
over the next three years to achieve the following:
•

Supporting carers, family and friends to
understand the impact of their caring role (on
the person they care for and themselves) and
to ensure that staff have the skills and training
to fully support this process.

•

Ensuring that carers of those accessing our
services are involved and informed throughout
the treatment journey as ‘expert partners in
care’.

•

To communicate effectively with carers,
families and friends including an introduction
to the service and staff.

•

To ensure that support and information is
available to carers about help and support
available to them in their own right.

•

To improve on our identification of young
carers and to ensure that staff are confident in
involving, signposting and supporting them in
the work they do.

Whilst this strategy sets out aims for services to adopt, one size will not fit all. Throughout consultation,
it became evident that each carer has their own unique needs. We may need to consider a flexible
approach with some of our priorities, due to the diversity of our service users and carers. In some
circumstances, our five priorities may need to be tailored to the individual carer in order to reflect the
uniqueness of their circumstances. For example, the communication needs of some carers, family and
friends is a barrier to them accessing support and information. However, this is not the case for all. As
such, a variety of communication methods requires consideration to be effective for all carers.
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Identification and recognition

Priority area 1
Supporting carers, family and friends to understand the impact of their
caring role (on their loved one and themselves) and to ensure that staff
have the skills and training to fully support this process.
The support provided by ‘mental health and substance misuse’ carers is not always obvious. Where
caring for a relative or friend with a physical health issue can often be easily recognised, for mental
health and substance misuse carers, the role can be less visible to those outside the family unit. This,
along with the stigma associated with mental illness, means that carers can fail to access services that
might help them in the caring role. Studies suggest that because of this, it will take up to five years for
somebody providing support and assistance to somebody experiencing mental health issues to identify
themselves as a ‘carer’. (Carersuk.org).
The acknowledgment of the carer and their role in care, as soon as possible after the first episode of
illness, will be particularly beneficial in improving the long-term prospects of both the carer and the
cared for.
The support our carers provide may well reduce when the person they support is well, making it more
difficult for services to identify them and their role. There are a significant number of those accessing
mental health services who themselves are carers. It is essential that the Trust strives to identify and
make contact with all carers. Effective support for carers is both an essential and crucial part of any
treatment or care plan for a person with a mental illness and this begins with identification. In a high
number of cases, the carers are taking the primary responsibility of care for the person supported.
We need to strengthen our processes for the identification of carers as an essential first step to
working together as equal partners in care. Ideally, the identification of a carer should commence with
a dialogue between the carer and staff. A discussion where the carer can express their thoughts and
wishes with staff should be offered, which should include asking the carer how they are managing with
things themselves, checking they have all the information they need, offering them reassurance where
needed and giving them chance to ask any questions that they may have.
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What we currently do

What we will do

•

•

Ensure we continue to monitor the
identification of carers and support services
with remedial action plans where needed.

•

Continue to work with the Paris (our
patient records system) team to ensure our
clinical recording system, across all services,
can effectively record and identify carers.

•

Maintain a minimum of 80% compliance
on our Carers Awareness Training for all
staff and face-to-face Carer Sessions for
staff following any upheld carer complaint.

•

To develop a bank of Carer ‘Learning
Conversations’ (carer stories) based on
feedback to inform staff training.

•

Develop a library of carer information
leaflets across services and for them to
all expand on what we mean by the term
‘carer’. Ensuring these are accessible in
different languages and in alternative
formats.

•

Work with diverse communities and identify
networks of minority carer groups. Ensure
processes are in place to listen and support
carers from different backgrounds.

•

Develop and roll out specific young
carers ‘Awareness Training’ for staff. The
identification of young carers will only
occur when staff are trained in recognising
and understanding the role.

•

Consult with young carers and develop
tailored information leaflets for when
their loved one is admitted or referred to
services.

•

Launch a Greater Manchester wide ‘Hidden
Carers’ campaign to encourage mental
health carers to identify themselves and
their role and to seek support.

•

Increase the participation levels of carers
giving service feedback across the Trust
and ensure this is acted on and feedback to
carers.

•

•

•

•

•

All identified carers of people admitted to
our inpatient wards and through home
based treatment teams are contacted
within 72 hours of admission and provided
with information about the ward and how
to address any queries.
All identified carers of people referred to
our community mental health services are
contacted within 10 working days of first
contact and provided with information
about the team and how to address any
queries.
The Care Programme Approach (CPA) is a
holistic assessment that includes questions
about carers and young carers. This
includes a prompt to ask if the carer would
like an assessment.
All inpatient and community services across
the Trust have a working action plan
around the six Triangle of Care principles.
The six principles are referenced in Section
3 of this Strategy.
Every area across the Trust has at least
one Carer Champion in post. They receive
further training around the carers agenda
and work to upskill their teams on local and
national carer information.
Carers information boards are featured
on all wards and in community teams as a
source of information. The Quality Matters
programme monitors service compliance to
this standard.
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Involving Carers in Care

Priority area 2
Ensuring that carers of those accessing our services are involved and
informed throughout the treatment journey as ‘expert partners in care’.
Every element of care from admission/referral through to discharge from services is open to carer
involvement. If the service user does not want staff to involve carers in discussion about their care and
treatment, all carers can still expect to have general discussions with staff members, to be listened to
and to be given information that ensures they receive support in their own right.
All staff within the Trust should have the capacity, knowledge and training to be able to involve and
support carers throughout the treatment of the person they support.
The issue of information sharing with carers, particularly around the limits of confidentiality, can be a
balancing act between the rights of the service user and the needs of the carer. The word confidentiality
should not be used as a way of closing down possibilities for involvement. This can lead to carers feeling
excluded. Service users do not have the right to prohibit any member of staff from engaging with a
carer, and this should never impact on staff giving carers general information, advice and support in
their own right.
Carers have a great deal of insight into the motivations, aspirations and priorities of the person they
support and mental health professionals can use that insight, along with the views of the service user,
to create effective and holistic care. They need to feel that they are being involved in decisions around
the care of their loved one as part of their ongoing treatment.
Evidence tells us that supporting carers to be actively involved in their loved ones care and treatment
can improve their recovery outcomes and experience. Therefore, genuine collaboration and involvement
in the care-planning process is a GMMH priority. However, recent feedback has suggested some service
users and carers do not always feel involved with their care plans.
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What we currently do

What we will do

•

•

Regularly review carer awareness training
to ensure it is contemporary and meets the
requirements covered in the strategy.

•

Increase carer feedback across the Trust.
We aim to have our carer feedback
questionnaire available on kiosks in all
wards/community teams. Feedback will
also be used as a tool to monitor carers’
involvement in care.

•

Provide carer related training to clinicians in
training at our local universities.

•

Develop a steering group with services
and carers to drive improvements in carer
involvement in care planning.

•

Ensure carer involvement in care planning
is part of the care planning training for
clinicians at GMMH

•

To ensure there are clear protocols in place
for carers to be involved in the admission
and discharge process to GMMH services.
Ensuring that carer’s views are sought and
they are provided with advice about their
loved one. Any issues should be noted and
action taken in response where possible.

•

Develop a culture where service user and
carer involvement in care planning is an
always event.

•

Review and improve the way in which
we record, signpost and report carers’
assessments within our electronic recording
systems to ensure Care Act compliance.

•

Develop and roll out a Trust-wide Carers
Engagement Procedure to inform staff
practice.

•

Review our current Confidentiality Policy
and roll out a Trust wide ‘Carers and
Confidentiality Guide’.

•

•

Our clinical recording system has been
amended to include carer views at all
treatment reviews and the capability
to evidence carer involvement in care
planning.
We offer a number of ways for carers to
feedback on services; including our ‘carer,
family and friend feedback questionnaire’
and local carer feedback events. This
questionnaire is now available online for
the first time.
GMMH’s Service User Engagement Strategy
2018-21 includes roles and opportunities
for carers to engage with service
developments and service delivery. Carers
are currently involved with the Quality
Matters framework, PLACE inspections,
Recruitment and Selection and also attend
local Senior Leadership Team meetings.

•

All new employees receive a training
session around the benefits of involving
carers as part of their induction into their
new role.

•

Following any carer feedback, where lack of
carer involvement is highlighted (including
complaints), the Trust Carer Lead will link
in with the appropriate team and provide
additional training.

Our success in the above should be representative in the feedback we receive from carers over the
duration of this strategy. Carer feedback through our surveys, face-to-face discussions in services and at
specific carer events should reflect an increase in carer satisfaction around involvement in care. If done
correctly, those accessing our services will experience a more bespoke and reflective package of care.
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Communication with Carers

Priority area 3
To communicate effectively with carers, families and friends including an
introduction to the service and staff.
During the consultation process, carers told us that the overlying barrier to their engagement with
mental health services is the issue of communication. They want accurate and useful information about
services as well as details of what support is available to them. Carers want clarity about the mental
health diagnosis their loved one is experiencing as well as how they can play an active role in supporting
them.
Carers need service specific information about the teams/wards and professionals working with their
loved one. In addition, they want to be informed the name and contact details of who to contact
and what information can be shared with them. A common sense discussion around the issue of
confidentiality and information sharing is required. We need to build on information provided to carers
and improve the channels of communication between carers and staff.
A common sense discussion about diagnosis, treatment options and allowing the chance for any
concerns to be raised between carer and staff goes a very long way.
It is vital to give carers the relevant information about whom they can contact when needed and to be
informed when to expect to be contacted by staff regarding their loved ones care. If carers are made
aware of dates of any meetings in advance (ward rounds, discharge planning, tribunals etc.), they can
make the necessary arrangements to ensure they can attend as well as seek any advice to help them
feel prepared and involved.
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What we currently do

What we will do

•

All initial appointment letters for our
community mental health teams across
the Trust include a line advising the service
user that it would be beneficial for a carer,
family member or friend to accompany
them to their first appointment.

•

•

Offer regular training sessions for Carer
Champions (on each ward/team) as an
opportunity to learn about carer support
services available locally, share best practice
with each other and upskill their team.

Roll out a ‘Carers and Confidentiality’ guide
across all services for service users, carers
and staff members. This will ensure that
carers are aware of what they can expect
in terms of involvement and so staff are
confident in dealing with requests without
breaching patient confidentiality.

•

Review the content of carer information
packs on offer across services.

•

Develop further information leaflets for
carers on a variety of topics and ensure
these are accessible in different languages
and in alternative formats.

•

Roll out a minimum standard of
expectations for the content of carer
information boards across inpatient and
community services.

•

Develop and roll out a Trust-wide Carers
Engagement Procedure to inform staff
practice. This will highlight minimum
expectations for carer involvement at each
point of treatment and ensure all teams
have processes in place for communicating
with carers.

•

Work with our Customer Care Team to
develop ‘learning conversations’ training
sessions for staff, based on upheld
complaints.

•

•

Carer information boards are featured
across all wards and carer-facing
community teams.
Carer Support Workers are available across
a number of teams to engage with and
support our carers where required.
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Support for Carers

Priority area 4
To ensure that support and information is available to carers about the
support available to them in their own right.
Supporting a loved one through mental ill health can be challenging for the carer. It is important that
carers are given access to support services to support them in their caring role.
Carers need professionals to have an awareness of, and be sensitive to their needs as well as the
knowledge and training to be able to signpost them to external carers support services. We need to
ensure that we support carers within our services, enabling them to access external sources of support.
The experiences and situation surrounding a carer’s role in the care of their loved one is different for
every carer. Carers need to be seen as individuals and with their own needs. Staff need to understand
the individual experiences of each person involved in a caring role from the outset of treatment. By
doing so we can better understand their support needs and what would be helpful.
“What none of us must forget is that carers have their own needs too. We must be alert and responsive
to those needs, or we risk compromising their health and wellbeing and – by association – the
recipients of their care.”(Carers Action Plan 2018-2020 - Supporting carers today, 2018, p.5)
A number of carers we consulted with around the priorities of this strategy are working carers within
GMMH. As an employer, GMMH wants to ensure that staff in a caring role are also supported to
balance their caring responsibilities with their work as an employee for the Trust.
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What we currently do

What we will do

•

Designated Carer Champions on each
team/ward to ensure the whole team are
able to support carers both practically and
emotionally as and when required.

•

Strengthen links with our neighbouring
Carer Support Services to ensure
partnership working and streamlined
referrals into support for carers.

•

Offer regular training sessions for Carer
Champions as an opportunity to learn
about carer support services available
locally, share best practice with each other
and upskill their team.

•

Where the carer lives out of the Trust
footprint, we will provide carers with details
of how to access support services and carer
assessments in their local area.

•

Carer information boards are featured
across all wards and carer-facing
community teams.

•

Refresh the information on the ‘Carers,
family and friend’ section of the Trust
website to ensure it is helpful, informative
and accessible.

•

Mandatory Carers Awareness training for
all front line staff to inform them of the
support needs of carers.

•

•

Regular sessions are available for carers
around Lasting Powers of Attorney/Wills
and Trust.

Review and develop in collaboration with
Human Resources, current policies for
staff within the Trust who have caring
responsibilities in addition to their work.

•

Provide a supportive network for staff who
have caring responsibilities.

•

A wide range of training sessions are
available to carers through the Recovery
Academy (includes Health and Wellbeing
for Carers and a number of diagnosis
specific sessions).

•

We have a ‘Carers, family and friends’
section on our Trust website (includes up
to date details of local support services and
an A-Z of medications commonly used in
mental health treatment).

•

Ensure our carer information is available in
a variety of languages

•

Leaflets for carers are available through our
district services to inform carers of locally
available carers support.
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Young Carers

Priority area 5
To improve on our identification of young carers and to ensure that staff
are confident in involving, signposting and supporting them in the work
they do.
The official definition of a young carer is “…a person under 18 who provides or intends to provide care
for another person (of any age, except where that care is provided for payment, pursuant to a contract
or as voluntary work).” Children and Families Act 2014, Section 96. Within the Trust, when talking
about young carers, our definition of a carer still applies. We are, however, referring to those carers
under the age of 18.
National research informs us that the figures of young carers in the UK (166, 363 children in England
are caring for either parents, siblings and/or family members according to 2011 Census data) is in fact
significantly higher than Census data reports (Hidden from View, Children’s Society, 2013).
In 2010, a BBC and University of Nottingham survey suggested there could be four times more young
carers than the official census figures in 2001 showed (700,000 young carers in the UK).
The government’s Carers Action Plan 2018-2020, states that “Young carers can suffer with
poorer health and wellbeing, often missing out on education and training opportunities. Improved
identification of young carers, to enable assessments that identify support needs alongside flexible
educational opportunities are vital to providing support so that young carers are able to access
opportunities and have the same life chances as other young people without caring responsibilities.”
(Carers Action Plan 2018-2020 – Supporting carers today, 2018, p.8)
The Children’s Society (2013) believes that there is still a long way to go, with many young carers
remaining unidentified. This could be because of family loyalty, fear of being bullied, stigma and being
unsure of where to go for support.
Many young carers come from hidden and marginalised groups, including children caring for family
members with mental illness or a substance dependency. It is worth bearing in mind that the most
recent figures on young carers (as captured by the 2011 Census) will have been completed by an adult.
These figures are thought not to be reflective of the number of young people across the UK caring for
a family member or friend. It is therefore essential that our staff have the confidence and the skills
needed to be able to identify young carers and respond appropriately to their needs.
This is a new priority area in GMMH for carers. There are pockets of good practice across the
organisation whereby some divisions have established links with young carer networks and groups.
However, it is accepted that there are gaps in staff awareness and ambiguity surrounding what
processes to follow to support young carers once identified.

Priority area 5

What we will do
•

Strengthen links with our neighbouring
carer support services to ensure partnership
working and streamlined referrals into
support for young carers.

•

Develop and roll out specific training
for staff around young carers to be part
of a wider young carer’s awareness
campaign. Staff awareness is key to early
identification, involvement and support.
This training is to include good practice
as referenced in The Triangle of Care for
Young Carers and Young Adult Carers.

•

Develop a section on the ‘Carers, family
and friend’ section of the Trust website
specifically aimed at young carers.

•

To work with young carers to co-design
young carer specific information resources
based on their needs.

•

To review our current clinical recording
system to ensure it captures all of the
information needed to identify young
carers.

•

Work with GMMH safeguarding team to
consider the needs of young carers within
our existing safeguarding framework.
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Monitoring the implementation of this strategy
We want to ensure that the Trust’s commitment to carers, as outlined in
this strategy, is supported by the monitoring of the actions identified
within this strategy.
As a result, a corporate action plan has been developed along with local service action plans. Progress
against all of these plans will be monitored quarterly via the Trust’s Carers Strategy Group and the
CARE (Compassion And Recovery-focussed Everytime) Hub meeting.
Local carer’s forums have been set up in each area to oversee the local action plans, which take place
quarterly. An aspiration is to develop a process whereby carers monitor the implementation of this
strategy and any self-assessment services have completed surrounding carer involvement. We will
encourage closer links with our local carer support services as a source of feedback from our carers,
families and friends.
A quarterly report will be produced for the Trust’s Quality Governance and Operational Leadership
Committee. Local leads will monitor local progress via their local Service Leadership Team meetings.

Carers, Family and Friends Strategy
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Carers, Family and Friends Strategy
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GMMH CARE Hub
Greater Manchester Mental Health NHS Foundation Trust
The Curve, Bury New Road, Prestwich,
Manchester, M25 3BL
0161 357 1246
Carers@gmmh.nhs.uk
www.gmmh.nhs.uk
facebook.com/GMMentalHealth
@GMMH_NHS

This information can be provided in different languages, Braille, large
print, interpretations, text only and audio formats on request.

Tel: 0161 358 1644
Email: communications@gmmh.nhs.uk
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REPORT SUMMARY:

The Trust continues to perform in line with expectations. The report highlights the
following exceptions in relation to performance in month:Improving Access to Psychological Therapies (IAPT)
Improvements continue to be made as planned in IAPT services based on the business
cases for additional investment agreed with commissioners. The impact of
Manchester and Salford performance does mean that GMMH do not achieve the 6
week, 18 week and recovery IAPT targets in September however Bolton and Trafford
perform well. Action plans continue to be operationalised to address issues in Salford
and Manchester.
Out of Area Placements (OAP’s) SOF Operational Performance – Further to the Board
meeting discussion in October a refresh of data for OAPs has occurred to simplify the
measurement of achievement against the year to date target. During the refresh of
the report and data analysis an error in relation to the reportable cumulative bed
nights was identified. As such the data presented is the updated accurate position as
of September 2018.
The new report shows reportable year to date bed use at the end of September 2018
at 5,872. This is a significant reduction on last year’s usage but remains behind the
33% target (33% would have equated to 5049 bed nights).
Care Programme Approach follow up – Although Green in month the Board are asked
to note GMMH failed to achieve the national Q2 target. This was in the main the result
of Manchester and Bolton position in July which affected the rest of the quarter. The
number of patients with no fixed abode that require 7 day follow up has impacted on
the achievement of this target.
1

Financial Performance - The financial performance at month 6 was a surplus (on a
control total basis) of £1,435k in line with plan.
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:

N/A

REGULATORY
IMPLICATIONS (CQC/NHSI):

Compliance with NHSI targets, CQC standards and contractual KPIs

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

Yes

If ‘yes’:
DATIX ID
1490

Strategic Objective
Objective 1: Promote recovery
by providing high quality care
and delivering excellent
outcomes.

Description (as per BAF)
Performance - failure to meet national and local targets will
impact on quality of care and could incur financial penalties
and /or intervention from regulators.

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board is asked to note the report.

Y

Assurance

Y

Approval/Decision
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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
Workforce indicators.

Executive Summary
The Trust continues to perform in line with expectations. The report highlights the following exceptions in
relation to performance in month:Improving Access to Psychological Therapies (IAPT) (p8) - Improvements continue to be made as
planned in IAPT services based on the business cases for additional investment agreed with commissioners. The impact of Manchester and Salford performance does mean that GMMH do not achieve the 6
week, 18 week and recovery IAPT targets in September however Bolton and Trafford perform well. Action
plans continue to be operationalised to address issues in Salford and Manchester.

Page

8

Out of Area Placements (OAP’s) SOF Operational Performance (p9) – Further to the Board meeting
discussion in October a refresh of data for OAPs has occurred to simplify the measurement of achievement against the year to date target. During the refresh of the report and data analysis an error in relation
to the reportable cumulative bed nights was identified. As such the data presented is the updated accurate position as of September 2018.
The new report shows year to date reportable bed use at the end of September 2018 at 5,872. This is a
significant reduction on last years usage but remains behind the 33% target (33% would have equated to
5049 bed nights).

9

Care Programme Approach follow up – Although Green in month the Board are asked to note GMMH
failed to achieve the national Q2 target. This was in the main the result of Manchester and Bolton position
in July which affected the rest of the quarter. The number of patients with no fixed abode that require 7
day follow up has impacted on the achievement of this target.

10

Financial Performance - The financial performance at month 6 was a surplus (on a control total basis) of
£1,435K in line with plan.

5

Single Oversight Framework Operational Indicators – The RAG rating summary for the SOF operational targets is shown below for the month and YTD:-

6

SOF Operational Indicators
Indicator
Sep-18
EI RTT 2 Wks
70.5%
MHSDS DQMI
87.0%
IAPT Recovery
46.1%
IAPT RTT 6 Wks
65.6%
IAPT RTT 18 Wks
91.7%
OAPS (Bednights)
270

YTD
64.7%
N/A
44.0%
65.3%
93.6%
5872
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Q3

Q4

3

Restraint Incidents

Mental Health Safety Thermometer

Complaints and Claims

0
During September 2018, zero level 4 and level 5
complaints were received. This is a reduction of four
level 4 complaints. During September 2018, zero high
level claims exceeding £25,000 were received.

GMMH Acquired Pressure Ulcers

3
During September 2018, 3 GMMH acquired pressure
ulcers were reported. This is an increase of 2 since
August 2018. Clear robust management plans are in
place to support each service users.

Friends and Family Test

97%
During September 2018, 97% of service users were
either extremely likely or likely to recommend
GMMH services to friends and family if they needed
similar care or treatment. This has increased since
August 2018.

** Changes to internal reporting mechanisms took place in the month of August 2018 to reflect changes in Divisions.

96%
During September 2018, 96% of service users
reported feeling 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 September all individual reports
of service feeling unsafe were followed up and no
themes were identified.
.

Mental Health Act CQC Visits

1
During September 2018, one CQC Mental Health
Act visit took place at Cavendish Ward, Laureate
House, South Manchester . A Provider Action
Statement has been completed and returned to the
CQC.

Financial Performance Month 06 2018/19
Executive Summary
1.1 Delivery Of Financial
Control Total
1.2 Run Rate
1.3 Comprehensive Income
1.4 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 6 (September 2018) was a surplus (on a control total basis) of £1,435k which is £1k above plan. This
result is assumes £872k of Sustainability funding.
Overall September results were in line with plan.
The comprehensive income statement confirms an operating surplus for the period of £1,435k, which is £1k above plan.
1. Out of Area Placements (OAPs) – This issue remains a challenge for the Trust in 2018/19. Actual spend on OAPs for the first six
months of the financial year was £6.01m. The Trust is working with Commissioners to discuss the level of activity and options around
funding the cost of OAPs pressures. Discussions with Manchester Commissioners in September secured additional non-recurrent funding
of £1.8m. Further negotiations continue as part of the 2018/19 contract meetings.
2. Use of Agency - The agency cap set by NHSI for the Trust for 2018/19 is £10.2m. At month 6, agency spend was £11.390m, £6.285m
above target. Approximately, two thirds of the agency cost has been incurred within Manchester services, which had a high level of agency
staff use to cover nursing and medical vacancies and for 1-1 observations. Agency costs have also been incurred to support the
Commissioner funded developments, whilst permanent staff are being recruited. Agency costs are expected to reduce in future months as
a number of substantive posts have been filled.
3. Bolton, Salford and Trafford Substance Misuse Services - The services are £0.535m overspent at month 6 due to an overspend on
expenditure budgets. Organisational change processes are ongoing, which are expected to bring the pay budgets back into balance. The
service is also undertaking a review of non-pay pressures within the service.
4. Manchester Prison Services are overspent £0.672m as at the end of September. There are significant cost pressures within the service
due to the use of agency staff to cover vacancies. The service is formalising a recovery plan which will be discussed with Commissioners
at future contract management meetings. A business case to address issues within Garth and Wymott Prisons has been accepted by
commissioners, and this should alleviate some of the pressures going forward.
5. National Pay Award—the impact of the national pay award for non medical staff on Agenda for Change contracts has been calculated
by the DHSC at £2.6m for the Trust. The Trust calculates the impact to be some £700k higher. NHSI have been informed and they are
discussing the Trust’s position with the DHSC
6. Divisional recovery plans are in place as appropriate.
The Trust planned to deliver CIP of £2,460k to month 6. The actual CIP achievement was £2,113k, with the shortfall being reflected in the
overall financial position as at month 6.
The cash position is behind plan with a balance of £25,184k at the end of September 2018 compared with a planned month end balance
of £34,001k. This is due to delayed payments from Commissioners and the I & E position being supported non-recurrently from Corporate
reserves. The payments are not disputed and are expected to be paid in October.
The capital slippage has resulted in the PDC assumed in plan of £1.8m not yet drawn down.
Capital expenditure in month was £1.006m, £0.120m behind plan. The below plan performance is due to an underspend on the Pharmacy
build, slippage on the Women’s ward at Edenfield and the Enhance Community model improvements
As at month 6 the Trust is achieving an overall score of 3 for the Finance UoR ratings, this is in line with plan.
Full year
Plan
Plan
Actual
Actual
plan
30/09/2018 30/09/2018 30/09/2018 30/09/2018
31/03/2019
Month 6
Month 6
Month 6
Month 6
Capital service cover rating
3
0.95
1
2.71
1
Liquidity rating
1
4.12
1
4.25
1
I&E margin rating
2
1.00%
2
0.90%
2
I&E margin: distance from financial plan
2
2
Agency rating
4
72.78%
4
123.07%
4
Overall Score
2
3
3
The Trust is achieving an overall score of 3 for the finance ratings. The increased agency costs for the first 6 months results in a score of 4
is being reported against the agency metric. The Trust can therefore only achieve an overall UoR score of 3 at the end of 6 months.
5

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

50.0%

69.2%

60.4%

Q3

Q4

Sep-18

70.5%

Position
3 month
from
rolling
Previous
(Average)
month
60.4%

↑

71.6%

90.0%

b) Early Intervention in Psychosis services

51.3%

53.0%

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

64.2%

75.0%

3. Data Quality Maturity Index (DQMI) - MHSDS Dataset
Score. Completion in MHSDS of:• Ethnic Category
• Registered GP Practice Code
• NHS Number
• Commissioner Org Code
NA
95.0%
96.6%
87.0%
• Current Gender
• Postcode of Usual Address
• Primary Referral Reason
• Service/Team Referred to
• MHA Legal Status
4. Improving Access to Psychological Therapies (IAPT)/talking therapies (from IAPT minimum dataset):-

↑

87.0%

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

41.2%

50.0%

40.3%

45.7%

46.1%

45.7%

↑

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

61.8%

75.0%

66.3%

64.9%

65.6%

64.9%

↑

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

93.7%

95.0%

94.8%

93.1%

91.7%

93.1%

↓

Outturn

Target

Q1

Q2

Sep-18

YTD

15211

In line w ith
agreed
trajectory for
eliminating
OAPs by
2021

3777

2095

270

5872

Indicator
5. Inappropriate out-of-area placements for adult mental
health services (Total number of bed days)
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Q3

Q4

All services met target - with the exception of Trafford which achieved 50%.Further detail is provided
on p7.
These indicators are measured via national annual audits with results available in April 19. The
17/18 outcome received in May 18 is reflected here for GMMH. The national position for other Trusts
was 55.7% for inpatients, 44.18% for Early Intervention and 43.6% for community mental health
services. This demonstrates that although national targets were not achieved GMMH did achieve
better than the national averages of other Trusts in all three areas. This was a significant
achievement particularly in the Manchester services. A recovery plan is in place to support
achievement in 18/19. Current concerns are with Manchester EI service. Further actions have been
agreed in relation to this. A Trust wide approach to meet the new element of the EI audit for
recording weight gain associated with antipsychotic prescribing has been agreed however changes
are required in PARIS which may be impacted by PARIS roll out in Manchester. Performance
reporting has been improved to meet clinical requirements and went live in August. There is ongoing
development of an E learning package for clinical staff.

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

a) Inpatient wards

Comments

↓

The reportable measurement changed during 2017/18 and is now taken from the DQMI however the
local calculation method was not changed until April 2018. There is therefore no 2017/18 outturn.
The position for September 2018 is up 0.1% from the August 2018 position. Please see further
detail on p7

The overall recovery rate for GMMH shows signs of steady improvement in September at 46.1%.
The integrated Step 2 and Step 3 services show excellent recovery, consistently above the 50%
target. The Step 3 only services, combined, show a recovery rate of 42.25% up from 35.95% in
August. The overall step 3 services monthly position was positively influenced by higher than
expected achievement level in Salford. Although this not expected to be sustained, as it is linked to
natural variation and is a direct result of the type of clients discharged in month.
Six week RTT demonstrates a slight improvement division wide, Bolton performed well and recent
issues which impact upon compliance in Trafford have been resolved as indicated by a compliant
predictive 6 week RTT. Salford has continued a downward trend although is expected to improve
with the introduction of the additional investment and waiting list initiative posts in Q4. The
combined Manchester KPI has been sustained, in the main due to improvements in North and
Central although negated by a decline in South Manchester achievement. The September
commencement of new clinical staff and managers in South Manchester will see this performance
disparity reduce as operational procedure is implemented.
The Trust position on 18 weeks has dipped to 91.7% in September from 93.3% in August. The Trust
performs well above target in Bolton, Trafford, North and Central Manchester. Given the relative size
of the services, improving the 18 week access times in South Manchester and Salford is critical to
achieving the 95% target. Recovery plans are in place for both areas.
Comments
The GM definition for Out of Area Placement (OAPs) reporting agreed with NHS England was put in
place in April 2018. A target reduction of 33% of Reportable OAPS bed nights has been set
nationally. This target remains a significant challenge. Considerable work is ongoing to reduce
OAPs, as reflected in the reduction of bednights since April 2018.
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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

53.0%

53.0%

Sep-18
100.0%
59.1%
100.0%
50.0%
0.0%
70.5%

3 month
rolling to
Sept-18
36.1%
62.3%
90.3%
50.0%
66.7%
60.4%

Comments All services apart from Trafford have achieved the in month target. In Trafford there were four
breaches. Three had booked assessments within the 2 wk period however these were cancelled by, or not attended by
the service users. One was due to a delay with an internal referral and this has been addressed by the service. Please
note Bolton shows an improvement on the previous month. Numbers are small and this impacts on the percentage figure. Steps have also been taken to support the team with social prescribing, releasing clinical capacity to provide more
assessment time. As previously reported services continue to balance the tensions between delivering assessments
within two weeks and the ability to then deliver NICE compliant care to all those on the caseload. Business cases are in
development as appropriate for commissioners to consider.

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
Primary Referral Reason
Service/Team Referred To
MHA Legal Status
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
98.03% 98.84% 91.54% 91.74%
94.67% 94.48% 83.65% 83.60%
98.17% 98.94% 89.86% 90.14%
98.15% 98.31% 90.19% 90.72%
97.23% 97.25% 86.25% 86.19%
96.36% 96.58% 86.87% 86.97%

Published Figures (Dataset Score)
Q1
Q2
Q3
Q4
2017/18
2017/18
2017/18 2017/18
93.0%
93.0%
94.0%
93.0%
100.0%
100.0%
100.0% 100.0%
100.0%
100.0%
100.0% 100.0%
89.0%
90.0%
91.0%
93.0%
100.0%
100.0%
100.0% 100.0%
99.0%
99.0%
99.0%
99.0%
16.0%
100.0%
100.0%
96.7%
97.0%
97.2%
88.8%

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
88.8%
87.8%
87.9%
88.3%

Comments
Benchmarking figures show comparative performance with other Mental Health Trusts in the region. Please note new data items now included by NHS Digital for Q4 17/18
figures which have impacted on performance on all Trusts. From August 2018, these additional data items are included in the estimated figures. This includes primary reason for referral currently at 16%.This needs to be entered when referral received. A defined set of reasons are set nationally however many of these indicate an assumption
about diagnosis which is often not known on receipt of referral. A meeting has been held to develop solutions which are currently being discussed prior to implementation. It
should be noted from the benchmarking information provided that GMMH is the best performer by a small margin when compared to other Trusts in the region.
Board Performance Report: September 2018
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4. IAPT—Clients Moving to Recovery and Treated Within 6 and 18 Weeks of Referral (RTT)

2017/18 Target
Bolton - IAPT Step 2/3
Referrals Received During Period
Completed Treatment
% Moving to Recovery
% within <= 6 weeks
% within <= 18 weeks
Manchester - IAPT
Referrals Received During Period
Completed Treatment
% Moving to Recovery
% within <= 6 weeks
% within <= 18 weeks
Salford - IAPT Step 3
Referrals Received During Period
Completed Treatment
% Moving to Recovery
% within <= 6 weeks
% within <= 18 weeks
Trafford - IAPT Step 2/3
Referrals Received During Period
Completed Treatment
% Moving to Recovery
% within <= 6 weeks
% within <= 18 weeks
Military Veterans
Referrals Received During Period
Completed Treatment
% Moving to Recovery
% within <= 6 weeks
% within <= 18 weeks
Working Well
Referrals Received During Period
Completed Treatment
% Moving to Recovery
% within <= 6 weeks
% within <= 18 weeks
GMMH
% Moving to Recovery
% within <= 6 weeks
% within <= 18 weeks

8985
1516
58.1%
82.5%
99.8%

Q1

Q2

Q3

Q4

Jul

Aug

Sep

50
75
95

50
75
95

1,815
616
31.9%
44.2%
92.5%

2,339
644
31.3%
48.4%
92.7%

735
231
30.9%
44.6%
93.1%

908
217
31.3%
50.7%
94.9%

696
196
31.6%
50.2%
90.1%

2,339
644
31.3%
48.4%
92.7%

↑
↓
↓

50
75
95

1,421
390
36.2%
54.4%
86.1%

1,192
266
40.8%
38.7%
65.0%

411
100
32.6%
43.0%
74.0%

417
98
40.9%
36.7%
66.3%

364
68
53.2%
35.3%
50.0%

1,192
266
40.8%
38.7%
65.0%

↑
↓
↓

50
75
95

1,741
369
58.3%
69.9%
98.6%

1,992
540
55.5%
62.2%
98.5%

678
192
59.3%
65.6%
98.4%

666
171
52.5%
59.6%
98.2%

648
177
54.2%
61.0%
98.9%

1,992
540
55.5%
62.2%
98.5%

↑
↑
↑

Salford: The (Step 3 only) service has seen a significant increase in recovery levels in September, although it
is not compliant with RTT or access targets. An updated
recovery plan has been operationalised to address the
high level of waiters, and the improvement of access at
both 6 and 18 weeks. Following successful recruitment
and procurement, a waiting list initiative (implementation
Dec 18) and digital solution (2nd of January 2019) will
soon be fully operational.

50
75
95

54
78
12
6
0.0% 16.7%
75.0% 83.3%
83.3% 100.0%

33
25
20
78
3
2
1
6
33.3% 0.0%
0.0% 16.7%
100.0% 50.0% 100.0% 83.3%
100.0% 100.0% 100.0% 100.0%

↔
↑
↔

Trafford: The combined IAPT Step 2 and 3 service
continue to show excellent access, RTT at 18 weeks &
recovery. Issues remain around the insufficient levels of
referrals to achieve the 19% prevalence target. Action
plans are in place to increase referral rates.

1385
457
33.9%
99.8%
100.0%

50
75
95

198
11
104
149
37.5% 38.2%
100.0% 100.0%
100.0% 100.0%

11
0
0
11
43
53
53
149
34.9% 41.2% 38.0% 38.2%
100.0% 100.0% 100.0% 100.0%
100.0% 100.0% 100.0% 100.0%

41.2%
61.8%
93.7%

50
75
95

5014
1614
42.9%
58.3%
91.1%
7367
1843
55.1%
87.6%
98.4%
239
45
48.8%
64.7%
86.3%
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40.3%
66.3%
94.8%

Final

45.7%
64.9%
93.1%

45.4%
65.2%
94.2%

45.6%
63.7%
93.3%

46.1%
65.6%
91.7%

2,724
549
58.6%
90.2%
100.0%

↓
↑
↔

Recovery. There remain issues with insufficient levels of
referrals to achieve the 19% prevalence target. Action
plans are in place to increase referral rates, reduce attrition and to address issues of unprecedented long term
sickness. Sickness levels are currently reducing the
teams capacity.

2,683 2,724
507
549
42.2% 58.6%
91.7% 90.2%
99.8% 100.0%

7920
2833
24.0%
30.5%
87.9%

873
906
945
213
161
175
57.6% 63.3% 55.3%
90.1% 90.1% 90.3%
100.0% 100.0% 100.0%

Position Comments
From
Bolton: The combined IAPT Step 2 and 3 service con3MR Previous
tinue to show excellent quality outcomes in both RTT &
(Avg)
Month

45.7%
64.9%
93.1%

↓
↔
↔
↑
↑
↓

Manchester: Although we have seen high achievement of 18 week RTT in North and Central this is negated
by underperformance in South Manchester. An action
plan to address referrals and therefore prevalence, recruitment and accommodation have also been developed
and implemented. A recent development from the accommodation action plan is the positive news that the team
have secured a new South Manchester hub at Adamson
House in Didsbury with a 1st Dec go-live date.

Military Veterans: : There has only been one completed
treatment recorded in September. Such low volume of
activity leads to marked variation in KPI attainment.
Working Well: The service is running down towards
the end of the contracted expansion period. Activity and
outcomes will fluctuate during this period. Access time,
as gauged by RTT, will continue to be compliant as the
service has a 14 day access target.
8
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NHSI Single Oversight Framework

5. Out of Area Placements (OAPS) - OAPS Bed Days - Reportable and Locally Monitored
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. GM have now confirmed the NHSI SOF target will be measured by a 33% reduction of Inappropriate Reportable OAPs comparing the end of 18/19 position to the 17/18 outturn.
Reportable OAPS
Bolton
Manchester
Salford
Trafford
GMMH

Apr-18
121
1299
129
120
1669

17/18
Full Year 33%
Reportable
Reduction
Bednights
Target
15,300
10,098

May-18
100
730
135
124
1089

18/19 Bed Usage
as at the end of
September 2018
5,872

Jun-18
134
556
249
80
1019

Jul-18
137
826
217
45
1225

Current Target
for 33% as at
September 2018
5,049

Aug-18
104
415
28
53
600

Bednights

8000
6000
4000

Locally Monitored OAPS
Bolton
Manchester
Salford
Trafford
GMMH

Apr
49
483
43
50
625
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Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

2000

Cumulative GMMH Bednights

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

YTD
602
4050
784
436
5872

Comments:

10000

0

Oct-18

Diffference to YTD % Reduction in 2018/19 Progress Against Year End Trajectory.
33% Target
Reportable OAPS Note: the 15,300 Reportable Bednights for 17/18 is taken
from the NHS Digital published data.
(Bednights)
compared to 17/18
823
23%

Inappropriate Reportable OAPS - Cum ulative Num ber of Bed Days Used

12000

Sep-18
6
224
26
14
270

Further to the Board meeting discussion in October a refresh of data for OAPs has
occurred to simplify the measurement of achievement against the year to date target. During the refresh of the report and data analysis an error in relation to the
reportable cumulative bed nights was identified. As such the data presented is the
updated accurate position as of September 2018.
The new report shows reportable bed use at the end of September 2018 at 5,872.
This is a significant reduction on last years usage but remains behind the 33% target (33% would have equated to 5049 bed nights).
The 33% trajectory target has been applied as a flat line over the year, as previous
years activity has shown differing seasonal patterns so no variability has been predicted in the trajectory.

Cumulative Reduction Target

May
149
368
30
66
613

Final

Jun
118
349
30
1
498

Jul
74
399
69
8
550

Aug
78
413
92
85
668

Sep
13
637
10
141
801

Oct

Nov

Dec

Jan

Feb

Mar

YTD
481
2649
274
351
3755
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NHSI Single Oversight Framework

SOF Quality of Care Indicators - Summary

All Providers

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

Data Source

Q1

Q2

Written Complaints - Rate

NHS Digital

223

211

Staff Friends & Family Test - %
Recommended Care

NHS England

75.5%

N/A

Occurrence of any Never Events

NHS Improvement

0

0

NHS Improvement

1

2

CQC

G

G

NHS England/NHS Improvement
Patient Safety Alerts outstanding
CQC Community mental health
survey
Mental health scores from Friends
and Family Test - % positive

NHS England

Mental Health Providers

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

Care programme approach (CPA)
follow up - proportion of discharges
from hospital followed up within 7
days - MHSDS

78.7% 82.9%

0

0

NHS Digital

95.3% 93.2%

% clients in settled accommodation NHS Digital

78.3% 75.4%

% clients in employment

NHS Digital

5.9%

Potential under-reporting of patient
safety incidents

NHS England

TBC
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6.0%

2018/19
Q3

Q4

Sep-18

Comments
Number of complaints received has been used to provide an indication of
65
performance.
Quarterly figure only. Number of staff answering "Extremely Likely" or
"Likely" as a percentage of the total number of staff responding to the FFT
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. Q2 figure not yet available.
The list of Never Events covered by the Multi-Lateral Contract has been
0
used.
At the end of Q2 (September), there were 2 NHS Improvement Patient
Safety Alerts outstanding but within deadline.
Results of the 2017 survey have been considered at board and QGC 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
96.8%
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
definition has been used to calculate the figures internally and the Monitor
target of 95% has been applied to provide an indication of performance.
There were 8 breaches in September; 4 in Bolton and 4 in Manchester.
96.1% Although Green in month the Board are asked to note GMMH failed to
achieve the national Q2 target at 93.2% compared to a 95% target. This
was in the main the result of the Bolton and Manchester position in July.
Bolton remain an outlier with numbers of people with no fixed abode
requiring follow up. Processes have been reviewed in Bolton to improve
information packs to patients and all possible contact details recorded.
Target: 61.75% TBC
75.4% The Target applied as an indication of performance and was the overall
England result as at February 2018.
Target: 8.65% TBC
6.0% 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 4,536 4,593 4,574 4,610
4,908 4,900 4,934 5,001 4,982 5,016
876
898
850
793
779
736
121
123
129
128
141
159
2.5%
2.5%
2.6%
2.6%
2.8%
3.2%
2.3%
2.3%
2.3%
2.3%
2.3%
2.3%

Vacancies
Indicator
Overall Total active vacancies FTE
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
747
792
780
669
142
247
269
258
291
134
252

330

285

291

255

430

476

159

213

260

250

306

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)

Target
<=21
<=42
<=28
<=91

Apr-18
25
60
21
107

May-18
30
50
34
115

Jun-18
26
60
30
117

Jul-18
28
51
35
113

Aug-18
27
43
35
104

Sep-18
28
43
37
108

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Comments:

At the end of September the Trust employed 5,016 people who worked a total of 4,610 Full-Time Equivalent. The budgeted FTE exceeded the contracted FTE by 736. The
headcount is an increase of 34 staff in post compared to the previous month.
As at the end of September there were 159 apprentices in GMMH, an increase of 18 apprentices from the previous month. This represents 3.2% 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. 14% vacancy rate. There are currently 564 candidates appointed to the Trust and waiting to start/pending employment checks of
which 134 have completed all clearances and have an agreed start date. 430 are currently in the pre-employment check stage.
The data for September demonstrates the recruitment process took on average 11.4 weeks from offer to start date. Ongoing work in the recruitment team to streamline the
pre-employment check process has led to a reduction in the number of calendar days to process candidates from ‘appointable to clearances completed’, and at 43 days is
close to the target of 42 calendar days. Further work continues regarding the whole recruitment process to reduce the time from ‘advert closed to start date’.
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Human Resources Indicators

Sickness Rate

3.12

4.05

3.91

3.67

3.67

3.25

3.25

3.45

4.06

4.82

3.58

3.71

1.57

1.68

A

S

1.73

1.61

M

J

1.48

A

J 1.37

1.75

2.38

F

M

5.89

5.87

5.81

5.81

3.96

3.94

3.99

4.03

4.02

4.08

4.09

3.93

1.85

S

1.88

J

1.87

1.86

J

A

1.88

M

1.86

Rehab

A

Psycho logical
Therap ies

1.84

SMS

Directo rate Targe t

1.00

M

HJS

Sickness Absence - Long Term

5.90

2.00
1.85

1.83

NHS E

MCR North

Sickness Absence - Short Term

0.99

3.00

F

1.41

0.00

5.94

1.79

1.58

2.16

5.93

J

1.68

4.00
3.96

5.99

1.74

2.16

4.12

6.04

D

1.91
Salford

MCR & City

2.07
MCR S &
Trafford

1.48

Bolton

2.80

1.73

3.98

2.04

1.60

2.00

3.44

5.90

1.74

4.02

5.67

N

3.58

Target

5.00
3.94

4.26

5.67

1.73

3.93

3.08

5.73

GMMH Sickness Rate (%) - Rolling 12 m onths

0.00

O

3.90

5.65

%

5.26

5.15

5.81

GMMH

5.63

5.00

5.48

2018/19
GMMH - Long term

4.16

Psycho logical
Therap ies

2017/18
GMMH - Shor t te rm

6.00

6.13

5.40
5.04

4.86

0.00

7.00
5.60

2.39

SMS

6.00

1.71

HJS

1.00

Directo rate Targe t

7.81
6.17

5.20

2.00
1.68

D

NHS E

0.69

4.16

Salford

1.89

6.44
4.73

2.28

1.07

4.00

3.00
2.91

Corpor ate

7.00

%

5.99

N

1.60

4.05

1.98

1.53

3.61

O

1.68

Sickness Absence - Long Term

4.10

2.53

1.73

7.94

8.00

1.00

5.56

Divisional Rolling 12 Month Sickness Rates (%) - Septem ber 2018

9.00

3.00

1.98

3.60

1.91

Sickness Absence - Short Term

4.00

3.58

MCR S &
Trafford

Bolton

0.00

2.68
1.24
MCR North

2.25

3.47
1.93

1.71

2.00

6.00

6.47

%

4.38

GMMH

3.00

6.00
5.00

3.82

2.95

5.73

Corpor ate

3.83

MCR & City

%

5.99

6.39

5.00

1.00

6.11

6.53

J

5.73

Rehab

6.08

6.00
4.00

7.27

7.00

8.00
7.00

GMMH Sickness Rate (%) - In Month

8.00

8.15

4.25

9.07

9.00

4.88

Divisional In Month Sickness Rates (%) - Septem ber 2018

10.00

2017/18
GMMH - Shor t te rm

2018/19
GMMH - Long term

Target

Comments:

At 5.81%, the total sickness rate for the 12 months ending September 2018 remained the same as the previous month. The September in-month total was 5.73%, an increase of 0.25%. This is the first month since February 2018 that the in-month sickness absence rate has been above the Trust target of 5.6%. Long term absence continues to make up the greatest proportion of sickness absence. As with previous months the highest number of days lost due to sickness absence in September to anxiety/
stress/depression/other psychiatric illnesses (34%), other musculoskeletal problems/back problems (16%), gastrointestinal problems (5%). The in-month sickness rates recorded for Bolton, Manchester North, Manchester South and Trafford, and Salford all saw an increase in September. NHSE and Rehab had small decreases but still remain
above the Trust target. The Health and Wellbeing Strategy Group are continuing to focus on developing strategies to support the mental wellbeing of the workforce.
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IPDR
Trust Target IDPR

69
85

68
85

67
85

68
85

69
85

75
85

3.47

4.00

1.93

3.50

3.00

2.50

1.12

1.54
S

0.24
A

0.88

1.22
0.32

0.90

1.03
0.12
J

J

0.91

1.20
0.76

1.16
0.04
A

0.14 0.61

0.29
M

M

1.42

1.20
1.13

0.02

0.06

0.17
D

2017/18

F

0.02
N

0.50

J

0.90

0.92

1.22 1.39

0.98

1.00

1.01

1.47

1.50

1.71

2.00

1.22

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
59
61
63
69
87
83
84
79
82
85
67
86
87
88
88
89
87
68
69
71
72
71
0
86
87
87
88
89
79
77
79
74
76
68
86
67
69
69
70
72
68
79
75
78
78
81
90
90
89
90
90
91
84
82
83
78
79
79
85
83
83
77
77
80
83
82
83
84
84
85
9
10
9
13
15
19
61
60
56
67
67
65
91
80
82
79
80
82
90
78
79
83
83
82
61
89
89
90
90
90
61
85
86
86
86
86
91
87
88
89
89
89
91
86
87
87
87
87
85
85
85
85
85
85
80
80
80
80
81
82

0.26

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

O

Mandatory Training

2018/19
Wastage Rate (%)

All Other Leavers

Fixe d term Co ntr acts & TUP E Tra nsfers

Comments:

Mandatory Training and IPDR:
Mandatory training compliance increased by 1% to 82. At the end of September 75% of staff had completed IPDR, an increase of 6% 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.

Turnover:
During September there was a significant peak in turnover from previous months. A large proportion of leavers relating to the Central Lancs TUPE (49), end of FTC for trainee psychologists (19), return to education (15) and Retirement Age (16). The remaining leavers were due to voluntary resignation.
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Friends and Family Test—Staff and Patient Feedback

Staff, Friends and Family Test - Quarter 1 (2018/2019)

Question 1. How likely are you to recom mend
this organisation to friends and fam ily if they
needed care or treatment?
63,
5.3%

45,
3.8%

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

9, 0.8%

3, 0.3%
92,
7.7%
345,
28.9%

170, 14.2%

90,
7.5%
349,
29.1%

179, 14.9%

Comments:

The results for the latest staff FFT from Q1 18/19 for GMMH
show that 76% of staff would recommend the Trust as a place
to receive care or treatment (an increase of 4% from the
previous test). 69.6% would recommend the Trust as a place
to work, a 5.5% increase on the previous test.

Note Q2 figures are released 22/11/18
562,
47.1
%

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

486,
40.5%

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
56,
5.8%
29,
3.0%

48,
5.0%

YTD Period: September 2018
Question. How likely are you
55,
to recommend this
5.7%
organisation to friends and
fam ily if they needed care or
treatment?

1 - Extremely Likely
2 - Likely
170,
17.7%

602,
62.7%

Comments:

The Friends and Family Test (FFT) for service users has been fully implemented in all GMMH
services. There are a variety of ways in which the FFT question is asked and embedded in current
service user experience surveys i.e. electronic surveys and postcards. The FFT results provide
invaluable feedback on what service users think of the care and treatment they have received, this
feedback helps us to make improvements and scope how we deliver services in the future. For the
month of September 2018, the combined GMMH results showed that of the 63 service users
asked, 96.8% said they would recommend our services to friends and family which is a increase on
an overall score of 81.2% in August (bringing the YTD total to 80.4%).

3 - Neither likely nor unlikely
4 - Unlikely
5 - Extremely unlikely

6 - Don't Know
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REPORT SUMMARY:

This report provides a high level summary of information related to quality. This
includes 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 of 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 2, enabling quarterly
comparisons to be made to quarter 1 and over time in future reports. The exception
to this is in relation to information about the Mental Health Safety Thermometer for
which quarterly data are not available at the time of reporting and so a year to date
position is 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
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potential and innovate
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be well-governed

x
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1
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THIS REPORT PROVIDES ASSURANCE AGAINST A RISK ON THE BOARD ASSURANCE
FRAMEWORK (BAF):
DATIX ID
2816

2817

2819

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

Description (as per BAF)
Physical Health – Failure to improve the Trust’s assessment
and treatment of physical conditions will impact on service
user wellbeing and lead to poorer outcomes
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 the legislative framework for the care
and treatment of detained patients will impact on the
Trust’s reputation and could lead to regulatory sanctions

PURPOSE OF REPORT –
Please check all relevant
boxes
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RECOMMENDATIONS:

The Board is asked to note the report.

X
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Assurance

X
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1. Executive Summary
This report provides a high level summary of information related to quality. This includes 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 2, enabling quarterly comparisons to be made to quarter 1 and over time in future reports. The exception
to this is in relation to information about the Mental Health Safety Thermometer for which quarterly data are not available at the time of reporting and so a
year to date position is provided.
The majority of incidents reported in quarter 2 were of low, insignificant, minor and moderate harm which is a consistent trend. There was a decrease in
externally reported incidents and deaths (see pages 5-7).
The National Mental Health and Classic Safety thermometers are used by the Trust to monitor medication omissions; service user safety; pressure ulcers and
falls. The increases in medication omissions in Bolton, Salford and Trafford; and decreases in omissions in Manchester continued during Quarter 2. The
number of people feeling safe in the care of GMMH continued to increase in quarter 2. There was a further decrease in falls during quarter 2, the majority of
which caused insignificant, low and minor harm; and with a smaller proportion causing moderate, major or catastrophic harm (see pages 8-11).
There were no infection outbreaks in q2. The seasonal flu campaign for 2018/2019 has commenced and the vaccination programme is underway across all
areas of the Trust.
Two safety alerts were received with relevant action taken by the Trust in Quarter 2. 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 an increase in violent and aggressive behaviours towards staff in Quarter 2. GMMH is currently
developing our Mutual Respect Campaign which focuses on preventing and reducing conflict leading to aggression or
violence (see pages 14-17).
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1. Executive Summary
Violence and aggression incidents where restraint techniques were used reduced in quarter 2. There was a slight increase in the use of rapid tranquillisation,
and, after a spike in July, an overall reduction in the use of seclusion. The year to date position for restraint, rapid tranquillisation are each below benchmark
for last year (see pages 18-23).
There was no significant change in the number of level 1-5 complaints received in quarter 1. 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 increased from the last quarter (see page 29).
Our performance in relation to our Quality Account, Quality Improvement Strategy is on track, and our Quality Matters programme is summarised on pages
31—33.
Information on admissions within the Mental Health Act and the Mental Capacity Act including quarterly trend analysis is summarised on pages 37-40.
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2. Patient Safety
2.1 Total Number of Incidents by Harm Caused
The graph identifies the number of incidents in Quarter
2 by level of harm. During Quarter 2 a total of 3868 incidents were reported in Datix which is a consistent
theme for the Trust. Level 1, Level 2 and Level 3 incidents of no harm, low harm or moderate harm made
up 98% of incidents reported. 2% of all incidents resulted in Level 4 and 5 moderate, major or catastrophic
harm. All incidents are reviewed by a weekly incident
panel, and those that progress to 3 day reviews or comprehensive investigations (RCAs) are monitored by the
Post Incident Review Panel.

8011 incidents have been reported in Datix in the
year to date, the graph below shows the proportions of incidents reported by category of harm
caused.
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2. Patient Safety
2.2 STEIS Reported Incident for Quarter 1
During Quarter 2 a total of 13 incidents were reported through STEIS, there has been a decrease in the STEIS reported incidents since Quarter 1. The graph
below identifies the STEIS reported incidents by Division and sub category.
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2. Patient Safety
2.3 Deaths
During Quarter 2 a total of 187 deaths were reported. 30% 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.
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3. Integrated Healthcare
3.1 Mental Health Safety Thermometer
During Quarter 2, 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. The Trust continues to maintain medication omissions of
less than 5%.

The Mental Health Safety Thermometer is reported as part of Clinical Commissioning Group multilateral contracts and the timescale for reporting of August
information is the end of September. Therefore the above graph shows a year to date picture from January 2018. The graph identifies a significant reduction
in medication omissions in Manchester services. This is because there has been an ongoing focus on the prevention of medication omissions, and support for
Manchester teams. Medication Omissions are noted at the Medicines Management Group, with appropriate action being taken noted.
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3. Integrated Healthcare
3.2 Mental Health Safety Thermometer– Percentage of Service Users Feeling Safe
During Quarter 2, 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 a year to date increase in the percentage of service users feeling safe. For those service users who report feeling unsafe, services provide
further assurance information to ensure that service users feel safe in our care. During Quarter 2, 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 were
noted at the Positive and Safe Forum.

The Mental Health Safety Thermometer is reported as part of a local Clinical Commissioning Group multilateral contracts.
Due to this, the timescale for reporting August information is the End of September.
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3. Integrated Healthcare
3.3 Pressure Ulcers
The graph below identifies the number of pressure ulcers reported during Quarter 2 by Division. In Quarter 2, there has been a total of 4 (5 Quarter 1)
GMMH acquired pressure ulcers. Two were categorised as Grade 3 pressure ulcers and were STEIS reported. One was Grade 2 and one was Grade 1. It
remains a common theme that the majority of reported GMMH acquired pressure ulcers occur within our later life services where the risks of pressure area
damage are higher due to frailty, immobility and chronic coexisting comorbidities.

All service users have care plans for their pressure ulcers and the quality of these is overseen by the Senior Nurse for
Integrated Healthcare. Whilst we have seen a small reduction in the number of pressure ulcers being acquired within
GMMH, further work is required to strengthen the approach to pressure ulcer prevention.
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3. Integrated Healthcare
3.4 Falls

Year to date, there have been 550 falls incidents reported in the Datix system. In Quarter 2, a total of 252 incidents were reported. This is a reduction of 46
falls since Quarter 1 (298 incidents). 74% of the incidents reported in quarter 2 insignificant, low and minor harm. Year to date, 20 falls harm resulted in
moderate, major and catastrophic harm. Falls causing moderate, major and catastrophic harm has reduced from 11 in quarter 1 to 9 in Quarter 2.

GMMH falls prevention and management 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 wide Falls Group with any hotspots identified for
immediate action planning. The Physical Health Care Committee monitors learning from falls. Further work is underway to increase falls training amongst
our clinical staff and this will be enhanced through the development of an e-learning package. Each individual fall resulting in harm during quarter 2 has
been reviewed, and where necessary further risk assessment and management plans were put in place to prevent repeated falls.
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3. Integrated Healthcare
3.5 PLACE
Annual PLACE report has been completed for 2018 and has been presented at Quality Governance Committee.
The Trust achieved higher than the national benchmark in all but two of the PLACE domains – Food and Disability. An action plan has been formulated which
will be monitored jointly by Estates and Facilities and Nursing and Governance.

3.6 Seasonal Flu
GMMH Seasonal flu campaign for 2018/2019 has commenced. The Trust are aiming to achieve a threshold of 75% receiving their flu vaccination. This will be
monitored through the seasonal Flu Steering Group and the Infection Prevention and Control Committee. We have calculated our baseline staff numbers and
the data has been uploaded to the vaccination system. A corporate action plan has been in put in place and this will continue to be monitored throughout the
seasonal flu season. Flu fighters have been identified locally and we have completed 4 training sessions already with a further 2 planned. Weekly
performance reports will be provided to Divisional flu leads and will be overseen at the weekly flu steering groups.

3.7 Motivate Quality Improvement Project
GMMH has recently been involved in a 90 day collaborative with NHS Improvement to close the gap on mental and
physical health.
A quality improvement project that was supported by the Dragons Den was taken through the collaborative. Its aim
was to improve physical health through increasing service user motivation to engage in regular physical activity and
raise awareness of change in relevant lifestyle factors. The project will initially target those who are classified as
obese (BMI 30 or more) in secure settings. The project aims to achieve 150 minutes of moderate activity weekly at
the end of 8 weeks.
GMMH were the winners of the “Expert By Experience Award” for delivering the most co-designed service
improvement project as voted by the Experts by experience involved in the collaborative.
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3. Integrated Healthcare
3.8. Deep Dive into Diabetes
During Quarter 2 a Deep Dive into Diabetes was completed. All known service users with diabetes in inpatient services were audited and a staff survey was
undertaken to identify training needs. DATIX incidents were also audited. An number of areas were identified requiring quality improvement. These related
to ICD10 recording; care planning; blood glucose monitoring; delivery of diabetic care process; staff training; access to specialist support; and prescribing and
administration. An action plan has been developed and will be monitored by our Physical Health Committee. There will be follow up audit in 12 months
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4. Staff Safety
4.1 Staff Alerts—Local Feedback
6 Safety Alerts were open at the end of Quarter Two. The following Patient Safety Alerts and Estates Alert were still open at the end of Quarter Two. Action
is underway to manage and close these alerts with monitoring by the Risk Management Committee.
Reference

Alert Title

NHS/PSA/
RE/2018/006

Resources to support the safe and timely
management of hyperkalaemia (high level of
potassium in the ...

Originated
By

Issue
Date

Status

Response

Deadline

08-AugIssued
Improvement 2018

Acknowledged

08-May-2019

NHS/PSA/
RE/2018/005

25-JulResources to support safer care for patients at risk of NHS
Issued
autonomic dysreflexia
Improvement 2018

Acknowledged

25-Jan-2019

NHS/PSA/
RE/2018/004

Resources to support safer modification of food and
drink

Acknowledged

01-Apr-2019

Acknowledged

19-Mar-2019

NHS

NHS

27-JunIssued
Improvement 2018
NHS

EFA/2018/005

Assessment of ligature points

Improvement 19-Sep- Issued
Estates and 2018
Facilities
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4. Staff Safety
4.2 Violence and Aggression Towards Staff
In Quarter 2, there were 221 violence and aggression Incidents causing injury to staff compared to 143 in Quarter One. North Manchester and Manchester Services
reported 88 incidents compared to 52 incidents in Quarter One, which is 40% of the total incidents reported. During quarter 2 the Manchester Positive and Safe group held
a focus event to identify further ways to reduce ward based violence. Salford reported 57 incidents (26%) compared to 47 in Quarter One; South Manchester and Trafford
27 (12%); Forensic medium secure 14 (6%); CAMHS 10 (5%); Bolton 8 incidents (4%); and Rehabilitation services 7 (3%). The graph below identifies an increase in the
number of violence and aggressive incidents towards staff in July and August, which reduced significantly during the month of September.
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4. Staff Safety
4.2.1 Number of Incidents and Associated Harms
In Quarter Two, 94% of violence and aggression incidents against staff resulted in minor harm compared to 93% in Quarter One. 13 (6%) of incidents resulted
in moderate harm requiring treatment compared to 9 (6%) in Quarter One. There has been a total of 11 violence and aggression incidents against staff
incidents reported to HSE as RIDDOR incidents compared to 6 in Quarter One. 10 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 Forensic Medium Secure, 3 in North Manchester, 2 in Salford, 2 in South Manchester and Trafford and 1 in Bolton.
Over the last 12 months there has been an almost 50% reduction in violence and aggression incidents resulting in injury to staff from 106 in October 2017 to
56 in September 2018. Local Positive and Safe action plans have been formulated for Bolton and Salford following quality walk round visits in Quarter Two.
These focused on corridor blind spots, anti-barricade doors, illicit substances and perimeter security. Bespoke search training was delivered to the Bolton
staff and was well received. The Risk and Safety team provides staff support, progress criminal cases and monitor incidents of violence and aggression
against staff through the Police Liaison Meetings.
During Quarter 2, GMMH began planning a Mutual Respect Campaign. This will be launched in the New Year and aims to further reduce conflict within our
inpatient settings.

.
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4. Staff Safety
4.3 Accidents Causing Injury to Staff
In Quarter Two 2018, there were 22 reported staff accidents resulting in injury compared to 28 in Quarter One. This comprised of 4 burns or scalds, 4 cuts with sharp
materials, 3 slips, trips and falls, 3 needle stick injuries, 2 trap injuries, 2 collisions with objects, 2 staff illness and 1 moving and handling injury. The graph below identifies a
spike in the number of accidents causing injury to staff in August, which has reduced again in September 2018.
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4. Staff Safety
4.3.1 Accidents Causing Injury to Staff
The graph below identifies themes in comparison to 2017.
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5. Positive and Safe
5.1 Violence and Aggression Incidents where Restraint Techniques were used:
During Quarter 2, violence and aggression incidents where restraint techniques were used maintained a level trajectory, with a slight spike in August 2018.
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5. Positive and Safe
5.1.1 Local Assurance Data Restraint
The Positive and Safe team monitors all use of restraint and provides ward level support to assist with care planning and Safewards implementation. The
ward managers for areas with the highest use of restraint provide local assurance statements which are reviewed by the Positive and Safe lead with
additional support and action noted at the Trust wide Positive and Safe meeting. During quarter 2 individual reports were provided by Blake (PICU);
Hayeswater (Enhanced Medium Secure); Irwell (PICU); Griffin (Young Adults) and Poplar (Acute). Restraint was used with very small groups of service users
on all wards. Assurance reports were followed up by visits from the Positive and Safe team to some of the wards to review care plans and provide additional
support. This involved additional physical restraint skills training, care plan reviews, help with Safewards implementation and support with team debriefs.
Various steps were taken to strengthen positive support planning and collaborative debriefs.
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5. Positive and Safe
5.2 Incidents of use of Rapid Tranquilisation
During Q2, there was a slight increase in the use of Rapid Tranq, with the trajectory decreasing in September 2018. 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.
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5. Positive and Safe
5.2.1 Local Assurance Data (Rapid Tranqulisation)
The Positive and Safe team monitors all use of rapid tranquillisation and provides ward level support to assist with care planning, Safewards implementation
and the PRN Campaign (Pause, Reflect, Next Steps). During quarter 2 additional assurance reports were provided by the ward managers of Bronte (Acute);
Hayeswater (Enhanced Medium Secure); Poplar (Acute); Cavendish (Older Adults) and Oak (Acute) wards. The Positive and Safe group is supporting the wards
at North Manchester to introduce the PRN Campaign in an attempt to reduce the use of RT on these wards. As with the use of restraint, the use of rapid
tranquillisation was used with small numbers of service users where restraint had been used concurrently. This involves exploring alternatives to medication
linked to Safewards interventions and positive support plans.
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5. Positive and Safe
5.3 Seclusion Use
During Quarter 2, there was an overall increase in the use of seclusion in July which resulted in a year to date position slightly above baseline based on
seclusion data. The P&S lead is looking into previous years data to discover more about the peak in July. If it is identified to be a yearly occurrence, the
Positive and Safe team will support to put actions in place in advance to avoid a similar peak next summer. It is unclear if the staffing challenges faced at this
time were as a result of the increase in incidents, or if they were a contributory factor.
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5. Positive and Safe
5.2.1 Local Assurance Data (Seclusion)
The Positive and Safe team monitors all use of seclusion and provides ward level support to assist with care planning and Safewards implementation to help
prevent or minimise the use of seclusion. During quarter 2 the use of seclusion fell below benchmark. The ward managers of Blake (PICU); Chaucer (PICU);
Isherwood (Low Secure); Irwell (PICU); and Maple House (PICU) provided local assurance reports. Additional support was provided to Phoenix ward through
the CAMHS specific Positive and Safe sub-group. The seclusion policy was also approved and training is underway to ensure this is rolled out across GMMH.

Quality Report | 25

6. Safeguarding
6.1 Adult and Child Safeguarding Incidents by Year to Date
During Quarter 2 a total of 71 safeguarding actions were raised by the Trust.

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
DDuring Quarter 2, there were a total of 7 safeguarding adult reviews, 5 serious case reviews and 3 domestic homicide reviews with varying levels of GMMH
involvement.
SAR’s

SCR’s

DHR’s

7 (Q1 4)
Manchester 4
Manchester/Trafford 1
Salford 1
Bolton 1

5 (Q1 5)
Manchester 3
Salford 2
Wigan 1

3 (Q1 4)
Manchester 1
Bolton 1
Manchester/Salford 1

There has been one SCR commissioned (Salford) and one SAR commissioned (Manchester) in Q2.

6.2.2 Published Safeguarding Reviews
There have been no SCR, SAR or DHR’s with single agency learning for GMMH published in Q2.
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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
There have been 3 (Q1 5) Prevent concerns raised by the Trust in Q2
Division

Number

Bolton

1

Specialist Network

2

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%



Quarter 2—79%

The Trust is required to achieve 85% and is continuing to improve compliance following the roll-out of the e-learning
module.

The Trust has been informed that the Prevent Wrap training will no longer be a ‘one off’ event. A three year refresher
period has now been introduced.
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7. Service User and Carer Feedback
7.1 Number of Complaints in the Quarter

During Quarter 2, a total of eight level 4 and level 5 complaints were received. The graph below identified the number of level three, four and five complaints during
Quarter 2. Year to Date, the number of Level 3, 4 and 5 complaints has reduced.

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 will be 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.
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7. Service User and Carer Feedback
7.2 Number of Claims in Quarter
During Quarter 2, 15 Claims were upheld (4 in relation to Clinical Negligence, 1 public liability and 10 in regards to Employers liability). The graph
identifiesthe claims upheld by type year to date. The graph identifies an increase in the year to date trajectory for employers liability, with a steady trajectory
for clinical negligence and public liability claims.

The below identifies the comparison of the number of claims received in Quarter 2 in comparison with Quarter 1.

Learning from claims is noted at the Risk Management Committee.
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7. Service User and Carer Feedback
7.3 Friends and Family Test
During Quarter 2, an average of 86% (79% Q1) 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.

Friends and Family Test
100.0%
90.0%

80.0%
70.0%
Extremely Likely and Likely
60.0%

Neither likely nor unlikely
Unlikely

50.0%
40.0%

96.8%
83.1%

78.1%

74.9%

Don't Know

81.2%

79.7%

Extremely unlikely

YTD Trajectory - Likeliness to Recommend
YTD - Extremely Unlikely

30.0%

20.0%
10.0%
0.0%

5.8%
1.9%
1.9% 7.2%

Apr-18

7.7%
3.9%
3.2% 7.1%

May-18

5.3% 8.2%
3.9%
7.7%

8.4%

Jun-18

Jul-18

3.1%4.0%
4.8%

7.9%
4.0%4.0%
3.0%
Aug-18

1.6% 1.6%

Sep-18

Quarterly figure only. Number of service users 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.
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8. Quality Improvement
8.1 Quality Account
Progress against the Quality Improvement Priorities (QIPs) published within this year’s Quality Account is now well underway.
The first quarterly report was produced in August, which highlighted significant progress against each of the 6 QIPs. Additional investment has been identified
via the Dragon’s Den fund, to support the delivery of a number of QIPs, for example service user and carer engagement, physical health assessment and the
introduction of a personality disorder strategy.
This is in acknowledgement of the improvement measures and delivery challenges associated with these workstreams. The Dragon’s Den funded initiatives
are also well underway. Delivery of these projects will impact directly on the 6 QIPs over the course of 2018/19.
The quarter two reports have now been produced, and continue to demonstrate significant ongoing progress. The reports were reviewed at the District
CQUIN and Quality Measures Board, with final revisions now being made ahead of their submission to Quality Governance Committee in November. All
current Dragon’s Den project leads have been asked to provide a brief mid year progress update. This will be used to summarise any early outcomes and
achievements as well as providing any further support to projects where this may be needed.
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8. Quality Improvement
8.2 Quality Improvement Strategy
A Board development Session focused on Quality Improvement was delivered during quarter 2 at the Trust Board meeting held on Monday 24th September
2018. The session explored the quality management system currently operating across GMMH and identified some of the key internal and external QI tools.
The session also highlighted the monitoring and surveillance of quality activity and set out a range of quality ambitions for 2018/19, including Board level
support for a GMMH Quality Strategy from April 2019 onwards.
Preparations for producing the strategy are now underway. The process is likely to include district QI conversations to scope out key high level areas of
priority for the year ahead – with support from AQuA, leading to the development of 3-4 top line QI priorities for accelerated improvement. Front line
services will play a key role in agreeing quality priorities and defining local QI projects and activities. The approach will require alignment with Quality
Account and Dragon’s Den programmes, and will constitute phase 1 of a GMMH Quality Strategy, with a first draft in place by April 2019.
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8. Quality Improvement
8.3 Quality Matters
During Quarter 2, a total of 21 metrics were received across the Trust. This brings the total run rate to 160 for IPSQ metrics received since the start of the
programme. The combined average scores for physical health and risk assessment were the highest overall section scores. The combined average score for
PMVA was the lowest overall section score.






For care planning, overall scores were generally higher on rehab and older adult wards.
For physical health, scores were generally higher on older adult, rehab and adult acute wards, and lower on low and medium secure, CAMHS and PICU
wards.
For the Mental Health Act, lower average scores were received from CAMHS and PICU wards, with higher scores reported from low and medium secure
and rehab wards.
For Risk assessment, scores were lower on CAMHS wards and higher on rehab wards.
For PMVA, average scores were lower on adult acute wards and higher on rehab wards

During Quarter 2, a total of 8 Walkarounds have been completed across the Trust. Recommendations from the Walkarounds have been shared with local
management teams for sharing of areas of good practice and possible areas of improvement.
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8. Quality Improvement
8.4 CQUIN Update—Specialist Network

DB

SMg

MH2

MH3

Recovery Colleges for Low and
Medium Secure Patients

Reducing Restrictive Practice
within Low and Medium Secure Services

This is the 3rd year of this CQUIN and there is no specific Milestones set (this
CQUIN scheme is not divided into quarterly milestones but via a series of Triggers)
Triggers for Year 3
1. 90% of patient target group participating in courses
2. 80% of patients reporting positive outcome measures
3. Publish 2nd Edition of Prospectus
Key
Targets for Year 3 Quarter 2
• Continue to record and monitor course attendance,the overall participant numbers
are higher for this quarter than for Q2 in 2017.
• Identify & develop courses for V2 of the Prospectus, the content of the new Prospectus has been drafted and it is due to be published in November/December
2018. All targets for Q2 have been met.

Y3 Quarter 2 Targets
• Progress report on implementation plan.
• Evaluate framework implementation and consider further improvements
For Y3 Q2 the CQUIN team have continued to focus on embedding consideration
and awareness of reducing restrictive practice strategies within the secure services
network. The vehicle of Safewards as the main intervention for reducing conflict in
clinical areas has been very much the focal point of Q2, alongside ongoing service
wider supervision, policy review, positive support care planning, ongoing monitoring
of data and reporting of use of restrictive interventions. The following conduits have
been identified to ensure effective implementation and monitoring.
1. Alignment with trust wide Positive & Safe Strategy & Quality Governance.
2. Supervision and Staff Support Forums.
3. Dissemination of information in public forums, article to be submitted.
4. Raising & Maintaining Awareness of Positive & Safe Care Delivery
5. Continues Relaunch of ‘Safewards’ as a vehicle for reducing restrictive interventions
6. Care-planning
and service user collaboration
7. Embedding Principles of Reducing Restrictive Practice & Positive & Safe within
our Recovery College
8. Monitoring & Management of Data. All targets for Q2 have been met
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8. Quality Improvement
8.4 CQUIN Update—Specialist Network
CD to CM

MH4

Discharge & Resettlement (All
Specialist MH Inpatient Services)

There are no explicit quarterly objectives stipulated for Year 2 of this CQUIN scheme
– performance within the scheme is judged by achievement towards the overarching
aims of the CQUIN scheme, as specified below.
1. The GMMH Specialist Services Network (SSN) have committed to achieve 80%
compliance with the Estimated Discharge Date (EDD) framework. Compliance is
specified as:
• Setting EDDs within the previously agreed timescales as noted in the strategy.
• Reviewing EDDs where discharge by this date no longer appears to be viable.
• Independent review of decisions to defer EDD, and of amendments to EDD will be in
line with the strategy developed during Y1 of this CQUIN scheme.
2. Achievement of a 10% reduction in average length of stay (ALoS) in each of the
SSN services. This reduction to length of stay will be calculated using the formula
specified in the CQUIN definitions document, and not associated to the EDD framework.
3. Maintenance of the discharge and resettlement support fund, which is intended to
overcome practical, financial barriers to achieving a timely discharge.
Q2 has delivered on all the expected outcomes required in relation to monitoring compliance around estimated discharge dates and are achieving above and beyond the
target ambition of 80%.
Throughout Y2 Q2 the
SSN has continued to work to augment the extant discharge planning processes in
meaningful and sustainable ways to ensure the 10% reduction average length of stay
is achievable within the timeframe of the CQUIN. The CQUIN remains on target to
achieve as of Q2 end.

GB

MH5

CAMHS Inpatient Transitions

There are no explicit quarterly objectives stipulated in Year 2 of this CQUIN scheme –
performance in the scheme is judged by achievement towards the overarching aims
of the CQUIN scheme as specified below. • Trigger 1: Collaborative Working Involving young people and carers in all discussions and decisions, as much as this is
possible and appropriate – This can be evidenced in various ways. Surveys should be
offered to all young people and carers (100%) following discharge, there are no targets for response rates. Additional evidence can also be submitted to demonstrate the
efforts to improve engagement.
• Trigger 2: Delayed discharge results – It is planned that, as a result of improved
liaison between inpatient and community services deriving from this CQUIN, no more
than 30 young people should be recognised as delayed discharges in 2018-2019.
• Trigger 3: Liaison with other agencies – The case notes of all (100%) of young
people discharged from the service should be audited for evidence of effective liaison
between agencies. Q2 has continued to see work progress positively on all the above
triggers to ensure full implementation within the time frame of the CQUIN.
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8. Quality Improvement
8.5 CQUIN Summary—Trustwide
The full CQUIN summary report can be accessed here.
8.5.1 National CQUINs
The national CQUINS for the 2018/2019 financial year are currently on track and RAG rated as green for achievement.
These include the following national CQUINs:

National Indicator 1a - Improvement of Health and wellbeing


National Indicator 1b - Healthy Food for NHS Staff, Visitors and Patients



National Indicator 1c - Improving the uptake of flu vaccinations for front line clinical staff



National Indicator 3b - Collaboration with primary care clinicians



National Indicator 4 - Improving service for MH Needs who present to A&E



National Indicator 5—Transitions out of children and young people’s Mental Health Services (CYPMHS)



National Indicator 9a-e - Preventing ill health from risky behaviors

An exception was reported for national CQUIN N3a in regards to cardiometabolic assessment and treatment for patients with psychosis, which was RAG
rated amber. It was a requirement that the Trust were to provide cardiometabolic training by the end of Quarter 2 2018/2019, this is being achieved through
the development of an e-learning package, which is being funded as part of a £15K CQUIN allocation. This development is ongoing and is in the final stages. A
further clinical consultation is scheduled, with an expected completion date of December 2018. In the interim, face to face training is being provided and a
further 45 places have been made available. A specific action plan has been developed to support improvements in the Manchester Early Intervention Team,
following the successful recruitment to a number of posts.

8.5.2 Local CQUINs
Local Indicator 1a - Suicide Prevention - Manchester for 2018/2019 financial year is currently on track and RAG rated as green for achievement.
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9. Mental Health Act and Mental Capacity Act
9.1 Admission to Hospital Under Mental Health Act 1983
Figure 3 shows numbers of admissions under a section of the Mental Health Act 1983 (Parts II and III MHA) in Q1.
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9. Mental Health Act and Mental Capacity Act
9.1 .1 Analysis of Admission to Hospital Under Mental Health Act 1983
There has been a significant increase in section 2 applications in Manchester/Trafford, 124 in Q1 and 153 in Q2, which is an increase of 23%. The rationale for
this increase is unclear and will be explored further and discussed in the next quarterly report.
There has also been a substantial increase in Section 3 applications trust-wide, 62 In Q1 and 90 in Q2, which is an increase of 45%. This increase may be due
to recording issues and how the data was previously calculated and will be further clarified to ensure validity of data.
Holding powers under Section 5 of the Act were used less frequently in Q2, which may be due there being fewer patients admitted to hospital informally
balanced against the increased section 2 applications.
Fewer applications for Community Treatment were made in Q2. In Q1 there were 48 applications as opposed to 31 applications in Q2, which is a decrease of
35% and is in line with national trends for decreasing CTO applications.
Applications under part 3 of the MHA have increased 68%. It is unclear what may have caused this increase. However, as numbers are low compared with
part 2 detentions it is difficult to translate if this is of significance.
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9. Mental Health Act and Mental Capacity Act
9.2 CQC Mental Health Act Focused Visits
As part of their inspection programme, the CQC undertook 7 unannounced Mental Health Act Monitoring visits in Quarter 2. The table below identifies key
themes highlighted from these inspections. Service areas provide responses to the CQC in the form of a Provider Action Statement, which evidences actions
taken to address any issues raised during the visits. Service representatives are then invited to the MHACC to advise of their current progress against the
Provider Action Statement and to provide assurance that positive developments are embedded in practice.
Ward

Date of Visit

Date Provider Action Statement Returned

Themes

Medlock

18/06/2018

03/08/2018

AMHP reports, !32 rights, Discussion re capacity

Eagleton

06/08/2018

07/09/2018

AMHP reports,132 rights, capacity

Andersen

28/08/2018

21/09/2018

Legal status, AMHP report, 132 rights, care
planning, discussion re capacity, leave

Loweswater

30/07/2018

25/09/2018

s.132 rights, blanket restrictions, care planning,
advance statements, s.132 rights

Coniston

20/08/2018

In progress, due date
15/10/2018

s.132 rights, care plans, advanced statements,
T.2, T.3, Blanket restrictions

Cavendish

18/09/2018

In progress, due date
16/10/2018

Referrals to IMHAs, Capacity, care planning

Newland

18/09/2018

In progress, due date
28/10/2018

care planning, T2
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9. Mental Health Act and Mental Capacity Act
9.3 Section 49 Reports
No requests for s.49 MCA reports were received in Q2, which is in contrast to four report requests being received in Q1.
A system is now in place for the receipt of such requests and training has been provided to Responsible Clinicians and Psychologists.
9.4 DOLS applications
Data relating to numbers of DoLS applications and numbers of applications approved is gathered from across the Trust by the Manchester/Trafford division
and is detailed for Q1 and Q2 in Fig.4. A Trust-wide MCA and DoLS policy and procedure is being developed to ensure effective systems and practices are in
place with regards to MCA and DoLS.

2018

Number of DoLS
Applications made

Number of DoLS
Applications approved

Quarter 4 17/18

4

1

Quarter 1

1

1

Quarter 2

2

1

9.5 Judicial Review Pre-Action Letters
During Quarter 2, two pre-action letters before claim were received. 1 of which was relating to a Salford patient and the second relating to a Manchester
patient at Tiesto House. Both pre-action letters have been responded to with no response reviewed at the time of
writing.
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Care Quality Commission Community Mental Health Services National Patient Survey
Report – November 2018
1.

Purpose of Report:

This report has been developed to identify key highlights, benchmarked scores, performance
issues and areas for improvement from the 2018 national patient survey of community mental
health services. It was published on 22nd November by the Care Quality Commission (CQC).
A separate briefing paper is to be produced which will describe GMMH scores across all 11
thematic areas in comparison to those received by neighbouring mental health trusts in the
North West region. The data required to produce this specific part of the report is not due to
be published until 22nd November, and will therefore be tabled during the Board meeting.
2.

Introduction

This report provides an overview of key results from the CQC benchmark report, which
presents scores for the Trust for each of the survey questions, comparing GMMH scores
against those received by other mental health trusts in England. As in previous years, most
of the questions in the questionnaires were ‘closed’ questions, where the respondent had to
tick the option that corresponded most closely to their experience.
3.

Scoring system used within the benchmark report

The benchmark report format for 2018 continues to use the same scoring system that was first
introduced in 2013, and presents the data as a score out of 10. This is considered as a robust
statistical technique. The scores and groupings now match those presented under the
organisation search tool available on the CQC website.
4.

Response Rate and Eligibility Criteria

The 2018 survey of people who use community mental health services involved 56 providers
in England (including combined mental health and social care trusts, Foundation Trusts and
community healthcare social enterprises that provide mental health services). The CQC
received responses from more than 12,000 people. The response rate for GMMH was 24%,
and is an improvement from the figure of 21% reported in 2017.
People aged 18 and over were eligible for the survey if they were not currently an inpatient,
were receiving specialist care or treatment for a mental health condition and had been seen
by the trust between 1 September 2017 and 30 November 2017. Fieldwork for the survey (the
time during which questionnaires were sent out and returned) took place between February
and June 2018.
5.

Methodology

The ‘about the same,’ ‘better’ and ‘worse’ categories used in the CQC scoring system are
based on a statistic called the ‘expected range’ which determines the range within which the
trust’s score could fall without differing significantly from the average, taking into account the
number of respondents for each trust and the scores for all other trusts. If the trust’s
performance is outside of this range, it means that it performs significantly above/below what
would be expected. If it is within this range, performance is ‘about the same’. This means that
where a trust is performing ‘better’ or ’worse’ than the majority of other trusts, it is very unlikely
to have occurred by chance.
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The graphs in the accompanying CQC report show how the score for the trust compares to
the range of scores achieved by all trusts taking part in the survey. The orange section in the
charts represents the expected range for a score for a trust. This is the range within which
the CQC would expect a particular trust to score if it performed ’about the same’ as most other
trusts in the survey. If a score falls above or below the expected range it will be in the ‘better’
or ‘worse’ category, represented by the green and red areas respectively. The calculation of
the expected range takes into account the number of respondents from each trust as well as
the scores for all other trusts, and allows the CQC to identify which scores they can confidently
say are 'better' or 'worse' than the majority of other trusts.
6.

Summary of Survey Report

For 2018, results indicate a marginal reduction in scores across all 11 thematic areas, from
those reported in 2017. GMMH results were better than most other mental health trusts in one
area. This was ‘how well does this person organise the care and services you need’
Results were more or less the same as other mental health trusts in all other areas.
GMMH results in 2018 were significantly lower this year when compared to 2017 for two
questions. These were:
•
•

Have you been told who is in charge of organising your care and services?
Have you agreed with someone from NHS mental health services what care you will
receive?

Further information including a comparison with the 2017 scores for these questions is
included in section 7 of this report. There were no statistically significant differences between
last year’s and this year’s results for 19 questions.
Table 1. Comparison of scores in thematic areas from 2017 to 2018
Thematic
area
Theme 1. Health and social care workers

GMMH
2017 Score
7.6

GMMH
2018 Score
7.3

Theme 2. Organising care
Theme 3. Planning care
Theme 4. Reviewing care

8.7
7.2
8.0

8.4
6.8
7.3

Theme 5. Changes in who you see
Theme 6. Crisis care
Theme 7. Medicines
Theme 7. NHS Therapies
Theme 8. Support and wellbeing
Theme 9. Overall views
Theme 10. Overall

6.8
6.7

6.4
6.5








n/a

6.9
7.6
4.5
7.3
7.0






7.7
5.0
7.4
7.1

Variation
+/0.3
0.3
0.4
0.7
0.4

0.2
n/a
0.1
0.5
0.1
0.1

For 2018, GMMH did not receive any results in the worst scoring 20% of all mental health
trusts. As highlighted earlier, scores have reduced in all thematic areas from 2017, although
this is marginal in most areas. The decrease in scores was however more apparent in a
number of key thematic areas. These included ‘planning care’, ‘reviewing care’, ‘changes in
who you see’ and ‘support and wellbeing’. The Trust’s highest thematic scoring category for
2017 was for ‘organising care’ (8.4 out of 10).
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7.

Analysis of results

The following section of this report provides a more detailed analysis of Trust scores obtained
within the 2018 national community mental health services survey report. Questions are
broken down into the 11 separate themes and follow the format as laid out within the CQC
report, as follows:
1. Your health and Social Care Workers

2. Organising your care

3. Planning your care

4. Reviewing your care

5. Changes in who you see

6. Crisis care

7. Medicines

8. NHS therapies

9. Support and wellbeing

10. Overall view of care and services

11. Overall

I.

Health and Social Care Workers

Within this section, service users were asked about their relationship with health and social
care workers at the Trust. Questions focus on how well service felt they were listened to be
staff, if they were given enough time to discuss their needs and treatment and whether or not
the health and social care worker understood how the service user’s mental health affected
other areas of their life.

Your Health and Social Care Workers
Comparison between 2017 and 2018 scores

7.65
7.6

7.6

7.55
7.5
7.45
7.4
7.35

7.3

7.3
7.25
7.2
7.15

2017

2018

Question

2018
score

2017
score

4. Were you given enough time to discuss your needs and
treatment?

7.7

7.4



0.3

5. Did the person or people you saw understand how your
mental health needs affect other areas of your life?

7.0

7.3



0.3
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Variation
from 2017

Theme
Your health and
social care workers

II.

Summary
Scores in this area are more or less the same as other mental
health trusts. In comparison to 2017, scores were variable. Scores
have improved for the question, which asks if service users were
given enough time to discuss their needs and treatment. However
there was a marginal reduction for 2018 for the question around
mental health affecting other areas of life, from 2017.

Organising care

Within this section, questions are focused on care coordination and the reporting of concerns.
Questions include details around whether or not the service user is aware of who is in charge
of organising care and services, having contact details of the person to contact in the event of
a concern relating to care and the view of service users on how well they feel that their care
and services are organised by the Trust.
Organising Care

Comparison between 2017 and 2018 scores
8.75
8.7

8.7

8.65
8.6
8.55
8.5
8.45

8.4

8.4
8.35
8.3
8.25

2017

2018

Question

2018
score

2017
score

6. Have you been told who is in charge of organising your
care and services?

6.9

8.2

8. Do you know how to contact this person if you have a
concern about your care?

9.7

n/a

n/a

9. How well does this person organise the care and services
you need?

8.7

n/a

n/a

Theme
Organising care

Variation
from 2017



2.7

Summary
Scores in this area are more or less the same as other mental
health trusts. Because of changes to how questions were asked in
2018 it has not been possible to make direct comparisons to the
2017 survey scores for questions 8 and 9. For 2018, there has
been a significant reduction in the score for question 6, which asks
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if services users if they have been told who is organising their care
and services (2.7 reduction from 2017). Direct comparisons cannot
be made for the remaining questions in this section. However it
should be noted that the GMMH score for question 9 was ‘better’
in comparison to other mental health trusts in England.
III.

Planning care

Within this section, service users were asked about their involvement in making decisions
about the mental health care and support that they receive. Questions included issues around
agreeing care plan contents, involvement in care planning and whether or not the care took
personal circumstances into account.
Planning Care
Comparison between 2017 and 2018 scores
7.3
7.2

7.2

7.1
7
6.9
6.8

6.8
6.7
6.6

2017

2018

Question

2018
score

2017
score

10. Have you agreed with someone from NHS mental health
services what care you will receive?

5.7

6.5



0.8

11. Were you involved as much as you wanted to be in
agreeing what care you will receive?

7.5

7.2



0.3

12. Does this agreement on what care you will receive take
your personal circumstances into account?

7.4

7.9



0.5

Theme
Planning care

Variation
from 2017

Summary
Scores in this area are more or less the same as other mental
health trusts. There was an improvement in 2018 on service users
reporting that they were involved as much as they wanted to be in
their care. However, scores reduced in the remaining 2 questions
areas, more significantly in relation to question 10.
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IV.

Reviewing your care

Within this section, service users were asked to provide information about when their care has
been reviewed by mental health services, and how involved they felt during this process.
Questions asked included whether or not they had met within the past 12 months to discuss
how their care was working, and if decisions were made together between the service user
and the person they saw during the care review.
Reviewing Care

Comparison between 2017 and 2018 scores
8.2
8

8

7.8
7.6
7.4

7.3

7.2
7
6.8

2017

2018

Question
13. In the last 12 months, have you had a formal meeting
with someone from NHS mental health services to discuss
how your care is working?
14. Did you feel that decisions were made together between
you and the person you saw during this discussion?

Theme
Reviewing care

V.

2018
score

2017
score

Variation
from 2017

6.8

7.6



0.8

7.7

8.1



0.4

Summary
Scores in this area are more or less the same as other mental
health trusts. Scores in both areas have decreased from those
reported last year. This was more evident in relation to service
users reporting that they had undergone a care review in the last
12 months.

Changes in who you see
Within this section, service users were asked if the reasons for any changes in their care were
explained to them, if changes had had any sort of impact on their care.
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Changes in who you see

Comparison between 2017 and 2018 scores
6.9
6.8

6.8
6.7
6.6
6.5

6.4

6.4
6.3
6.2

2017

2018

Question
16. Were the reasons for this change explained to you at the
time?

2018
score

2017
score

5.8

7.0



1.2

7.0

6.9



0.1

17. What impact has this had on the care you receive?

Theme
Changes in
people see

VI.

who

Variation
from 2017

Summary
Scores in this area are more or less the same as other mental
health trusts. Scores are variable when compared to those
reported in the 2017 survey. There was an improvement in relation
to the impact of any changes on care arrangements. However,
there was a significant reduction for question 16, which asks
service users if the reasons for any changes in their care
arrangements were explained to them.

Crisis care

This section focuses on support available to service uses who find themselves in a crisis
situation. Question asked included whether or not service users had been provided with
details of who they should call if they find themselves in a crisis situation, and whether or not
they were able to get the help they needed if they needed to contact crisis support out of hours.

7

Crisis Care

Comparison between 2017 and 2018 scores
6.75
6.7

6.7

6.65
6.6
6.55
6.5

6.5
6.45
6.4

2017

2018

Question

2018
score

2017
score

18. Do you know who to contact out of office hours if you
have a crisis?

6.0

7.0

19. In the last 12 months, did you get the help you needed
when you tried contacting this person or team?

7.1

n/a

Theme
Crisis Care

VII.

Variation
from 2017



1.0
n/a

Summary
Scores in this area are more or less the same as other mental
health trusts. Scores have reduced, when compared to those
asked in the 2017 survey. There was a significant reduction for
question 18, which asks service users if they know who to contact
out of office hours if they have a crisis. Question 19 was not
included within the 2017 survey, so a comparison cannot be made

Medicines

This section focuses on support around medications for services users. Question asked
included whether or not service users felt as involved as they wanted to be in decisions around
medicines, whether or not they received information on their medicines in a way they could
understand and if, in the last 12 months, an NHS mental health worker had checked with them
how they were getting on with their medications.
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No Data available
6.75
6.7
6.65
6.6
6.55
6.5
6.45
6.4

2017

2018

This thematic area was not included in the 2017 survey, therefore there is no data
available
Question

2018
score

2017
score

21. Were you involved as much as you wanted to be in
decisions about which medicines you receive?

6.4

7.2

22. Were you given information about your medicines in a
way you could understand?

6.4

n/a

7.8

8.2

25. In the last 12 months, has an NHS mental health worker
checked with you about how you are getting on with your
medicines?

Theme
Medicines

Variation
from 2017



0.8
n/a



0.4

Summary
Scores in this area are more or less the same as other mental
health trusts. Out of the 3 question areas, scores have decreased
in 2 areas. A comparison could not be made for question 22, as it
was not included in the 2017 survey. In the areas where scores
decreased, this was more evident for question 21 which asks if
service users were involved in decisions about which medicines
they took.
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VIII.

Therapies

This section asks service users questions regarding therapies they have accessed. It covers
issues including whether or not any information they had been provided regarding therapies
had been offered in a way they could understand, and if they had been involved as much as
they wanted to be in deciding which therapies to use.

NHS Therapies

Comparison between 2017 and 2018 scores
7.72
7.7

7.7

7.68
7.66
7.64
7.62

7.6

7.6
7.58
7.56
7.54

2017

2018

Question

2018
score

2017
score

Variation
from 2017

27. Were these NHS therapies explained to you in a way you
could understand?

8.1

n/a

n/a

28. Were you involved as much as you wanted to be in
deciding what NHS therapies to use?

7.0

n/a

n/a

Theme
NHS Therapies

IX.

Summary
Scores in this area are more or less the same as other mental
health trusts. It is not possible to make comparisons as neither of
these questions were included within the 2017 survey.

Support and wellbeing

Within this section, service users are asked to provide details on how mental health services
support them in maintaining their physical health and wellbeing, financial advice or benefits,
finding or keeping work, taking part in local activities, the extent of any family input accessing
support from people with similar mental health needs.
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Support and Wellbeing

Comparison between 2017 and 2018 scores
5.1
5

5

4.9
4.8
4.7
4.6

4.5

4.5
4.4
4.3
4.2

2017

2018

Question
31. In the last 12 months, did NHS mental health services
give you any help or advice with finding support for physical
health needs?
32. In the last 12 months, did NHS mental health services
give you any help or advice with finding support for financial
advice or benefits?
33. In the last 12 months, did NHS mental health services
give you any help or advice with finding support for finding or
keeping work?
34. In the last 12 months, has someone from NHS mental
health services supported you in joining a group or taking
part in an activity locally?
35. Have NHS mental health services involved a member of
your family or someone else close to you as much as you
would like?
36. Have you been given information by NHS mental health
services about getting support from people who have
experience of the same mental health needs as you?

Theme
Support and
Wellbeing

2018
score

2017
score

Variation
from 2017

4.7

5.3



0.6

3.9

4.7



0.8

3.8

3.7



0.1

4.7

n/a

n/a

6.8

6.8



3.2

3.9



0.7

Summary
Scores in this area are more or less the same as other mental
health trusts. Scores are variable in comparison to those reported
in 2017. Scores have reduced in three areas, including receiving
support around physical health, getting help with finances or
benefits and accessing peer support locally. There was a slight
improvement for the question around getting help with finding or
keeping work, and scores stayed the same for carer involvement
when compared to 2017. Question 34 was not included within the
2017 survey so no comparison could be made with this year’s
score.

11

X.

Overall views of care and services
This section of the questionnaire asks service users to consider if they had been seen often
enough by mental health staff for their needs, and whether or not they had been treated with
respect and dignity by mental health services.
Overall view of care and services

Comparison between 2017 and 2018 scores
7.42
7.4

7.4

7.38
7.36
7.34
7.32

7.3

7.3
7.28
7.26
7.24

2017

2018

Question
3. In the last 12 months do you feel you have seen mental
health services often enough for your needs?
38. Overall in the last 12 months, did you feel that you were
treated with respect and dignity by NHS mental health
services?

Theme
Overall view of care
and services

2018
score

2017
score

Variation
from 2017

6.1

6.1



8.5

8.7



0.2

Summary
Scores in this area are more or less the same as other mental
health trusts. Scores are variable in comparison to those reported
in 2017. For question 3, service users reported the same score for
being seen often enough for their needs. Scores decreased
marginally for the other question in this category which asks if
service users were treated with respect and dignity by NHS mental
health services.
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XI.

Overall experience

The final section of the questionnaire asks service users to rate the overall quality of their
experience with mental health services on a scale of zero (being poor) to ten (being very
good).
Overall

Comparison between 2017 and 2018 scores
7.12
7.1

7.1

7.08
7.06
7.04
7.02

7

7
6.98
6.96
6.94

2017

2018

Question

2018
score

2017
score

7.0

7.1

38. Overall, I have had a very good experience

Theme
Overall, I have had a
very good
experience
8.

Variation
from 2017



0.1

Summary
The score within this category is more or less the same as other
mental health trusts. It is also comparable with the score reported
in 2017, although a marginal decrease has been reported.

Conclusions

For 2018, overall Trust scores are ‘more or less the same’ as the other mental health trusts
that took part in this year’s programme. The survey results identify a reduction in scores
across all 11 thematic areas, from those reported in 2017, although this is marginal in some
areas. GMMH results were better than most other mental health trusts in one area. This was
‘how well does this person organise the care and services you need’ Results were more
or less the same as other mental health trusts in all other areas.
GMMH results in 2018 were significantly lower this year when compared to 2017 for two
questions. These were:
•
•

Have you been told who is in charge of organising your care and services?
Have you agreed with someone from NHS mental health services what care you will
receive?
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There were no statistically significant differences between last year’s and this year’s results
for 19 questions.
For 2017, there are a number of areas where service users continue to feedback a positive
experience of the Trust’s community mental health services. These areas include:
•
•
•
•
•
•

Service users reporting that they have been given enough time to discuss
needs and treatment
Service users knowing who to contact if there is a concern about care
How well NHS mental health services organise care and services
Service users reporting that changes to their care have not adversely
affected their care and treatment
Carer and family member involvement
Service users reporting being treated with respect and dignity by NHS
mental health services

Whilst GMMH is able to see positive feedback in these areas, there are still a number of
questions where the Trust would expect to see some improvement. This include areas where
there has been a notable reduction in scores from the 2017 survey. This includes the following
areas:
• Service users being told who is in charge of organising care and services
• Care plans/agreements taking personal circumstances into account
• Having a formal meeting with someone from NHS mental health services to
discuss how care is working
• If changes to care and treatment were explained to service users at the time
they took place
• Service users knowing who to contact outside of office hours if they are in a
crisis
• Service users being involved as much as they wanted to be in deciding which
medicines to take
• Service users receiving help or advice with physical health needs
• Service users receiving help or advice with finances or benefits
• Service users accessing local peer support
9.

Suggested actions for improvement

The results from this survey were discussed at a joint meeting of the CareHub and GMMH
Service User and Carer Engagement Leads meeting held on 14th November 2018. A number
of improvement actions were discussed at this meeting, and a number of suggested actions
for improvement were identified. These included:
Identified improvement
areas from 2018 survey
report

Suggested actions for improvement

• Service users being
told who is in charge
of organising care
and services

The Head of Service User and Carer Involvement will work with
the GMMH communications department to develop an
information card. This will include important information such as
name of current care coordinator, contact details, crisis contact
information and other important information.
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• If changes to care and
treatment
were
explained to service
users at the time they
took place

Cards can be redistributed if changes are required to care
arrangements for any reason. This can also be used to prompt
a conversation around why changes are required, so that the
service user is clear about why they need to be made

• Service users
knowing who to
contact outside of
office hours if they
are in a crisis

In addition to the above, the Head of Service User and Carer
Involvement will commence a review of out of hours information,
to ensure that helpful information is easily accessible on the
GMMH website and via social media platforms including Twitter
and Facebook.

Identified improvement
areas from 2018 survey
report

Suggested actions for improvement

• Service
users The Head of Integrated healthcare will ensure that plans to build
receiving
help or physical healthcare into mandatory training are concluded by
advice with physical December 2018.
health needs
This training will be aimed at all Doctors, registered nurses, staff
working in specific physical health roles and staff working with
people with psychosis.
The Trust continues to have an established workforce who are
in specific physical healthcare roles with a clear remit to ensure
clearer pathways, interventions and signposting.
The physical healthcare committee will continue to monitor
progress against the completion of the Lester tool and will
provide weekly progress reports to all clinical teams across
GMMH.
The Head of Integrated Healthcare will lead on plans to develop
a system for recording baseline BMI and smoking status,
specifically for EI service users. This will be concluded during
quarter three.
The Health Improvement Coaches will continue to provide
support to service users around risky behaviours, including
smoking cessation and reductions in alcohol consumption. This
will lead to improvements in screening, brief interventions and
advice. It will also include working in communities to identify
sources of local support and physical health, with clear
pathways and signposting as required.
Identified improvement
areas from 2018 survey
report

Suggested actions for improvement

• Care plans and
agreements taking
personal
circumstances into
account

The GMMH CPA steering group will commence plans develop
current CPA documentation, so that it incorporates personal
circumstances for individual service users, and takes all
aspects of life that are important to service users into
consideration. The CPA steering group will also undertake a
training needs analysis around care planning, to ensure that
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additional appropriate training is made available to support staff
when care planning with service users, e.g. recovery star and
motivational based interviewing.
• Having a formal
meeting with
someone from NHS
mental health
services to discuss
how care is working

The Head of Service User and Carer Involvement will work with
the Chair of the GMMH CPA steering group to plan a workshop
to look at CPA assessment documentation.

• Service users being
involved as much as
they wanted to be in
deciding
which
medicines to take

The Medicines Management Lead Nurse will present the issue
of service users not feeling involved in deciding which
medicines to take at the Medicines Management Group, in
order to explore potential ways to improve the service user
experience.

Identified improvement
areas from 2018 survey
report

Suggested actions for improvement

• Service users
receiving help or
advice with finances
or benefits

Clinical improvement leads to lead discussions with operational
services to explore potential solutions to improving support and
information relating to finances and benefits, leading to clearer
pathways, interventions and signposting.

The Quality Improvement Team will work with the GMMH
Clinical Improvement Leads to identify if the current GMMH care
plan audit can be extended to include community based
services.

Operational services to review all SOPs in relation to benefits,
and where none are currently in place, ensure that these are
introduced by the end of 2018/19.
Identified improvement
areas from 2018 survey
report

Suggested actions for improvement

• Service users
accessing local peer
support

The Corporate Nursing and Governance Team will Conclude
the current recruitment of the service user link worker. This role
will ensure that connections to local services are in place. It will
also support local groups to advertise support and services that
may be of interest to GMMH service users. The CareHub will
then ensure that these are cascaded out across operational
services. This role will also entail the mapping of local groups
and activities across the districts, and will ensure that these are
recorded in a single directory that is kept updated and made
accessible to community based services.
The Head of Service User and Carer Involvement will explore
peer mentorship in community services, via the CareHub.
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10.

Next steps

The Improvement actions identified as a result of the 2018 National Patient Survey will be
monitored at the GMMH CareHub, and at the other working groups and committees
referenced within this report on a quarterly basis including the Physical Healthcare Committee
and the GMMH CPA Steering Group.
In addition to the above proposed improvement actions, there are a broad range of ongoing
activities that are likely to have a positive impact on many of the above areas going forward.
This includes the ongoing clinical transformation activity within Manchester services, care
plan/CPA audits, service accreditation within community based services, local and external
audit relating to medicines, CQUINS relating to physical health and the Quality Matters
programme, which will continue with the phased roll-out into community services from during
2018/19.
A separate briefing paper is to be produced which will describe GMMH scores across all 11
thematic areas in comparison to those received by neighbouring mental health trusts in the
North West region. The data required to produce this specific part of the report is not due to
be published until 22nd November, and will therefore be tabled during the Board meeting.
Patrick Cahoon
Head of Quality Improvement
13th November 2018
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DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):
EXECUTIVE SUMMARY:

Emergency Preparedness, Resilience and Response (EPRR) Core Standards SelfAssessment 2018-19
Monday 26 November 2018
12
Gill Green, Director of Nursing and Governance
John Harrop, Head of Risk Management
The NHS England Core Standards for Emergency Preparedness, Resilience and
Response (EPRR) are the minimum standards which NHS organisations and providers
of NHS funded care must meet.
This paper provides a statement of substantial compliance against the 2018-19 EPRR
core standards following completion of an annual self-assessment. It is a
requirement of the EPRR assurance process that this paper is presented to the
Board. The EPRR Core standards were presented at the Trust Risk Management
Committee on 1st October 2018 and Trust EMT meeting on 31st October 2018.
The action plan in relation to those standards where the Trust has self-assessed as
partially compliant will be monitored by the Trust Risk Management Committee.

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

Civil Contingencies Act 2004
NHS England EPRR Framework

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
X
Objective 6 – Achieve financial strength and
working
be well-governed

X

X

DOES THIS REPORT ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?
If ‘yes’:
DATIX ID

RECOMMENDATIONS:

Strategic Objective

Description (as per BAF)

The Board is asked to note the EPRR Statement of Compliance.

No

Emergency Preparedness, Resilience & Response (EPRR) Core Standards Self-Assessment 2018-19
1. Introduction
This paper provides a statement of compliance against the 2018-19 EPRR core standards.
2. Background
As part of the NHS England EPRR Framework, providers and commissioners of NHS funded services
must show they can effectively respond to major, critical and business continuity incidents whilst
maintaining services to patients. The NHS England Core Standards for EPRR sets out the minimum
requirements expected of providers of NHS funded services in respect of EPRR.
The purpose of the NHS England Core Standards for EPRR are to:
•
•
•
•

enable health agencies across the country to share a common approach to EPRR
allow coordination of EPRR activities according to the organisation’s size and scope
provide a consistent and cohesive framework for EPRR activities
inform the Trust’s annual EPRR work programme.

3. EPRR annual assurance process
The NHS England Board has a statutory requirement to formally assure itself of its own, and the NHS
in England’s, EPRR readiness. This is provided through the EPRR annual assurance process and
assurance report. This report is submitted to the Department of Health and Social Care, and the
Secretary of State for Health and Social Care.
As the Core Standards for EPRR provide a common reference point for all organisations, they provide
the basis of the EPRR annual assurance process. Providers of NHS funded services complete an
assurance self-assessment based on these core standards. In Greater Manchester, this assurance
process is led by the Greater Manchester Health and Social Care Partnership (GMHSC) via the Local
Health Resilience Partnerships (LHRP). The LHRP will consider submissions as an agenda item at the
meeting on 22nd November 2018.
4. Core Standards for EPRR Domains
The NHS England Core Standards for EPRR are split into ten domains:
1. Governance
2. Duty to risk assess
3. Duty to maintain plans
4. Command and control
5. Training and exercising
6. Response
7. Warning and informing
8. Cooperation
9. Business continuity
10. Chemical Biological Radiological Nuclear (CBRN) and Hazardous Material (HAZMAT).

The 2018/19 core standards for EPRR includes a deep dive focussing on command and control. The
applicability of each domain and core standard is dependent on the organisation’s function and
statutory requirements. For 2018/19, 54 of the 68 core standards are applicable to mental health
services.
5. Core Standards Self-Assessment
The Trust’s EPRR Group has undertaken a self-assessment against the core standards and has assessed
the Trust as substantially compliant. The Trust is fully compliant with 50 standards and partially
compliant with 4 standards. The Trust has identified no areas of non-compliance.
Appendix 1 provides a summary of compliance with the standards.
6. Action Plan
The EPRR self-assessment against the core standards was presented at the Trust Risk Management
Committee on the 1st October 2018. An action plan has been formulated for the 4 standards where
the Trust is partially compliant and progress against this will be monitored by the Risk Management
Committee. The action plan is included in Appendix 2.
7. Recommendation
It is recommended that: •

The Board notes the EPRR Statement of Compliance.

•

The Risk Management Committee will monitor compliance against the EPRR Core Standards
Action Plan.

Appendix 1

Appendix 2
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AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):
REPORT SUMMARY:

CQC Core Service with Well-led Review – Update and Future Focus
Monday 26 November 2018
13
Andrew Maloney, Director of HR and Corporate Affairs and Mary Lee, Acting
Director of Development and Performance
Kim Saville, Company Secretary
The following report updates the Board on progress with the delivery of the CQC
Action Plan, which was agreed as an outcome of the Trust’s core service with wellled inspection in 2017. The report also provides an update on progress made in
addressing the systemic well-led issues – namely, mandatory training and Mental
Health Act (MHA) and Mental Capacity Act (MCA) compliance – and other well-led
development priorities identified by the Board in November 2017. The report
concludes with an overview of the Peer Reviews being undertaken on all PICU
(Psychiatric Intensive Care Unit) and adult acute wards during November 2018. This
is with the aim of ensuring that services maintain a focus on delivering high-quality,
patient-centred, safe care and are enabled to sustain quality improvements.
The report is set in the context of the Care Quality Commission (CQC) having
indicated that the Trust should expect its next well-led inspection by February 2019.

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
1

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

-

LEGAL IMPLICATIONS:

Compliance with Mental Health Act (MHA) and Mental Capacity Act (MCA)
legislation

REGULATORY
IMPLICATIONS (CQC/NHSI):

Update on the Trust’s progress in delivering the actions required and
recommended by the Care Quality Commission (CQC) in the most recent
inspection

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

Yes

If ‘yes’:
DATIX ID
Risk ID 2819

Risk ID 1804

Risk ID 2823

Strategic Objective
Obj. 1 – To promote recovery
by providing high quality care
and delivering excellent
outcomes
Obj. 5 – To enable staff to
reach their potential and
innovate
Obj. 5 – To enable staff to
reach their potential and
innovate

Description (as per BAF)
Mental Health Act and Mental Capacity Act Compliance –
failure to comply with the legislative framework for the care
and treatment of patients will impact on the Trust’s
reputation and could lead to regulatory sanctions
Failure to achieve compliance with mandatory training
requirements will impact on quality of care and staff
satisfaction
Failure to align the different cultures of the two former
organisations will impact upon the ability of the combined
entity to achieve its strategic goals

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board of Directors are asked to note this update on:
•
•
•

x

Assurance

x

Approval/Decision

Delivery of the CQC Action Plan
Progress in addressing the systemic well-led issues and development
priorities identified through the Board’s well-led self-assessment in 2017
The work underway to support services to maintain a continued focus on
sustainable quality improvement

The Board of Directors are also asked to identify and agree any further opportunities
for improvement both from a well-led and quality perspective.
2

CQC Core Service with Well-Led Review
Update and Future Focus
1.

Purpose of Report

1.1

The Care Quality Commission (CQC) plan to complete Well-led with Core Service inspections
on an annual basis and have signalled that the Trust should expect its next inspection by
February 2019. In preparation for the upcoming Inspection, the CQC are observing the Board
of Directors meeting in November 2018 and also one of the Trust’s Healthwatch Liaison
meetings.

1.2

This report aims to provide the Board with a timely update on progress with the delivery of
the CQC Action Plan and progress in addressing the systemic well-led issues and development
priorities previously identified by the Board. This report also summarises the work underway
to ensure that services maintain a focus on delivering high-quality, patient-centred, safe care
and are enabled to sustain quality improvements.

2.

Background

2.1

The CQC completed a Core Service with Well-Led Inspection of GMMH during the period
September to December 2017, with the final Inspection Report published in February 2018.
The Trust achieved an overall rating of ‘Good’ with an ‘Outstanding’ rating for well-led.
Performance in the well-led domain is key as there is an established link between strong and
effective leadership – system governance, leadership behaviours, culture and finance and
resource governance – and quality of care.

2.2

The outcomes of the most recent CQC Inspection were shared with Board members in March
2018. An action plan for improvement was also submitted to the CQC in response to the five
identified requirement notices (‘must dos’) and other recommended actions (‘should dos’) at
this point. The action plan incorporated a number of actions ongoing from the previous CQC
action plan. The Quality Governance Committee (QGC) have continued to maintain oversight
of the CQC action plan since March, with updates provided to the Board in May and June 2018.

2.3

With regard to well-led, the Board considered the outcomes of a well-led self-assessment in
November 2017. The self-assessment was co-ordinated by the Executive Directors and
evaluated performance against each of the CQC’s well-led prompts. It aimed to identify
opportunities to further strengthen the Trust’s leadership and governance arrangements.
Input from Non-Executive Directors into the self-assessment was facilitated through a Board
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Development Session, with the views of other Senior Leaders garnered through the
Sustainability Meeting.
2.4

At the time of the self-assessment, it was considered that there were two systemic well-led
issues that the Trust needed to take targeted action to address – mandatory training and
Mental Health Act (MHA) and Mental Capacity Act (MCA) compliance. Both issues were also
highlighted through feedback from the internal CQC mock inspections and audits, and are
identified as key strategic risks on the Trust’s Board Assurance Framework (BAF).

2.5

A number of other well-led development priorities were also identified, where work to
strengthen system governance and/or leadership was planned or already underway at the
time of the self-assessment. Namely:
•
•
•
•
•
•
•
•

Board Assurance Framework (BAF)
Leadership visibility, development and talent management
Values, culture and concerns – specifically actions to embed the role and work of the
Freedom to Speak Up Guardian (also identified as a ‘Should Do’ by the CQC)
Longer-term Strategic Plan/Strategy
Performance management and Board reporting
Information systems
Staff Engagement and Communications
Approach to quality governance and quality improvement

2.6

Progress in all areas identified through the well-led self-assessment has subsequently been
monitored through the Sustainability Group and Executive Management Team.

3.

CQC Action Plan

3.1

A copy of the Trust’s CQC Action Plan is attached as Appendix 1 to this report. The Action Plan
has been recently updated to reflect the current position against each of the ‘Must Dos’ and
‘Should Dos’ and was shared with NHS Improvement (NHSI) in October 2018 for discussion at
the Trust’s Quarterly Review Meeting.

3.2

All but one of the ‘Must Dos’ are considered to have been completed as at November 2018,
which is an improvement on the position reported to Board in May and June 2018. An update
is provided in the Action Plan on the measures being taken to achieve the outstanding ‘Must
Do’ relating to staff supervision by 31 December 2018.

3.3

The majority of the ‘Should Do’ actions – 23 of 30 actions or 77% - have also been completed,
with updates provided on the outstanding actions. Again, this is a significant improvement on
the previous position reported to Board. Three of the seven outstanding actions are themed
under the MHA, which indicates that this continues to be a systemic issue for the Trust both
from a quality perspective and well-led (corporate governance) perspective.
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4.

Systemic Well-led Issues

4.1

Mandatory Training – As reported to the Board on a monthly basis via the Performance Report
(Regulatory and Workforce), the Trust is continuing to face challenge in achieving and
sustaining an 85% compliance rate across all of its mandatory training courses. Performance
in a number of the key mandatory training areas – Positive Management of Violence and
Aggression (PMVA), Basic Life Support (BLS) and Fire Safety – has shown signs of improvement
in recent reports, though the 85% target is yet to be achieved. Achievement of the 85% target
for MHA Code of Practice and Mental Capacity Act training also remains a challenge. Uptake
of appraisal (IPDR) is improving with 79% of staff reported as having received an appraisal
within the last 12 months at the time of writing (November 2018).

4.2

Close monitoring and scrutiny of training compliance is continuing via the Operational
Leadership Committee (OLC) and Senior Leadership Teams (SLTs). In a further effort to address
this ‘wicked’ issue, the following steps have also recently been taken:
•

•

•
•

Director-level ownership of mandatory training compliance within their Teams, with
a particular focus on corporate services. Progress reviewed by the Executive
Management Team (EMT)
Agreement to re-establish a focused ‘season’ for the completion of IPDRs aligned with
the annual Business Planning timetable and commencing in April 2018. This model has
been adopted successfully by Information Governance, with Information Governance
training compliance sustained at or around 90%.
Implementation of an ‘over-booking’ protocol for classroom-based mandatory
training to address the issue of DNAs
Moving and Handling (People) training – interim proposal agreed at OLC in September
2018 to address capacity issue and improve training compliance within 2-3 months.
Work ongoing to finalise the Trust’s longer-term approach to the delivery of moving
and handling training.

4.3

Ahead of the launch of the focused appraisal ‘season’, work is underway to review the Trust’s
approach to appraisals to ensure compliance with the new pay deal. This will include pay
progression being linked with a number of areas - to be agreed, but likely to include training
compliance.

4.3

Mental Health Act and Mental Capacity Act Compliance - From a well-led perspective, this
issue is focused primarily on ensuring that the Board (as Hospital Managers) receives
assurance that its delegates are appropriately discharging their powers and duties under the
MHA and MCA.

4.4

With effect from March 2017, the Board now receives an annual report on the Trust’s
application of the MHA and MCA Deprivation of Liberty Safeguards (DoLS). This report briefs
the Board on themes emerging from CQC MHA monitoring visits, use of the MHA, audits and
complaints, and provides an overview of any planned future development activity. The new
quarterly Board Performance Report (Quality) also ensures the Board receive a more timely
3

briefing on admissions under the MHA, CQC MHA monitoring visits, requests for Section 49
reports and DoLS applications. Assurance on action being taken to continue to strengthen
performance in this area is provided to the Board on a quarterly basis via the BAF.
4.5

As a further development, the QGC will receive a more detailed quarterly report on the
outcome of CQC MHA monitoring visits from January 2019. This report will be shared with the
Board. In respect of Section 23 of the Act and the Hospital Managers’ powers to discharge
unrestricted detained patients and patients on Community Treatment Orders, an annual
report on the performance of Associate Hospital Managers (who are authorised to perform
this function through the Trust’s MHA Scheme of Delegation) will be prepared going forward.
The first of these reports is scheduled to be received by the QGC and then Board in January
2019.

5.

Well-led Development Priorities

5.1

The table below provides an update on the actions taken to strengthen performance against
the additional well-led development priorities distilled from the self-assessment in 2017.
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Update on Well-led Development Priorities:
Development Priority
Board Assurance
Framework (BAF)

Improvements
• New Board Assurance Framework in operation from November 2017
• Lead Committee review process established enabling review of
designated risks prior to the Board’s quarterly review
• Positive Mersey Internal Audit Opinion (MIAA) received on BAF in
February 2018, which informed year-end Director of Audit opinion

Leadership Visibility,
Development and
Talent Management

• New Workforce and Organisational Development Strategy with
‘Outstanding Leadership and Management Development’ identified
as one of the four High Impact Areas
• Refocused monthly Senior Leadership meetings in operation from
May 2018 enabling leadership development and engagement on key
strategic issues
• Programme of monthly Non-Executive Director service visits in
operation. Visit Reports shared with Executive Directors and, through
them, the relevant Teams with agreed improvements progressed
through 1:1s and established meetings/forums

Values, Culture and
Concerns

• New values embedded across the Trust – for example, in recruitment
and selection, induction, appraisal, organisational development,
education and new strategies

Further Planned Action
• MIAA ‘deep dive’ review of three BAF risks as part of
Risk Management Review. Aim – to test that the new
BAF is operating effectively and that appropriate
controls and assurances are in place. To report back
to Audit Committee in December 2018.
• Further review of BAF planned for early 2019/20 to
ensure alignment with strategic objectives, success
measures and performance trajectories identified in
new long-term Strategy
• Continued implementation of Workforce and
Organisational Development Strategy through
agreed governance mechanisms. Quarterly updates
to Board
• Strengthening of feedback loop following NonExecutive Director service visits – Director of
Operations to brief Non-Executive Directors via
email on any follow-up action

• Freedom to Speak up (FTSU) – self-review against
NHSI ‘Guidance for Boards on Freedom to Speak Up’
to be considered by Board in November 2018 with a
view to identifying further areas for development
and creating an improvement action plan
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Development Priority

Improvements
• Freedom to Speak Up (FTSU) – report to Board in July 2018
demonstrating the positive work continuing to be undertaken by the
Trust to embed an open culture

Further Planned Action

Longer-Term Strategic
Plan

• Early engagement undertaken with Board, Council of Governors and
Senior Leaders in late 2017
• Development of key enabling Strategies either completed (for
example, Workforce and Organisational Development, Service User
Engagement, Communications Strategy) or in progress (Digital
Strategy, Quality Improvement and Estates)
• Process to appoint new Director of Performance and Strategic
Development completed in November 2018
• Updated Performance Management Framework approved in April
2018
• New Board Performance Reports (Regulatory and Workforce, Quality
and Finance) developed
• Work ongoing (including with Mersey Care in relation to Positive and
Safe) to strengthen mechanisms for benchmarking current practice
• Monthly Board evaluations completed including feedback on the
Board pack and reports received
• PARIS in Manchester ‘Go Live’ scheduled for 4 December 2018
• Clinicians fully engaged in planning and implementation with lessons
learnt from previous PARIS implementation accounted for
• Approval of new Communications Strategy 2018 - 2020

• New Director of Performance and Strategic
Development to lead on the development and
delivery of the Trust’s new long-term Strategy

• New Quality Governance Framework established and approved by
QGC in February 2018

• Further Quality Improvement conversations
planned, with support from AQuA, to identify highlevel priorities

Performance
Management and
Board Reporting

Information Systems

Staff Engagement and
Communications
Quality Governance
and Improvement

• Annual Board effectiveness review scheduled for
December 2018 with Impact Consulting

• Strategy implementation
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Development Priority

Improvements
Further Planned Action
• Quality Matters Strategy approved by QGC in July 2018 – including a
planned approach to extending the scale and spread of Quality
Matters across all GMMH services
• Quarterly Quality Matters highlight report received by Board
• Quality Matters Inpatient Safety and Quality Metrics (IPSCM) include
a focus on the quality of record keeping associated with five key areas
including the Mental Health Act
• Engagement underway to develop new Quality Improvement Strategy
by March 2018 – for example with Board and Senior Leaders
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6.

Quality Assurance and Improvement Sustainability

6.1

A programme of Peer Reviews will be completed (initially) on all PICU (Psychiatric Intensive
Care Unit) and adult acute wards during November 2018. The reviews will support the Trust’s
established appreciative enquiry approach and quality assurance mechanisms and will assess
whether services have maintained a clear focus on quality on safety since the last CQC
inspection. The reviews will also test whether improvements have been integrated into
mainstream ways of working.

6.2

The reviews will be completed by small, independent multi-disciplinary teams. The template
being used for the reviews, which was considered by the QGC in October 2018, is aligned with
the CQC Key Lines of Enquiry (KLOEs) and also incorporates actions/recommendations
emerging through wider quality initiatives such as the internal audit quality spot checks, CQC
MHA monitoring visits and the National Patient Survey Report.

6.3

An update on the findings of the Peer Reviews will be shared with the Board of Directors in
January 2019. This will include the identification of good practice and areas where further
support may be required.

6.4

The Trust’s new Quality Improvement Strategy will establish a clear approach to spreading
and sustaining quality improvement in future, taking account of key success factors such as
culture, leadership, innovation, engagement and empowerment.

7.

Recommendation

7.1

The Board of Directors are asked to note this update on:
•
•
•

7.2

Delivery of the CQC Action Plan
Progress in addressing the systemic well-led issues and development priorities
identified through the Board’s well-led self-assessment in 2017
The work underway to support services to maintain a continued focus on sustainable
quality improvement

The Board of Directors are also asked to identify and agree any further opportunities for
improvement both from a well-led and quality perspective.
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CQC Inspection Actions

14/11/2018 - Version 2.2

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

ID

1

Core Service

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

Regulation

Regulation 18 Staffing

CQC action identified

The trust must ensure that staff receive regular supervision.

Must or
Should

Must Do

Next
Review
Date

Evidence
Description

Theme

GMMH Update

Lead

Responsible
Group

Completed

Supervision

Supervision training provision has been increased both centrally and locally. Centrally
delivered training compliance reporting has been implemented though local training registers
have yet to be included. At present training is at 16.6% compliance.
Central monitoring for clinical supervision continues. A quarterly report will be produced with
the first one expected November. Escalation Process is in place and there has been much
improvement in data returns, this supporting assurance that clinical supervision is taking place
across the Trust. Supervision compliance will be monitored at 85% compliant.
There has been a delay in the electronic reporting module, the supplier has advised that this is
due to be updated. An implementation plan for this module has been planned to be rolled out
to 3 areas for testing with a roll out cross the Trust.

Gill Green /
Andrew
Maloney

Workforce
Committee and
Medical Education

No

Andrew
Maloney

Quality Governance
Committee

Completed

30/06/2018

Complete

e-mail confirmation
of action

Completed
Date

31/12/2018

2

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

Regulation 18 Staffing

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

Must Do

Training

A small working party made of Divisional LD Leads and Learning and Development have met.
Initially the group reviewed an e-Learning package that can be made available to staff. The LD
Leads have confirmed that the package is acceptable and a good foundation to give clinical
staff the required learning in relation to learning disabilities. This was already part of the
Trust Wide Training Matrix, however, the name wasn’t clearly linked to LD and Autism, so has
now been relabled to make the learning objectives more clear. Most Divisions confirmed that
they are running local workshops however these are not being advertised or captured on
individuals learning records. We therefore agreed that we would publicise all the dates on the
Learning Hub for staff to book on, and subsequently have attendance captured and recorded.
Whilst the workshops are localised dependent on local service provision it was agreed that
staff can freely book on courses to ensure wider access, the majority of the course has a core
content.

3

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

Regulation 12 Safe Care and Treatment

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

Must Do

Safety

All ligature audits will be reviewed and discussed in SLT and local team meetings. Staff new to
a ward will be given a copy of the current ligature audit and confirm that they are aware of
any risks. The Trust is using the Sharepoint system to upload each wards Ligature audit for
staff to access. A stocktake is planned review how practice has been embedded

Gill Green

Risk Management

Completed

30/06/2018

Complete

SLT and local team
minutes
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Acute wards for adults of working age and
psychiatric intensive care units

Regulation 12 Safe Care and Treatment

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

Must Do

Safety

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

Deborah
Partington

N/A

Completed

31/03/2018

Complete

Improvements
confirmed visually by
DP

Quality Governance
Committee

Completed

30/06/2018

Complete

QGC Report/Minutes
and Ongoing
monitoring of the
relevant quality
standards will occur
through the rolling
audit and the noting
of reports at QGC,
OLC and Hubs.

Task and Finish group developed an audit framework, the compliance report is due to be
presented to QGC on the 8th March. Consent To Treatment Policy has been finalised and will
be ratified by the MHACC by end of June 2018. Monthly audits of s.62 taking place. Revised
process agreed for SOAD requests.

Gill
Quality Governance
Green/Chris
Committee
Daly

Completed

30/06/2018

Complete

Training group
minutes, MHACC
minutes and consent
to treatment policy.

MHA

Improved processes are in place for ensuring that Patients Rights are repeated regularly and
that this is recorded on Paris; weekly for service users detained under s.2 and monthly for
those detained under s.3/CTO’s. Going forward, monthly reports regarding patients’ rights
will be received and subject to regular audits by the MHA Department. Patients' Rights will
feature within the revised MHA training that is being developed for the Trust. Staff on
Cavendish ward will also receive direct training on this Patients Rights by the MHA Dept.
Monthly audits of s.132 rights take place, Cavendish Ward staff provided with direct training.

Gill
Quality Governance
Green/Chris
Committee
Daly

Completed

30/06/2018

Complete

Training group
minutes, monthly
audits

Safety

A system has been implemented locally for CAMHS services which involves the physical
healthcare lead inspecting each clinic room every Friday to ensure that the appropriate checks
have been completed to that date by checking the daily check booklet. A follow up check is
then completed the following Monday which ensures that the weekend logs have been
completed. They then e-mail out a RAG rating mail to each ward manager.

Physical Healthcare
Committee

Completed

30/06/2018

Complete

Local procedure,
example email

5

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

Regulation 9 Person Centered Care

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

Must Do

Care Plan

An audit has now been undertaken, the report has been presented at QGC, and will be shared
with CareHub members immediately afterwards. The audit report will also be shared with the
Care Plan review Steering Group, as well as all inpatient services. A further re-audit has been
scheduled for October 2018. In addition, a CPA Quality Improvement Priority has been agreed
following consultation, and has been included within the 2017/18 Quality Account. Within the
Quality Account a structure has been included as part of this.

6

Wards for older people with mental health
problems

Regulation 11 Need for Consent

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

Must Do

MHA

7

8

Wards for older people with mental health
problems

Child and adolescent mental health wards

Regulation 11 Need for Consent

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

Regulation 12 Safe Care and Treatment

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

Must Do

Must Do

Gill Green

Gill Green

CQC Inspection Actions
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Must or
Should
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GMMH Update

Lead

Completed

Gill Green

No

Completed
date

Next
Review
Date

16

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

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

Should Do

MHA

Current Trust Guidance will be reviewed in terms of the review and development of MCA and
MHA policies. Training will be established, including guidance on Paris recording, to ensure
that all staff are aware of the need to support service users in terms of completing advance
statements and decisions regarding their care and treatment. Draft MCA Policy being
completed and MCA policy development task and finish group commences Sept 2018.
Statutory frameworks training task and finish group in progress to support the delivery of
policies into practice.

20

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

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

Should Do

MHA

Trust policies have being reviewed and harmonised and will reflect the Code of Practice 2015.
Several polices have been harmonised and are awaiting ratification, a task and finish group has
been concluded with regards to the Community Treatment Order Policy to ensure wide
consultation.

Chris Daly

Yes

MHA

Improved processes are in place for ensuring that Patients Rights are repeated regularly and
that this is recorded on Paris; weekly for service users detained under s.2 and monthly for
those detained under s.3/CTO’s. Going forward, monthly reports regarding patients’ rights will
be received and subject to regular audits by the MHA Department. Patients' Rights will also
feature within the revised MHA training that is being developed for the Trust. Monthly audits
taking place and will be included in training plan. Ongoing work required as issues continue to
be identified via CQC visits. MHA/MCA committe to review and complete audit to provide
assurance

Chris Daly

No

31/12/2018

Gill Green

No

31/01/2019

21

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

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

Should Do

Evidence
Description

31/12/2018

30/06/2018

Updated policies

35

Substance misuse services

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

Should Do

MHA

Guidance for recording mental capacity is contained within the first draft MCA Policy, which
has been completed and circulated in advance to the MCA policy T&F group that met in Sept
2018. The Paris team are attending the MCA T&F group to ensure that Paris functionality
captures MCA and DoLS accurately. A further MCA T&F group has been arranged for 6th Dec
2018. MCA policy ratification by end January 2018. Training for recording of mental capacity
will be developed within the Training T&F group. Training programme to be agreed by end
January 2018.

13

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

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

Should Do

Rapid Tranq

Policy approved, action plan for POMH discussed at Med Mgt. Further audits planned to
monitor compliance.

Chris Daly

No

31/12/2018

27

Wards for older people with mental health
problems

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

Should Do

Rapid Tranq

Included in item 13

Chris Daly

No

31/12/2018

28

Wards for older people with mental health
problems

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

Should Do

Rapid Tranq

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

Chris Daly

Yes

30/06/2018

32

Child and adolescent mental health wards

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

Should Do

Medicine
Management

The medicines management team have reviewed systems to ensure that decision making is
collaborative. All ward managers at CAMHS have been asked to ensure there staff know about
the Choice and Medication website, the link has been shared. This website is discussed in MM
training and is available to patients on GMMH website.

Chris Daly

Yes

30/06/2018

Care Plan

The audit has now been undertaken, and the Quality Improvement team are currently
formulating the audit report. This is due to be presented at July Quality Governance
Committee, and will be shared with CareHub members immediately afterwards. The audit
report will also be shared with the Care Plan review Steering Group, as well as all inpatient
services. A further re-audit has been scheduled for October 2018. In addition, a CPA Quality
Improvement Priority has been agreed following consultation, and has been included within
the 2017/18 Quality Account. The first report will be available in July 2018.

Gill Green

Yes

30/06/2018

QGC minutes

Care Plan

A care planning audit has now been completed and the report is due to be presented at June
Quality Governance Committee. The audit specifically addresses if service users (and carers)
have received copies of care plans, and also that they have been involved in their formulation.
The audit report will be presented at June Quality Governance Committee, and will be shared
with CareHub members immediately afterwards. The audit report will also be shared with the
Care Plan review Steering Group, as well as all inpatient services.

Gill Green

Yes

30/06/2018

QGC minutes

18

22

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

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

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

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

Should Do

Should Do

SLT meeting minutes,
protocol document

CQC Inspection Actions
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ID

Core Service

12

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

14

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

CQC action identified

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

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

Next
Review
Date

Must or
Should

Theme

GMMH Update

Lead

Completed

Completed
date

Should Do

Safety

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

Gill Green

Yes

31/03/2018

Safety

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

Gill Green

Yes

30/06/2018

Gill Green /
Deborah
Partington

Yes

30/06/2018

QGC minutes

30/06/2018

Board minutes

Should Do

19

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

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

Should Do

Safety

The Quality Improvement team have now commenced a Trustwide audit to better understand
practice and variance around handover management across GMMH. The outline proposal and
audit tool have been agreed, and the audit has completed with data collection during June
2018. Analysis will take place during July 2018 and an audit report is due to be received at the
Quality Governance Committee by August 2018. The results from the audit and any clinical
consideration will inform trust wide improvement actions on the management of handovers
going forward

23

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

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

Should Do

Safety

Business Case developed recommending option to transfer temporary resourcing solution to
NHS Professionals. Signed off by Trust Board on 26th June 2018. Implementation plan and
timescales to be agreed in conjunction with NHSP – meeting to be held 2nd July 2018 to
progress.

Andrew
Maloney/Gill
Green

Yes

33

Substance misuse services

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

Should Do

Safety

Task and finish group completed to undertake review of fixed and mobile alarm systems and
personal safety arrangements within community-based services. Discussed at Risk Mgt group in
October with options appraisal goint to EMT for decision in October.

Gill Green /
Deborah
Partington

No

34

Substance misuse services

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

Should Do

Safety

Harmonised COSHH Procedure to be approved at HSW Group meeting on 25th July.
Health and Safety Audit programme completed including COSHH.
COSHH assessments have been harmonised and updated on new intranet.

Gill Green

Yes

05/10/2018

11

Trust wide

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

Should Do

Training

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

Andrew
Maloney

Yes

30/06/2018

36

Substance misuse services

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

Should Do

Training

Local system of more robust monitoring and management developed, significant agenda item
in SLT and monitoring in place. Also referenced as per item 11

Deborah
Partington

Yes

30/06/2018

38

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

Should Do

Training

As item 11

Andrew
Maloney

Yes

30/06/2018

15

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

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

Should Do

Environment

Facilities have reviewed and plan site visit to check remedial actions have progressed. PLACE
inpsection undertaken and no evidence of odours and acceptable levels of cleanliness.

Andrew
Maloney

Yes

30/06/2018

26

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

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

Should Do

Environment

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

Andrew
Maloney

Yes

30/06/2018

29

Wards for older people with mental health
problems

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

Should Do

Environment

This is a rolling programme, discussed and monitored through Matrons Meetings.

Gill Green /
Deborah
Partington

Yes

04/10/2018

30

Wards for older people with mental health
problems

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

Should Do

Environment

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

Gill Green

Yes

31/03/2018

31

Wards for older people with mental health
problems

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

Should Do

Environment

Work has been completed on greenway to make the female lounge smaller, giving patient
another area to use as a lounge area.Bollin ward has two lounges, one mixed lounge and one
female lounge for up to 10 patients.

Deborah
Partington

Yes

30/06/2018

37

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

Should Do

Environment

Cosmetic and small scale environmental schemes completed and further work to improve
environment planned as part of capital scheme

Deborah
Partington /
Andrew
Maloney

Yes

30/06/2018

Evidence
Description

30/11/2018

Policy on Intranet

CQC Inspection Actions
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10

Trust wide

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

Should Do

Equality

Equality and Diversity Annual Report completed and provided recommendations for inclusion
in Equality Strategy. This has been to QGC and Board. The Trust has develop da new workforce
and OD strategy 2018-21 which has also been approved at board.

Gill Green

Yes

04/10/2018

25

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

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

Should Do

Patient
Information

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

Deborah
Partington

Yes

30/06/2018

24

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

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

Should Do

Physical Health

Plans completed for Meadowbrook, plans being developed to increase opportunities across
other sites

Deborah
Partington

Yes

30/06/2018

17

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

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

Should Do

Psychology

Review completed. Draft proposal developed following review by clinical and operational
teams. Proposal to be discussed at Acute Care Forum to agree potential for implementation.

Deborah
Partington

No

9

Trust wide

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

Should Do

Whistleblowing

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

Andrew
Maloney

Yes

Next
Review
Date

30/11/2018

30/06/2018

Evidence
Description

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

Freedom to Speak Up – Self Review
Monday 26th November 2018
14
Andrew Maloney, Director of HR and Corporate Affairs
Nicky Littler, Associate Director of HR and OD/Freedom to Speak Up Guardian

REPORT SUMMARY:

In July 2018 the Trust Board received the Freedom to Speak Up (FTSU) Guardian’s
Annual Report. The report referenced a self-review tool that NHS Improvement have
published to enable Trust Boards to assess progress with implementing the FTSU
leadership and governance arrangements.
The attached self-assessment has been populated by the FTSU Guardian and subject
to discussion and approval by the Board will form the basis of an improvement
action plan for the Trust.
The Trust Board are also informed that following the resignation of the current FTSU
Guardian (due to their promotion to a Director level role in another provider) the
Director of HR and Corporate Affairs (as lead executive for FTSU) has appointed
Juliette Tait, currently Head of OD within the Trust, to the FTSU Guardian role. The
responsibility is incorporated into the job description of the Associate Director of HR
and OD and was appointed to via an open, external recruitment process with
involvement from a Director level external assessor. Juliette will assume her role
with effect from 3rd December 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
x

1

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:

The FTSU Guardian and associated processes supports the Trust in meeting its’
legal obligations under the Public Interest Disclosure Act 1998.

REGULATORY
IMPLICATIONS (CQC/NHSI):

NHSI and CQC (Key line of enquiry 3) have incorporated the FTSU Guardian
process into their respective regulatory frameworks.

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

Yes

If ‘yes’:
DATIX ID
2252

2817

2823

Strategic Objective
Description (as per BAF)
Promote recovery by
Safe Staffing (Bed-Based Services)
providing high quality care and
delivering excellent outcomes
Promote recovery by
Positive and Safe
providing high quality care and
delivering excellent outcomes
Enable staff to reach their
Cultural Alignment
potential and innovate

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

Assurance

RECOMMENDATIONS:

Board members are asked to review and approve the draft self-assessment.

x

Approval/Decision

x

Board members are asked to note the appointment of the new FTSU Guardian.

2

Freedom to Speak Up self-review
Greater Manchester Mental Health NHS FT
Date

How to use this tool
Effective speaking up arrangements help to protect patients and improve the experience of NHS workers. Having a healthy
speaking up culture is evidence of a well-led trust.
NHS Improvement and the National Guardian’s Office have published a guide setting out expectations of boards in relation to
Freedom to Speak Up (FTSU) to help boards create a culture that is responsive to feedback and focused on learning and continual
improvement.
This self-review tool accompanying the guide will enable boards to carry out in-depth reviews of leadership and governance
arrangements in relation to FTSU and identify areas to develop 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 help oversight bodies to evaluate how healthy a trust’s speaking up culture is.

2

Self review indicator
(Aligned to well-led KLOEs)

To what extent
is this
expectation
being met?

What are the principal
actions required for
development?

How is the board
assured it is meeting
the expectation?
Evidence

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.

Continued
reporting/updating to
Trust Board and Senior
Leadership Group with
clearly defined timetable
outlining reporting
schedule

Reports to Trust Board:
October 2016,
September 2017, July
2018
Report to Trust Board
with May 2018
Guidance
Council of Governors
session – December
2017
Presentation to 3 x
Network Hub – March –
May 18
Presentation to MSC
and MLC – May 18

3

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.

Scheduled reports to
include key themes and
learning from Trust
cases/

Assurance will be
provided via: Monthly
report to EMT, OLC and
Network Hubs setting
out cases and learning.

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.

Being open, promoting a
culture of raising
concerns and speaking
up safely is included in
all leadership
development
programmes. It is also
included at the outset of
the employee journey
through the induction
process.

Senior leaders can describe the part they played in
creating and launching the trust’s FTSU vision and
strategy.

Workforce strategy was
developed through
board/senior leaders
engagement and
involvement clearly sets
out the Trust vision for
creating an open culture

4

where people feel able
to speak up safely.
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.

Ensure Quality
Improvement Strategy
(currently under
development) reflects
FTSU and links to
Workforce Strategy.

Workforce strategy sets
out the vision and
culture to improve staff
experience through
developing an open
culture where staff are
involved, engaged in
continued
improvement/speaking
up.

There is an up-to-date speaking up policy that reflects
the minimum standards set out by NHS Improvement.

Current policy is based
on the model national
policy.

The FTSU strategy has been developed using a
structured approach in collaboration with a range of
stakeholders (including the FTSU Guardian) and it
aligns with existing guidance from the National
Guardian.

Workforce strategy sets
out the vision and
culture to improve staff
experience through
developing an open
culture where staff are
involved, engaged in
continued

5

improvement/speaking
up.
Future reports to include
data and measures from
Staff FFT and feedback
provided following
individual cases.

Progress against the strategy and compliance with the
policy are regularly reviewed using a range of qualitative
and quantitative measures.

Workforce strategy
progress update
provided to board 6monthly.

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.

Forums to be
established across all
Divisions in line with
Workforce Strategy
action plan.

They can evidence that they robustly challenge
themselves to improve patient safety, and develop a
culture of continuous improvement, openness and
honesty.

Consider incorporating
staff feedback on raising
concerns within Quality
Matters Walk Rounds
and Director visits

Senior leaders are visible, approachable and use a
variety of methods to seek and act on feedback from
workers.

Trust Board Director
visits to services, senior
managers in service and
staff forums.

6

Senior leaders prioritise speaking up and work in
partnership with their FTSU Guardian.

FTSU Guardian has
access to CEO and
other Directors

Senior leaders model speaking up by acknowledging
mistakes and making improvements.

Consider incorporating
staff feedback on raising
concerns within Quality
Matters Walk Rounds
and Director visits

The board can state with confidence that workers know
how to speak up; do so with confidence and are treated
fairly.

Exec assurance to be
sought as part of routine
Exec service visits

Staff Survey and FTSU
provide evidence of staff
confidence in raising
concerns

Leaders are clear about their role and responsibilities
The trust has a named executive and a named nonexecutive director responsible for speaking up and both
are clear about their role and responsibility.

NED lead identified in
the current policy.
Director of HR &
Corporate Affairs is
Executive Sponsor.
Regular joint
meetings will be held
every 6 months

They, along with the chief executive and chair, meet
regularly with the FTSU Guardian and provide
appropriate advice and support.

7

FTSU currently has
access to senior leaders
as and when required.

Other senior leaders support the FTSU Guardian as
required.

FTSU has ready access
to senior leaders as and
when required.

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.

FTSU has ready access
to information in order to
triangulate and 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.

FTSU has ready access
to senior leaders to
escalate concerns.

Leaders receive assurance in a variety of forms
Promote the survey
results.

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

Refresh of the
promotional materials
and further promotion
following the change in
postholder.

8

FTSU role is
communicated at
induction, rolling banner
on intranet, leaflets and
posters. However, the
survey demonstrates
that not all staff fully
aware of the FTSU role.

Build and promote a
dedicated intranet page.
Further engagement
with staff networks to
identify barriers and
agree actions

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

BAME Network now in
place.

Commence
development of FTSU
Champion / Network
from BAME background
Speak up issues that raise immediate patient safety
concerns are quickly escalated

Direct access to senior
leaders is in place
should this be required.

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

1 example raised
following staff member
leaving the Trust.
Investigated and action
taken.
Ensure lessons learnt
are built into monthly
reports.

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

Wider themes / lessons
learnt built into

9

programme for Senior
Leaders Group
The handling of speaking up issues is routinely audited
to ensure that the FTSU policy is being implemented

Establish a programme
of audit

FTSUG has oversight of
all casework

FTSU policies and procedures are reviewed and
improved using feedback from workers

Use feedback to support Current policy was
developed in
future review of policy
partnership with staff
side.

The board receives a report, at least every six months,
from the FTSU Guardian.

Introduce 6 month
reporting cycle

Currently provide annual
report.

Engage Inclusive
Network and consider
future Inclusive Network
Event programme to
include focus on
speaking up.

Staff engagement
activities currently in
place including;

Leaders engage with all relevant stakeholders
A diverse range of workers’ views are sought, heard
and acted upon to shape the culture of the organisation
in relation to speaking up; these are reflected in the
FTSU vision and plan.

10

•
•

Weather watch
listening sessions
Staff Forums
facilitated with
management and
TU

Issues raised via speaking up are part of the
performance data discussed openly with
commissioners, CQC and NHS Improvement.

Incorporate FTSU data
in future reporting as
agreed with partners
Continued analysis of
Staff FFT question that
is asked in relation to
raising concerns

Staff survey and SFFT
results routinely
reported.
CQC well led
inspection included
interview with FTSUG.

Discussion of FTSU matters regularly takes place in the
public section of the board meetings (while respecting
the confidentiality of individuals).

Include in 6 month
report

Currently report to Trust
Board on an annual
basis.

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.

Further data to be
included in 18/19 report

Reference to FTSU
work included in 17/18
Annual Report

Reviews and audits are shared externally to support
improvement elsewhere.

Action to be taken
following review of
FTSU network
approach.

Senior leaders work openly and positively with regional
FTSU Guardians and the National Guardian to
continually improve the trust’s speaking up culture

FTSUG links with
regional network and
National Guardian office
on behalf of senior
leaders
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Senior leaders encourage their FTSU Guardians to
develop bilateral relationships with regulators,
inspectors and other local FTSU Guardians

FTSUG links with
regional network and
National Guardian office

Senior leaders request external improvement support
when required.

External support has
been provided to
facilitate improvement
activities following
raising concerns in
service area

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.

Systemise the lessons
learnt process to
support future
improvements through
incorporation into
Quality Matters Walk
Rounds.

Senior leaders and the FTSU Guardian engage with
other trusts to identify best practice.

FTSUG links with
regional and Mental
health network. The
network has developed

12

a good practice sharing
forum.
Executive and non-executive leads, and the FTSU
Guardian, review all guidance and case review reports
from the National Guardian to identify improvement
possibilities.

6 monthly meetings to
be held. Review of
guidance/case reviews
to be considered
through this forum.

Currently independent
review of the guidance
and case reviews
undertaken by FTSUG.

Senior leaders regularly reflect on how they respond to
feedback, learn and continually improve and encourage
the same throughout the organisation.

Consider incorporating
specific reference into
refresh of annual
appraisal process

Annual appraisal, senior
leadership development.

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.

Ensure workforce
strategy progress
reviews focus on FTSU,
measures and barriers.

Workforce strategy
developed.

The FTSU policy and process is 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.

Change the policy
review date to annual
review.

Policy is currently
reviewed in line with the
Trust policy review
process.

A sample of cases is quality assured to ensure:

Quality assurance
The FTSUG has given
process to be developed oversight to the cases
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•

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

•

workers are thanked for speaking up, are kept up
to date though out 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

(majority have related to
B&H issues).

Positive outcomes from speaking up cases are
promoted and as a result workers are more confident to
speak up.

Will be reviewed as part
of the evaluation
process with the
individual raising the
concern

There has not been
wide promotion of the
cases raised. The
majority have related to
B&H issues.

Individual responsibilities
Chief executive and chair
The chief executive is responsible for appointing the
FTSU Guardian.

The responsibility of
FTSU Guardian has
been incorporated into
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the job description of the
Associate Director of
HR and OD.
Responsibility for
appointing to the role
has been delegated to
the Director of HR and
Corporate Affairs (Exec
Lead). A new
appointment to this role
was made on 9th
November 18 through
an open recruitment
process. The selection
panel included a
Director level
independent external
assessor.
The chief executive is accountable for ensuring that
FTSU arrangements meet the needs of the workers in
their trust.

The Chief Executive has
a clear understanding of
the role his
accountability.

The chief executive and chair are responsible for
ensuring the annual report contains information about
FTSU.

Reference included on
p.75 of 17/18 Annual
Report. This will be
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developed further for
18/19.
The chief executive and chair are responsible for
ensuring the trust is engaged with both the regional
Guardian network and the National Guardian’s Office.

FTSUG networking
FTSUG is linked with
activities will be reported the regional network
through 6 monthly
and National Guardian
reports.
office. Board update in
July 18 referenced
engagement with
National Office.

Both the chief executive and chair are key sources of
advice and support for their FTSU Guardian and meet
with them regularly.

Meeting schedule to be
developed.
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FTSUG has ready
access to Chief
Executive and Chair if
required for advice and
support.

Executive lead for FTSU
Exec Lead reviews
national guidance
publications

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

Will lead vision/strategy
development and/or led
the workforce strategy
development which
incorporates vision for
open culture

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.

Current FTSUG
appointed via open
external recruitment
process with involvement
from external assessor

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

FTSUG currently
manages workload within
existing role rather than
ring-fenced time given the
nature of the work. This
works effectively
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Ensuring that a sample of speaking up cases have been
quality assured.

Need to build in within
audit process

Conducting an annual review of the strategy, policy and
process.

Need to develop audit
process

Operationalising the learning derived from speaking up
issues.

Need to build into
review and lessons
learnt process
FTSUG carries out this
responsibility

Ensuring allegations of detriment are promptly and fairly
investigated and acted on.
Ensure full assurance
included within the 6
month reporting

Elements previously
reported through annual
board report

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

Relevant information
will be shared with
the Non-Exec lead as
and when received.

Guidance has been shared
via Trust Board updates.

Holding the chief executive, executive FTSU lead and
the board to account for implementing the speaking up
strategy.

Specific work plan to
Non-Executive has received
be developed for next updates on progress via
12 months in order for Trust Board reports.

Providing the board with a variety of assurance about
the effectiveness of the trusts strategy, policy and
process.
Non-executive lead for FTSU
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progress to be better
measured.
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.

Engage Non-Exec
lead in development
of the work plan and
review as work
progresses.

Non-Executive has received
updates on progress via
Trust Board reports.

Role-modelling high standards of conduct around FTSU.

Specify in Non-Exec
service visits specific
question re FTSU and
raising concerns

Non-Executive role models
standards through contact
with staff via service visits
and committee structures

Acting as an alternative source of advice and support for
the FTSU Guardian.

Establish meeting
schedule

FTSU Guardian has access
to Non-Executive
Non-Executive will assume
this role if required

Overseeing speaking up concerns regarding board
members.
Human resource and organisational development directors

FTSUG also in role of
Associate Director of HR
so already an integral part
of role

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
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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.

HR team work closely
with managers and staff
side to promote open
culture and work together
to seek staff feedback
through weather watch
listening events and staff
forum

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

Embedded within
induction, learning and
development
opportunities and
management
development
programmes

Medical director and director of nursing
Ready access to support
and guidance

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

20

Acts on concerns as
required

Ensuring that effective and, as appropriate, immediate
action is taken when potential patient safety issues are
highlighted by speaking up.
Ensure lessons learned
reflects FTSU learning

Ensuring learning is operationalised within the teams
and departments that they oversee.
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Current lessons learned
embedded within
governance proceses
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Dr Chris Daly, Medical Director
Dr Raghupathy Paranthaman, Director of Medical Education

REPORT SUMMARY:

The report summarises the result of the The General Medical Council (GMC) 2018
National Training Survey results.
GMC runs a comprehensive National Training Survey every year to check if doctors
in training are being taught in safe and effective clinical environments.
Our Trust’s scores have improved in “Overall Satisfaction” and in a majority of
domains in the trainee’s part of survey compared to last year. The only domain in
which our score was national average was “handover” which is a long-standing
national issue.
Our scores on “Overall Satisfaction” was higher compared to other mental health
trusts in the region.
The scores in in the trainer’s survey were average or above on almost all domains.
An action plan is being developed to address the issues raised in the survey including
hand over. We have a well-established junior doctor’s forum in the trust. We will
continue to address rota gaps and work load in innovative ways. A number of
recruitment initiatives have been implemented in the last few months such as:
• Recruiting Foundation Year 3 doctors
• International trainee doctor recruitment through Medical Training
Initiative Scheme
• Collaborative arrangement with Malta Higher Psychiatry scheme
• Physician Associates – due to recruit soon
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Objective 1 – Promote recovery by providing high
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
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Objective 3 – Engage in effective partnership
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The report relates to regulation of postgraduate medical education and
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Assurance
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Approval/Decision
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Report on GMC 2018 National Training Survey Results
1. Background:
The General Medical Council (GMC) runs a comprehensive National Training Survey every year to
check if doctors in training are being taught in safe and effective clinical environments, and if
trainers are well supported in their roles. Trainees in GMC approved training posts and GMC
approved trainers complete the survey in Spring every year.
2. National Picture:
In 2018, over 70,000 trainees and trainers took part in the national training surveys, giving their
views on training posts, programmes and environments in England, Northern Ireland, Scotland and
Wales. The survey was completed by just over 95% of doctors in training and 40% of trainers.
Although the majority of trainees were satisfied with their overall educational experience, the
results present a rather worrying picture. The GMC initial findings report revealed long and intense
working hours, heavy workloads and the challenges of frontline medical practice affecting doctors’
training experience and their personal wellbeing.
It was noted in the report that highly pressurised environments were struggling to prioritise training
in the face of an increasing population with more complex health needs, constrained budgets, and
that the medical profession was at a crunch point – where the supply of new doctors has failed to
keep pace with changes in demand. Some of the key findings were:
•
•
•
•
•
•

Nearly a quarter of doctors in training and just over a fifth of trainers reported burnt out
because of their work.
Almost a third of trainees said that they were often or always exhausted at the thought of
another shift.
And around a third of doctors in training and trainers said that training opportunities were
lost to rota gaps
A fifth of doctors in training and trainers felt short of sleep when at work.
Two in five trainees and two thirds of trainers rated the intensity of their work as very heavy
or heavy
Nearly half of trainees reported that they worked beyond their rostered hours on a daily or
weekly basis.
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3. GMMH 2018 Survey Results:
3.1) Trainee survey results:
Our Trust’s scores have improved in “Overall Satisfaction” and in a majority of domains compared to
last year as below:
Indicator
Overall Satisfaction
Clinical Supervision
Clinical Supervision out of hours
Reporting systems
Work Load
Teamwork
Handover
Supportive environment
Induction
Adequate Experience
Curriculum Coverage
Educational Governance
Educational Supervision
Feedback
Local Teaching
Regional Teaching
Study Leave
Rota Design

2017
77.84
90.95
85.97
72.33
59.23
70.69
61.38
70.09
83.76
75.73
72.88
66.52
86.98
82.25
75.11
71.89
55.47

2018
81.53
91.82
84.56
73.69
58.85
71.37
54.36
72.35
81.06
80.07
76.81
76.26
85.01
84.55
78.99
74.39
61.06
58.05

Legend:
• Red- Negative outlier
• Pink- Negative trend but not outlier
• White: Average
• Light Green- Positive trend
• Green: Positive outlier
• Grey: Insufficient number of respondents for the indicator
• Yellow: No respondents for the indicator
Our scores were average in all domains except “handover” which is a long-standing national issue
and we have plans to address it.
3. 2) Comparison to other mental health Trusts in the region:
Our score on “Overall Satisfaction” was higher compared to other mental health trusts in the region.
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3.3) Trainer Survey results:
The scores in the trainer’s survey were average or above on almost all domains as below.
Trainer
Specialty
Overall
Satisfaction
Work Load
Handover
Supportive
environment
Curriculum
Coverage
Educational
Governance
Time for
training
Rota Design
Resources for
trainers
Support for
trainers
Trainer
Development
4.

Forensic
psychiatry

General
psychiatry

Medical
psychotherapy

Old Age
psychiatry

73.75

73.68

76.67

73.33

48.44
59.03
78.13

49.12
65.93
71.45

69.44
65.00

52.78
63.10
73.33

86.81

77.54

83.33

74.63

69.05

76.24

75.00

72.41

56.77

59.76

80.56

59.26

77.60
77.34

63.75
69.57

60.42
60.42

61.81
65.97

68.75

71.05

68.33

69.44

71.88

71.71

79.17

70.83

Child and
adolescent
psychiatry

Next steps and Action Plan:

4.1. We have disseminated the survey results to all Post Graduate Medical Educators and Lead
Consultants. An action plan is being together through the Trust’s Medical Training Committee (MTC)
to address the issues identified in the survey and further improve the quality of medical training.
4.3. We are considering ways of improving hand over such as organising SBAR (Situation,
Background, Assessment and Recommendation) training, which is a structured form of hand over
communication.
4.4. We have a well-established Juniors Doctors forum in the Trust, which provides an opportunity
for trainee doctors to provide on-going feedback regarding training issues.
4.5 We will continue to address rota gaps and work load in innovative ways. A number of
recruitment initiatives have been implemented in the last few months such as:
• Recruiting Clinical Fellows (Foundation Year 3 doctors)
• International trainee doctor recruitment through Medical Training Initiative Scheme
• Collaborative arrangement with Malta Higher Psychiatry scheme
• Physician Associates – due to recruit soon
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4.6. We will continue to support trainers in our trust in various ways such as organising training days.

Dr Raghupathy Paranthaman
Director of Medical Education
October 2018
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REPORT SUMMARY:

The Board of Directors are asked to note the ratified minutes of the Quality
Governance Committee meeting held on 11 October 2018 and the Committee
Chair’s Report on the meeting held on 8 November 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
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Audit Committee
Quality Governance Committee
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Remuneration & Terms of Service Committee
Council of Governors
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REGULATORY
IMPLICATIONS (CQC/NHSI):

None identified
None identified

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

No
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•
•

x
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Minutes of the Quality Governance Committee meeting held 11 October
2018 (Ratified)
Committee Chair’s Report on the meeting held 8 November 2018
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Minutes of the Quality Governance Committee
Held on
Thursday 11 October 2018
9.30am until 12noon
Meeting Room 1 & 2, First Floor, The Curve
RATIFIED
Present
Chair

In Attendance

Julie Jarman
Gill Green
Andrew Maloney
Neil Thwaite
Dr Alice Seabourne
Dr Chris Daly
Dr Sean Lennon
Dr Shermin Imran
Mary Lee
Steph Kennedy
Julie Bodnarec
Tony Morrison
Tim McDougall

Non-Executive Director
Director of Nursing and Governance
Director of HR and Corporate Affairs
Chief Executive
Associate Medical Director
Medical Director
Later Life, Manchester
Child and Adolescent MH Services
Acting Director of Development and Performance
Head of Psychological Services
Deputy Director of Governance
Associate Director of Research and Innovation
Associate Director of Nursing and Governance

Cathryn Buckley
Marsha McAdams
Chris Rosson
Clair Carson
Neeta Singh
Mary Shinner

Head of Safeguarding
Service User Representative
Head of Operational Support Team
Associate Director of Operations
Later Life Services
Consultant Clinical Psychologist and Director of CBT
Training Centre

1. Apologies (11/10/18 – 09:31am: 09:32am)
Apologies were noted from: Dr Boben Benjamin, Dr Jonathan Dewhurst, Helen Dabbs, Dr Sodi Mann, Dr
Rosie Clarke, Dr Luis Rojo.
2. Welcomes and Introductions (11/10/18 – 09:32am: 09.34am)
All members were welcomed and introduced at the Quality Governance Committee.
3. Minutes of the Previous Meeting (11/10/18 – 09:34am: 09:35am)
The minutes of the previous meeting were agreed as an accurate record pending amendments to the
attendance list to note the attendance of Andrew Maloney and Dr Sean Lennon.
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4. Matters Arising (11/10/18 – 09:35am: 09:35am)
The Committee noted the action for the policy harmonisation paper and the Family, Friends and Carers
Strategy due at the Committee in November.
5. Conflicts of Interest (11/10/18 – 09:35am: 09:36am)
No conflicts of interested were declared at the Quality Governance Committee for October 2018.
6. Trust Psychological Therapies Training Centre – CBT Training Centre (11/10/18 – 09:36am: 10:10am)
Mary Shinner was in attendance to brief the Committee on the CBT training centre.
The CBT training centre is a HEE funded training provider for IAPT courses and over the years the CBT
training centre has had emerging competition from over HEE providers. The CBT training centre employ
staff with a high level of expertise with a portfolio of external trainers with national and international
training expertise. The CBT training centre continues to be successful in obtaining contracts for
psychological therapy training courses, most recently winning the contract for SMI Project in the West
Midlands and CAMHS IAPT as the only North West Provider. The CBT training centre hopes to continue to
develop its specialist training portfolio.
The CBT training centre currently provide training for 300 students per annum, with an annual turnover of
£3.5million and overheads of £243,000. Costs are associated with resource pressures, particularly in
regards to room demand on the Prestwich site, seeking alternative room resources at a cost and office
space for staff in the CBT training centre. In addition to this, the challenges faced by the training centre
are in regards to the short term contracts of the training provided, the fast evolution of the training
centre and employing staff with specialist knowledge. The Committee identified actions to be completed
to support the CBT training centre in regards to room resource and office environments; Andrew Maloney
agreed to discuss this with the capital team to identify a solution.
Action: Andrew Maloney
The CBT training centre are currently exploring ways in which to utilise expertise to support the wider
GMMH workforce to develop competencies, some of this includes; nurse preceptorship and
apprenticeships in the Trust. The Committee discussed psychological therapies as a core skill in the
GMMH workforce, which needs to be developed to allow for engagement of service users and
formulation for positive risk taking in care planning. The Committee thanked Mary and the CBT training
team for the flexibility in adapting to the difficulties faced by the centre.
7. NCAP National Report (11/10/18 – 10:10am – 10:59am)
The Committee noted the NCAP national report, this was a sample of 300 service users with a responses
from 286 service users. The report includes Trust benchmarking against other Mental Health Trust. The
Committee noted general improvements since previous audits in regards to screening and identification
of physical health, it was recognised that this has improved with the support of the PHIT tool in the PARIS
system. However, the Committee noted areas of improvement for physical health related interventions
such as smoking and alcohol screening. The Committee discussed findings in regards to low rate for
discussions with service users relating to medication options and information; this has been identified as
an area of improvement.
In addition to this, the Committee noted a low rate for this audit in regards to the availability of CBT
intervention and family intervention. This has been identified as an area of improvement. The Committee
discussed triangulating this with the work to be completed by the CBT training centre in regards to
development of workforce for psychological therapies. The Committee noted that psychological therapies
training is attended by the GMMH workforce, and this training receives positive feedback but it is clear
that this is not implemented in practice. The Committee discussed the difficulties in regards to demand
and capacity, in regards to the requirement for psychological therapist to work in dual roles. The
Committee discussed difficulties in regards to this and the best method approach to address the areas of
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improvement identified in the NCAP national report. The Committee agreed that areas of improvement
are to be included in the Quality Improvement Strategy, which is due at the Committee in March 2019.
This will include a discreet piece of work to focus on what is available and completed, by completing a gap
analysis.
Action: Gill Green
In addition to this, Dr Chris Daly to approach Dr Richard Drake to develop a video in regards to medication
options and information for service users.
Action: Dr Chris Daly
8. National Audit in Early Intervention in Psychosis 2018 (11/10/18 – 10:59am: 11:28am)
Clair Carson attended the Quality Governance Committee to share the findings from the National Audit
into Early Intervention in Psychosis 2018.
This report identifies the challenges in GMMH in regards to the variation in the patient administration
systems across GMMH and CQUIN approaches for the cardiometabolic physical health screen. At the time
of the audit, there were different CQUIN approaches in place across the Division, which led to a disparity
between the results in the Divisions with lower rates for Manchester services, compared to better results
for Bolton, Salford and Trafford division.
The Committee triangulated findings with the NCAP national report in regards to psychological
interventions as opposed to medication approaches. The committee discussed resourcing and how
demands is managed, the Committee identified that the 10 year forward plan for Mental Health might
provide some insight to how this can be addressed in GMMH. The actions identified following the NCAP
national report will be triangulated with the national early intervention in psychosis audit to address
Trustwide challenges in regards to psychological interventions. The Committee noted and triangulated
findings in regards to employment and education in the NCAP national report and the national audit for
early intervention. The Committee identified that a deep dive into this will be reported at the Committee
in February 2019.
Action: Cathy Lovatt
The National Audit in Early Intervention low rate in regards to psychological interventions had an
indication as a pressure on the service delivery and targets within early intervention teams. This is
because the early intervention teams reflect a performance target of increased access and assessment,
with limited capacity to deliver psychological interventions due to caseloads. The consideration of this
and re-design of teams will be through the Early Intervention Steering Group.
Action: Clair Carson
9. Quality Matters Quarter 2: Activity Report – July to September 2018 (11/10/18 – 11.28am: 11:36am)
The Quality Matters Quarter 2 Activity was noted at the Committee. During Quarter 2 2018/2019, eight
walk-arounds took place across the Trust, with seven walk-arounds planned for Quarter 3 2018/2019. The
Quality Improvement metrics reflect positive aggregated scores for Physical Health and Risk Assessments.
Less positive reflection for aggregate scores of metrics for Care Planning, Mental Health Act and PMVA.
The Committee identified the metrics prove useful at a Trustwide level and local service level to address
areas of improvement and provide focused support mechanisms.
The Quality Improvement team have plans in place to expand the Quality Matters work into the
community teams.
10. Well Led Inspection – A Year On: Acute PICU and Adult Ward Inspections (11/10/18 – 11:36am:
11.48am)
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Gill Green provided a verbal update on the CQC well-led inspection and plans in place to complete peer
review visits across the Trust. The purpose of this is to reflect on actions identified by the CQC and
provide assurances that the actions completed have been sustainable.
As part of this verbal update, the Committee were provided a copy of the draft peer review template
developed to support with the appreciative review across the Trust. The focus of the appreciate review
will be PICU, Adult Acute and Later Life Services. The Committee identified that it would provide useful to
include actions for specific wards on the peer review document to support with the review. Support from
the Committee was sought for multidisciplinary team input and Dr Chris Daly agreed to circulate the plan
to the Medical Leadership Committee.
Action: Dr Chris Daly
11. Handover Audit: September 2018 Report (11/10/18 – 11:48am: 11:54am)
The Quality Governance Committee noted the handover audit completed on over 58 wards, with a total
of 174 handovers audited. This was completed following an action identified from CQC in regards to
variances for handovers across the Trust. The audit findings identified that 50% of handovers were
interrupted, and 91% lasted between 10-30minutes. 83% of care plans were updated following handover
and positive support plans were discussed in 80% of handovers.
The handover audit confirmed that there are variances in the handovers provided across GMMH, but this
is likely due to Royal College of Psychiatrist Accreditation requirements. The Committee noted the
variances and it was identified that quality standards for handovers will be developed and a re-audited
will be completed in 12 months. This will be due at the Quality Governance Committee in October 2019.
Action: Tim McDougall
12. MIAA Update on Physical Healthcare in Inpatient Units (11/10/18 – 11:54am: 11:56am)
The Committee noted the update on the recommendations identified by the MIAA team for physical
health in inpatient units. The two remaining actions outstanding are in regards to DQ reporting and the
development of an e-learning package for use across the Trust. The two remaining actions are rated as
low risk and work continues to progress with these actions.
13. Sub Group Assurance Reports (11/10/18 – 11:56am: 12:00pm)
13.1 Infection Prevention and Control Committee
The Committee noted this sub group assurance report. The Seasonal Flu Campaign for 2018/2019 has
commenced.
13.2 Trust Joint Safeguarding Group
The Committee noted the sub group assurance report. The Safeguarding group have formulated a sub
group assurance report for performance and quality in GMMH.
13.3 PIR Panel
The Committee noted this sub group assurance report.
13.4 Equality and Diversity Group
The Committee noted this sub group assurance report and referenced the Equality and Diversity Strategy
due at the Committee in November 2018.
13.5 Positive and Safe
The sub group assurance report for positive and safe was noted at the Committee. The Committee were
made aware of changes in legislation
14. Any Other Business (11/10/18 – 12:00pm: 12:01pm)
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14.1 Local Authority Safeguarding
This was addressed at the Committee and it was agreed that this would be picked up outside the
meeting.
Action: Gill Green/Tim McDougall/Cathryn Buckley/Dr Shermin Imran
15. Date and Time of Next Meeting (11/10/18 – 12:01pm: 12.02pm)
The next meeting will take place on Thursday 8 November 2018 at 9.30am until 12noon in Hemmingway
Meeting Room, Harrop House.
15.1 December Quality Governance Committee
The Committee meeting scheduled for the 20th December 2018 has been cancelled, with the next one
taking place in January 2019.
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Purpose of
Action
Agenda

Action Title

Action

Lead

Carer, Family and
Friends Strategy
CQC Well Led
Inspection Peer Review
Local Authority
Safeguarding

Strategy to be brought to Committee

Tim McDougall

Dr Chris Daly to circulate plan for CQC peer review to Medical
Leadership Committee
Discussion to take place outside the meeting regarding LA
safeguarding

Dr Chris Daly

Nov 18 NS
Nov 18 NS

Agenda

Policy Harmonisation

Quarterly Reports to QGC

Gill Green/Tim
McDougall/Cathryn Buckley/Dr
Shermin Imran
Tim McDougall/Julie Bodnarec

Agenda

Research and innovation 6 month progress report

Tony Morrison

Jan 19 NS

Strategy to be brought to the Committee.

Cathy Lovatt

Jan 19 NS

Agenda

Research and
Innovation
Equality and Diversity
Strategy
Dragons Den Update

Dragons Den update to be provided in December

Patrick Cahoon

Jan 19 NS

Update

NCAP National Report

Dr Chris Daly

Jan 19 NS

Update

National Audit Early
Intervention in
Psychosis
SLA Review

Dr Chris Daly to approach Dr Richard Jones in regards to medication
options and information for service users.
Performance target for assessment and timescales for treatment to
be discussed in early intervention steering group

Clair Carson

Jan 19 NS

Provide 6 month progress report to Committee

Jonathan Campbell

Mar 19 NS

Areas of improvement from the NCAP national report to be
incorporated into Quality Improvement Strategy.
Deep Dive into employment to be brought to committee in
February
Handover audit to be brought to QGC in October 2019

Gill Green

Mar 19 NS

Cathy Lovatt

Feb 19 NS

Tim McDougall

Oct 19 NS

Update
Update

Agenda

Update
Agenda
Agenda

Quality Improvement
Strategy
Deep Dive

Agenda

Handover Audit
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Due
RAG
Date
Nov 18 G

Oct 18 G

2019 Quality Governance Meeting Dates

1

Meeting

Meeting Date

Time

Room

Quality Governance Committee

Thursday 10 January

9.30am until 12noon

Meeting Room 1 & 2, 1st Floor, The Curve

Quality Governance Committee

Thursday 14 February

9.30am until 12noon

Meeting Room 1 & 2, 1st Floor, The Curve

Quality Governance Committee

Thursday 14 March

9.30am until 12noon

Meeting Room 1 & 2, 1st Floor, The Curve

Quality Governance Committee

Thursday 9 May

9.30am until 12noon

Meeting Room 1 & 2, 1st Floor, The Curve

Quality Governance Committee

Thursday 13 June

9.30am until 12noon

Meeting Room 1 & 2, 1st Floor, The Curve

Quality Governance Committee

Thursday 11 July

9.30am until 12noon

Meeting Room 1 & 2, 1st Floor, The Curve

Quality Governance Committee

Thursday 12 September

9.30am until 12noon

Meeting Room 1 & 2, 1st Floor, The Curve

Quality Governance Committee1

Thursday 17 October

9.30am until 12noon

Meeting Room 1 & 2, 1st Floor, The Curve

Quality Governance Committee

Thursday 14 November

9.30am until 12noon

Meeting Room 1 & 2, 1st Floor, The Curve

Quality Governance Committee

Thursday 12 December

9.30am until 12noon

Meeting Room 1 & 2, 1st Floor, The Curve

Note later date due to AMM taking place on 10 October
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Committee Chair’s Report to the Board of Directors
QUALITY GOVERNANCE COMMITTEE
Date of Board Meeting:

Monday 26 November 2018

Date of Committee Meeting:

Thursday 08 November 2018

Committee Chair:

Julie Jarman, Non-Executive Director

Date of Chair’s Report:

Thursday 08 November 2018

Date of Next Committee Meeting:

Thursday 10 January 2019

Key
Developments

•
•

•
•

•

Any Risks
Identified and
Agreed Actions

•

The Committee noted the Quarter 2 Quality Report and provided some
helpful feedback.
The Committee approved the Carers, Family and Friends strategy. The
strategy has been developed following a consultation process through a
series of listening events and a formal consultation. The strategy was
positively received and noted by the Committee. A formal launch of the
strategy will be held in December 2018.
The Committee noted the progress with the Quality Account for Quarter 2.
The Committee noted the CQC sexual safety briefing report. Safeguards are
already in place to protect the privacy, dignity and safety of service users
but these will be strengthened further to take account of the CQC
recommendations. Progress with the action plan will be noted at Quality
Governance Committee in March 2019.
The MIAA internal audit progress report was noted at the Committee. The
Trust were provided with limited assurance for the Quality Spot Check
audit. One high risk was identified in regards to fridge temperature checks
and escalation for out of range fridge temperatures. One medium risk was
identified for cleanliness standards of mould in the silicone sealant in the
shower areas. One low risk was identified in regards to staff awareness of
the risk register for their local areas. Local actions plans and a Trust Wide
monitoring strategy has been implemented to address these risks.
The Committee noted the update on the policy harmonisation process for
GMMH. This policy harmonisation process is ongoing, with an end date of
March 2019. For those policies not yet harmonised, the Trust are
continuing to work to the agreed separate policies until a single policy is
available. Communication regarding harmonised policies are cascaded
through the GMMH messenger. An update position paper will be brought
to the Committee in March 2019.

1

Other Items for
the Board’s
Attention

•

The Diabetes Deep Dive report was noted at the Committee. The findings
identified that care planning for our service users with diabetes is a
significant area for quality improvement, particularly in regards to
identifying hypo and hyper glycaemia, care planning and monitoring and
staff training. An action plan is to be developed to address all of the finding
identified through this deep dive, and this will be reported to Quality
Governance Committee in January 2019.

•

No conflict of interests were declared at the Committee in November
2018.
Sub group assurance reports were noted at the Committee.

•

2

