BOARD OF DIRECTORS (Meeting in Public)
Monday 25 March 2019

1.00pm in Meeting Rooms 1 and 2, 1st Floor, The Curve

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

To Approve Rupert Nichols, Chair

04

Minutes of the Previous Meeting of the
Board of Directors held 25 February 2019
Matters Arising and Action Log

To Note

Rupert Nichols, Chair

05

Chair’s Report (Verbal)

To Note

Rupert Nichols, Chair

1.05pm

06

Chief Executive’s Brief – March 2019

To Note

Neil Thwaite, Chief Executive

1.10pm

07

GMMH Digital Strategy 2019 - 2022

08

Spiritual Care Strategy 2019 - 2021

09

Integrated Care

10

OPERATIONAL PERFORMANCE
Board Performance Report –
To Note
Liz Calder, Director of Performance
Regulatory and Workforce (January 2019)
and Strategic Development

11

12
13
14

STRATEGY AND POLICY
To Approve Ismail Hafeji, Director of Finance
and IM&T
To Note
Gill Green, Director of Nursing and
Governance
To Note
Deborah Partington, Director of
Operations

GOVERNANCE AND QUALITY
Annual Quality Improvement and Quality
To Note
Gill Green, Director of Nursing and
Governance
Assurance Report
(1 January to 31 December 2018)
Board Assurance Framework (March 2019) To Approve
Andrew Maloney, Director of HR
and Deputy Chief Executive
Fit and Proper Persons Test – Annual
To Approve
Kim Saville, Company Secretary
Declaration
Register of Interests – Annual Review
To Approve
Kim Saville, Company Secretary

TIME

1.15pm
1.25pm
1.30pm

1.40pm

1.50pm

2.00pm
2.10pm
2.15pm

15
16
17

18

WORKFORCE AND ORGANISATIONAL DEVELOPMENT
NHS Staff Survey 2018
To Note
Andrew Maloney, Director of HR
and Deputy Chief Executive
Gender Pay Gap Report 2019
To Note
Andrew Maloney, Director of HR
and Deputy Chief Executive
Workforce Race Equality Standard (WRES) To Note
Andrew Maloney, Director of HR
Update
and Deputy Chief Executive
COMMITTEE REPORTS/MINUTES
Quality Improvement Committee:
To Note
Julie Jarman, Non-Executive
Director and Quality Governance
18.01 - Minutes of the Meeting held 14
Committee Chair
February 2019 (Ratified)

2.20pm
2.30pm
2.35pm

2.40pm

18.02 – Committee Chair’s Report on the
Meeting held 14 March 2019

19
20

ANY OTHER BUSINESS
Any Other Business
To Note
All
Questions from the Public – At the Chair’s discretion, questions may be invited from public
attendees

2.45pm
2.50pm

DATE AND TIME OF NEXT MEETING
The next Board of Directors’ Meeting in public will take place on Monday 20 May 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 25 February 2019
Monday 25 March 2019
03
Rupert Nichols, Chair
Kim Saville, Company Secretary

REPORT SUMMARY:

The following report is a record of the Board of Directors meeting held in public on
Monday 25 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
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 Improvement Committee
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
LEGAL IMPLICATIONS:

None identified

REGULATORY
IMPLICATIONS (CQC/NHSI):

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

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

Assurance

RECOMMENDATIONS:

The Board of Directors are asked to review and approve the minutes of the meeting
held on 25 February 2019.

x

Approval/Decision

x

2

UNRATIFIED
IN PUBLIC BOARD OF DIRECTORS MEETING - MONDAY 25 FEBRUARY 2019 AT 1.00PM IN
MEETING ROOMS 1 AND 2, 1ST FLOOR, THE CURVE
PRESENT:
Board of Directors:
Rupert Nichols
Anthony Bell
Liz Calder
Helen Dabbs
Stephen Dalton
Chris Daly
Gill Green
Ismail Hafeji
Julie Jarman
Andrea Knott
Pauleen Lane
Andrew Maloney
Deborah Partington
Neil Thwaite

-

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

-

Service User (until 1.15pm)
Lead Governor
Staff Governor (Nursing)
Company Secretary (Minutes)
Public Governor (Salford)

IN ATTENDANCE:
Zahid Alam
Les Allen
Lesley O’Neill
Kim Saville
David Sutton
No.
43/19

Item
Apologies for Absence

Action
Noted

44/19

There were no apologies for absence.
Declarations of Interest

Noted

45/19

There were no declarations of interest in agenda items.
Service Presentation – Older Adult Service Development in GMMH

Noted

Alice Seabourne (Associate Medical Director), Sean Lennon (Lead Consultant) and
Trish Dwyer (Service Manager, Manchester) delivered a presentation to the
1

No.

Item
Action
Board on the development of the Trust’s older adult services. Alice Seabourne
advised that later life services work in partnership across the Trust to improve
quality of care for older adults. This approach is facilitated through a Trust-wide
Older Adults Steering Group chaired by Clair Carson, Associate Director of
Operations (Rehab, IAPT, Bolton and Salford).
Alice Seabourne provided an overview of the current older adult population
across Greater Manchester, the forecast growth by 2039 and the associated
impact on demand for mental health services. She also summarised the scope of
later life service provision, which is broader than dementia care.
Trish Dwyer outlined the key priorities for later life services and provided
examples of developments and achievements realised through working with
Dementia United, which is a Greater Manchester-wide initiative. Sean Lennon
also shared examples of learning facilitated across the Trust’s later life services
through partnership working.
Alice Seabourne concluded the presentation with an overview of the key
challenges and opportunities facing later life services. These include developing a
peer review process for inpatient care, delayed transfers of care (DTOCs) and
meeting physical healthcare needs within inpatient services. With regard to peer
review, Alice Seabourne advised that, following recent training, the Trust now
has sufficient staff trained to undertake peer reviews based on the Royal College
of Psychiatrists accreditation process.
Anthony Bell, Non-Executive Director, questioned whether there is more the
Trust can do to support/engage with older adults from BAME (black, Asian and
minority ethnic) backgrounds. Alice Seabourne recognised that different needs
across different localities and the need to remain flexible to respond to these
sensitively. Trish Dwyer highlighted opportunities where the Trust can do more,
including by linking in with existing networks/groups in BAME communities.
Neil Thwaite, Chief Executive, sought further information on the planned
approach to managing/responding to the forecast population growth. Alice
Seabourne advised that different models of care are being considered, including
a ‘Healthy Brain’ service. Chris Daly agreed to share the details of the dementia Action: CD
research projects current being run by the Trust with Board members. The Board
of Directors also discussed self-care and digital healthcare solutions and the
ability of the later life population to access and/or use these solutions.
Deborah Partington, Director of Operations, commended the partnership
working in operation across the Trust’s later life services, which evolved quickly
post-acquisition.

46/19

Rupert Nichols, Chair, thanked the presenters for an informative presentation.
Minutes of the Previous Meeting of the Board of Directors held 28 January 2019 Approved
2

No.

Item

Action

The minutes of the meeting held on 28 January 2019 were accepted as a true and
correct record subject to the following amendment:
Minute 21/19 (Audit Committee Chair’s Assurance Report on the
Meeting held 3 December 2018) – Andrea Knott, Non-Executive Director,
advised that the Trust’s external auditors had not supported the proposal
to revise the accounting treatment of the estimated useful lives of the
former Trust Headquarters, High Dependency Unit, Lowry Ward and
Action: KS
Kingsley Ward. Kim Saville, Company Secretary, to amend the minutes.
Matters Arising and Action Log
Noted
•

47/19

The Board of Directors reviewed the action log, noting the progress made.

48/19

Andrew Maloney, Director of HR and Deputy Chief Executive, confirmed that the
actions to review the workforce data in the Board Performance Report will be
addressed, as a priority (by May 2019), by the new Workforce Strategy Action: AM
Programme Board. Feedback from Board members will be taken into account
when completing this review.
Chair’s Report
Noted
Rupert Nichols briefed the Board on his recent attendance at the Graduate
Ceremony for graduates of the Trust’s Psychological Therapies Training Centre
and his participation in a number of regional and national meetings/events. The
latter included a meeting with Baroness Dido Harding, Chair of NHS
Improvement, where the changes and challenges in bringing together NHS
Improvement and NHS England and the findings of the Kark Review of the Fit and
Proper Persons Test were discussed. Rupert Nichols shared concerns raised that
any changes introduced following the Kark Review, including in terms of data
collection, are not too onerous or disproportionate to the potential scale of the
problem.

49/19

The Board of Directors noted the Chair’s Report.
Chief Executive’s Brief
Neil Thwaite highlighted the following from his Chief Executive’s brief:
•

National – Neil Thwaite advised that the Trust had agreed to pay the
settled status fees for EU national staff members prior to the
Government’s decision to waive these fees. Gill Green, Director of
Nursing and Governance, provided assurance that the Trust is engaged in
regional and national discussions on preparedness for a potential ‘no
deal’ Brexit at the end of March 2019. She shared feedback from an
event attended on 12 February 2019, noting that a national centre is
being established on a 24/7 basis to oversee the implementation of nine
key work-streams. She advised that the Trust’s Emergency Preparedness,
3

Noted

No.

Item

Action
Resilience and Response (EPRR) Committee will meet frequently during
the interim period to oversee preparations.

50/19

•

Regional – Neil Thwaite briefed the Board on changes in leadership at
both Trafford Clinical Commissioning Group (CCG) and Trafford Council.
Neil Thwaite confirmed that a recent meeting with Martyn Pritchard,
new Accountable Officer for Trafford CCG, provided opportunity to
refresh shared priorities in Trafford. A meeting is also planned with Sara
Todd, new Chief Executive of Trafford Council. He noted the significant
financial challenges in Trafford and provided assurance that the Trust will
continue to make every effort to provide the best care possible to
Trafford residents. He also updated Board members on progress with the
transfer of Trafford community services to the Manchester Local Care
Organisation (MLCO).

•

Local – Neil Thwaite noted that a weekly Sustainability and Quality
Improvement (QI) Group has been established to co-ordinate
preparations for a Care Quality Commission (CQC) core service with wellled review. The Group will be focused on, for example, addressing
improvement opportunities identified in the CQC Insight Reports, shifting
quality performance to at least ‘Good’ in areas previously rated as
‘Requires Improvement’, and driving the Trust’s new Quality
Improvement Strategy at an operational level.

The Board of Directors noted the Chief Executive’s briefing for February 2019.
Housing and Mental Health Strategic Plan
Deborah Partington presented the Trust’s new Housing and Mental Health
Strategic Plan to the Board, which has been developed with the support of the
Housing Association Charitable Trust (HACT). She noted the important role
housing plays in securing better recovery outcomes for service users and
confirmed that housing is part of the Trust’s 10-point plan for eliminating Out of
Area Placements (OAPs). She established the aims of the Housing and Mental
Health Strategic Plan as strengthening engagement with local housing providers
and developers and ensuring the necessary strategic relationships are in place to
enable the delivery of care and recovery services in the least restrictive
environments possible. She confirmed that the Strategic Plan is initially focused
on housing issues and opportunities for service users in the Trust’s acute and
rehabilitation pathways and those experiencing homelessness. As relationships
develop, the Strategy will be reviewed and extended to cover all GMMH services.
She noted that an initial action plan has been drafted and a more detailed work
programme will now be developed with key partners.
Anthony Bell questioned the commitment of housing providers to work with the
Trust in delivering its strategic aims. Deborah Partington advised that
relationships with housing providers have been strengthened through the
4

Approved

No.

Item
Action
development of the Strategic Plan and with the support of HACT. She
acknowledged that there are challenges, however, but that the Trust is
committed to working to overcome these. In response to a question from Julie
Jarman, Non-Executive Director, Board members discussed the potential
incentives for housing providers to support the Trust in delivering its Housing and
Mental Health Strategic Plan. Deborah Partington confirmed that more effective
channels of communication are now in place to enable open discussions on
further future developments.
Pauleen Lane, Non-Executive Director, noted the need to ensure that the Greater
Manchester system-level plan includes a commitment to mental health and
housing and clarifies expectations of housing providers.
Julie Jarman stated that the housing providers’ assessment of individuals as being
‘intentionally homeless’ is not acceptable.
Lesley O’Neill, Staff Governor (Nursing), sought further information on the
support being given to frontline staff to enable them to support service users
with housing issues. Deborah Partington advised that once a common
understanding of what can be done has been agreed this will be shared with
staff. She reiterated that the Strategic Plan is the starting point for further work
with housing providers.
Anthony Bell offered his support in the further development of the plan.

51/19

The Board approved the Housing and Mental Health Strategic Plan.
Board Performance Report – Regulatory and Workforce (December 2018)
Liz Calder, Director of Performance and Strategic Development, presented the
Board Performance Report (Regulatory and Workforce) for December 2018. She
summarised the following key exceptions to positive performance in month:
• Mental Health Services Dataset (MHSDS) - Work is ongoing to
understand the implications of introducing three additional measures in
the Quarter 3 2018/19 calculations (to be published in May 2019).
• Improving Access to Psychological Therapies (IAPT) – Liz Calder provided
a more up to date position on both Manchester and Salford
performance. The improvements expected in Manchester following the
recent introduction of additional capacity are not yet evident in
January’s performance figures and more detailed work is underway to
understand this. The forward look for Salford’s IAPT services is more
positive.
• Out of Area Placements (OAPs) – Liz Calder highlighted the continued
significant reduction in reportable OAPs and the downward trend in
5

Noted

No.

Item

Action
numbers of locally monitored OAPs. She advised that work will now
focus on sustaining this trend, including through the development of a
whole system approach to alternatives to admission and sustainable
community options. Deborah Partington noted that the Trust’s
downward OAPs trajectory is in contrast to performance elsewhere in
the country.

• Care Programme Approach (CPA) – The Trust marginally missed the 95%
target in December 2018. Liz Calder outlined the actions being
progressed to improve this position.
With regard to workforce, Andrew Maloney highlighted a marginal shift in
numbers of staff in post.
Andrea Knott sought further information on the significant reduction in the
Service User Friends and Family Test (FFT) results as at Quarter 3. Gill Green Action: GG
advised that the results are being analysed and an update will be provided to a
future Board of Directors meeting. Neil Thwaite sought an update on the issues
identified with the Service User FFT kiosks. Ismail Hafeji, Director of Finance and
IM&T, indicated that the current kiosks may no longer be fit for purpose and that
work is ongoing to resolve this.
In response to a further question from Andrea Knott, Andrew Maloney confirmed
that the national Staff Survey includes the Quarter 3 Staff Friends and Family Test
results. The findings of the most recent Staff Survey will be shared with the Board
in March 2019.
Stephen Dalton, Non-Executive Director, sough understanding of other, more
timely service user and carer feedback mechanisms employed by the Trust. Gill
Green referenced the quarterly CARE Hub report received by the Quality
Governance Committee (QGC), which includes analysis of service user and carer
feedback.
Stephen Dalton also questioned the fluctuations in numbers of vacancies at
stages prior to offer. Andrew Maloney confirmed that the overall vacancy
position is relatively static. He acknowledged the in-month peaks and troughs in
flow and the need to streamline the process further. He noted the previous
investment in the Recruitment Team and the improvements made, but
recognised that it is timely to undertake a further review. Pauleen Lane shared
feedback from a recent Service Visit in terms of the timeliness of clearance
checks. Andrew Maloney advised that these processes are often out-with the
Trust’s control but have improved.

52/19

The Board of Directors noted the Performance Report (Regulatory and
Workforce) for December 2018.
Annual Accounts for the Year Ended 31 March 2019 – Going Concern Report
Approved
6

No.

Item

53/19

The Board of Directors approved the recommendation to confirm that it is
appropriate to prepare the 2018/19 annual accounts on a going concern basis.
Annual Accounts for the Year Ended 31 March 2019 – Segmental Reporting
Approved

54/19

55/19

Action

The Board of Directors approved the suggested approach to segmental reporting,
namely to report a single healthcare operating segment in its 2018/19 annual
accounts.
Annual Accounts for the Year Ended 31 March 2019 – Charitable Funds Approved
Consolidation
The Board of Directors approved the recommendation that the GMMH
Charitable Funds do not need to be consolidated within the Trust’s financial
statements.
Board Performance Report – Quality (Quarter 3 2018/19)
Noted
Gill Green provided an overview of the Board Performance Report – Quality for
Quarter 3 2018/19. Gill Green advised that the content of the report remains a
work in progress and will be informed by the emerging Quality Improvement
Strategy. She drew the Board’s attention to the following:
•

Positive and Safe – Gill Green referenced the establishment of the
Sustainability and Quality Improvement (QI) Group, which has identified
positive and safe as a key priority and will focus on triangulating data and
benchmarking to gain a fuller understanding of positive and safe
performance.

•

Prevent – Gill Green shared headlines from the recent Prevent briefing to
the Quality Governance Committee. She highlighted the increase in
Prevent referrals, noting that Manchester has had the highest number of
Prevent referrals outside of London. In terms of Prevent WRAP Level 3
training, she confirmed that 85% compliance was achieved at Quarter 3
2018/19.

•

CQUIN – Gill Green updated the Board on progress in the delivery of this
year’s CQUIN schemes. With regard to national CQUIN N9 (risky
behaviours), she confirmed that the Trust went smoke-free on 1 October
2018. With regard to local CQUIN L1 (suicide prevention), she noted the
successful employment of a Bereavement Liaison worker to support
delivery of this CQUIN.

Gill Green also confirmed the Trust’s achievement of the flu vaccination target.
In response to a question received from Anthony Bell regarding the increasing
number of claims, Gill Green advised that no themes have been identified in a
review of recent claims. The Risk Management Committee have, however, noted
7

No.

Item
Action
the need to strengthen learning from claims. Gill Green advised that the increase
in claims will not affect the Trust’s insurance premium (NHSLA) as this is based on
the size of the organisation. Anthony Bell requested that the narrative on claims Action: GG
is strengthened in future Quality Reports.
In response to a question from Pauleen Lane, Gill Green agreed to review the
presentation of complaints data to see if it is possible to present the number of
complaints relative to activity. Pauleen Lane noted that the deterioration in the
Service User Friends and Family Test performance could be random. Gill Green
confirmed that work is ongoing to triangulate Friends and Family test feedback
with other sources of assurance including complaints.

56/19

The Board of Directors noted the Board Performance Report – Quality (Quarter 3
2018/19).
Quality Account 2018/19 Production – Update
Noted
Gill Green briefed the Board on the work underway to develop the 2018/19
Quality Account. She advised that there has been no significant change to the
national guidance, other than the inclusion of a requirement to report on
Freedom to Speak Up. The two mandated indicators for external audit remain
unchanged (Early Intervention in Psychosis and Out of Area Placements) and the
Council of Governors selected care planning as the Trust’s local indicator at their
meeting on 11 February 2019. Gill Green noted that a programme of Quality
Conversations commenced across the Trust in early January 2019, which will
support the identification of this year’s Quality Account improvement priorities.
Gill Green confirmed that a draft Quality Account will be reviewed by the Quality
Governance Committee on 9 May 2019, prior to sign-off being sought from the
Board of Directors on 20 May 2019.

57/19

The Board of Directors noted the update on the production of the 2018/19
Quality Account.
Audit Committee:
Noted
•
•

Minutes of the Meeting held 3 December 2018 (Ratified)
Committee Chair’s Assurance Report on the Meeting held 4 February
2019

The Board of Directors noted the ratified minutes of the Audit Committee
meeting held on 3 December 2018.
Andrea Knott confirmed the Audit Committee’s receipt of four ‘Substantial
Assurance’ opinions from MIAA at the most recent meeting held on 4 February
2019, She also noted that, following an update from the Trust’s Anti-Fraud
Specialist (AFS) on an ongoing investigation into verification of bank shifts, the
Audit Committee has requested that a number of actions are taken forward as a
8

No.

Item
Action
priority to provide additional assurances on the processes in place. These include
undertaking an internal audit and accelerating the planned safe staffing audit.
With reference to the internal audit plan 2018/19, Andrea Knott confirmed that
the Quality Governance Committee will be asked to agree the scope of future
quality spot checks. She also briefed the Board on the outcomes of the
Committee’s recent review of effectiveness, MIAA’s deep dive into the operation
of the Board Assurance Framework (BAF) and MIAA’s annual Assurance
Framework opinion, which found the BAF to be structured to meet requirements,
visibly used and reflective of the risks discussed at Board.
Andrea Knott advised that the Audit Committee reviewed the performance of the
Trust’s external auditors and agreed to recommend a two-year extension to the
existing contract term to the Council of Governors in April 2019.

58/19

The Board of Directors noted the Committee Chair’s Assurance Report on the
Meeting held 4 February 2019.
Quality Governance Committee:
Noted
•
•

Minutes of the Meeting held 10 January 2019 (Ratified)
Committee Chair’s Report on the Meeting held 14 February 2019

The Board of Directors noted the ratified minutes of the Quality Governance
Committee meeting held on 10 January 2018 and the Committee Chair’s Report
on the meeting held on 14 February 2019. Julie Jarman highlighted the outcomes
of the Committee’s review of their Terms of Reference, including changes to the
Committee membership and the proposal to change the Committee’s name to
the Quality Improvement Committee (QIC). Board members supported this
proposal. Helen Dabbs, Non-Executive Director, advised that the Committee is
also looking to establish clearer decision-making thresholds for its sub-groups
and set out the rationale for this.

59/19

Julie Jarman summarised the key developments discussed by the Quality
Governance Committee in February, including the findings of the employment
deep dive and the presentation on trauma informed care. She highlighted the
actions being taken forward in both areas. Neil Thwaite questioned the use of
different terminology and whether this will all be brought together/clarified in
the new Quality Improvement Strategy.
Charitable Funds Committee:
Noted
•
•

Minutes of the Meeting held 3 December 2018 (Ratified)
Committee Chair’s Report on the Meeting held 4 February 2019

The Board of Directors noted the ratified minutes of the Charitable Funds
Committee meeting held on 3 December 2018 and the Committee Chair’s Report
on the meeting held on 4 February 2019. Anthony Bell briefed the Board on the
9

No.

Item
Action
key items discussed at the most recent Committee meeting, including the
planned development of Key Performance Indicators (KPIs) to assess the
use/impact of the Trust’s charitable funds, the internal relaunch of the funds and
the upcoming targeted fundraising activity.

60/19

The Board agreed that it would be helpful to receive information on schemes Action: AB
funded through the Charitable Funds Committee, for example, through future
Chairs Reports.
Any Other Business
Noted

61/19

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

Noted

62/19

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

Noted

63/19

The next Board of Directors meeting in public will take place on Monday 25
March 2019 at 1.00pm in Meeting Rooms 1 and 2, 1st Floor, The Curve
Resolution
Adopted
The Board of Directors adopted the resolution ‘that representatives of the press
and other members of the public be excluded from the remainder of this
meeting, having regard to the confidential nature of the business to be
transacted’.

Certified as a true record of the meeting

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

……………………………………………………………
Date
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Action Log – Part 1
Meeting Minute
No.
May-18 104/18

Item

Action

Chief Executive’s
Briefing

June-18

143/18

Chief Executive’s
Briefing

Nov-18

284/18

Board Performance
Report – Regulatory
and Workforce (Sept.
2018)

Nov-18

285/18

Jan-19

12/19

Board Performance
Report – Quality
(Quarter 2)
Paris in Manchester
Project Update

New Care Models - Detailed paper to
follow to Board on medium secure New
Care Model plans for 2019/20 onwards
NHS Operational Productivity – update to
follow to Board on the outcome of the
Trust’s scoping exercise and identified
opportunities for improvement
Consideration to be given to triangulating
sickness data with vacancy levels and
levels of violence and aggression to
enable further understanding of current
performance
Update on mutual respect campaign to
follow to Board

Jan-19

13/19

Board Performance
Report – Regulatory
and Workforce (Nov.
2018)

Further project update to follow to Board
in May 2019

Agreed
Timescale
26/11/18

24/09/18

25/02/19

25/03/19

20/05/19

Andrew Maloney to check whether there 25/03/19
are any continuing systems issues that
may have compromised vacancy data and
to consider breaking down vacancy data,
and other workforce data, by divisions to
enable identification of ‘hot spots’
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Forecast
Owner
Completion
25/03/19 Liz Calder, Director of
Performance and
Strategic Development
20/05/19 Liz Calder, Director of
Performance and
Strategic Development
Andrew Maloney,
Director of HR and
Deputy CEO

20/05/19

Status
On agenda

Deferred to May
2019

Amalgamated
into Action 47/19
below

Gill Green, Director of
Nursing and Governance
Ismail Hafeji, Director of
Finance and IM&T
Andrew Maloney,
Director of HR and
Deputy CEO

Amalgamated
into Action 47/19
below

Meeting Minute
No.
Jan-19
13/19

Jan-19

14/19

Jan-19

17/19

Feb-19

45/19

Feb-19

46/19

Feb-19

47/19

Item
Board Performance
Report – Regulatory
and Workforce (Nov.
2018)
Board Assurance
Framework

Action

Agreed
Timescale
Andrew Maloney to review sickness 25/02/19
absence benchmarking data to provide a
more comprehensive position statement
Board Assurance Framework to be 25/03/19
reviewed and updated in line with Board
feedback

Guardian of Safe
Working Hours –
Quarterly Report
Service Presentation –
Older Adults Service
Development

Support from senior doctors and 20/05/19
feedback from trainees to be included in
future reports
Chris Daly to circulate details of dementia 25/03/19
research projects to Board members

Minutes of the
Previous Meeting
held 28 January 2019
Matters Arising and
Action Log

Kim Saville to amend Minute 21/19

01/03/19

Review of workforce data presented in 20/05/19
Board Performance Report to be
completed by Workforce Strategy
Programme Board
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Forecast
Owner
Completion
Andrew Maloney,
Director of HR and
Deputy CEO

Status
Amalgamated
into Action 47/19
below

Andrew Maloney,
Director of HR and
Deputy CEO and Kim
Saville, Company
Secretary
Chris Daly, Medical
Director
Chris Daly, Medical
Director

Kim Saville, Company
Secretary
Andrew Maloney,
Director of HR and
Deputy CEO

Join Dementia
Research sign-up
details circulated
and details of
research projects

Meeting Minute
No.
Feb-19
51/19

Feb-19

55/19

Feb-19

59/19

Item
Board Performance
Report (Regulatory
and Workforce) –
Dec. 2018
Board Performance
Report – Quality
(Quarter 3 2018/19)
Charitable Funds
Committee

Action

Agreed
Timescale
Gill Green to provide an update on the 25/03/19
deterioration in Service User Friends and
Family Test performance as at Quarter 3
to a future Board of Directors meeting
Narrative on claims to be strengthened in 24/06/19
future Quality Performance Reports
Updates on schemes supported through 29/07/19
the Trust’s charitable funds to be
provided to future Board meetings, for
example, through the Chair’s Report

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

Gill Green, Director of
Nursing and Governance
Anthony Bell, NonExecutive Director

Status

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

Chief Executive’s Brief
Monday 25 March 2019
06
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 Improvement 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 March 2019.

x

Assurance

Approval/Decision
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Chief Executive’s
Monthly Brief
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CEO Brief March 2019
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
•
•
•
•
•
•

Changes to the Leadership Structure of NHS England and NHS Improvement
NHS Long Term Plan - Proposals for Possible Changes to Legislation
NHS Assembly
Appointment of New Chief People Officer
CQC’s Monitoring the Mental Health Act in 2017/18
Interim Workforce Implementation Plan – Emerging Priorities

Regional Update
• Salford CCG – All Age Mental Health Commissioning Strategy
• GM Urgent and Emergency Care (UEC) Summit
• GM System Performance
Local Update
•
•
•
•
•

Upcoming CQC Core Service with Well-led Inspection
NHS Professionals ‘Go Live’
Supporting National Apprenticeship Week 2019
Performance Overview
Financial Overview

CEO Brief March 2019
National Update
Changes to the Leadership Structure of NHS England
(NHSE) and NHS Improvement (NHSI)

NHS Long Term Plan – Proposals for Possible Changes
to Legislation

On 1 March 2019 the Chair of NHS Improvement wrote to
Chairs and Chief Executives setting out organisational changes
in NHSE and NHSI. The changes include moving to a single
Chief Executive and single Chief Operating Officer model, with
the latter reporting directly to Simon Stevens as NHSE Chief
Executive and lead for both organisations. The Chief Operating
Officer will also be the Chief Executive of NHSI for regulatory
purposes and will report to Dido Harding, Chair of NHSI. The
seven regional directors, the National Director of Emergency
and Elective Care and the National
Director for Improvement will report
directly to the new Chief Operating
Officer.

The NHS Long Term Plan set out NHSE/I’s view that the current
policy direction towards collaboration and integration in local
systems can ‘generally’ be achieved within the current
statutory framework but that ‘legislative changes would
support more rapid progress’. On 1 March 2019 NHSE/I
published an engagement document outlining their proposals
for change in terms of the following:

Ian Dalton has announced he is
stepping down from his current role
as NHSI Chief Executive in the wake
of this announcement.

•
•
•
•
•
•
•
•
•
•

Collaboration and competition
Procurement rules
National NHS payment systems
Integrated care trusts
Mergers and acquisitions
Capital spending
Provider and commissioner joint working
Shared duties for providers and commissioners
Joined up commissioning
National leadership

CEO Brief March 2019
National Update
NHS Long Term Plan – Proposals for Possible Changes
to Legislation cont.
The proposals are intended to enable
commissioners to work more closely
with each other, with providers, and
with NHSE, and also include significant
changes
to
competition
and
procurement rules and a request for
NHSE and NHSI to formally merge.
There is an eight week period in which
to submit responses to the proposals.
NHS Providers are co-ordinating a
response on behalf of its members and
providers can also choose to submit
their own response.
Lead: Neil Thwaite, Chief Executive

NHS Assembly
Dr Clare Gerada has been appointed as Clinical Chair and
Professor Sir Chris Ham as Non-Clinical Chair of the new NHS
Assembly. The Assembly will be formed of around 50 people
from across the health and care sectors – clinical leaders,
patient leaders, staff representatives, health and care system
leaders and VCSE sector leaders – who will bring their
experience, knowledge and links to wider networks to inform
discussion and debate on the NHS’s work and wider priorities.
An initial priority will be advising NHSE/I boards on
implementation of the improvements outlined in the NHS
Long Term Plan.

Appointment of New Chief People Officer
NHSE/I have appointed Prerana Issar to the role of Chief
People Officer. The new position is part of the NHS Executive
Group and will play a leading role in ensuring the NHS has
enough people, with the right skills and experience to deliver
the Long Term Plan.

CEO Brief March 2019
National Update
CQC’s Monitoring the Mental Health Act in 2017/18
The CQC published its annual review of how health services in
England are applying the Mental Health Act (MHA) in late
February 2019. The review was informed by CQC visits to
mental health wards during 2017/18. The CQC concluded that
there has been an overall improvement in some aspects of
care in 2016 to 2018, compared with findings in 2014 to 2016.
Specific findings included:
•

•

•

Some improvement in the quality of care planning and
patient involvement. A higher proportion of care plans are
detailed, comprehensive and developed in collaboration
with patients and carers. However, there is still
considerable room for further improvement.
The provision of information about legal rights to patients
and relatives is still the most frequently raised issue from
CQC visits. In many cases, patients may struggle to
understand information given to them on admission
because they are most ill at this point.
The greatest concern from MHA monitoring visits is about

the quality and safety of mental health wards, in particular
acute wards for adults of working age.

The CQC will be contributing to the work to implement the
recommendations of Professor Sir Simon Wessely’s
Independent Review of the MHA published in December 2018.
The Board received a summary of key themes emerging from
CQC MHA monitoring visits to Trust sites during 2018. These
findings are also being triangulated with other internal and
external data sources to enable an accurate assessment of the
Trust’s position against the CQC Key Lines of Enquiry (KLOEs) in
preparation for the upcoming CQC inspection.
Lead: Gill Green, Director of Nursing and Governance and Chris
Daly, Medical Director

CEO Brief March 2019
National Update
Interim Workforce Implementation Plan – Emerging
Priorities

more detailed vision of how the NHS workforce will transform
over the next ten years.

Workforce Implementation Plan Chair, Dido Harding, and
National Executive Lead, Julian Hartley, have written to Chief
Executives seeking views on the themes and actions emerging
from the work to develop the workforce element of the
overall implementation plan for the NHS Long Term Plan.

GMMH’s Director of HR and Deputy Chief Executive is
contributing to a key work-stream focused on Workforce
Architecture, which will inform the Implementation Plan.

The letter proposes a series of actions to improve culture,
leadership and workforce shortages. These include the
devolution of greater responsibility for workforce issues to
sustainability and transformation partnerships (STPs) and
integrated care systems; a review of how national bodies
regulate trusts; a significant increase in flexible working
through the use of technology; and a change in HR practices to
improve retention.
Taking into account the responses received from Trusts, a
Workforce Implementation Plan is expected to be published in
early April 2019. This will include a 2019/20 action plan and a

Lead: Andrew Maloney, Director of HR and Deputy Chief
Executive

CEO Brief March 2019
Regional Update
Salford CCG All Age Mental Health Commissioning
Strategy
Salford CCG have published a new integrated commissioning
strategy setting out their approach to commissioning mental
health services across the life course over the next five years.
The strategy is based on a full mental health needs assessment
completed by Salford Public Health in 2018 and supported by
engagement with local people and staff and clinicians from
across the system. It details eight key objectives, including
ensuring parity between mental and physical health, achieving
the targets set out in the Five Year Forward View for Mental
Health (FYFVMH), developing a culture shift towards personcentred mental health care, and ensuring equality of access.
The Strategy is underpinned by an action plan aligned to
spend. 2019/20 contract negotiations are continuing between
the Trust and Salford CCG to agree future investments
priorities.
Lead: Liz Calder, Director of Performance and Strategic
Development

GM Urgent and Emergency Care (UEC) Summit
In February, Neil Thwaite, Chief Executive, and Deborah
Partington, Director of Operations, attended a Greater
Manchester UEC Care Summit along with other senior GM and
regional system leaders. The summit explored the current GM
position in relation to the 4-hour A&E standard, sought
understanding of the factors impacting on performance and
shared examples of good practice across the GM footprint.
The Trust developed its first Winter Plan in 2018/19, which has
been well-received by commissioners, and includes details of
the Trust’s A&E and urgent care offer. The Trust is also
continuing to contribute to GM-wide actions that will
accelerate the delivery of UEC improvements.
Lead: Deborah Partington, Director of Operations

CEO Brief March 2019
Regional Update
GM System Performance
GM did not achieve either of the IAPT waiting time standards
in November 2018, with an overall performance of 70.5%
against the 6-week standard and 90.3% against the 18-week
standard. The GM IAPT Steering Group – chaired by Clair
Carson, GMMH Associate Director of Operations – is working
to develop plans for recovery of the IAPT waiting times. The
Trust is also continuing to implement its own plans to deliver
improvements in IAPT performance in Salford and Manchester.
Lead: Clair Carson, Associate Director of Operations (Rehab,
IAPT, Bolton and Salford)

CEO Brief March 2019
Local Update
Upcoming CQC Core Service with Well-led Inspection
The Trust received notice on 27 February 2019 to expect its
annual inspection of well-led at the Trust-wide level, along
with an inspection of at least one core service, within the next
six months. Work is underway, led by the new Sustainability
and Quality Improvement Group and overseen by the Quality
Improvement (formerly Quality
Governance) Committee, to
ensure the Trust’s preparedness
for this inspection.
Lead: Andrew Maloney, Director of HR and Deputy CEO

NHS Professionals ‘Go Live’
The Trust’s new temporary resourcing and direct engagement
service, delivered in partnership with NHS Professionals, went
fully ‘live’ on 25 February 2019. The service is expected to
deliver a reduction in costs, improve the Trust’s performance

Against the NHSI agency cap metric, improve management
information and enable an increased migration of agency
workers to the Trust’s bank.
Leads: Andrew Maloney, Director of HR and Deputy CEO and
Ismail Hafeji, Director of Finance and IM&T

Supporting National Apprenticeship Week 2019
GMMH was proud to support National Apprenticeship Week
in early March 2019. The Trust current has a total of 212
apprentices, varying from entry-level to 11 senior leaders
completing Level 7 qualifications (equivalent to an MSc or
MBA). The theme for this year’s week was ‘Blaze a Trail’ and
activities took place across the Trust to share the successes
and value added by our apprentices and mentors.
Lead: Andrew
Maloney,
Director of HR
and Deputy CEO

CEO Brief March 2019
Local Update
Performance Overview

The three new CCG indicators are:

The number of reportable OAPs remains significantly under the
required 33% reduction from 17/18, now at 55% YTD in January.

•
•

IAPT 6 and 18 week targets remain Red due to Salford and Manchester,
as previously reported. Salford is now showing improvement as a
result of the waiting list initiative and Manchester now has minimal
numbers waiting over 18 weeks. This should ensure a move to
compliance in future months.
New CQUINs have been announced for 19/20 for NHSE and CCG. There
are five national CCG CQUINs for mental health, two existing and three
new. The existing indicators are:
•
•

Flu – targets increased to 80%
Risky behaviours – screening and brief advice for tobacco and
alcohol use in inpatient settings

Follow up in 72 hrs of discharge from inpatient services
IAPT – referrals finishing treatment with scores recorded in the
Anxiety Disorder Specific Measure

The specialised services scheme has three indicators:
•
•
•

Healthy Weight in Adult Secure Services
Addressing CAMHS Tier 4 staff training
Improvement assessment of communication needs for those who
are deaf

We will now analyse the CQUIN targets to understand the
requirements.
There are new national proposals in relation to access times for
mental health. Pilot sites will be selected for testing out these
proposals during 19/20. This includes four week waiting times for
CMHTs for example.
Lead: Liz Calder, Director of Performance and Strategic Development

CEO Brief March 2019
Local Update
Financial Overview
For the 11 months of the financial year ended 28 February
2019, the Trust achieved a surplus of £2,579k which is in line
with the Operational Plan. The Trust is facing continued
pressures resulting form the cost of Agency staff, activity levels
and acuity of service users. There has been an improvement
in number of OAPs and the associated costs. Discussions
continue with Commissioners with regard to the increases in
demand and increased levels of acuity which is impacting on
the financial performance in 2018/19.
Lead: Ismail Hafeji, Director of Finance and IM&T
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REPORT SUMMARY:

The Digital Strategy for Greater Manchester Mental Health NHS Trust sets out the
Trust’s vision for digitally enabling our workforce and our services to support the
transformation of the provision of services.
The Digital Strategy sets out five key ambitions to be delivered over the coming 3
years. They include:
1. Improving the Experience of our services for Service Users and Carers.
2. Having the ability to connect our organisation across the health and social
care partner footprints.
3. Improving our ability to make informed and intelligent decisions.
4. Improving the efficiency and digital safety of our organisation.
5. Supporting our workforce to become digitally enabled.
The 5 key ambitions have been developed following engagement and consultation
with a wide range of groups and individuals across the organisation, including the
Trust Board, Executive Team, Senior Leaders and Clinicians, Operational Teams and
the Council of Governors.
This strategy focusses attention on key deliverables for year one whilst identifying a
number of milestones for years two and three.
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THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
x
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
x
Objective 5 – Enable staff to reach their
achieve their goals
potential and innovate
Objective 3 – Engage in effective partnership
x
Objective 6 – Achieve financial strength and
working
be well-governed

x
x

REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
Quality Improvement Committee
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
13.3.19
LEGAL IMPLICATIONS:

N/A

REGULATORY
IMPLICATIONS (CQC/NHSI):

N/A

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

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

Assurance

Approval/Decision

RECOMMENDATIONS:

Board members are asked to approve the Digital Strategy for 2019 – 2022

x
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Introduction
The Digital Strategy for Greater Manchester Mental Health NHS Trust will set out our vision
for digitally enabling our workforce and our services, to support the transformation of the
provision of services, fit for the 21st Century.
Our vision is to enable the adoption of digital technologies that enhance the patient and service user
experience, whilst ensuring that we are able to demonstrate that we are using our resources to the
maximum effect.
The NHS Long Term Plan, 2019, clearly articulates the need for digital innovation to support the
long term future of the NHS, whether this be primary or secondary care services. This is against the
backdrop of ensuring digital inclusion of our service users and not leaving people behind, who may
not be able to engage in the digital future.
The GMMH Digital Strategy sets out five key ambitions to be delivered over the coming 3 years.
1. Improving the Experience of our services for Service Users and Carers
2. Having the ability to connect our organisation across the health and social care partner
footprints
3. Improving our ability to make informed and intelligent decisions
4. Improving the efficiency and digital safety of our organisation
5. Supporting our workforce to become digitally enabled
The five key ambitions have been developed following engagement and consultation with a wide
range of groups and individuals across the organisation, including the Board, Executive team,
senior leaders and clinicians, operational teams and Council of Governors. A set of principles was
developed, upon which, our ambitions have been developed, and each objective will be measured
against.
The principles for digital adoption are:
•
•
•
•
•
•

Person Centred
Clinicians and leaders working in partnership
Innovative approach
Rationalise systems and interoperate where
possible
Improve GMMH digital maturity levels
Digital inclusion – nobody should be left

•
•
•
•

behind or disadvantaged as a result of digital
adoption
Improvement of digital skills for the workforce
Evidence/intelligence led healthcare provision
Support the achievement of other GMMH
strategies

This strategy document details the deliverables and programmes of work that will be put in place to
achieve our key ambitions.
This is a three year strategy; it should however be noted that digital adoption in society in general is
moving at a rapid pace. As a consequence, this strategy focusses its attentions on key deliverables
for year one. Whilst there are a number of deliverables that have been identified for years two and
three, these will be refined and refreshed over the next two years, to ensure that digital adoption in
GMMH is able to keep pace with the national and local agenda and emerging digital trends. There
are a considerable number of objectives in year one of this strategy, that will take time to adopt
across the whole footprint of the organisation. Year one is a starting point for service user and staff
engagement in the digital agenda, which will be further embedded during the following years.
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Background
This digital strategy is set in the context of the NHS Long Term Plan whose digital priorities
are empowering service users; supporting health and care professionals; supporting clinical
care; improving population health; and better clinical efficiency and safety.
Over the next decade investment in mental health is planned to grow faster than support for physical
health. The NHS Long Term Plan flags several issues which will form the context of the Trust’s digital
strategy:
1. An increased focus on precision health and personalised therapeutic approaches. Precision health
is identifying subgroups of people with mental health conditions who likely to be at high risk of
certain outcomes, and tailoring care to suit them. This includes decision support tools and machine
learning to augment the ability to deliver personalised care, and predict adverse outcomes, with
predictive techniques to support local health systems to plan care more efficiently.
2. A shared responsibility for health between service users and mental health professionals, including
increasing support for people to manage their own mental health conditions. Research shows that
50% of people do not take their medicine as prescribed.
3. Digitally enabled outpatient and community care with use of video consultations enabling a
further move away from traditional outpatient clinic services, with reduced waiting times and DNA
rates.
4. Integrated Care Systems combining, primary and secondary physical and mental healthcare
with social care on a CCG footprint, with IC Provider budgets partly held by statutory providers.
ICSs will be expected to partner with local charities, social enterprises and community interest
companies in delivering innovative care especially to vulnerable and hard to reach groups
5. More concerted action against health inequalities, with fairer distribution of budget.
6. it is recognised that there is much higher physical morbidity in people with long term SMI such
as psychosis, with increased emphasis on physical health checks. Rough sleepers, of whom half
have mental health needs, and homeless people will also be given better access to mental health
services.
7. Better engagement with carers, especially young carers and those from vulnerable communities.
8. Specific focus on CAMHS, including access into schools and youth-focussed services for those 1825.
9. Local areas will be supported to redesign core CMHTs –underpinned by improved information
sharing - to provide physical health, IAPT, employment support, medicines management,
personalised care, self-harm and substance use support, involving health and social care and
aligned with primary care networks. This will give them greater choice and control over their care
and support them to live well in their community. Over the next three years, all community staff
should be able to access the person’s PHR easily on a mobile devices
10. Suicide prevention prioritisation cites the work done by the National Confidential Inquiry at
University of Manchester and affiliated to GMMH.

Digital Strategy 2019-2022
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GMMH Digital Journey to Date
An existing IM&T strategy was developed and adopted during 2016. This strategy set
some solid foundations that will enable delivery of the new digital strategy. This strategy
contained a number of objectives:
1. Develop a clinical portal
2. Continue to develop information sharing
and integration with other organisations and
systems
3. Electronic Prescribing and Medicines
Administration
4. Systems development
5. Clinical Engagement and involvement

6. Provide an effective and professional IM&T
service
7. Unified communications
8. Records management
9. Deliver, support and maintain robust, resilient,
modern IT infrastructure supporting flexible
and agile working

Good progress has been made against the majority of these objectives. However, the acquisition
of Manchester Mental Health and Social Care Trust in 2017 brought with it a new and previously
unplanned for set of IM&T requirements, which delayed the delivery of some elements of the previous
strategy.
IM&T attention over the past two years has primarily focussed on aligning the systems and
infrastructure of the two previous organisations. This is now nearing completion, and will enable the
new Digital Strategy to move forward from a consistent platform.

Clinical and Service User Engagement
One of the key threads of this strategy will be to ensure clinicians, operations teams and service users
and carers are able to engage in the digital agenda, and help to drive forward any changes. It will be
a key requirement that any projects will need sign off by the digital service user and carer forum plus
senior clinician input prior to implementation.
This forum will meet regularly over the lifecycle of the digital strategy, and will help to influence the
adoption of innovative initiatives, in addition to providing valuable insight into any barriers that may
exists.
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Governance, Monitoring and Evaluation Arrangements
All programmes of work that will be delivered as a result of this strategy will be managed
using Prince 2 methodology. This will ensure that there is transparency of approach, a clear
set of objectives, appropriate funding and resources available to support the successful
implementation of each of the projects.
The Digital Strategy Group (DSG) had its inaugural meeting in September 2018. This group
will have direct oversight and ownership of all digital programmes of work, with assurance and
monitoring provided. This group, chaired by the Executive Director of Finance and IM&T, has senior
level representation from both operational and clinical teams. This group reports upwards into the
Executive Management Team, and through to the Board.
Each project will have a clear set of documentation, including a business case, which will require
DSG approval, prior to the commencement of any digital project. Each project must have a project
manager in addition to an executive and clinical sponsor to ensure ownership at the most senior level
within the organisation. Without this level of sponsorship, projects will not be allowed to progress.
Oversight to the DSG will include a clear set of benefits and baseline evidence, a clear financial spend
profile, clear timelines for delivery, identification of any risks and issues and a clear set of deliverables.
The project managers for each project will be held to account for delivery.
The DSG will have the authority to terminate a project in the event that to continue with the project
would prove unviable.

Digital Strategy 2019-2022
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Our Five Key Ambitions
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Ambition One
Improving the Experience of our services for Service Users
and Carers.
What we will do

Timescale

Develop a service user/carer advisory forum

April 2019

Ensure robust network infrastructure is in place to enable the use of
digital technologies and provide a positive experience

April 2019

Scope, agree and implement choose and book into IAPT services

Quarter 1 2019

Identify pilot sites to be involved in first of type roll out of Skype
consultations

Quarter 2 2019

Increase the adoption of clinical apps for our service users through
the implementation of ORCHA

Quarter 2 2019

Increase the adoption of clinical apps for our service users through
the implementation of ORCHA

Quarter 3 2019

Pilot implementation of MAST/ClinTouch into CMHTs

Quarter 3 2019

Outcomes
The key outcomes from this ambition are to make it easier for service users and carers to access
our services. We will aspire to offer different types of consultations with our services users, rather
than the traditional approach of attending a clinic. This will also support our future estate strategy.
Innovative solutions to traditional appointments have been demonstrated to offer more efficient use
of clinical workforce, whilst providing benefits back to service users who will no longer need to either
take time off work to attend appointments, pay for car parking etc.
We will need to ensure that we do not create any kind of disparity in service provision, and will seek
to work with service users to ensure that they are able to take maximum benefit from being able to
influence our strategy, and use modern technology to assist them. The provision of skills training for
our service users will be important to ensure inclusion. In further support of this, we would be looking
to strengthen our ability to understand Apps that are available to support the self care agenda.

Ambition Two
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Ambition Two
Connect our organisation across the health and
social care partner footprints
What we will do

Timescale

Engage with the GM LHCRE project and ensure that any changes/
requirements to support the Dementia pathway are adopted

April 2019

Patient flow: agree the scope of inclusion, evaluate the options and
agree implementation

From April 2019

Implement the adoption of the GM Digital Care Record

July 2019

Embed the electronic sharing of pathology results into Paris

July 2019

Implement new technologies to support the sharing of information,
ensuring the removal of all fax machines from across GMMH

31 March 2020

Outcomes
GMMH needs to improve the secure sharing of and access to up to date and relevant patient level
clinical data. There are already a number of workstreams in progress within localities and across
Greater Manchester that are focussing on sharing patient records. These are at an early stage of
adoption; further work needs to take place to scale the adoption at pace, ensuring that clinicians are
able to have up to date information in front of them when seeing patients.
This ambition will also see the advancement of a solution to support the management of patient flow.
GMMH is taking a lead in GM for mental health OAPs. It is imperative that the right solution is found
to support this work. Initial work for this is planned for the beginning of April, which will see a clear
scope of works agreed.

Ambition Three
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Ambition Three
Improving our ability to make informed and
intelligent decisions
What we will do

Timescale

Decide on the data visualisation tool

April 2019

Promote collaborative working of BI across GM to maximise
effectiveness and efficiency

April 2019

Identify opportunities to integrate corporate systems

Quarter 1 2019

Implement the agreed data visualisation tool

Quarter 2 2019

Scope out the requirements for improvements to workforce systems

Quarter 2 2019

Evaluate options for improved data warehouse functionality

Quarter 2 2019

Scope out the requirements for improved financial dashboard
reporting

Quarter 2 2019

Outcomes
It is very clear that improvements can be made to the way that information and data is made available
and used across the organisation. This is currently a very resource intensive process. Modern methods
of information management can be utilised to enhance the organisations ability to understand its
performance and work with “one version of the truth”.
There are a number of disparate systems across the organisation, all of which produce different
results. The objective is to streamline our systems, whilst ensuring consistency of output, and
optimising system usage to their maximum potential. This will not only improve workflow within our
teams, but will support delivery of the objectives of the GMMH Quality Improvement Strategy.

Ambition Four
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Ambition Four
Improve the efficiency and digital safety
of our organisation
What we will do

Timescale

Ensure compliance with National Cyber Security requirements

Ongoing

Ensure compliance with national Data Security and Protection Toolkit

From April 2020

Review of corporate/clinical systems to rationalise/improve as
necessary

Quarter 1 2019

Pilot the ability to support paper free meetings

April 2019

Implement ePMA into SMS services

June 2019

Implement NHS Authentication service

by March 2020

Explore the opportunities for mobile Paris

Quarter 4 2019

Outcomes
Increased scrutiny is being placed on NHS provider organisations to ensure adherence with national
GCHQ/Cyber initiatives. Through the projects in this section, we will continue to ensure compliance
with national initiatives, to keep GMMH and its service users data safe.
We have identified that there are digital solutions that can be implemented, which can support the
financial position of GMMH, ie reduced printing costs through the use of on line meeting tools. In
addition to this, there are solutions available to support our community based staff to become more
agile in their use of Paris, whether that be through the use of mobile solutions or through the ability
of our clinicians to authenticate themselves without the need for smart cards. There will be a range of
tools and opportunities, as outlined above, which will enable clinical services and the organisation to
achieve the benefits of productivity improvements.

Ambition Five
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Ambition Five
Improving our ability to make informed and
intelligent decisions
What we will do

Timescale

Encourage engagement with the workforce of the future to develop
digital adoption techniques for the wider workforce

April 2019

Identify and promote the use of digital solutions

April 2019

Work with local education providers to reinforce GMMH as an
employer of choice

April 2019

Ensure that any digital solutions are enabled by the provision of high
quality network infrastructure and device provision

Quarter 1 2019

Training sessions to be made available to get the maximum use		
out of the digital technology already in place

July 2019

Development of training materials to support GMMH staff and
service users, focussing on getting the basics right

July 2019

Outcomes
No digital solution can be a success without investment in staff time. We acknowledge that adoption
of solutions needs to be able to support staff to understand what needs to be done and why. We
will look to ensure that we are able to provide training, advice and guidance to staff, to remove any
obstacles to using the technology.
It is also recognised that technology is moving at a fast pace. We will ensure that we are horizon
scanning and keeping abreast of new digital solutions, to ensure that we remain relevant in the new
digital era.
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Forward Planning to Years 2 and 3
This strategy covers the period 2019-22. It is recognised that in the fast moving digital age, it would
be impossible today to identify all of the possible solutions of tomorrow.
This strategy therefore becomes one of clarity of outcomes for year 1, whilst remaining purposefully
less committed across years 2 and 3. The range of deliverables in year 1 cuts across both innovative
digital solutions, mixed with some of the more fundamental, but still very necessary, housekeeping
requirements. We will adopt an agile approach to implementation, learning fast, and having the
ability to recognise what doesn’t work, and therefore stop projects quickly, if necessary. This
approach should enable projects to move quickly, and prevent innovation being stifled.

Working with Partners
A key component of the Digital Strategy will be to support and enable partnership working.
Clinicians and patients are increasingly crossing organisation boundaries. As a consequence, it is
imperative that we understand priorities in other organisations, and are able to work together. This
includes not only health and social care partners across Greater Manchester, but also, third sector,
voluntary agencies and private providers.
Commissioning colleagues expect to see compliance and adherence with national must do’s
in addition to the development of local innovative solutions. It will be necessary to work with
commissioning partners to ensure that the implementation and development of any digital solutions
fit in with key commissioning intentions.

Digital Strategy 2019-2022
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Financial Requirements
The cost of delivery of the Digital Strategy to be delivered over
the coming 3 years is estimated at an annual capital cost of
approximately £1m.
Each project will be supported by a business case, which will specify the financial requirement. The
revenue consequences of each of the schemes will be highlighted within the relevant business case
prior to any approval.
It will be important to have a team of project management staff who are able to provide a consistent
and high level of business expertise, to ensure delivery of each of these projects. Failure to do so
would compromise delivery of the overall strategy.
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Conclusion
During the last three years, the organisation has gone through considerable change with further
changes ahead.
This strategy has been written with the intention of providing a vision of the long term digital
solutions that can support our clinical services and service users over the coming 3 years. GMMH
has a strong and resilient IM&T infrastructure that can be built upon to ensure delivery of key digital
technologies, that will demonstrate the transformation required as detailed within the NHS Long Term
Plan.

Digital Strategy 2019-2022
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EXECUTIVE SUMMARY

The Spiritual Care strategy is the working document produced by the GMMH
Chaplaincy and Spiritual Care Team.
The strategy is a collaboration with chaplains, service users, staff and carers over a
twelve-month period.
The key objectives that emerged from the consultation were:
•

Promote the Trust vision statement on spirituality for all our service users,
staff and carers.

•

Continue to develop the Recovery Academy Spiritual Care and Recovery
Course.

•

Establish a Spiritual Care hub on the Prestwich main site

•

Set up a multidisciplinary network of staff committed to implementing
spiritual care.

•

Increase the diversity of faiths and non-faiths in the Chaplaincy and Spiritual
Care Team.

•

Continue to build good relations across Greater Manchester with all faith
and non-faith communities.

What has emerged from the consultation is the identity of Spiritual Care as an
integral component in helping us to understand, treat and promote recovery from
mental ill health. The key findings have the potential to shape the provision and
delivery of skilled, effective and evidenced based spiritual care. Spiritual care that
impacts positively upon the services we provide and the people within our services.
Corporate and local action plans will be refreshed and monitored via the Equality
and Diversity Group (which reports to Quality Improvement Committee).
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2. Foreword from the Chair and Chief
Executive

3. Introduction
The Spiritual Care strategy is the working document produced by the Chaplaincy and
Spiritual Care Team for Greater Manchester Mental Health NHS Foundation Trust. The
strategy is a collaboration with chaplains, service users, staff and carers over a twelvemonth period.
The key objectives that emerged from the consultation were:
•
•
•
•
•
•

Promote the Trust vision statement on spirituality for all our service users, staff and
carers
Continue to develop the Recovery Academy Spiritual Care and Recovery Course
Establish a Spiritual Care hub on the Prestwich main site
Set up a multidisciplinary network of staff committed to implementing spiritual care
Increase the diversity of faiths and non-faiths in the Chaplaincy and Spiritual Care
Team
Continue to build good relations across Greater Manchester with all faith and nonfaith communities

What has emerged from the consultation is the identity of Spiritual Care as an integral
component in helping us to understand, treat and promote recovery from mental ill health.
The key findings have the potential to shape the provision and delivery of skilled, effective
and evidenced based spiritual care. Spiritual care that impacts positively upon the services
we provide and the people within our services.

Trust Values and the Spiritual Care strategy
The Spiritual Care strategy mirrors the Trust’s values of working together for better mental
health for all; service users, staff and carers alike. The Spiritual Care strategy provides both
a visible and tangible understanding of how we as an organisation can bring hope, care,
compassion, value and respect to the needs of our service users, our staff, our carers and
our institution. The Trust’s values are both at the core of the Chaplaincy and Spiritual Care
team and our organisation.
From the Chaplaincy and Spiritual Care team – an invitation
We are delighted to be launching Greater Manchester Mental Health NHS Foundation
Trust’s Spiritual Care Strategy. The task of delivering spiritual care is not ours alone. We
look forward to greater collaborative multi-disciplinary team working.
We invite you to join the collective task in promoting greater awareness of the value and
importance that spirituality has in the integrated mental health service of the NHS in 2019
and in the years to come.
Revd Jeremy S A Law
Chaplaincy & Spiritual Care Coordinator, April 2019

4. Vision Statement
Over a period of 12 months, we held an extensive consultation exercise to engage with a
broad and diverse selection of service users, staff and carers across our inpatient and
community services. Those consulted were supportive of the Spiritual Care strategy initiative
and the initial vision statement was proposed:

All people are spiritual. It doesn’t matter what religion you are and whether you believe or
not. Good spirituality is about helping us to find a meaning in life, a purpose to keep going
and focussed, values to keep us strong and hope to keep us safe. My true health and mental
well-being cannot really take place until meaning and purpose and hope in my life are
restored. This is spirituality and every service user in this organisation should be offered
spiritual care.

After the consultation period was completed this was then simplified to read:
In our time at Greater Manchester Mental Health we desire that:
All people are recognised as having spiritual needs
My true mental health and wellbeing happens:
when life’s meaning, purpose and hope are restored
Every person will be offered spiritual care

The significance of the vision statement is that for many service users, staff and carers true
health and mental wellbeing is only fully actualised and understood when the ingredients of
spirituality as articulated above; meaning, purpose, value and hope are integrated into the
care that is offered and delivered by mental health services. The vision statement helps
clarify how broad and inclusive spirituality is and how important it is to offer this service to
every service user and carer.

5. A Spiritual Care Strategy for GMMH
What does the term Spirituality mean?
There is no one definition, but in general, spirituality:
•
•
•
•

is something everyone can experience
helps us to find meaning and purpose in the things we value
can bring hope and healing in times of suffering and loss
encourages us to seek the best affirming relationship and connection with ourselves,
others and the larger world.

These experiences are part of being human - they are just as important to people
with intellectual disability or other conditions, such as dementia and head injury, as they are
to anybody else.
Spirituality often becomes more important in times of emotional stress, physical and mental
illness, loss, bereavement and the approach of death but is not confined to these periods of
life. All health care tries to relieve pain and to cure - but good health care tries to do more.
Spirituality emphasises the healing of the whole person, not just the disease. It views life as
a journey, where good and bad experiences help us to learn, develop and mature.
Religious traditions and beliefs certainly include an understanding of a person’s spirituality,
though the term spiritual is universal and inclusive of all.

Who delivers spiritual care across GMMH?
The Chaplaincy and Spiritual Care Team are the main specialist service for delivering and
facilitating spiritual and religious care to service users, staff and carers across GMMH. This
task is not the exclusive task of the Chaplaincy Team. Spiritual care is recognised as an
important dimension in the holistic assessment of service users and their mental health
needs by professional groups such as occupational therapists, nurses, psychologists and
psychiatrists who are supportive of the aims and recommendations of the ‘Spirituality Special
Interest Group (SSIG)’ of the Royal College of Psychiatry.
This list is not exhaustive in terms of professional groups who support a ‘spiritual dimension’
to the assessment and care of service users in services. However, the findings from the
consultation reflected a considerable inconsistency in the application of ‘spiritual care’ to
service users at the point of assessment and throughout their duration of care in our services
from the aforementioned professional groups. Staff who engaged with the consultation
reported that most referrals and requests from all professional groups for religious and
spiritual care were directed to the Chaplaincy Team.

Why now?
“We are moving away from the traditional view that both the causes and treatment of mental
illness reside in three dimensions – the biological, the psychological and the social. A fourth
dimension, the spiritual has recently been recognised and research suggests we need to
take it seriously as a significant factor in resilience and recovery.” 1
Since the beginning of the millennium ‘Spiritual Care’ has emerged as the way in which
service providers facilitate and empower people to identify their spiritual needs and to find
ways of positively meeting those needs.

Chaplaincy – what does this term mean?
The term ‘chaplaincy’, as it is widely used in the NHS today, is intended to include pastoral
and spiritual care provided to service users, carers and staff. This includes, but is not limited
to, religious care provided by and to religious people. The term ‘chaplain’ is intended to also
refer to non-religious pastoral and spiritual care providers who deliver care to service users,
carers and staff
Greater Manchester Mental Health Chaplaincy Team
The Trust has10 Chaplains, all of whom work part time with the exception of the Chaplaincy
coordinator who works full time.
The Chaplaincy and Spiritual Care Team
a. Seven Christian Chaplains and three Muslim Chaplains
b. There are two Christian Chaplaincy volunteers and one Humanist Chaplaincy
volunteer
c. We provide a Chaplaincy service to Pennine Care NHS FT
d. The Chaplaincy and Spiritual Care Coordinator maintains good relations with
the Interfaith networks across Greater Manchester
e. The majority of Chaplains at GMMH are either members of the College of
Health Care Chaplains (CHCC) or the United Kingdom Board for Health Care
Chaplains (UKBHC) or both and are accountable to the UKBHC Code of
Conduct for their practice.
f. Guidelines for promoting excellence in pastoral, spiritual and religious care in
NHS healthcare environments were provided by NHS England in 2015.

1

Barber, Jo + Wilson, C 2015 Handbook of spiritual Care in mental illness. Introduction to the second
edition. Birmingham and Solihull Mental Health NHS Foundation Trust

6. A Spiritual Care Consultation for GMMH
(January 2018 to December 2018)
Where and with whom?
The Chaplaincy Coordinator undertook a broad consultation process with service users, staff
and carers over a twelve-month period. Each consultation involved the Chaplaincy
Coordinator, an interested service user and a willing staff member. Consultations also took
place with carers and were initiated and supported by the Carer Lead for the Trust.
The services where facilitated meetings took place included:
1.
2.
3.
4.
5.
6.
7.
8.

Edenfield Forensic services
Junction 17 Adolescent services
Woodlands Later Life services
Chapman Barker Unit Substance Misuse services
Meadowbrook and the Rivington Unit acute inpatient services
Ramsgate House Community Mental Health Team
The Recovery Academy
Community visits to carers (various locations)

The range of service user’s, staff and carers who expressed a religious/non-religious faith or
belief included:
1. Islam
2. Judaism
3. Humanism
4. Agnostic
5. Christianity
6. Self-styled religion
7. Quaker
8. Atheism
9. Rastafarianism
10. Spiritualist
The Chaplaincy Coordinator met with approximately thirty service users, twenty staff and ten
carers in designated and private meeting areas. The facilitated sessions explored issues
pertinent to the strategy and were informal and run in conjunction with the recommending
Chaplain (with whom participants had a working relationship or had previously received
Chaplaincy support).
The Chaplaincy Coordinator initiated and maintained a conversation selecting questions
from the list below. This list was far from exhaustive and often each conversation simply took
its own course without requiring a sequence of questions to be solicited.

Questions posed during the consultation:
•
•
•
•
•
•

What does the term spirituality mean to you?
What is the hardest part about having a mental illness?
Can your spirituality help you regain your mental well-being?
Are your spiritual needs addressed by the medical team looking after you?
What would you like to be in a Spiritual Care Strategy?
Is spiritual care part of the service that your role provides? (staff only)

Key findings from the consultation:
The most illuminating response to the conversations was the feedback to the question:
‘What is the hardest part about having a mental illness’. The expectation was that service
users and carers would focus on the symptoms associated with mental illness. However,
service users and carers frequently identified feelings of loneliness and isolation, often as a
consequence of personal torment and distress. This was coupled with a loss of self and
identity and consequently being unable to give or receive love.
Over a period of time, this contributed to a greater loss of meaning and purpose in many
service users lives, accompanied by a pervasive sense that things are hopeless and would
never get any better.
Service users and carers identified their spirituality; be it a particular religious belief or a key
set of beliefs that was unique to them, and often the central tool or agency that could help
them to make sense of life and find meaning in the lives they were now living.
Both service users, staff and carers identified ‘spirituality’ as the word that was best aligned
to the all-important task of choosing life in the aftermath of mental ill health. The inherent
challenges and losses that accompany much mental ill health often lead to pointlessness
and despair as spoken about by many of the service users and carers who took part in this
consultation.
The antidote to pointlessness and despair was a recognition of the spiritual dimension in
their lives as a key component in being able to:
1. Connect to loved ones in a meaningful and sustaining way that both enables one to
give and receive love
2. Cope with life despite ill health, bereavement or other hardships
3. Belong to community groups that help recreate identity and selfhood such as faith
communities or other social enterprises
4. Trust in life, in the universe, in their faith or belief system that they have something to
offer that others need and value
Spirituality is clearly what gives our service users, staff and carers who participated in this
consultation meaning, hope and purpose in their lives. Spirituality is hard to define because,
as the consultation confirmed, it is an individual thing. For many of our service users, staff
and carers it is very closely linked to their religious faith, though it is a much broader term
than religion.

Other findings from the consultation:
1. The desire for spiritual wellbeing unites the vast majority of service users and carers
2. Service users want their doctors to acknowledge, value and assess their religious
and spiritual needs - with plans made for their needs to be addressed
3. Spirituality should play a key part in people’s recovery
4. The spirit or human spirituality – whether an internal or external expression of a
person’s identity is a core dimension to every person
5. Service users need help from specialist spiritual care Chaplains to distinguish good
and beneficial aspects of their spirituality from contrary and harmful aspects of their
spirituality
6. Likewise, many service users with a religious faith often request from the Chaplaincy
Team help in rejecting unhealthy aspects of their religious convictions – while being
facilitated in their search for religious well being
7. Staff felt that Chaplains could contribute more with medical teams in this dialogue
with service users regarding +ve and –ve expressions of religious and spiritual
beliefs and mental well being
8. The things that really make a difference to people’s recovery from mental ill health
are the creative arts and addressing their spiritual needs
9. Service users are very reluctant to share their spiritual beliefs with medical staff
10. Service users are more honest and open with Chaplains about their religious and
spiritual beliefs
11. The Spiritual Care Strategy needs to be linked in with existing strategies i.e. Safe
wards and Five ways of well being
12. Medicine and psychology are secular disciplines and do not easily make space for
the concept of spirituality within the mental health context
13. Peoples beliefs are not respected enough – partly through fear and suspicion that
faith and belief is essentially a part of their illness
14. Service users want less medical talk and more exploration of their embedded values,
the reasons and the meaning in their experiences - the opportunity to find meaning
and hope in the face of their struggles
15. One service user and their carer said: “The Chaplain visited me – they saw the whole
person.”
16. Doctors, nurses, psychologists are not sufficiently trained to talk about spirituality and
cultural issues
17. “The importance of having somewhere ‘spiritual’ – quiet, dignified and reflective to
gather with other colleagues and remember my friend and colleague who recently
died.”
18. Sacred spaces are so important to people of faith and equally to people of no
designated faith or belief
19. “We need a space exclusively for spirituality to help us reflect upon and make sense
of the bigger questions that have resulted since my mental breakdown and the
impact upon me.”
20. Service users need help to have their spiritual and religious experiences validated
and not simply disregarded.

Summary of themes that emerged from the consultation:
•
•
•
•

Recognising the impact that spirituality has on mental wellbeing for our service
users, carers and staff
Recognising the value that service users, staff and carers place on a Chaplaincy
service
Service users want more help from the multidisciplinary team in addressing their
spirituality
Service users, staff and carers identified the importance of spiritual spaces as an
essential resource within health care environments i.e. multi faith rooms/spiritual
care hub

7. Our priorities for the future
Priority area 1 – Sharing the vision
It is important that we promote the Trust vision statement on Spirituality for all our
service users, carers and staff.
For many people who see themselves as spiritual their belief system is a core part of their
strength and fundamental to their recovery and to their working practice or caring role within
GMMH. It is important that this part of their identity is reflected in their care and their working
life within the Trust.
Priority area 2 – Promoting the Spiritual Care and Recovery course
It is important that we continue and build upon the Recovery Academy Spiritual Care
and Recovery Course.
By continuing to deliver the Recovery Academy Spiritual Care and Recovery Course – we
ensure that all service users, carers and staff have the opportunity to learn the meaning of
spirituality and explore how this can form an important part of their recovery. By using a coproduction approach we intend to empower and involve service users, carers and staff at
every stage of the process. This could mean co-developing and co delivering workshops
alongside clinicians and pastoral care leads
Priority area 3 – Establishing a Spiritual Care hub
It is important that we establish a Spiritual Care hub.
Establishing a Spiritual Care Hub will ensure that a physical space is provided on a key site
that adequately caters for the diversity of our service user, carer and staff population who
work and visit GMMH.
A Spiritual Care Hub on a key site would also be a resource for the satellite multi faith and
belief spaces across GMMH. The establishment of a Spiritual Care Hub on a key site would
also enable the promotion and provision of spiritual care practices and interventions that
could be co-produced and administered across multi-cultural and multi-disciplinary agencies.
Priority area 4 - Initiating a multidisciplinary network of staff committed to
implementing spiritual care
It is important that we initiate a multidisciplinary network of staff committed to
implementing spiritual care collaboratively across the Trust.
We will initiate a network of staff who are interested and committed to developing spiritual
care principles and practices in their respective professional groups. Invite staff from a broad

multi-disciplinary group of professionals to become part of a Staff Spiritual Care network that
promotes spirituality within mental health care environments.
The network would focus on implementing the vision statement at the heart of this strategy
and work towards every service user being offered a spiritual care assessment. The network
would assist the Chaplaincy and spiritual team in delivering training and cultural awareness
around multi faith and belief issues.
Priority area 5 - Increasing the diversity of faiths and non-faiths in the Chaplaincy
Team
It is important that we increase the diversity of Chaplaincy team members reflecting
the diversity of faith and non-faith groups across Greater Manchester in the Spiritual
Care Team
We will increase the diversity of staff in the GMMH Chaplaincy and Spiritual Care Team – to
value equality and inclusion for all service users and staff and ensure equality of access at
the point of request – primarily for our service user population.
To enhance a Chaplaincy Team that is able to develop and foster greater cultural awareness
for people of faith and non-faith perspectives that can be an appropriate contribution in
clinical environments.
Priority area 6 - Continuing to build good relation with all faith/non- faith groups
across Greater Manchester
It is important that we continue to build good relations across Greater Manchester
with all faith and non-faith communities.
We will maintain relations with Faith and Non-Faith Communities across Greater Manchester
– our Chaplaincy services at GMMH are part of a much wider network of communities,
families and friends. This community includes both formal and informal faith groups and nonfaith groups and these groups and communities play an important part in supporting people
with mental health needs.
A key dimension to this relationship is our shared understanding of spiritual questions about
the self and about health and ill health including mental ill health. Members of both faith
communities and non-faith groups inform and invite GMMH Chaplains to provide training in
dealing with mental health needs in their respective group.
We will maintain these links and opportunities for training, specific education on accessing
services, cultural awareness sessions around stigma and how to reduce it, building bridges
with communities where relations to statutory services is poor.

8. Implementation of the Spiritual Care strategy
To monitor the outcomes of the strategy, the Chaplaincy Coordinator will review the following
objectives over the next three years:
1. The Spirituality Vision Statement is fully embedded across GMMH (in both digital and
non-digital mediums).
2. The spiritual needs of service users are being assessed and included in care plans
utilising a multidisciplinary approach
3. Establish whether the formation of the Staff Spiritual Care network is in operation and
the associated activities are being undertaken
4. Monitor the establishment of a Spiritual Care hub on a key GMMH site
5. Assess developments within the Chaplaincy Team in terms of diversity of faith and
non-faith representatives
6. Review the activities and work undertaken by the Chaplaincy Team in relation to the
communities’ faith and non-faith groups that Chaplaincy staff members are aligned to

9. Monitoring the implementation of this
strategy
Implementing the objectives of the Spiritual Care strategy will be monitored and evaluated by
the Equality, Diversity and Human Rights (EDHR) Committee. Yearly summaries in April
2020 and 2021 will be submitted to the EDHR to establish progress.
In addition, the effectiveness of the Spiritual Care strategy will be evaluated by the Quality
Governance Committee at the culmination of the three years in 2022.
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1. Introduction
The implementation of Integrated Care across the GMMH district divisional services is a priority for all
localities. However, the preferred model and implementation process within each locality has differed
in relation to focus, timescales and governance arrangements. In June 2018, a workshop was held
where each district presented the current progress and model for their integrated services, allowing
shared learning and the opportunity to discuss what the GMMH integrated care offer should be. A
summary of this workshop was provided EMT on 20th June 2018.
This paper provides EMT with an update report on the June briefing paper, more specifically detailing:
• What the current MH offer is.
• The governance structure and at which level we have input (up to board level)
• Where the gaps between primary and secondary care are – what happens to people not
meeting the threshold for our services but need something.
• What is happening in the neighbourhoods
• The impact of population demographics upon future service provision.
2. Background / Context
Following Greater Manchester Devolution in February 2015 and the subsequent formation of the
Greater Manchester Combined Authority (GMCA) there has been a focus on transforming the way in
which services are provided. The current £6 billion spend on Health and Social Care has not improved
the wellbeing and outcomes for people in Manchester, the GM Strategic Plan highlights that if there
is no change to the way services are delivered then by 2021 more people will be suffering from poor
health and there will be a £2 billion shortfall in funding for health and social care services.
In delivering this health and social care reform the GM Strategy notes the need to ‘reimagine’ services
across the whole system, moving away from higher cost hospital based services and identifying
opportunities where people can more effectively be given the care they need through community
based services and early intervention. To achieve this, Local Care Organisations (LCOs) have been
formed to include community, social care, acute and mental health services as well as third sector
providers.
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3. Bolton
3.1 Locality Vision
Bolton’s formal development of an integrated care organisation is just beginning. There has not been
an agreement on whether they will be an ICO, LCO etc but phase 1 of this development is currently
focusing on integrated commissioning led at a CCG level. The Bolton Locality plan sets out the
overarching vision for the town as follows:
“Bolton will be a vibrant place built on strong cohesive communities, successful businesses and
healthy, engaged residents. It will be a welcoming place where people choose to study, work, invest
and put down roots. We want our people and our place to prosper and we will make this happen by
driving inclusive growth and reforming our services, in partnership, to promote wellbeing for all.”
The plan describes how with increasing demand and limited resources, partners are required to work
together to sustain a financially and clinically sustainable health and care system.
3.2 Summary of Progress
The progression towards integrated care in Bolton is in the early stages. Development through
2018/19 and into 2020 is summarised below.
2018/19
•
•
•
•
•
•
2019/20
•
•
•
•

Create new shadow governance for developing relationships, learning and decision
making
Agree approach and scoping for formal decision making and governance for an increased
pool circa. £100m (using clear rationale for commissioning areas to join up first)
Commence working towards a single team
o Joint team meetings
o Co-location of teams
Establish formal Memorandum of Understanding
Commence developing proposals for integrated approach to support functions
Commence developing proposals for integration of other spend including
children's/primary care/surgery spend
Formal Section 75 arrangements for all budgets that can be managed in that way
Implement integrated approach to support functions
Integrated policy, strategy and reform approach
Shadow arrangements in place for children's/primary care/surgery spend and
commissioning teams

3.3 Current Mental Health Offer
GMMH have been developing a number of areas feeding into integrated care across Bolton:
•

Aligning Community Mental Health Teams to the 9 Neighbourhood Teams. This will be
completed as a phase during the implementation of the Bolton CMHT sustainability review.
The proposed re-design models have now been option appraised and the chosen model will
be reviewed by the EMT. Once approved, the team will complete the implementation
schedule. This scheme is being delivered within the current BAS, CMHT and SPOA financial
envelope and no further funding is being sought at this time for the project.
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•

•

Establishing 10 primary care Mental Health Practitioners working across GP Practices
providing assessment for those requiring intervention, though not meeting the threshold
for CMHT referral. This scheme has been successfully implemented and the Practitioners now
provide a service across the 49 GP practices in Bolton. The funding for this scheme is re-current
and the Operational Manager is in the early process of completing an evaluation for shared
learning purposes. The Bolton CCG have noted the success of the scheme and commended
the Team and GMMH for their work on this.
Establishing shared care protocols with Primary Care – currently working with Primary Care
to establish a business case to meet the needs of 160 service users currently on Lithium in
Primary Care. The business case for the shared care protocol and nurse led lithium clinics is in
early stages of development.

3.4 Governance Structure
An Integrated Partnership Board has been operational from July 2018 in shadow form overseeing two
key functions:
• Integrated Care Partnership Programme – building a neighbourhood focused approach to
joining up all health and social care that reduces demand on hospital and long term care.
• Strategic Commissioning Function Programme – To make decisions on the best use of Bolton
resources together, bring professionals, politicians and clinicians together while influence the
wider determinants of health
Representation from GMMH at the Partnership Board is through the Chief Executive, Associate
Director of Operations and Lead Consultant. The Director of Nursing and Governance attends the
Integrated Care Partnership Programme.

3.5 Primary and Secondary Care Gaps
The major focus for the clinical model is around primary care and GMMH have worked with the CCG,
who received transformation funds for this purpose, to develop an enhanced mental health offer at a
primary care level by introducing 10 mental health practitioners at band 7 , with an 8a manager. The
Primary Care Mental Health Practitioners are working with GPs to provide an alternative to secondary
care referral where there is a lower level of need.
Bolton Division are currently completing a sustainability review focusing on the Bolton Assessment
Service (BAS), Single Point of Access (SPOA) and Community Mental Health Teams. The focus of this
work is to move to a single trusted assessment that can be used to reduce the transitions in the
assessment process and improve service user experience and flow across services.
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3.6 Neighbourhood Developments
Bolton locality has been subdivided into 9 Neighbourhoods 30 – 50,000 footprint. The focus of
neighbourhood model of care is to provide:
• Co-ordinated access and person centred care – tell story once
• Holistic assessment and Think Home First, Shared care records
• Support is local, with choice and control for ‘just enough care’
• Pathways for prevention and self management
• Access to intermediate tier and specialist care when needed
• Assistive technology and community solutions
This is described as being delivered through the “Bolton Family” and is demonstrated in the model
below.

The Bolton Family is represented by the core partners - Adult Social Care, Adult and Community
Health, Mental Health, VCSE and Primary Care with the overarching vision of; prevention and
independence, person centred health and care services, delivering care in communities by
communities, supporting staff through new models and integrated systems and pathways, and using
pooled resources more efficiently.
More recently, the integrated model in Bolton has adopted the ‘1-3-9 Model’ to articulate how
services will interface with communities. This is summarised as;
1 – A team the provides for the whole population across the borough i.e. IAPT
3 – Teams that operate in the communities and interface with the neighbourhoods i.e. CMHTs
9 – Teams and services that are directly linked to and embedded within the neighbourhood teams
i.e. Mental Health Primary Care Practitioners.
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3.7 Impact of Population Demographics
The 2016 mid year population estimate for Bolton was 283,115 and is projected to increase to 299,819
by 2026. There is great variation compared to the England average and Bolton is in one of the 20%
most deprived unitary authorities with life expectancy being 10.2 years for men and 9.6 years for
women lower in the most deprived compared with the least deprived areas of the borough. In Bolton,
approximately 40% of the population are in the most deprived quintile for England, as presented in
the chart below, with the majority of this population in the south east of the borough.
Figure 3 – Deprivation in Bolton

Points of note:
• There were 693 alcohol related harm hospital stays per 100,000 population (worse than the
England average -636).
• 225 hospital stays for self harm per 100,000 population (worse than the England average 185).
• 10.9 suicides between 2014 and 2016 compared to an average for England of 9.9.
• Employment rate for the 16-64 population was 73.2% compared to an England average of
74.4%.
4. Manchester
4.1 Locality Vision
Manchester Local Care Organisation (MLCO) is committed to a neighbourhood, citizen and community
led approach to support transformation of health and social care services at a neighbourhood level.
MLCO is also committed to ensuring that its approach within neighbourhoods adds value and works
with existing partnerships, networks and service approaches within each neighbourhood. The MLCO
draws together five partners; Manchester University NHS Foundation Trust, GMMH, Manchester City
Council, Manchester Health and Care Commissioning and The Manchester Primary Care Partnership.
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The need for the LCO in Manchester is summarised as:
• To bring local leaders together to coordinate and plan activities that deliver the goals of the
LCO at a neighbourhood level
• To ensure that neighbourhood health and wellbeing initiatives are genuinely co-produced
from the outset and involve local residents
• To build social capital within neighbourhoods
• To ensure that current activities are connected, built on and sustained, and we have a
consistent approach (co-production with communities) across the city
• To identify the best ways of working with non-place based communities of identity and
interest across the City
• To facilitate the inclusion of grass roots, ideas and priorities within the citywide plans of the
LCO
Fundamental to the MLCO is the notion that as little as 10% of the populations health and wellbeing
is linked to access to healthcare and as such a broader view is required taking into account a range of
other social and environmental factors across the communities.
4.2 Summary of Progress
The MLCO commenced in April 2018 and the 3 year phasing of these services identified with mental
health included in Year 2. The main priorities for the MLCO in 2018/19 are as follows:
• A safe transition and safe start
• Improving lives through population health and primary care
• Redesigning core services (including implementing new models of care)
• Working towards financial sustainability
• Implementing MLCO's organisational strategy
• Preparing for 2019/20 and beyond
The commitment is for the MLCO to be a neighbourhood-led organisation and to develop its plans, by
working closely with staff and key stakeholders. Over the next year they will be working closely with
colleagues to build plans and care models for the future, alongside implementing the plans already
agreed. The longer term aspiration of the LCO is that GMMH will become a sub contractor to the LCO
in future years with social prescribing and public health services (Be well and Buzz) considered prior
to this.
To drive the system change, MLCO have engaged Nesta Health Lab (Appendix 1) and are implementing
the ‘100 day challenge’ methodology to support change through positive leadership. This will be
implemented in a phased approach across the 12 Integrated Neighbourhood teams.
4.3 Current Mental Health Offer
GMMH Involvement
• Locality Leads for North, Central and South are attending meetings regularly to progress links
with the localities and neighbourhoods and design and mobilisation works and the links with
mental health services.
• Each Integrated Neighbourhood Team is linked to GMMH services through the Head of
Operations for that locality division and the Senior Leadership Team.
• A 12 month research project has been commissioned to study the development of
multidisciplinary teams across the neighbourhoods in Manchester to ensure that the learning
from implementation is shared and its impact maximised.
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•

•

•

We need to ensure CMHTs and wider services are brought up to speed with developments
and future ask within the model. We will ensure this happens through Hub and SLT’s. We can
offer update sessions and the Communications Programme Lead at the LCO has offered to
visit the Trust and provide update sessions.
Appropriate representation to link with the 12 Integrated Neighbourhood Teams (INT’s) has
now been agreed. Staff are a mixture of Team Managers and Senior Practitioners and
additional contact names of Operational Managers, Clinical Practice Leads and Citywide
representatives for Later Life and Health & Wellbeing have been provided to the LCO.
To agree a communication plan/series of information events to ensure staff engagement

GMMH has three team manager leads attending the Locality Groups which are working to establish
the 12 INTs. GMMH is not intending to put staff directly into these teams but provide an overview of
what Mental Health services are available as an adjunct to the INTs. The role the LCO appears to be
envisioning is a primary care mental health worker, though this is not a function that GMMH is
currently commissioned to provide.
4.4 Governance Structure
The long-term aim is for MLCO to be a separate organisation in contractual terms. This has not been
possible from 1 April 2018 but all partners have been working collaboratively to ensure the MLCO
executive has the delegated authority to manage the services deployed to it. A legal partnering
agreement was formally approved in March 2018 to allow this to happen.
The governance structure for the MLCO is continuing to develop. The MLCO Partnership Board
oversees all work and consists of two representatives from each of the partners. For GMMH this is the
Chief Executive and the Executive Director for Operations. The role of the partnership board is to
maintain strategic oversight of, and accountability for, MLCO and to support the MLCO leadership
team in carrying out their functions.
4.5 Primary and Secondary Care Gaps
PCM is implementing a new service called High Impact Primary Care (HIPC) a pilot in 3 neighbourhoods
in Manchester. Each neighbourhood has a GP-led multi-disciplinary team who proactively support
people who are frail and / or living with complex multiple long term conditions.
The team meets people to identify their clinical and non-clinical support needs and develop informed
care planning with the person and their carer(s). Each person has an assigned key worker within the
team, with regular multi-disciplinary reviews to manage their illness and self-care with mainstream
support. Local delivery of clinical and social care services, focusing on what matters to the person and
their carer, is supported by rapid access to specialist advice, diagnostics and opinion through the
networks that clinicians in the team have put in place, working in partnership with neighbourhood
team and acute care colleagues.
North HIPC model in Cheetham & Crumpsall was the first to go live and was supported with GMMH
as a partner in discussion. There is currently good links with buzz and Be Well (who have supported
recruitment of two additional health coaches for the project). GMMH are currently developing a
proposal for Mental Health inclusion in the HIPC to work across the North, Central and South localities.
This will include 0.5wte Mental Health Nurse, 0.5wte Substance Misuse Worker and 0.5wte
IAPT/Psychological Therapist.
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4.6 Neighbourhood Developments
The head of Operations for Central Manchester attends the fortnightly Design and Transformation
meeting, the city-wide meeting ensuring the interface between GMMH transformation programmes,
particularly the Enhanced Community Model and the LCO transformation programmes are strategic
and operational. Three team managers attend the Locality Groups to ensure we are contributing at
the locality level. A process is now ongoing to agree appropriate representation to link with the 12
Integrated Neighbourhood Teams from October 2018.
There are 12 neighbourhoods in Manchester and the ECM and work with community teams prior to
this map the CMHTs directly onto these neighbourhoods. New job descriptions for team managers
have been implemented during the ECM organisational change and include being a link to a specific
neighbourhood team.
4.7 Impact of Population Demographics
The 2016 mid-year population estimate for Manchester was 541,263 and is projected to increase to
573,198 by 2026. The health of people in Manchester is generally worse than the England average
and is in one of the 20% most deprived unitary authorities with life expectancy being 8.1 years for
men and 7.0 years for women lower in the most deprived compared with the least deprived areas of
the borough. In Manchester, approximately 60% of the population are in the most deprived quintile
for England, as presented in the chart below, with the greatest concentration in the north of the city.
Figure 4 – Deprivation in Manchester

Points of note:
• There were 741 alcohol related harm hospital stays per 100,000 population (worse than the
England average -636)
• 186 hospital stays for self harm per 100,000 population (similar to the England average - 185).
• 10.6 suicides between 2014 and 2016 compared to an average for England of 9.9.
• Employment rate for the 16-64 population was 63% compared to an England average of
74.4%.
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5. Salford
5.1 Locality Vision
Salford Together is a partnership between Salford City Council, NHS Salford Clinical Commissioning
Group, Salford Royal NHS Foundation Trust, Salford Primary Care Together, Greater Manchester
Mental Health NHS Foundation Trust and the VCSE Sector. The CCG and the council have pooled
resources and have now combined the budget for adult health and social care services to enable more
flexible use of resources across the Health and Social Care system. However, from 1st April 2019 an
alliance model will be developed and implemented with the provider partners. The contracting
arrangements will change and GMMH will no longer be sub contracted by SRFT but will again be
contracted directly by the CCG.
Salford Together summarise their vision as:
• Offer more services that help and support people in their own communities and
neighbourhoods.
• Investing in services closer to people’s homes – to help those with physical, mental health and
social care needs.
• Hospitals will still be there when people need them – Care in hospitals will be available when
a person needs specialist care that cannot be provided in the community or at home.
• Supporting those who are healthy and well to keep active and busy so they stay healthier for
longer and support those who have care needs to manage their own conditions to improve
their quality of life and independence.
They describe three aims:
• Deliver better health and social care outcomes for people
• Improve the experience of service users and their carers
• Make better use of limited resources
5.2 Summary of Progress
Salford was early to develop an Integrated Care Programme, the partnership commenced in 2014
focusing on health and social care for older people. In 2016 this was extended to all adult health and
social care services and the Integrated Care Organisation came into being. Salford City Council staff
were transferred to Salford Royal NHS Foundation Trust as the lead provider and GMMH services were
sub contracted as part of the new arrangements. There are currently meetings being held to review
this subcontracting arrangement. In 2018 the ICO became the Integrated Care Division and is
progressing 8 transformation worksteams, three of which have GMMH involvement and are described
in section 5.3.
In 2019, as transformation monies come to an end, the ICD will focus on how successful
transformation projects can become “business as usual”. Continuation of projects will require
redesign of current services as additional funding will not be available.
Development of neighbourhood teams is seen as key in reducing the reliance on urgent care and
inpatient facilities. Therefore enabling providers to work more closely together and join up care for
the people of Salford will remain a priority.
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5.3 Current Mental Health Offer
Urgent Care team (MH component = 2 x B7 MHPs)
•
•

•
•

Citywide team providing same day response to NWAS referrals as an alternative to A&E.
The aim of the service is to enable people to remain in their own homes and prevent
unnecessary Accident and Emergency attendances and subsequent non elective admissions
by providing a community urgent care response for up to 72 hours. This service is an 18-month
pilot and is a part of the Extended Care programme of work which focusses on Intermediate
Care.
MH component is currently being reviewed due to difficulties retaining staff.
This project is funded until the end of September 2019 and is currently being reviewed by the
Integrated Care Division.

Enhanced Care Team (2 x B7 MHPs)
•

•

•
•
•
•

Teams in place currently covering 2 neighbourhoods (Swinton and more recently Eccles and
Irlam) providing case management for patients with 2 or more long-term conditions (1 of
which can be mental health related).
The aim of the service is to provide pro-active and co-ordinated care wrapped around the
person with a single point of access up to a 12-week period depending on need. They work
alongside the GP practice to manage the patient’s care.
Care is provided by a team of clinicians skilled in supporting people with complex needs and
have clear accountability on behalf of the system for providing and coordinating this care.
Input from this team should result in people having fewer unnecessary outpatient
appointments and investigations, and fewer planned and unplanned hospital admissions
These teams have developed good links with 6 Degrees, MATS, and continues to build on
these successes.
This project is funded until the end of September 2019 and is currently being reviewed by the
Integrated Care Division.

Neighbourhood leadership proposal (3 x B7 MHPs)
This model is to provide Mental Health input into 5 neighbourhood team boards within an alliance
model with the GPs to focus on referral pathways and physical health care. Practitioners will work out
of the 3 existing CMHTs in Salford. Key areas for development will be:
1. Smooth pathways from GPs into CMHT for assessment and if need be ongoing care
2. Smooth pathways from CMHT into GPs once the service user mental health has been
optimised
3. A review of the shared care procedure for those people with serious mental illness accessing
physical health care, looking at gaps, communication and duplication. In turn identifying ways
in which to optimise the physical health care of those with SMI
4. To review those patients being referred into the Community mental health team for
assessment, who do not meet the criteria for secondary service and are therefore not
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accepted and signposted to others services or back to the GP. A review of the level of need
the patient presented with, and where the patient was signposted and patient outcomes
5. These posts will inform the ‘Living Well in Salford Model’ (Lambeth Model) which will be at
neighbourhood level.
The investment for this service was for 12 months though there have been challenges recruiting staff
for the posts. Funding for this project is therefore likely to extend to March 2020.
5.4 Governance Structure
Salford ICO has recently become an ICD (Integrated Care Division) and reflects the leadership SRFT
have in relation to this model as they have now created a Division within their organisation that relates
to the integrated care services, its commissioning and monitoring. GMMH mental health services in
Salford have been a sub contract of this division though will be changing to an alliance model.

ICAB – Integrated Care advisory Board
ACSPB – Accountable Care System Provider Board
ACS – Accountable Care System
EQPE – Divisional Quality and People Experience
OP&E – Operations and Performance
F&I – Finance and Investment
EQPE – Executive Quality and People Experience
DARC – Divisional Audit and Risk Committee
COARC – Care Organisation Audit and Risk Committee
EDHEC – Executive Digital Health and Enterprise Committee

The organisational structure is as follows:
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Currently, Mental Health are part of the ACSPB, which occur three times a month; the Salford Head of
Operations attends this meeting. All mental health development would in theory go through this
forum. In addition, the Director of Nursing and Governance, Associate Director of Operations and
Head of Operations attend the ICAB. The Business manager attends the Operations and Performance
plus Finance and Investment divisional meetings. With the development of an alliance model the
Governance structure in Salford will change. The CCG have increased the frequency of the local
Provider Commissioner meeting from quarterly to bi-monthly though the full governance structure is
not yet clear.
5.5 Primary and Secondary Care Gaps
The Salford collaborative has now been formed to take forward the Lambeth Model. A provisional
name for this is Living Well In Salford. The collaborative consists of representatives from GMMH
(Mental Health and Substance Misuse Services), SCC, Six Degrees, Salford CVS, SRFT, SPCT, Mind in
Salford, Health Watch and Salford Mental Health User Forum. This is a multi-agency, multi-disciplinary
collaborative that will look to designing a responsive front door for Mental Health service users. This
may involve some redesign of CMHTs in establishing this model. The neighbourhood leadership
proposal will closely link to the Lambeth Model developments.

5.6 Neighbourhood Developments
Salford CCG have established a mental health wellbeing fund through their allocation of the Greater
Manchester Transformation Fund which will invest in the VCSE sector over the next three years. This
will be an additional £1m to the sector over this period and will enable the development of new and
creative approaches to enhance support to service users and carers across the city.
5.7 Impact of Population Demographics
The 2016 mid year population estimate for Salford was 248,726 and is projected to increase to 263,401
by 2026. The health of people in Salford is generally worse than the England average is one of the
20% most deprived unitary authorities with life expectancy being 10.9 years for men and 7.6 years for
women lower in the most deprived compared with the least deprived areas of the city. In Salford,
approximately 45% of the population are in the most deprived quintile for England, as presented in
the chart below, this is spread across the city with the exception of the Worsley and Boothstown wards
to the east.
Figure 5 – Deprivation in Salford
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Points of note:
• There were 856 alcohol related harm hospital stays per 100,000 population (worse than the
England average -636)
• 343 hospital stays for self harm per 100,000 population (worse than the England average 185).
• 11.6 suicides between 2014 and 2016 compared to an average for England of 9.9.
• Employment rate for the 16-64 population was 72.1% compared to an England average of
74.4%.
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6. Trafford
6.1 Locality Vision
Trafford has recently established a Local Care Alliance which brings together the main providers of
health and social care to work on integrated care delivery. Trafford commissioners see the LCA as an
opportunity to begin to work differently with providers to transform services. This is a long-term plan
to look at how services can be effectively delivered as close to a person’s home as possible, be that at
practice, community hub, locality or borough level.
The transformed system will deliver the triple aim of improved patient health and wellbeing, improved
quality of care for people in local communities and improved utilisation and sustainability of the health
and care system. Health and social care system in Trafford will:
•
•
•

have a community focused integrated model of care around our four localities
have joined up health and social care services whatever your age
encourage independence and self-reliance through a new model of social care

The LCA working group have developed a draft vision, and the desire to join up with the multiple
system wide visions.
• Alignment to CCG, Transformation Fund and across all health and social care.
• Improve health and wellbeing for the people of Trafford maximising available resources
through system wide collaboration
• Working together with all health and social care partners, including voluntary
organisations to deliver a high-quality service
• Improving quality and experience
• Improve health outcomes
• Parity of esteem
• Reduce health inequalities
• Actively support people of Trafford with self-care and health management
• Prevent avoidable hospital admissions
6.2 Summary of Progress
The LCA Working Group (recently became a LCA Implementation Board) is working to agree what
services are delivered as part of the initial LCA Programme, taking lessons learned from other
programmes of work and through discussions with organisational leads. This will initially include acute
services, mental health, community, primary care, voluntary and social care. It was agreed that
specialist services would not be included
In scope are;
• GP New Models of Care - Multi Disciplinary Teams programme to be trialled through the
LCO for review of LCO process, decision making governance, flow of money etc
• Primary Care Mental Health Teams
• Thrive Community Navigator Programme
• Medicines optimisation
6.3 Current Mental Health Offer
The focus of the LCA at the moment is partnership working and initially workstreams focusing on the
winter pressures in order to collectively reduce need for hospital admissions. GMMH are represented
by local Trafford Managers in the workstream groups and at exec level at the LCA Provider Board. The
main two areas of focus are smoking cessation and COPD and these have been focus of the Risk
Stratification and Delayed Transfer of Care (DTOC) workstreams. Essentially, the winter plan is
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identifying those at risk of requiring hospital admission, support to keep people well at home, having
effective urgent care streaming in ED and also reducing delays to discharge when patients are in
hospital. It should be noted that there is no specific funding for the LCA programmes.
The Primary Care Mental Health Well Being (PCMHWB) service is being developed for adults under 65
with the purpose of working with service users with greater complexity than can be managed by GPs
but not having the complexity requiring CMHT. This has been discussed with GMMH directly by the
CCG and appears to be running in parallel to the LCA development, a prescriptive service specification
for this has been given to GMMH local teams and GMMH have been asked to consider a response to
this. This is in contrast to the other local care models were GMMH have been involved in developing
these models. The PCMHWB service is funded for 12 months and will be rolled out across Trafford
from April 2019. There have been discussions with the CCG about a review of the pilot and
Commissioners are exploring an external review.
6.4 Governance Structure
There is a memorandum of understanding in place and GMMH representation at LCA workstreams by
local Operational Managers. The Associate Director of Operations attends the LCA Provider Board
which reports into the LCA Strategic Board where GMMH has representation by the Executive Director
of Operations.
6.5 Primary and Secondary Care Gaps
Trafford CCG are commissioning a new Primary Care Mental Health Wellbeing Service for Trafford to
address the gap for those service users who are sub-threshold for CMHT. Over the last few months
GMMH have been engaged with the CCG in scoping and developing the service specification. This has
been signed off at EMT and is now awaiting CCG signoff. A mobilisation programme is being drawn up
in preparation of this being signed off to work towards implementation.
6.6 Neighbourhood Developments
Trafford is developing its neighbourhood working model, currently in the north sector of the borough
through Trafford One Response; this brings together a number of agencies/ providers where cases can
be discussed and there is input from GMMH. The intention is to replicate this in all four Trafford
neighbourhoods. The PCMHWB will also function in line with the ‘neighbourhood’ based model
covering the 4 sectors of Trafford.
6.7 Impact of Population Demographics
The 2016 mid year population estimate for Trafford was 234,673 and is projected to increase to
248,519 by 2026. The health of people in Trafford is generally better than the England average, life
expectancy is 10.4 years for men and 8.2 years for women lower in the most deprived compared with
the least deprived areas of the Borough. In Trafford, approximately 10% of the population are in the
most deprived quintile for England, as presented in the chart below, this is mainly concentrated in the
central/eastern area of the borough.
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Figure 6 – Deprivation in Trafford

Points of note:
• There were 612 alcohol related harm hospital stays per 100,000 population (better than the
England average -636)
• 154 hospital stays for self harm per 100,000 population (better than the England average 185).
• 6.8 suicides between 2014 and 2016 compared to an average for England of 9.9.
• Employment rate for the 16-64 population was 79.1% compared to an England average of
74.4%.
7. Summary of the GMMH Offer
The emphasis across GM, and indeed the underlying principle of integrated care, is to enable a shift
from high cost hospital based services to services provided in the community with strengthened
resilience. Primary Care Mental Health appears to be the main ask from the developments and
consistent with a local integrated offer. GMMH needs to consider how our community offer can link
with the neighbourhoods and quantify the level of input required.
At the core of this ask is the access to advice and support for GPs from secondary mental health
services that is a timely, responsive and ensuring service users are signposted to the correct care
pathway. The shared learning for the Bolton PMHC practitioners will be important as this is a
significant resource in response to primary care but the outcomes are unclear and will need to be
subject to formal evaluation. Additionally, there are positive models around times to call consultants
(related to shared care) being developed in Manchester and should be considered elsewhere. There
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is also positive feedback from schemes that have developed access to pharmacy advice at this level to
support primary care prescribing. Social prescribing at this level was also thought to be core to the
offer in Manchester but other areas need to link into local schemes.
In summary, the GMMH offer needs to focus on the following:
•
•
•
•
•
•
•
•
•
•
•

Being a full partner within any local system
Providing a strong voice for mental health
Ensuring our offer focuses on integrated care for service users and not on integrated
organisations and in doing so ensures mental health parity is protected
Focus on schemes that support the gaps between primary and secondary care, ensuring
strong links with our existing services
Works directly with primary care to improve the physical health of patients with an enduring
mental health diagnosis with poorer prognosis than others with long term conditions
Work proactively with the third sector to develop innovative approaches to support people
within the neighbourhoods with mental health issues, their families and carers and in support
of maintaining good mental health for all
Develop understanding of neighbourhood assets, and support / divert service users and carers
to use and deliver
Support the assets and agenda in localities around sustainable housing for those with mental
health and substance misuse issues
Ensure overall governance, direction, delivery and monitoring of any local mental health
schemes, whilst ensuring day to day management, is delivered by the most appropriate part
of the system which may not always be GMMH
Sharing good practice within mental health models and particularly whats working well within
other local systems
Evaluate the impact of delivering services locally including whether these models are
sustainable moving forward
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Appendix 1
Nesta 100 day challenge
Co-designed by Nesta’s People Powered Results (PPR) team and the Rapid Results Institute, the 100
day challenge aims to get frontline staff and decision makers to ‘own’ a problem right through the
innovation cycle.
Innovation projects often focus on a single stage in the innovation cycle, and are then handed over to
others to take things forward - at which point, important ideas, insights and commitment can get lost.
The People Powered Results team are pioneering new approaches to achieving change and innovation
in complex systems that are smarter, faster, more collaborative and more inclusive of citizens and the
front line.
Front-line practitioners and people who use health and care services have unrivalled expertise in how
the system operates, but often have little influence or ownership over change. Our approach
empowers and connects those closest to delivery to drive change.
Empowering those on the front line not only brings a renewed energy and power for change across a
system, but also brings a detailed level of insight into the real issues and challenges that are faced by
a system to inform longer term strategic ambitions and plans. We think a place-based, people-focused,
rapid approach to change has been a missing part of the jigsaw in complex system change, and a
reason why top-down reform on its own often fails to achieve its potential.
How does it work?
The 100 Day Challenge is a structured innovation process, combined with coaching support. The
approach enables frontline staff from across a system to collaborate and rapidly experiment with new
ways of working, to achieve real results for people and communities.
The method complements traditional top-down approaches to change. The method works with
leaders of a system to mobilise those closest to the action - driving change from the bottom up, in real
time and at pace. 100 Day Challenges are intensive periods of action and collaboration that typically
involve representatives from health, social care and voluntary organisations. System and
organisational leaders are supported to break down longer-term strategies into challenges with
measurable objectives. Frontline practitioners and citizens set ambitious goals, and develop and test
creative solutions in real conditions.
The approach focuses on creating the conditions for change and innovation in complex systems,
depicted below:
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The People Powered Results approach
The 100 Day Challenge method works best on complex/wicked issues, which require collaboration
across organisational and professionals boundaries, and a range of interventions to be tested
simultaneously. Over the past few years we have been testing the applicability of the approach to
tackle the following issues:
• Improving care and support within a community setting to reduce unplanned admissions
• Improving approaches to hospital discharge to reduce avoidable delays
• Supporting areas to develop proactive approaches for those at risk of developing long term
conditions - such as diabetes
• Working nationally to reduce the rising demand for elective care - helping to make sure that
people see the right person, in the right place, first time
• Supporting health systems to develop and scale person and community-centred approaches
through place-based/neighbourhood working.
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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:Financial Performance (p5) - The financial performance at the end of January was a
surplus (on a control total basis) of £2,550K in line with plan.
Improving Access to Psychological Therapies (IAPT) (p8) - Improvements continue to
be made as planned based on the business cases for additional investment agreed
with commissioners. Planned waiting list initiatives in Salford are contributing
towards improvement in Q4. The impact of Manchester and Salford performance
positions GMMH as Red for 6 week, 18 week and recovery IAPT targets in January
however Bolton and Trafford perform well.
Data Quality Maturity Index (p6 & p7) - As Board are aware ten new measures are to
be included in the national Q3 2018/19 position to be published in May 19. All ten
new measures are now included in the local estimated figures in the Board report and
are being monitored monthly. A national conference to enable all providers to discuss
the impact of these new measures is being attended by GMMH to further inform our
approach to this.
Out of Area Placements (OAP’s) SOF Operational Performance (p9) –The updated
report shows reportable bed use at the end of January 2019 at 5715. This is a
significant reduction on last year’s usage and now shows a 55% reduction YTD. This
reflects the significant work ongoing and the impact of the new facilities that opened
in August. A delayed transfer of care system is now operational to support patient
flow in addition. There is continued focus on the reduction of all OAPs including those
locally monitored.
1

Care Programme Approach (CPA) follow up in 7 days (p10) - Improvements can now
be seen with processes of recording in Paris starting to embed in operational services
in Manchester that reflect the new ways of working. Themes from breaches to this
target continue to highlight the difficulties in follow up of those with no fixed abode
and there remains an ongoing focus to improve engagement with patients who have
no fixed abode/are homeless and those patients with social complexities.
Recruitment Time (p11) – The data for January shows the recruitment process took
on average 10 weeks from offer to start date. This is consistent with improvements
noted in recent months. The appointment to clearance completed further improved
achieving the Trust target for the fourth consecutive month.
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
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achieve their goals
potential and innovate
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working
be well-governed

x
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outcomes.
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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:-

Page

Financial Performance (p5) - The financial performance at the end of January was a surplus (on a control total basis) of £2,550K in line with plan.

5

Improving Access to Psychological Therapies (IAPT) (p8) - Improvements continue to be made as planned in
IAPT services based upon the business cases for additional investment agreed with commissioners. Planned waiting
list initiatives in Salford are contributing towards improvement in Q4. The impact of Manchester and Salford performance positions GMMH as Red for 6 week, 18 week and recovery IAPT targets in January, however Bolton and Trafford perform well. Recovery/action plans continue to be operationalised to address issues in Salford and Manchester.

8

Data Quality Maturity Index (p6 & p7) - As Board are aware ten new measures are to be included in the national Q3 2018/19 position to be published in May 19. All ten new measures are now included in the local estimated
figures in the Board report and are being monitored monthly. A national conference to enable all providers to discuss
the impact of these new measures is being attended by GMMH to further inform our approach to this.

6/7

Out of Area Placements (OAP’s) SOF Operational Performance (p9) - The updated report shows reportable
bed use at the end of January 2019 at 5715. This is a significant reduction on last years usage and now shows a 55%
reduction YTD. This reflects the significant work ongoing and the impact of the new facilities that opened in August. A
delayed transfer of care system is now operational to support patient flow in addition. There is continued focus on the
reduction of all OAPs including those locally monitored.

9

Care Programme Approach (CPA) follow up in 7 days (p10) - Improvements can now be seen with processes of
recording in Paris starting to embed in operational services in Manchester that reflect the new ways of working.
Themes from breaches to this target continue to highlight the difficulties in follow up of those with no fixed abode and
there remains an ongoing focus to improve engagement with patients who have no fixed abode/are homeless and
those patients with social complexities.

10

% clients in settled accommodation and % clients in employment (p10) – The Q3 figures showed a reduction in
both of these indicators and highlighted differences in reporting from Amigos that were evident on the transfer to
reporting from Paris. Data Quality reports have now been put in place by Business Intelligence to support improvement of data quality and figures are starting to improve.

10

Recruitment Time (p11) – The data for January shows the recruitment process took on average 10 weeks from
offer to start date. This is consistent with improvements noted in recent months. The appointment to clearance completed further improved and remains under Trust target for the fourth consecutive month,

11

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

SOF Operational Indicators
Indicator
Jan-19
EI RTT 2 Wks
83.7%
MHSDS DQMI
90.4%
IAPT Recovery
44.5%
IAPT RTT 6 Wks
59.8%
IAPT RTT 18 Wks
89.3%
OAPS (Bednights)
4

YTD
72.5%
N/A
43.3%
63.0%
91.6%
5715
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Restraints

Number of Level 4 and 5 Complaints Received in January
2019

PREVENT

1

1

1

4

Level 4
Level 5

0
Bolton Achieve

North Manchester

During January 2019, one Level 4 complaints was
received at North Manchester and one Level 5
complaint was received at Bolton Achieve.

Although in January 2019, there has been a small increase in the
number of restraint incidents in several areas, the overall
number of restraint incidents remain on a downward
trajectory for the year to date. Positive and Safe Initiative is a
key priority for the new Sustainability and Quality Improvement
Group chaired by the Deputy Chief Executive Officer.

During January 2019, the Trust raised 4 PREVENT
concerns. Two of these were raised at Manchester
services and two of these were raised at Bolton
services. This has increased by 3 since December
2018.

Regulation 28 Letters

RIDDOR

Mental Health Act CQC Visits

1

3

2

During January 2019, one Regulation 28 report was
received for HMP Manchester. A response letter is
being drafted and this will be shared with the Coroner
within the agreed timescale of 56 days.

During January 2019, there were three RIDDOR
incidents reported to the Health and Safety
Executive. The three incidents were in regards to
violence and aggressive behaviors to staff by service
users. This has increased by one incident since
December 2018.

During January 2019, two unannounced CQC
Mental Health Act focused Visits took place at Isherwood Ward, Specialist Network Services and Honeysuckle Lodge, Rehab Services. Provider Action Statements have been completed and returned to the
CQC. The number of CQC Mental Health Act focused
visits has remained the same since December 2018.

Financial Performance Month 10 2018/19
Executive Summary
1.1

Delivery Of Financial Control
Total

The financial performance at the end of January (month 10) results in a surplus of £2,550k, which is £2k above the planned control total. This includes the
planned utilisation of £1,911k of Provider Sustainability Funding

1.2
1.3

Run Rate
Comprehensive Income

Overall January results were in line with plan.
The Comprehensive Income statement was a surplus for the period of £2,550k, which is £2k above plan. However, the Normalised Surplus was £1,419k,
which is £1,117k below plan following the District Valuers valuation of Oakwood (Pharmacy/ IMT) building resulting in an impairment of £1,119k.

1.4

Risk

1. Out of Area Placements (OAPs) – Actual spend on OAPs for the first ten months of the financial year was £8.4m. The impact of the schemes
implemented in August has reduced the number of OAPs. The Trust is working with Commissioners to discuss the level of activity and the options around
funding the cost of OAPs pressures. Discussions with Commissioners have secured additional non-recurrent funding of £3.4m. Further negotiations will
continue as part of the 2018/19 contract meetings.
2. Use of agency - The agency cap set by NHS I for the Trust for 2018/19 is £10.2m. At month 10, agency spend was £17.234m, £8.725m above the 10
months target of £8.509m. Approximately, two thirds of the agency costs have been incurred within the 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 and the NHS Professionals ‘Project’ begins to have an impact.
3. Bolton, Salford and Trafford Substance Misuse Services - The services are £0.687m overspent at month 10 due to an overspend on expenditure
budgets. Organisational change processes have been finalised, and the pay budgets are expected to be in line with the recurrent budget in the 2019/20
financial year. The service is also undertaking a review of non-pay pressures within the service.
4. Manchester Prison Services are overspent £0.748m as at the end of January. There are significant cost pressures within the service due to the use of
agency staff to cover vacancies. The service has formalised a recovery plan and this will be discussed with Commissioners, NHS England, at future
contract management meetings. The Trust are in negotiation with the Commissioner and partner Provider, Bridgewater Community Healthcare NHS
Foundation Trust, to agree the share of the additional funds provided by NHS England for 2018/19.
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 £754k higher. NHSI have informed the Trust that further funding will not be available.

1.5

CIP Performance

The Trust planned to deliver CIP of £4.119m to month 10. CIPs were taken from budgets at the start of the year. The actual CIP achievement to date is
£3.512m, with the shortfall of £607k being included in the overall financial position at month 10.

1.6

Cash and Liquidity

Cash Balances at 31 January 2019 totalled £24,875k; £7,800k below plan. This represents an improvement in month of £8,573k. The improved cash
position is as a result of receipt of Capital PDC (£3m), together with receipt of previously delayed payments from Commissioners.

1.7

Capital expenditure

Capital expenditure in month was £0.577m, £0.135m behind plan. The below plan performance is due to an underspend on the Pharmacy Capital Project,
slippage on the Women’s ward changes at Edenfield and Enhanced Community model improvements.
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1.8

Use Of Resources Metrics

As at month 10 the Trust is achieving an overall score of 3 for the Finance UoR ratings, this is in line with plan.
Finance and use of resources rating
FULL YEAR

Plan

Plan

Actual

Plan

Plan

Plan

Actual

Actual

31/03/2019

31/12/2018

31/12/2018

31/12/2018

31/12/2018

Year ending

Month 10

Month 10

Month 10

Month 10

Number

Number

4
Capital service cover rating
Liquidity rating
I&E margin rating

1
1

I&E margin: distance from financial plan
Agency rating

4

Overall Score

3

Actual

Number

1.31

3

1.32

3

5.50

1
1

5.43
1.00%

1
1

1.00%

66.62%

1

-

1

4

103.38%

4

3

3

The Trust is achieving an overall score of 3 for the finance ratings. The increased agency costs for the first 10 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 10 months.
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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
1. People with a first episode of psychosis begin treatment
with a NICE-recommended package of care within 2 weeks of
referral (UNIFY2 and MHSDS)

Outturn

Target

Q1

Q2

Q3

85.1%

53.0%

69.2%

60.4%

84.9%

Q4

Jan-19

83.7%

Position
3 month
from
rolling
Previous
(Average)
month
84.9%

↑

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
• Current Gender • Postcode of Usual Address
• Primary Referral Reason • Service/Team Referred to
• MHA Legal Status • Date of birth
• Legal Status classification code • Site code
• Treatment Function Code • Team Type
• Clinical Response Priority Type • Hospital Bed Type
• Referred Out of Area Reason • Ex-British Armed Forces
Indicator

All services were on target. Further detail is provided on p7.
These indicators are measured via national annual audits with results available in April 19. The17/18
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 compared to 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 will only go live during January 2019. Performance reporting has been
improved to meet clinical requirements and went live in August. An E learning package for clinical
staff has been developed and a workforce training needs analysis is currently being completed to
support the roll our during Q4.
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.

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 three new measures: Primary Reason for Referral; Service/Team; Legal Status were included in
these local figures as from December 2019.
NA

95.0%

96.6%

87.0%

87.7%

90.4%

43.4%

44.5%

↑

The other seven new measures: Date of birth; Treatment Function Code; Site Code; Clinical
Response Priority Type; Hospital Bed Type; Referred Out of Area Reason; Ex-British Armed Forces
Indicator were included as from January 2019 figures.

↑

The overall recovery rate for GMMH shows a slight increase in January. 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 39.6% and 35.7% in Salford and Manchester
respectively, both of which are positive improvements.

4. Improving Access to Psychological Therapies (IAPT)/talking therapies (from IAPT minimum dataset):a) Proportion of people completing treatment who move to
recovery (from IAPT minimum dataset)

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

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

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

Board Performance Report: January 2019

41.2%

61.8%

93.7%

50.0%

75.0%

40.3%

66.3%

45.7%

64.9%

60.7%

95.0%

94.8%

93.1%

90.0%

Outturn

Target

Q1

Q2

Q3

15211

In line w ith
agreed
trajectory f or
eliminating
OAPs by
2021

3693

1978

819

Final

59.8%

Q4

43.5%

59.8%

89.3%

88.2%

Jan-19

YTD

4

5715

↑

↑

↑

Six week RTT demonstrates a slight increase division wide, with Trafford now delivering compliance
along with Bolton. Salford has started to demonstrate marginal increases on exit, although the real
time (on entry in January) indicates a significant improvement, this is expected to improve further
upon the introduction of the waiting list initiative posts in Q4. The combined Manchester KPI has
reduced on exit, this position is due to the historic number of clients who have already breached
affecting compliance. Real time data indicates that the Manchester service has reduced the 18+
waiters down to 18 clients as at February. This will have a positive impact on RTT compliance in
future months. The commencement of new clinical staff and managers in South Manchester will see
performance improve in Q4 as operational procedure is implemented.

The Trust position at 18 week RTT has improved slightly to 88.2% in January compared to 86% in
December. 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
81.3% and Salford 48.5% is critical to moving the Trust to compliance with the 95% target.
Recovery plans are in place for both areas, with Salford showing 63.6% on entry.
Comments
The GM definition for Out of Area Placement (OAPs) reporting agreed with NHS England was put in
place in April 2018. It should be noted that although the arrow is red, this is an increase of only 2
beds nights. A target reduction of 33% of Reportable OAPS bed nights has been set nationally.
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%

Jan-19
91.7%
89.5%
81.8%
57.1%
0.0%
83.7%

3 month
rolling to
Jan-19
88.2%
87.5%
90.3%
31.3%
0.0%
84.9%

Comments

It should be noted that small numbers means percentages fluctuate on a monthly basis affecting achievement of the target. All services are Green in month.
As previously reported services continue to balance the tensions of delivery of the target of assessments within 2 weeks of referral
and the ability to then deliver NICE compliant care to all those on the caseload. Trafford accepted seven referrals of which four were
seen within the two weeks. There were three breaches. Two of these were due to team capacity and the Christmas holiday period.
One was due to service user availability.

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%

Published Figures (Dataset Score)
Q2
Q3
Q4
Q1
2017/18 2017/18 2017/18 2018/19
93.0%
94.0%
93.0%
88.0%
100.0%
100.0%
100.0% 100.0%
100.0%
100.0%
100.0%
99.0%
90.0%
91.0%
93.0%
100.0%
100.0%
100.0%
100.0% 100.0%
99.0%
99.0%
99.0%
98.0%
16.0%
100.0%
100.0%
97.0%
97.2%
88.8%
97.4%

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% 92.26% 92.10%
94.67% 94.48% 83.65% 83.60% 83.54% 80.78%
98.17% 98.94% 89.86% 90.14% 90.89% 91.54%
98.15% 98.31% 90.19% 90.72% 91.50% 89.81%
97.23% 97.25% 86.25% 86.19% 86.36% 86.43%
96.36% 96.58% 86.87% 86.97% 87.23% 83.31%

Trust
GMMH
Pennine Care
Lancashire Care
North West Boroughs

Dec-18
92.75%
83.61%
91.95%
92.08%
87.93%
87.66%

Jan-19
91.15%
87.48%
91.00%
93.06%
76.28%
90.42%

Feb-19

Mar-19

NW Benchmarking
(MHSDS)
Q2
Q3
Q4
2017/18 2017/18 2017/18
97.0%
97.2%
88.8%
98.0%
98.1%
87.8%
95.9%
98.1%
87.9%
98.6%
98.5%
88.3%

Q1
2018/19
97.4%
98.0%
98.2%
98.7%

Comments

As Board are aware, in August 2018, NHS Digital announced they were including three additional measures - Primary Reason For Referral, Service/Team and Legal Status - in DQMI calculations and backdating them
to Q4 2017/18. However, in December 2018 they announced that, following complaints from Trusts, they had removed these three measures and recalculated Q1 2018/19 figures. The new updated national published figures are included above. NHS Digital propose they will re-include these, along with seven other measures, in the Q3 2018/19 calculation to be published May 2019.
All ten new measures, as detailed on page 6, are now included in the estimate above and are being locally reported on and monitored monthly. Please note GMMH do not currently record Hospital Bed Type and this
will be further explored with other providers. NHS Digital are being asked to advise in regard to the population for the Ex British armed forces measure.

Board Performance Report: January 2019

Final

7

NHSI Single Oversight Framework

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

Nov

Dec

Jan

50
75
95

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

3,287
463
53.4%
83.6%
99.8%

50
75
95

1,815
616
31.9%
44.2%
92.5%

2,339
644
31.3%
48.4%
92.7%

2,253
685
33.2%
49.5%
94.3%

898
213
33.7%
50.7%
93.4%

578
210
29.8%
51.4%
92.9%

50
75
95

1,421
390
36.2%
54.4%
86.1%

1,192
266
40.8%
38.7%
65.0%

1,264
295
37.9%
26.4%
46.4%

461
101
42.7%
23.8%
42.6%

350
97
33.3%
25.8%
38.1%

50
75
95

1,741
369
58.3%
69.9%
98.6%

1,992
540
55.5%
62.2%
98.5%

2,242
462
54.8%
68.6%
99.6%

50
75
95

54
78
57
12
6
10
0.0% 16.7% 50.0%
75.0% 83.3% 100.0%
83.3% 100.0% 100.0%

23
0
-

1385
457
33.9%
99.8%
100.0%

50
75
95

198
11
0
104
149
79
37.5% 38.2% 27.3%
100.0% 100.0% 100.0%
100.0% 100.0% 100.0%

0
0
-

0
0
-

0
0
-

0
0
-

↔
↔
↔

41.2%
61.8%
93.7%

50
75
95

45.4%
61.9%
88.8%

40.0%
57.4%
86.0%

44.5%
59.8%
89.3%

43.5%
59.8%
88.2%

↑
↑
↑

7920
2833
24.0%
30.5%
87.9%
5014
1614
42.9%
58.3%
91.1%

1,152
937
1,275
169
120
150
53.1% 53.1% 50.4%
86.4% 78.3% 80.0%
100.0% 99.2% 100.0%

Position
From
3MR Previous
(Avg)
Month
3,364
439
52.2%
82.0%
99.8%

↓
↑
↑

724
235
37.4%
46.4%
92.3%

2,200
658
33.8%
49.4%
92.9%

↑
↓
↓

457
99
40.4%
32.3%
47.5%

1,268
297
38.9%
27.3%
42.8%

↑
↑
↑

772
653
808
158
108
167
54.5% 50.5% 53.1%
75.3% 70.4% 75.4%
100.0% 100.0% 100.0%

2,233
433
53.0%
74.1%
100.0%

Comments
Bolton: The combined IAPT Step 2 and 3 service continue to show
excellent quality outcomes in both RTT & Recovery. The engagement
work with Primary Care colleagues around the insufficient levels of
referrals to achieve the 19% prevalence target is starting to increase
referrals to required levels. Action plans are in place to increase referral
rates, access levels (prevalence) and to reduce attrition rates. The action plan and subsequent benefits to access will be reflected in the Q4
(Jan-Mar) performance figures. In January the Bolton Service achieved
all performance indicators.

Manchester: We have seen recent improvement in the 6 week RTT

on exit plateau cross Manchester. There is sustained compliance of 18
week RTT in North and Central, however this is still negated by underperformance in South Manchester. An action plan to address 6 & 18
week RTT, referrals, prevalence, recruitment and accommodation have
also been developed and implemented. All additional business case
establishment has now come online throughout January, subsequently
this will have a significant impact upon entry over Q4. The Manchester
service is now has a minimal number of clients breaching 18 weeks
after years of historical waits, this in turn will promote a positive move
towards compliance at both 18 and 6 weeks in future months. As referral rates are considerably lower than required into the Manchester pathway. GMMH have chaired 2 recent meetings with our third sector partners, and co-designed implementation plan which is now in place to
improve engagement and the consistency of referrals into the IAPT
service.

Salford: The (Step 3 only) service has seen an increase in January
7367
1843
55.1%
87.6%
98.4%
239
45
48.8%
64.7%
86.3%

Board Performance Report: January 2019

40.3%
66.3%
94.8%

Final

45.7%
64.9%
93.1%

43.4%
60.7%
90.0%

12
22
57
9
6
15
55.6% 16.7% 40.0%
100.0% 100.0% 100.0%
100.0% 100.0% 100.0%

↑
↑
↔

recovery levels. Although the service is non-compliant with RTT on exit,
access targets have been meet for reporting periods October/November
and January. A recovery plan has been operationalised to address the
high number of waiters. This is now on a downward trajectory reducing
by circa 40% since the implementation of the WLI. The improvement of
access at both 6 and 18 weeks is starting to show positive improvement
upon entry in January in line with commissioning expectations.

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,
although the 6 week RTT is now back to compliance in January meaning the Trafford Service achieved all performance indicators. Action
plans are in place to increase referral rates whilst reducing attrition in
order to support future prevalence stretch targets.

Military Veterans: There were 6 completed treatments recorded in

month with a lower than expected recovery rate, although with such low
numbers is always easily distorted with both RTT at 6 & 18 weeks
achieving 100% in month.
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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
1276
129
120
1646

17/18
Full Year 33%
Reportable
Reduction
Bednights
Target
15,300
10,251

May-18
100
699
135
124
1058

18/19 Bed Usage
as at the end of
January 2019
5,715

Jun-18
134
526
249
80
989

Jul-18
137
795
217
45
1194

Current Target
for 33% as at
January 2019
8,543

Aug-18
104
377
28
53
562

Bednights

6000
4000

Apr
49
483
43
50
625

Board Performance Report: January 2019

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

Locally Monitored OAPS
Bolton
Manchester
Salford
Trafford
GMMH

Cumulative Reduction Target

May
149
368
30
66
613

Final

Jun
118
349
30
1
498

Jul
74
399
69
8
550

Dec-18
0
2
0
0
2

Jan-19
0
3
1
0
4

Feb-19

Mar-19

YTD
626
3860
785
444
5715

2018/19 Progress Against Year End Trajectory.
Note: the 15,300 Reportable Bednights for 17/18 is taken
from the NHS Digital published data. The 33% reduction is
applied as a flat line.

Work continues to realise the objectives set out in the GM 10 point plan. This includes the establishment of a GMMH wide bed bureau/patient flow service, now
operational 24/7. The development of a Delayed Transfer of Care (DTOC) system
and team to support the required actions, has enabled flow through the services.
Daily capacity reporting, now 7 days a week, with twice daily huddles also support
patient flow.

8000

Cumulative GMMH Bednights

Nov-18
3
0
0
0
3

Comments:

10000

0

Oct-18
21
6
0
8
35

Diffference to YTD % Reduction in
33% Target
Reportable OAPS
(Bednights)
compared to 17/18
-2,828
55%

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

12000

Sep-18
6
176
26
14
222

Aug
66
444
92
86
688

Work is focussing on sustaining the reduction by embedding the processes developed and planning for further reductions in locally monitored beds. This includes
developing alternatives to admissions and sustainable community options in collaboration with the whole system including third sector and voluntary agency support.
Please note:- All OAPs figures are refreshed monthly to reflect the update of any
recording issues hence there may be minor changes to monthly activity from previous reports.
Sep
11
688
10
140
849

Oct
44
624
40
142
850

Nov
68
569
14
87
738

Dec
16
562
66
97
741

Jan
53
583
64
90
790

Feb

Mar

YTD
648
5069
458
767
6942
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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

2018/19
Q3

Written Complaints - Rate

NHS Digital

223

211

190

21

Staff Friends & Family Test - %
Recommended Care

NHS England

75.5%

73.7%

Occurrence of any Never Events

NHS Improvement

0

0

0

0

NHS Improvement

1

2

4

CQC

G

G

G

78.7%

82.9%

78.6%

77.4%

0

0

0

0

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

NHS England

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

NHS Digital

Q4

Jan-19

Comments
Number of complaints received has been used to provide an indication of
performance.
Quarterly figure only. Number of staff answering "Extremely Likely" or
"Likely" as a percentage of the total number of staff responding to the FFT
question "How likely are you to recommend this organisation to friends
and family if they needed care or treatment?". Target is national average
for MH Trusts. Please note Q2 figures are local. These differ to those
published by NHSE due to the data being unavailable to report at the time
of publication.Q3 results are not available as the Trust runs the full NHS
Staff Survey during this quarter. Q4 is due to open in March and results
will be available upon completion.
The list of Never Events covered by the Multi-Lateral Contract has been
used.
All outstanding Patient Safety Alerts are still within the deadline and will
be implemented before the recommended date.
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
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
under 16's admitted.

Mental Health Providers

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

NHS Digital

95.3%

93.2%

94.9%

97.08%

% clients in settled accommodation

NHS Digital

78.3%

75.4%

57.0%

60.2%

% clients in employment

NHS Digital

5.9%

6.0%

3.4%

4.3%

Potential under-reporting of patient
safety incidents

NHS England

TBC

TBC

TBC

Board Performance Report: January 2019

Final

There were 7 breaches this month, 1 from Bolton, 3 from Salford and 3
from Manchester. Themes continue to highlight difficulties when clients
have no fixed abode. DQ issues in Manchester have seen some
improvement as processes are embedded.

Target: 61.75% TBC
The Target applied as an indication of performance and was the overall
England result as at February 2018.
The Q3 figures showed a reduction and highlights differences in reporting
from Amigos that are now evident on the transfer to Paris. Data Quality
reports are now being sent to the relevant teams each month to enable
them to improve these figures.
Target: 8.65% TBC
The Target applied as an indication of performance and was the overall
England result as at February 2018.
The Q3 figures showed a reduction and highlights differences in reporting
from Amigos that are now evident on the transfer to Paris. Data Quality
reports are now being sent to the relevant teams each month to enable
them to improve these figures.
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 4,589 4,621 4,628 4,638
4,908 4,900 4,934 5,001 4,982 5,016 4,983 5,020 5,028 5,042
876
898
850
793
779
736
754
713
672
680
121
123
129
128
141
159
195
189
180
192
2.5%
2.5%
2.6%
2.6%
2.8%
3.2%
3.9%
3.8%
3.6%
3.8%
2.3%
2.3%
2.3%
2.3%
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
783
660
759
787
142
247
269
258
291
134
196
215
105
117
252

330

285

291

255

430

201

187

139

192

476

159

213

260

250

306

376

349

405

350

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
25
39
31
95

Nov-18
27
41
29
97

Dec-18
28
41
29
98

Jan-19
25
32
40
97

Feb-19

Comments:

Workforce overview:
At the end of January the Trust employed 5,042 people who worked a total of 4,638 Full-Time Equivalent. The budgeted FTE exceeded the contracted FTE by 680. The
headcount is an increase of 14 staff in post compared to the previous month.
As at the end of January there were 192 apprentices in GMMH. This represents 3.8% 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. 13% vacancy rate. There are currently 309 candidates appointed to the Trust and waiting to start/pending employment checks of
which 117 have completed all clearances and have an agreed start date. 192 are currently in the pre-employment check stage.
The data for January demonstrates the recruitment process took on average 10 weeks from offer to start date, which is consistent with the improvements noted in recent
months. At 32 days, the time taken to process candidates from ‘appointable to clearances completed’ has further improved by 9 days and remains under the Trust target for
the fourth consecutive month. The number of days from ‘Clearance completed to Start Date’ increased, due to the notice periods of some candidates. Work continues regarding streamlining the whole recruitment process, to work towards achieving the ‘Advert Closed to Start Date’ target.
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Sickness Rate

3.61
2.86

J

3.48
2.56

D

3.18
2.92

1.68

S

2.45

1.57

N

3.58

4.05

3.91

3.67

3.67

3.25

3.25

A

O
5.85

5.86

5.83

5.81

3.92

3.90

3.94

3.95

3.96

1.89

J

1.92

N

1.93

1.90

O

D

1.85

S

Rehab

1.87

Psycho logical
Therap ies

Directo rate Targe t

A

SMS

Sickness Absence - Long Term

1.00

1.88

HJS

Sickness Absence - Short Term

1.10

J

NHS E

MCR North

0.00

5.81

2.00
1.89

1.86

1.38

2.25

Target

3.00

J

1.70

5.81

1.88

1.97

5.87

M

2.14

5.89

1.86

1.83
Salford

MCR & City

2.05
MCR S &
Trafford

Bolton

2.89

2.80

6.47

5.00
4.00

3.92

5.90

A

2.60

2.00
1.58

3.06

4.11

5.94

3.94

GMMH

Corpor ate

Rehab

Psycho logical
Therap ies

SMS

HJS

3.98
3.08

2.24

1.69

3.90

4.09

3.90

5.72

5.93

1.84

3.60

3.47

5.31

5.82

6.03

2018/19
GMMH - Long term

M

5.61

5.05

5.81

5.99

4.16

3.82

4.00

5.73

GMMH

5.16

6.00

6.10

GMMH Sickness Rate (%) - Rolling 12 m onths

7.00

Corpor ate

5.65

5.00

%

Directo rate Targe t

7.86

7.00

1.00

2017/18
GMMH - Shor t te rm

1.83

8.51

8.00

3.00

Sickness Absence - Long Term

0.00

Divisional Rolling 12 Month Sickness Rates (%) - January 2019

9.00

6.00

NHS E

Salford

MCR S &
Trafford

MCR North

MCR & City

Bolton

Sickness Absence - Short Term

1.73

1.00

0.00

6.03

2.00

J

2.86

3.99

2.00

1.37

2.95

5.48

J

2.00

4.03

4.09
1.80

5.40

1.61

2.92

5.04

5.73

M

2.76

3.00

2.28

4.86

4.02

3.24

2.66

4.00

1.48

3.63

2.23

3.61

A

3.80

5.00

4.08

4.05

5.20 4.73

3.45

4.66

6.00

1.75

3.44

6.47
4.27

0.00

F

1.00

6.99

5.35

4.28

2.94

3.00
2.00

3.06

3.02

5.60

M

2.71

4.00

5.82

%

%

5.00

6.26

2.38

5.16

6.00

5.89

F

7.20

6.16

9.43

GMMH Sickness Rate (%) - In Month
6.44

%

8.00
7.00

7.00

9.52

9.00

4.06

Divisional In Month Sickness Rates (%) - January 2019

10.00

2017/18
GMMH - Shor t te rm

2018/19
GMMH - Long term

Target

Comments:

Sickness:

At 5.81%, the total sickness rate for the 12 months ending January 2019 was a small decrease of 0.02% from the previous month. The January in-month total was 6.47%,
an increase of 0.44%. 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 January was due to anxiety/stress/depression/other psychiatric illnesses (32%), other musculoskeletal problems/back problems (15%), gastrointestinal problems (6%), injury/fracture (6%) and cough/cold/flu (5%). All divisions, with the exception of Manchester and City Wide, Psychological Therapies, Health and Justice
and Corporate Services reported a sickness rate above the Trust target. A multi-disciplinary task and finish group, made up of Psychologists, Chaplaincy, Trade Unions, HR
& OD Specialists, has been established to review how the Trust can support the workforce who are experiencing illness due to mental health. This is expected to have a
positive impact on the amount of people unable to come to work due to stress, anxiety and depression.
Board Performance Report: January 2019
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IPDR
Trust Target IDPR

69
85

68
85

67
85

68
85

69
85

75
85

75
85

79
85

77
85

78
85

1.71

1.23

1.01

1.15

1.02
0.94

1.06

0.61

0.10

0.80

1.10

3.37

0.88

1.03
0.76

0.91

1.13

1.00

1.16

1.20

0.90

1.20

1.22

1.40

1.12

1.20

1.60

1.11

1.42

1.80

0.60
0.40

0.08
D

0.10

0.08
N

J

0.04
O

0.24

0.78

0.32
J

A

S

0.14

0.12
J

0.04
A

2017/18

M

0.06

0.20
0.29

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
68
72
71
72
87
83
84
79
82
85
87
88
88
89
67
86
87
88
88
89
90
90
90
90
87
68
69
71
72
71
74
77
78
77
0
86
87
87
88
89
89
90
90
89
79
77
79
74
76
68
73
76
78
76
86
67
69
69
70
72
73
74
74
77
68
79
75
78
78
81
69
71
69
72
90
90
89
90
90
91
91
92
92
89
84
82
83
78
79
79
78
79
79
78
85
83
83
77
77
80
79
78
78
79
83
82
83
84
84
85
85
85
85
80
9
10
9
13
15
19
22
24
23
22
61
60
56
67
67
65
65
67
71
72
91
80
82
79
80
82
84
84
87
86
90
78
79
83
83
82
84
84
85
87
61
89
89
90
90
90
91
92
92
92
61
85
86
86
86
86
88
89
90
89
91
87
88
89
89
89
90
91
91
90
91
86
87
87
87
87
88
89
89
88
85
85
85
85
85
85
85
85
85
85
80
80
80
80
81
82
83
84
84
83

M

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

F

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 was below the Trust target at 83%. At the end of January 78% of staff had completed IPDR, an increase of 1% from the previous month, Performance against the training and appraisal targets is monitored through the Operational Leadership Committee. Each Directorate is working towards target.

Turnover:
During January a total of 55 staff left GMMH. Reasons for leaving were: voluntary resignation (45), retirement (8), other (2). The Trust is continuing to work with NHSI on the
Retention Improvement Programme.
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Friends and Family Test—Staff and Patient Feedback

Staff, Friends and Family Test - Quarter 2 (2018/2019) - Source: NHS England

Question 1. How likely are you to recom mend
this organisation to friends and fam ily if they
needed care or treatment?
53,
4.1%

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

19, 1.5%

4, 0.3%

83,
6.4%

120,
9.4%
326,
25.3%

311,
24.3%

127,
9.9%

184, 14.3%

199, 15.5%

623,
48.4
%

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

520,
40.6%

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

Comments:

The results for the latest staff FFT from Q2 18/19 for GMMH
show that 73.7% of staff would recommend the Trust as a
place to receive care or treatment. 64.9% would recommend
the Trust as a place to work. The percentage of staff
recommending the Trust as a place to work has reduced by
5% since Q1, and we have seen a 2% reduction in staff
recommending the Trust as a place to receive care or
treatment.
Please note Q2 figures are local figures. These are the correct
figures that should be referred to for ongoing work. These
differ to those published on the NHS England website for Q2
due to the data being unavailable to report at the time of
publication to that site. Q3 results for Staff Friends and Family
Test are not available as the Trust runs the full NHS Staff
Survey during this quarter. Q4 is due to open in March and
results will be available upon completion.

Patient Feedback—Service User Friends and Family Test
103,
6.5%
61,
3.9%

YTD Period: January 2019
Question. How likely are you
77,
to recommend this
4.9%
organisation to friends and
fam ily if they needed care or
treatment?

82,
5.2%
1 - Extremely Likely
939,
59.4%

320,
20.2%

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

6 - Don't Know

Board Performance Report: January 2019

Final

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.
December was particularly impacted by feedback from Forensic services. This was escalated to
Senior Managers and the feedback was triangulated to complaints. No correlation was found. The
wards concerned have been added to our quality walkarounds. For the month of January 2019, the
combined GMMH results showed that of the 146 service users asked, 77.4% said they would
recommend our services to friends and family which is an increase on an overall score of 58.0% in
December (bringing the YTD total to 79.6%).
To note, we continue to ask forensic service users the FFT, yet the outcomes can sometimes be
negative as these service users are detained. There is a national debate in regards to the
appropriateness of the FFT in Forensic/Secure Services.
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Annual Quality Governance and Quality Improvement (QI) Report
1.

Introduction

1.1

The purpose of this report is to describe the increased focus on quality improvement across
GMMH, and to celebrate the breadth of activity that has been undertaken over the last
calendar year. The report also highlights efforts to strengthen our approach to quality,
incorporating both improvement as well as assurance, as part of the development of a GMMH
QI strategy.

1.2

This annual report sets out the approach to quality governance at GMMH, and in particular,
the role of the Quality Governance Committee (QGC) in providing leadership and oversight for
the Trust’s quality framework. The role of QGC is pivotal in ensuring that the Trust Board has
a clear focus on quality, effectiveness and safety. It should be noted that following a discussion
at the Quality Governance Committee meeting held in February 2019, that the name of the
Quality Governance Committee has now been changed to the Quality Improvement
Committee.

1.3

This report covers the period from 1st January 2018 to 31st December 2018.

2.

Purpose

2.1

In addition to highlighting our quality developments and achievements throughout 2018, this
annual report will also describe how our current quality structures are organised and
operationalised. It summarises our main quality systems, tools and high-level assurance
reports that have been noted at Quality Improvement Committee since 1st January 2018.

2.2

The report will highlight the role of the Quality Improvement Committee in leading the Trust’s
quality and integrated governance framework. It describes the range of QI initiatives that have
been undertaken including Positive and Safe, clinical and external audit, Royal College of
Psychiatry service accreditation, deep dive reviews, Quality Matters, learning from serious
incidents and the role of our external strategic partners (e.g. AQUA) in supporting service
improvement and quality innovation.

2.3

The report will summarise the key quality assurance reports that have been tabled during
meetings of the Quality Improvement Committee. It will describe the progress that has been
made against the Quality Improvement Priorities that were published within the annual
Quality Accounts, and the role of the Dragon’s Den quality innovation fund in supporting local
quality improvement at service level.

3.

Quality Improvement (QI) strategy

3.1

GMMH is currently in the process of developing a QI strategy. The strategy will be presented
at Trust Board on 25th March 2019, and will play a key role in ensuring that there is a clear
focus, profile and identity for the quality agenda across GMMH.

3.2

Phase one of the QI strategy will have a preliminary focus on enhancing Board leadership of
QI, identifying improvement methodology to complement workflow, the development of
improvement orientated data reporting to Board, and consideration of investment in the
development of QI capability in the organisation.

4.

Annual review

4.1

Quality Improvement Committee (QIC)

A review of the terms of reference (ToR) for the Quality Governance Committee (QGC) was undertaken
during January 2019, and a revised ToR were agreed at the meeting held in February. Key changes to
the revised ToR included:
•
•
•
•

Renaming of QGC to QIC
Inclusion of an organigram to describe the key reporting structures, and the link between QIC,
OLC, Hubs and divisional SLTs
Strengthening of the membership to reflect the wider quality improvement and governance
agenda
Revision of the reporting sub groups and committees

QIC provides leadership and oversight for the Trust’s quality and integrated governance framework.
QIC develops the Trust’s quality strategy on behalf of the Trust Board and identifies the Trust’s key
quality priorities, goals and standards. This is set out in our Quality Governance Framework. There
are several sub groups and committees that are accountable to QIC, and provide regular chair’s
reports. These are as follows:
•
•
•
•
•

Infection
Prevention
and
Control
Committee
Joint Safeguarding Steering Group
Medicines Management Group
Mental Health Act and Mental Capacity Act
Compliance Committee
Post Incident Review Panel

• Research Readiness Group
• Physical Healthcare Committee
• Mortality Review Group
• Nursing Leadership Committee
• The CareHub

QIC also receives annual reports from the Quality Improvement in Clinical Care Group (formerly NIAG),
the Equality, Inclusion and Recovery Steering Group, Customer Care (Complaints) and the Joint
Safeguarding Group.
QIC continues to review its terms of reference on an annual basis to incorporate the wider quality
governance agenda across the Trust footprint. The following section summarises the main quality
mechanisms and achievements that have been shared at QIC throughout the year.
4.2

Current QI and assurance initiatives

There are a wide range of ongoing QI and assurance initiatives taking place across the Trust. These
include Positive and Safe, clinical audit, service accreditation, Quality Matters, Quality Improvement
Priorities, learning from incidents, assurance reporting systems and our restraint reduction
programmes which continue to be supported by the Advancing Quality Alliance (AQuA). The section
that follows provides a summary of some current QI activity that has been delivered throughout the
reporting period.
Positive and Safe
Overall monitoring of the GMMH Positive and Safe strategy continues to take place via the Trustwide
Positive and Safe forum, which meets on a bi-monthly basis. The Nursing and Governance team

monitors the use of all restrictive interventions (restraint; seclusion; rapid tranquillisation) which are
reported on a quarterly basis to Quality Improvement Committee as part of the Quarterly Quality
report. The areas with the highest use of restrictive interventions provide local assurance reports.
These are subsequently reviewed by the Positive and Safe team and noted at the Trust wide forum in
order to share trends and learning, and to initiate improvement where this may be required.
Throughout the year, efforts have continued to reduce restrictive practice including levels of restraint,
seclusion and rapid tranquilisation use across the organisation. The Positive and Safe Forum has
examined data to highlight trends and peaks in the use of restrictive practices. This has also been
compared with the data on the use of Safewards interventions and early indications show that an
increase in the use of Safewards is having an effect on reducing restrictive practice.
The Positive and Safe group commissions assurance reports from ward managers where monthly use
of restraint, seclusion and rapid tranquilisation is highest. These are reviewed by the Positive and Safe
team, which then provides additional ward level support in strengthening local Safewards
interventions as well as reviewing the management of aggression and violence with individual service
users where this may be indicated.
During the year, the Trust wide Positive and Safe lead has continued to monitor implementation of
the 10 Safewards modules across all inpatient settings. Additional training has been provided to the
Positive and Safe team who are now providing focussed ward-based training when this is required.
The Positive and Safe team have developed guidelines and continue to be responsive to particular
needs or challenges in inpatient areas.
The work of the Positive and Safe team has been recognised by the national Safewards team which
has led to the GMMH team being asked to host a mental health group from Indonesia to demonstrate
the implementation and maintenance of Safewards.
Unit-based Positive and Safe meetings have been set up in most areas of the trust. These are chaired
by local Safewards leads and are supported by the trustwide Positive and Safe team. Individual wards
feedback progress and share challenges, enabling peer support and the sharing of innovation and good
practice on a local level.
A system of RAG rating is used to enable the Positive and Safe team and ward and network managers
to monitor and strengthen the use of Safewards in their respective areas. Over the course of the year,
additional information was requested from the wards which have reported green scores. This will be
collated into a ‘Big Book of Good Practice’ and newsletter which will be made available as a resource
for wards to provide ideas for developing implementation.
Safewards training is now fully embedded throughout Prevention and Management of Violence and
Aggression (PMVA) training, which is also used as a forum for sharing good practice and innovation
across the trust. Training in post-incident debriefs has also been included and a template for debriefs
has been created and is currently being implemented in some areas as part of a PDSA cycle.
A task and finish group has been set up with front-line staff and the Positive and Safe team to review
current PMVA training to ensure compliance with new Restraint Reduction Network (RRN) training
standards and future accreditation which is due to become mandatory in April 2020 in line with the
Mental Health Units (Use of Force) Act 2017.
A key aim is to ensure training is trauma-informed. The Positive and Safe team have received some
training on trauma and the relationship with restrictive practice. This is due to continue during

2019/20 with the involvement of psychologists, nursing/AHP staff and service user representatives.
This will include representatives from the Complex Trauma Research Unit.
The Positive and Safe team continue to support the preceptorship training programme to deliver
training on Safewards, Positive Behavioural Support plans, formulation and post-incident debriefs. The
team are also involved in CAMHS induction training and have supported a local lead to deliver training
on Safewards.
GMMH hosted the first Northern Reducing Restrictive Interventions conference. This provided an
opportunity for sharing good practice between trusts. A thematic review of feedback has been shared
with co-organisers and local leads. Plans are in place to follow up with a future conference.
GMMH Clinical Audit Programme (CAP)
During 2018, clinical audit has continued to contribute to improvements in the quality, safety and
standard of care provided at GMMH. The CAP for 2018/19 currently includes 38 Trust-wide audit
projects. Audit themes on the current CAP fall under the following areas:
• Safeguarding
• Care Plan Quality
• Physical Health

• Ligature
• Infection Prevention
• Carers

• The Mental Health Act
• Medicines Management
• Positive and Safe

Delivery of the CAP over the past year has resulted in a number of positive changes in practice and the
quality of care the organisation provides. These have included:
•

•

•

As a result of a POMH audit of Rapid Tranquillisation in the Context of Pharmacological
Management of Acutely-Disturbed behaviour there is a Task and Finish group to develop a
Rapid Tranquillisation (RT) Care Bundle and Quality improvement multidisciplinary work
around RT.
Following an audit on cardio-metabolic assessment regular monitoring is in place to ensure
that all patients have a completed and documented assessment for each of the cardio
metabolic parameters and that a record of interventions offered where indicated, for patients
who are identified as a risk. The implementation of the patient clinical record (PARIS) has been
rolled out across the organisation which will make the recording and monitoring of physical
health assessments more robust.
Following an audit on the new prescription card, recommendations and actions are in place
to improve recording on the card with regard to site of injection, patients photographs and to
make sure that all new Doctors are familiar with the new card.

Royal College of Psychiatry (RCPsych) service accreditation
Service accreditation is part of a wider suite of improvement tools that can support services at GMMH
in demonstrating the quality of care they provide. The RCPsych is the professional body responsible
for education and training, and setting and raising standards in psychiatry. They offer a variety of
national clinical audits and research projects as well as quality networks and accreditation schemes.
Accreditation covers a number of different types of services and helps to improve standards through
a process of peer and self-review. Accreditation is the formal recognition of a service against clinical
standards using external peer review. Services within GMMH are currently involved in a range of

quality and accreditation schemes. Some services are already accredited whilst others are currently
participating in the process. These include:
Scheme
ECTAS ECT accreditation

Services Involved
Each of the 3 ECT clinics in Bolton, Trafford and
Manchester
services Andersen Ward at Laureate House, Manchester

Mother and Baby inpatient
accreditation
AIMS for Working-Age Adult Acute Treatment
Wards
Home Based Treatment accreditation
ACOMHS accreditation for community mental
health services
QNMHD Inpatient Mental Health Services for
Deaf People
AIMS for Older People

Keats and Eagleton wards
Bolton Home Based Treatment team
Prescott, Cromwell and Ramsgate CMHTs and
Salford Older Adults CMHT
John Denmark Unit

Delamere, Hazelwood, Bollin and Greenway,
Holly, Cavendish and Maple wards
Psychiatric Liaison Accreditation Network
Salford Mental Health Liaison Team
Memory Services National Accreditation Salford, Bolton and North Manchester Memory
Programme
Assessment Teams
AIMS Rehab
Bramley Street, Buile Hill, Copeland ward and
Lightoaks/The Crescent
Quality Improvement Committee notes the learning from each accreditation review and the steps
being taken to spread this across the organisation.
Deep Dive Reviews
At its meeting held in February 2018, Quality Improvement Committee agreed a programme of deep
dives reviews, which were to be delivered over 2018/19.
A deep dive review is able to build on usual performance management, audit and assurance processes,
by developing a much broader comprehensive understanding of specific issues or challenges. Deep
dives reviews are intensive, time limited exercise producing understanding, conclusions and actions.
The deep dives approach deliberately looks at strategic and practical issues together. The
methodology involves direct engagement with staff at key points in this process, thus allowing
important changes to be worked through with front-line staff at the time and unlocking immediate
changes of demonstrable benefit in priority areas, based on evidence of what is known to work.
During the deep dive activity, specific areas of practice or policy will be identified to be part of the
‘look back’ exercise. The ‘look back’ will help identify how practices have evolved and where further
change is advisable to improve standards of care. The programme of deep dive reviews scheduled for
the year comprised of the following:

Deep dive review

Audit lead

Schedule for reporting at QGC

1. Positive and Safe

Associate Director, Nursing March 2018
and Governance

2. Diabetes care

Head of Integrated Healthcare

3. Service user wellbeing and
support (focus on
employment)

Head of Service User and Carer January 2019
Involvement

4. Transfers of care

Head of Integrated Healthcare

September 2018

April 2019

At the time of writing this report the deep dives into positive and safe, diabetes care and service user
wellbeing and support (employment) have been concluded and reported to Quality Improvement
Committee. The transfers of care deep dive is currently in the data collection stage.
Quality Matters
Quality Matters is a quality improvement tool that was introduced in 2016 with an initial focus on
inpatient wards. It provides a strategic framework offering ward to Board assurance that our services
are safe, positive and effective. The programme was initiated as a pilot with the intention of refining
the approach in the first year, developing the model via reflective learning and extending its scale and
spread to cover the breadth of inpatient services across GMMH.
The broad intention of Quality Matters is primarily to support services to identify and celebrate good
practice, and to make improvements where these may be required. This involves empowering
frontline clinical staff and supporting service development in a way that is helpful and relevant,
promoting local ownership and accountability. The initial framework was developed as a result of
consultation with operational and clinical staff, and early implementation pilots. This included
discussion at ward and community manager networks, the Senior Nurses Practice Forum and
Directorate Management Boards and Network Hubs. This led to the development of three core
elements including:
•
•
•

Inpatient Quality and Safety metrics
Local Data Packs
Quality Walkarounds

Since the programme launched in October 2016, Quality Matters has been rolled out onto all inpatient
wards with 50 quality Walkarounds having been undertaken across GMMH wards, including a planned
rollout into Manchester services.
The following table summarizes the Walkarounds that have taken place between January and
December of 2018, along with the outcome, which is presented in a RAG rated format. The plans for
the remainder of 2018/19 and 2019/20 are to continue to roll out Quality Matters across all inpatient
wards and then into community services.

Ward
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Rag Rating
G
A
G
G
A
G
G
A
A
A
A
A
A
G
G

Wentworth House
Hayeswater
Gardner
Delaney
Delamere
Beech
Braeburn
Brook
Dovedale
Eagleton
Greenway
Holly
Irwell
Junction 17
MacColl

Quality Matters Walkarounds have highlighted a wide range of positive practice as well as areas for
quality improvement. This has included:
• Effective MDT working
• Principles of least restriction and positive risk
taking
• Overall positive feedback from service users
• Positive and healthy staff morale
• Effective chaplaincy input and support

• Kind and compassionate staff
• Highly visible and accessible ward and senior
team leaders
• Welcoming and clean ward environments
• Commitment to the Safewards model
• Good range of recovery focussed activities in
place

• Evidence of positive support and staff
debriefing following incidents
Areas for potential improvement are reviewed by SLTs. These have included:
• Reviewing the volume of the PinPoint alarm • Strengthen quality improvement initiatives on
system
the ward. E.g. through safe ward leads and
carer champions.
• Increasing access to hoist training for staff
• Ensure welcome packs are provided to all
service users on admission
• Develop and enhance external garden areas
• Increase the quality of care planning
• Ensure that regular team meetings are • Involve service users in making improvements
occurring
to ward environments, e.g. dining areas
• Consider involving support workers in clinical • Strengthen record keeping around clinical
review meetings more often
supervision

Serious Incident Processes
This section describes how our serious incident (SI) process operates from the reporting of incidents
via our Datix Risk Management System through to the noting of Post Incident Review (PIR) actions at
our Quality Improvement Committee. Email alerts are generated from Datix enabling senior managers
and subject experts to receive timely information in relation to serious incidents that have occurred.
Dependent on the severity of an incident Managers will be asked to complete a 3 day Review, which
will be considered by the Trust weekly Serious Incident Review panel and the appropriate level of
internal investigation will be agreed. Completed Serious Incident Investigation reports are then
reviewed by our monthly executive Post Incident Review (PIR) panel prior to SI reports then being
shared to carers, coroners, commissioners and other key agencies. Where serious incidents are
apparent, the incident team will report these via the STEIS reporting system. Weekly reports are then
submitted by our incident team to the National Reporting Learning System by the Trust incident team.
The PIR panel plays a key role in the reviewing of root cause analysis (RCA) reports and the
identification of any learning from serious incidents that take place. This involves establishing patterns
and emerging themes from the SIs reviewed. The PIR panel will agree further actions, amendments
or additional information to be included into an RCA report prior to it being signed off and shared
externally. PIR panels also receive progress reports against ‘Positive Learning’ events that are held
following internal reviews and will appraise the Quality Improvement Committee of any major
concerns or patterns or severity of incidents and what is being done to address these.
Following PIR panel sign off of a Trust RCA report, services will then carry out a MDT Positive Learning
event which is the opportunity for a team to reflect on investigation findings. An example of recent
Learning was a joint learning event that took place between GMMH and our Salford Royal Foundation
Trust A&E colleagues following two serious incidents involving service users who were under the care
of both providers. The joint event was attended by approximately 60 clinical staff from both providers
and was positively evaluated by all staff attending.
Advancing Quality Alliance (AQuA)
The Advancing Quality Alliance (AQuA) is currently engaged in a number of different projects with
GMMH. This includes our providing support around the development of the QI strategy.
Example of a Patient Safety Initiatives – Introduction of a Care Bundle for Rapid Tranquilisation
As referenced previously within this report, as a result of a POMH audit around Rapid Tranquillisation
in the Context of Pharmacological Management of Acutely-Disturbed behaviour a Task and Finish
group has now been established to develop a Rapid Tranquillisation (RT) Care Bundle and Quality
improvement multidisciplinary work around RT. This is being led by the Deputy Director of Pharmacy,
and monitored at the Medicines Management Group.
Key quality assurance reports
QIC receives a number of key quarterly and annual reports on a regular basis. Those noted since 1st
January 2018 are summarised in the following section.

Date of
meeting

Report

Key headlines

January
2018

Mersey Internal Audit
Agency (MiAA)
Mortality Review

•

•
January
2018

Annual Quality
Governance and Quality
Improvement Report

•

•

February
2018

National Patient Survey
Results

•

•

•

•

February
2018

Quality Governance
Framework

•

•

March 2018

Positive and Safe Deep
Dive Report

•

QIC received the MiAA baseline assessment of the
Trust’s position in relation to mortality governance.
The review focussed on Board leadership, policy
and procedures, frontline to Board governance
systems and processes, information and the
reporting of case reviews.
The baseline audit received significant assurance,
with 4 recommendations (2 medium and 2 low)
This report described the increased focus on quality
improvement and celebrated the breadth of quality
activity that had taken place within GMMH over the
year.
It summarised the approach to quality governance
within GMMH, and in particular, the role of the
Quality Improvement Committee in providing
leadership and oversight for the Trust’s quality
framework.
QIC received this report to identify key highlights,
benchmarked scores, performance issues and future
priority areas from the recent national patient
survey of community mental health services.
QIC was able to note that for GMMH, overall scores
were ‘more or less the same’ as the other mental
health trusts that took part in this year’s
programme.
Scores for Reviewing Care were generally better
than those reported by other mental health trusts.
GMMH did not receive any results in the worst
scoring 20% of all mental health trusts.
QIC requested that the results from the survey were
shared with representatives from community
services for each division to consider the results, and
then agree on any local improvements.
The Quality Governance Framework was refreshed
to take account of revised terms of reference for the
Quality Improvement Committee.
QIC was asked to note that the framework describes
the combination of structures and processes at and
below board level to lead on trust‐wide quality
performance, and the role of the QIC in leading the
quality agenda to support responsive, accountable
service delivery which utilises a culture of quality
innovation and continuous improvement
QIC received a presentation and a detailed report,
which summarised the findings from a positive and

•

March 2018

Salford Deep Dive
Thematic Review

•

March 2018

Outcome Report
Following the CQC ‘Well
Led Inspection

•

safe deep dive audit review into the organisational
approach for reducing restrictive interventions.
The Committee received detailed information on the
key themes and key areas of improvements. Learning
from the audit was to be driven through key
committees and groups to help enable quality
improvement.
QIC received a thematic paper in regards to learning
from deaths across the Salford division. The
Committee discussed the patient population
differences across the divisions and the placement
of service users impacting upon these results, it was
reiterated that the benchmarking of this population
needs to be reflective of the divisional population.
The Committee discussed the provision of an options
appraisal for the resourcing of 3DRs and RCAs across
GMMH.
QIC noted the CQC well led inspection outcome
including an overall good rating and outstanding for
Well Led and SMS. CAMHS and Older Adults Services
were also noted to have improved significantly
following the previous inspection. QIC agreed to
ensure ongoing monitoring of QI activity following
the publication of the report.

No meeting held in April 2018
May 2018

GMMH Thematic
Review Into Prison
Deaths Between
01/01/17 and 31/12/17
(10/05/18)

•

May 2018

Bi Annual Nursing
Strategy Report

•

May 2018

Quality Account
Approval

•

•

•

The thematic report into prison deaths was noted at
QIC. Themes were highlighted particularly in regards
to completion and quality of care plans.
It was identified that no key themes or findings were
apparent following the thematic review into prison
deaths. However, it was agreed that a larger piece of
work in regards to self‐harm incidents is required;
and QIC were asked to note that this work was
underway.
The bi‐annual nursing strategy report was noted at
the Committee. QIC noted that the Trust have been
involved in the development of library profiles to be
shared on social media platforms and the Trust
website. It was noted that the nursing strategy
would continue to be monitored at the Senior
Nurse Practice Forum, and that governance
responsibility was held by the Nursing Leadership
Committee.
QIC received the first full working draft of the Quality
Account for 17/18 along with 6 quality proposed
improvement priorities.
QIC was assured that Data testing was completed on
early intervention in psychosis, out of area placements
and complaints and that from this no data quality
issues had been highlighted. QIC were asked to note

•

May 2018

A Framework for
Working with People
with Personality
Disorder in GMMH: Our
Pledge for Action

•

•
•

•

June 2018

MiAA Physical Health
Audit

•

•
June 2018

Autism Strategy

•

•

June 2018

Safe Staffing Biannual
Report

No meeting held in July 2018

•

that the process of disclosure and consistency checking
was underway, and that following this an assurance
report would be provided and presented at June Audit
Committee prior to board sign‐off.
QIC was also advised that the dragons den campaign
had been launched in line with the quality
improvement priorities.
QIC received a presentation and detailed report on a
personality disorder framework, which was
developed as an agreed Quality Improvement
Priority.
The framework outlined the current provision and
gaps in service provision for personality disorder.
The Committee discussed potential opportunities to
establish how gaps in service provision could be
reduced, and how the personality disorder
framework could be embedded into core services
across GMMH.
It was identified that a work plan was to be
developed to have a clear sense of direction on how
the framework could be operationalised and
embedded within services.
The MIAA report for Physical Health was noted QIC,
and members were asked to note that the Trust had
been provided with limited assurance. QIC was
advised that this was due to a high risk action
identified in regards to data quality and reporting.
QIC noted that actions were being managed and
work was underway, with a number of actions
already complete.
QIC approved the GMMH Autism strategy at this
meeting. Committee was asked to note the ongoing
work in Greater Manchester in regards to Autism.
Differences in service provision and a gap analysis were
completed as part of the GMMH Autism strategy.
The Committee recognised the statutory requirement
for local authorities and commissioning for Autism; and
discussed the risk to the organisation in regards to this.
The Committee considered whether this should be
added to the risk register until the Autism strategy was
fully implemented across the Trust.
The 6 monthly safe staffing report was noted at the
Committee. This identified key themes in regards to
exception reporting relating to changes in observation
levels and the requirement for Acute care hospital
treatment.

August 2018

Bi-annual Care Plan ReAudit

August 2018

Quality Matters
Strategy

August 2018

Annual Complaints
Report

September
2018

Annual PLACE Report

• QIC noted the 6 monthly Care Plan audit. This was
completed on the 10 care plan quality standards
produced by the Ward Managers network. QIC noted
identified improvement since October 2017 across the
Trust relating to an increase of 45% achieving the
compliance standard of 85%.
• QIC were advised that local action plans were in place
to support with improvements in compliance. The
Committee recognised the correlation between the
standard of compliance and positive work ongoing
across the Trust. The Committee discussed
involvement of service users and carers in the audit
process for the care planning to enable qualitative
analysis.
• QIC noted the Quality Matters Strategy and were
advised that this would consolidate progress to date,
plans and future aspirations for the programme. The
Committee discussed plans to expand the Quality
Matters work across the Trust.
• QIC received assurance that local data packs are being
scaled back to enable every ward to receive a data pack
for discussion in SLTs and inform the Walkarounds. In
addition to this, the 15 steps challenge was being
adapted further for CAMHS services and older adults.
In addition to this, QIC was asked to note the first
community walk‐around took place as a pilot process.
• QIC received the Annual Complaints Report for
2017/2018, which highlighted identified the
complaints and compliments activity.
• It was recognised that the number of complaints
received in GMMH had increased by 75% in
2017/2018, however the number of Level 4 and
Level 5 complaints had reduced by 29%.
• QIC was advised that complaints and compliments
are monitored through the CARE hub. The
Committee also noted the recommendations from
the report in regards to reducing the number of
complaints not responded to within agreed
timescales, the implementation of a rolling
programme for sharing of lessons learnt across the
Trust and the implementation of internal processes
to provide a quality complaint response.
• QIC received the annual PLACE report. This
highlighted that the Trust achieved higher than the
national benchmark in all but two of the PLACE
domains – Food and Disability. QIC received
assurance that an action plan had been developed
which would be monitored jointly by Estates &
Facilities and Nursing.

September
2018

GMMH Annual
Safeguarding Report

September
2018

Positive and Safe BiAnnual report

October
2018

National Audit – Early
Intervention in
Psychosis 2018

October
2018

National Clinical Audit
of Psychosis (NCAP)
2018

• QIC noted the GMMH Annual Safeguarding Report
for 2017/2018. The Committee agreed that
Safeguarding training required more focus across all
disciplines as part of induction and ongoing refresher
training. To fully utilise all available training places
the Committee recommended that oversubscribing
would help counter the number of DNA’s.
• The Positive and Safe Bi‐Annual Update Report was
noted at QIC. The report provided a summary of the
Trust’s Positive and Safe strategy including an
update on the Positive and Safe Deep Dive Audit
undertaken in March 2018.
• The report findings indicated a reduction in
seclusion, restraint and rapid tranquillisation (RT)
incidents in all local areas except for Manchester and
CAMHS. QIC was assured that these two areas have
local Positive and Safe meetings and additional input
from the Positive and Safe team.
• QIC received a detailed report following the National
Audit into Early Intervention in Psychosis 2018. The
report identified the challenges in GMMH in regards
to the variation in the patient administration
systems and CQUIN approaches for cardio metabolic
physical health screening.
• QIC also noted the triangulated findings from the
NCAP national report in regards to psychological
interventions. QIC was assured that the actions
identified following the NCAP national report would
be linked with the national early intervention in
psychosis audit to address Trustwide challenges in
regards to psychological interventions.
• QIC noted the NCAP national report, which included
benchmarking to highlight the GMMH position in
relation to other Mental Health Trusts.
• The Committee was able to note 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

October
2018

Handover Audit Report

•

•

November
2018

Diabetes Deep Dive
Audit Report

•

•

•

•

•

Committee also discussed triangulating this with the
work to be completed by the CBT training centre in
regards to development of workforce for
psychological therapies.
QIC received a detailed report following an audit
which had been commissioned by the CQC
Sustainability Group. The audit had been completed
on 58 wards, with a total of 174 handovers audited.
This was completed following an action identified
from CQC in regards to variances around handover
practice 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 reaudited in 12 months. This will be due at QIC in
October 2019.
QIC received the diabetes deep dive report for
noting and assurance. The deep dive audited all
rd
inpatient diabetic on GMMH wards on the 3
September 2018 and data collection was completed
th
on the 28 September 2018. The audit included care
planning and monitoring, reducing diabetic
complications, staff confidence and training needs.
The audit identified for QIC that there is not
standardised way of recording diabetes, which
presented a challenge.
As a result of the deep dive audit, areas of
improvement were identified for agreeing a
standardised approach for the recording of a
diabetic diagnosis in the PARIS system and care
planning for diabetes management to include any
outcome targets for HbA1c, glucose levels and blood
glucose to ensure that the appropriate management
plan for diabetic emergencies are in place.
In addition, QIC was assured that quality
improvement actions were identified to address the
monitoring of blood glucose levels, the development
of hyperglycaemia guidelines and staff training
needs.
QIC discussed the link with the GM strategy in
regards to specialist diabetic support and it was
recognised that GMMH are represented at the GM
strategy group.

November
2018

Sexual Safety Policy

November
2018

MiAA Quality Spot
Check Audit Report

No meeting held in December 2018.

• A full action plan was to be developed to address the
quality improvement actions identified as part of the
deep dive; this was received at the Committee in
January 2019.
• QIC noted a CQC sexual safety briefing report which
had been developed following the publication of
sexual safety guidance by the CQC.
• QIC received assurance that safeguards are already
in place in the form of policies and procedures to
protect the privacy, dignity and safety of service
users and that there were plans in place to
strengthen these further to take account of the CQC
recommendations. QIC was asked to note that
progress with the action plan would be provided
throughout 2019.
• The MIAA Quality Spot Check report was noted at
the Committee. QIC was advised that the Trust had
been provided with limited assurance for this audit.
• QIC was asked to note that 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.
• QIC was provided with assurance that local action
plans and a Trust Wide monitoring strategy had been
implemented to address the risks and strengthen the
monitoring of the above risks.

Quality Account Quality Improvement Priority highlights
QIC has received regular reports on both the production of the 2017/18 Quality Account, and on the delivery of the 2018/19 Quality Improvement Priorities
(QIPs). There are six QIPs in total. The table that follows lists each of the six QIPs, and provides a summary of progress at quarter 3 (October to December
2018)
Quality Improvement Priority

Summary of Progress at Quarter 2

P1. Delivering service improvements
by listening to and learning from
service user and carer feedback
P2. Promoting recovery and
improving outcomes through the
delivery of positive and safe care

•
•
•
•

P3. Enhancing the quality of life for
people with dementia and older
people with functional illness

•

P4. Supporting improvements in our
service users’ physical health,
including improving assessment and
treatment and in positive health
promotion

•
•

•
•
•
•
•

The Carer, Family and Friends Strategy was successfully launched in December 2018.
Volunteering and Peer mentoring continues to increase and expand across GMMH.
The GMMH planned Equality, Diversity and Inclusion strategy launch is planned for February 2019.
The Safewards strategy has been completed. Safewards continues to be included in PMVA and conflict
resolution training and other trustwide programmes such as the preceptorship induction.
The PMVA trainers have received training on the importance of debriefs for a patient’s wellbeing.
Positive and Safe dashboards continue to be monitored on a daily basis by the Positive and Safe team,
and the Positive and Safe team continue to offer additional support to areas where there is a higher use
of restrictive interventions.
Bollin Ward in Trafford and Hazelwood Ward at Woodlands have received accreditation from the Royal
College of Psychiatry.
The Education sessions at Woodlands continue to be well attended and well received. There is to be a
scoping exercise to see what services are using the ACE assessments and to identify what is needed to
support these teams.
Bolton MATS have continued efforts to in-reach into Asian, Polish, LGBT and Black communities.
A pilot of IV fluids is to be undertaken at Maple Ward at Park House during quarter 4.
Progress continues to be made in all areas of the Quality Account for Physical Healthcare during quarter
3.
Key deliveries included the conclusion of a Deep Dive into diabetes care, the development of an elearning package to support physical healthcare training and collaboration with NHS Improvement and
Health Innovation Manchester to develop interventions to improve the physical care of service users in
GMMH.

P5. The development of a personality
disorder strategy and framework delivering service improvement by
producing a framework to inform our
approach to service users with
personality problems either as their
primary diagnosis or as an important
aspect of a complex clinical
presentation

P6. Improving the quality and
effectiveness of service user care
plans

• Work continues implementing the draft Framework for Working with People with Personality Disorder in
GMMH. Work has continued on the delivery of a formulation tile on Paris, and agreement has been
reached to review all serious incidents during 2017-18 to determine the contribution of personality
problems to their occurrence.
• Plans for Q4 include the analysis of PD-KASQ data obtained from the baseline survey undertaken in Q1,
and the launch of the PD Learning Stream by the Recovery Academy.
• It will also include the population of the Framework website with relevant and useful materials, the
analysis of serious incident reports to determine the role played by personality problems, and the design
of a model of care and plan for the intensive intervention and risk management service that will support
the access of personality disordered offenders from Greater Manchester to mental health services who
are ready and able to receive them.
• The CPA policy has now been finalised.
• A workshop has also been arranged for March 2019 to review all current CPA paperwork.
• Materials for service users have been commissioned and will be available during quarter four.
• Care planning training continues to run for preceptees, and trust wide training is currently being planned
for quarter four.

5.

Dragon’s Den Quality Innovation Fund

5.1

The Dragon’s Den is a Quality Innovation fund that was established to encourage quality
improvement at local service level, and to support the delivery of the QIPs. For 2018/189,
£250k of non-recurrent funding was made available. The fund is promoted annually during
April/May which is when the QIPs for the forthcoming year are drafted. Any bids into the fund
must relate to at least one of the published priorities.

5.2

All individuals/teams/services/departments that are part of GMMH are able to apply for the
fund. Applications are also encouraged from social enterprises, charities, service user and
carer groups and third sector organisations that services may be engaged with. There is no
lower limit but funding bids are usually capped at £10k.

5.3

For 2018/19 there were 162 bids for funds, with 64 of these being successful. Successfully
funded projects range from dementia friendly gardens and animal assisted therapy through
to physical activities provision and acupuncture to support smoking cessation programmes.
At the time of compiling this report, 60 of these projects are underway, and many have already
been completed. There are four projects that due to unforeseen circumstances have not
commenced and are unlikely to go ahead.

6.

CQC Enquiries

6.1

GMMH holds a central database which records all enquiries that are received from the CQC.
Once an enquiry has been received it is bought to the attention of the relevant executive
director, and logged onto the CQC enquiries database. A response to the issues raised is then
provided back to the CQC.

6.2

Between 1 January 2018 and 31 December 2018, 40 CQC enquiries were logged on the
database. Out of the 40 enquiries, the majority of these related to quality or safety concerns
about inpatient services. A small number of enquiries have also been received in relation to
inquests, and prison healthcare.

7.

Complaints and Claims summary

7.1

From 1 January 2018, 12 complaints were referred to the Ombudsman. Four of these have
subsequently been closed. The Ombudsman decided not to investigate two complaints as
there was insufficient evidence of maladministration. One complaint was resolved through
negotiation and closed. The fourth investigation found no fault. The remaining complaints are
still under review with the Ombudsman.

7.2

At the time of compiling this report, the Trust has 93 Open claims. These are categorised as
follows:
Clinical negligence
Employer liability
Public Liability
Total

31
54
8
93

8.

Conclusions

8.1

The Trust has significantly increased its focus on quality improvement throughout 2018.
Developments are currently taking place to produce a GMMH Quality Improvement strategy.
This will play a key role in ensuring that there is a clear focus, profile and identity for the quality
agenda across GMMH.

8.2

A broad range of quality improvement activities have been undertaken since the beginning of
2018 in order to support service improvement and quality innovation across the GMMH
footprint.

8.3

The Quality Improvement Committee provides leadership and oversight for the Trust’s quality
and integrated governance agenda so that the Trust Board has a clear focus on quality,
effectiveness and safety.

8.4

The Quality Improvement Committee has extended its membership and has continued to
review its terms of reference to incorporate the wider quality improvement agenda across the
Trust.

8.5

A varied and comprehensive range of reports have been received at Quality Improvement
Committee. These reports reflect the extensive breadth of QI activity and the subsequent
assurance that this provides.

8.6

GMMH is currently in the process of developing a QI strategy. The strategy will be presented
at Trust Board on 25th March 2019, and will play a key role in ensuring that there is a
continuing clear focus, profile and identity for the quality agenda across GMMH.

9.

Recommendations

9.1

Quality Improvement Committee is asked to note the contents of this report.

Patrick Cahoon
Head of Quality Improvement
Tim McDougall
Associate Director of Nursing and Governance
15th March 2019
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• The report highlights the increased focus on quality improvement across
GMMH, and celebrates the breadth of activity that has been undertaken over
the year.
• Developments are currently taking place to produce a GMMH Quality
Improvement strategy. This will play a key role in ensuring that there is a clear
focus, profile and identity for the quality improvement agenda across GMMH.
• A broad range of quality improvement activities have been undertaken since the
beginning of 2018 to support service improvement and quality innovation across
the trust footprint.
• The Quality Improvement Committee provides leadership and oversight for the
Trust’s quality and integrated governance agenda so that the Trust Board has a
clear focus on quality, effectiveness and safety.
• The Quality Improvement Committee has extended its membership and has
continued to review its terms of reference to incorporate the wider quality
improvement agenda across the Trust.
• A varied and comprehensive range of reports have been received at Quality
Improvement Committee. These reports reflect the extensive breadth of QI
activity and the subsequent assurance that this provides.
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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
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 Improvement Committee
14/03/2019
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
LEGAL IMPLICATIONS:
REGULATORY
IMPLICATIONS (CQC/NHSI):
THIS REPORT PROVIDES ASSURANCE AGAINST A RISK ON THE BOARD ASSURANCE
FRAMEWORK (BAF):
DATIX ID

Strategic Objective

No

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board is asked to note the report.

X

Assurance

X

Approval/Decision
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REPORT SUMMARY:

The Board of Directors is responsible for reviewing the Board Assurance Framework
to ensure that the main risks to the achievement of the Trust’s strategic objectives
have been identified. The Board Assurance Framework has been updated since the
Board’s last review in January 2019 to reflect the current position. The updates have
been informed by the outcome of Lead Committee (Quality Improvement
Committee and Executive Management Team) reviews of their designated risks
undertaken in March 2019.
The Board Assurance Framework is presented for the Board’s consideration. As per
the approach agreed in October 2017, the Board’s review should include a specific
focus on those risks assigned to the Board as Lead Committee, namely:
•
•
•
•

Risk ID 2823 – Cultural Alignment
Risk ID 2611 – Financial Sustainability
Risk ID 2875 – Future Commissioning Arrangements
Risk ID 3131 – General Data Protection Regulation (GDPR)

No new risks have been identified for inclusion in the Board Assurance Framework in
March 2019 and no risks are recommended for de-escalation from the Board
Assurance Framework.
It is also recommended that the current risk scores for Risk ID 2611 and Risk ID 3131
are updated as follows:
• Risk ID 2611 (Financial Sustainability) is reduced from 20 to 8 to reflect the
1

•

current position i.e. forecast achievement of the 2018/19 Control Total due
to reducing expenditure on Out of Area Placements (OAPs) and additional
funding agreed with commissioners
Risk ID 3131 (GDPR) – risk score reduced from 12 to 9 in light of continued
progress with the implementation of the Trust’s GDPR action plan and the
‘Significant Assurance’ received from MIAA on the Trust’s Data Security and
Protection Toolkit 2018/19

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 Improvement Committee
14.03.2019
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
13.03.2019
LEGAL IMPLICATIONS:

None identified

REGULATORY
IMPLICATIONS (CQC/NHSI):

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

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

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board of Directors are asked to:
•

Assurance

x

Approval/Decision

x

Review the risks and confirm that they are an accurate representation of
2

•
•

the current significant risks to the delivery of the Trust’s strategic objectives
Confirm that the target risk score for each risk, once achieved and
sustainable, can be withstood
Approve the updated current risk scores for Risk ID 2611 (Financial
Sustainability) and Risk ID 3131 (GDPR)
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Board Assurance Framework 2018/19
March 2019

1

1.

Introduction

1.1

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

1.2

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

1.3

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

1.4

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

1.5

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

1.6

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

The latest version of the Board Assurance Framework is presented here for the Board’s
consideration. This version incorporates the outcomes of the Quality Improvement Committee
and Executive Management Team’s review of their designated risks, undertaken in mid-March
2019 with a focus on the four key areas identified in paragraph 1.5 above. The Board of
Directors’ quarterly review should also include a specific focus on those risks where the Board
is identified as Lead Committee.
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2.

Strategic Objectives

2.1

The Trust’s current strategic objectives are:

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

Risk Rating Matrix

3.1

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

3.2

The initial, or inherent, risk level indicates the level of risk prior to the application of control
measures or if current controls fail. The current risk indicates the current level of risk taking into
account the application of controls, positive assurances and progress made since the last
review. The target risk demonstrates the Trust’s risk appetite and indicates how the risk should
be managed (the risk ‘response’). There are four categories of response - transfer, reduce, avoid
or accept.
3

3.3

As of January 2019, a ‘Target Date’ and performance trajectory has been added to each
individual risk indicating when the identified controls and actions are expected to have taken
effect and reduced the risk to the target risk score.

4.

New Risks

4.1

No new risks have been identified for inclusion in the Board Assurance Framework as at March
2019. Consideration is being given to the inclusion of an anti-fraud risk and guidance is awaited
from the NHS Counter Fraud Authority, via the Trust’s Anti-Fraud Specaialist, on this.

5.

Risks Recommended for De-escalation from the Board Assurance Framework

5.1

There are no risks recommended for de-escalation from the Board Assurance Framework in
March 2019.

6.

Board Assurance Framework Summary

6.1

A summary of the March 2019 Board Assurance Framework is provided below. A detailed
description of each risk is provided on page 7 onwards.

Risk
Risk Description
Date
Current Risk
Executive Lead Committee
Risk
ID
Opened Score*
Lead
Response
Objective 1 – To promote recovery by providing high quality care and delivering excellent outcomes
2252
Safe Staffing (Bed-Based 17/09/15
High
Gill Green Quality
Reduce
Services)
12 (4 x 3)
Improvement
↔
Committee
2814
Future Workforce Supply 10/11/17
Extreme
Andrew
Executive
Reduce
16 (4 x 4)
Maloney
Management Team
↔
2606
OAPs (Usage)
16/01/17
Extreme
Deborah
Executive
Reduce
16 (4 x 4)
Partington Management Team
↔
1490
Performance
01/04/11
High
Liz Calder Executive
Reduce
16 (4 x 4)
Management Team
↔
2816
Physical Health
10/11/17
High
Gill Green Quality
Reduce
12 (3 x 4)
Improvement
Committee
↔
2817
Positive and Safe
10/11/17
High
Gill Green Quality
Reduce
12 (4 x 3)
Improvement
Committee
↔
2819
Mental Health Act and
10/11/17
High
Gill Green Quality
Reduce
Mental Capacity Act
12 (4 x 3)
Improvement
Compliance
Committee
↔
4

Risk
Risk Description
Date
Current Risk
Executive Lead Committee
ID
Opened Score*
Lead
Objective 2 – To work with service users and carers to achieve their goals
2821
Engagement
10/11/17
High
Deborah
Executive
12 (4 x 3)
Partington Management Team
↔
Objective 3 – To engage in effective partnership working
Objective 4 – To invest in our environments
2927
IM&T (PARIS in
15/11/17
High
Ismail
Executive
Manchester)
12 (3 x 4)
Hafeji
Management Team
↔
2609
Capital
16/01/17
High
Andrew
Executive
16 (4 x 4)
Maloney
Management Team
↔
2732
Cyber Security
18/07/17
High
Ismail
Executive
12 (3 x 4)
Hafeji
Management Team
↔
Objective 5 – To enable staff to reach their potential and innovate
1804
Mandatory Training
19/09/13
High
Andrew
Executive
12 (4 x 3)
Maloney
Management Team
↔
2823
Cultural Alignment
10/11/17
High
Andrew
Board of Directors
12 (3 x 4)
Maloney
↔
Objective 6 – To achieve sustainable financial strength and be well-governed
2572
Agency Expenditure
15/09/16
Extreme
Andrew
Executive
20 (4 x 5)
Maloney
Management Team
↔
2876
OAPs (Expenditure)
14/11/17
Extreme
Ismail
Executive
16 (4 x 4)
Hafeji
Management Team
↔
2611
Financial Sustainability
16/01/17
High
Ismail
Board of Directors
8 (2 x 4)
Hafeji
↓
2875
Future Commissioning
14/11/17
High
Liz Calder Board of Directors
Arrangements
12 (3 x 4)
and Ismail
Hafeji
↔
3131
General Data Protection 30/05/18
High
Ismail
Board of Directors
Regulation (GDPR)
9 (3 x 3)
Hafeji
↓
* ↑↔↓ - indicates changes to current risk rating since last review
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Risk
Response
Reduce

Reduce

Reduce

Reduce

Reduce

Reduce

Reduce

Reduce

Reduce

Reduce

Reduce

7.

Recommendation

7.1

The Board of Directors are asked to:
• Review the risks and confirm that they are an accurate representation of the current
significant risks to the delivery of the Trust’s strategic objectives
• Confirm that the target risk score for each score, once achieved and sustainable, can be
withstood
• Approve the updated current risks scores for the following risks:
o Risk ID 2611 (Financial Sustainability) – risk score reduced from 20 to 8 to reflect
current 2018/19 year-end forecast i.e. achievement of the 2018/19 Control Total due
to reducing expenditure on Out of Area Placements (OAPs) and additional funding
agreed with commissioners
o Risk ID 3131 (GDPR) – risk score reduced from 12 to 9 in light of continued progress
with the implementation of the Trust’s GDPR action plan and the ‘Significant
Assurance’ received from MIAA on the Trust’s Data Security and Protection Toolkit
2018/19
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Risk ID.
Strategic Objective

2252
To promote recovery by providing high quality care and delivering excellent
outcomes
Risk Description
Safe Staffing (Bed-Based Services) – Failure to achieve the agreed safe staffing levels
in the Trust’s bed-based services will impact on clinical quality and safety of care.
Executive Lead
Gill Green, Director of Nursing and Governance
Lead Committee
Quality Improvement Committee (QIC)
Updates Since Last
• Review of safe staffing procedure in progress
Review
• Increased clinical risk relating to challenging medical recruitment in inpatient
CAMHS workforce – controls in place to mitigate risk in short-term and sixmonth Leadership Development Programme has commenced. At early stage, so
no assurance to date on effectiveness of controls.
• Sustained improvements in time to hire data
• Control relating to inpatient consultant workforce at Meadowbrook removed –
appointments of substantive consultants completed
• Target date extended to reflect timeframe of agreed Tier 4 CAMHS Leadership
Development Programme
Controls
Positive Assurances
What are we currently doing
Evidence that shows we are effectively managing our risks
about this risk?
Safe staffing procedure in
Internal:
operation across GMMH • Six-monthly Safe Staffing Report to QIC and Board in Jan. 2019
including use of e-rostering,
providing an overview of reporting/monitoring arrangements, staffingescalation process for when
related incidents and safe staffing exceptions. DATIX reports on staffing
staffing levels fall short of
incidents increased in Quarters 1 and 2 2018/19, but no unsafe staffing
planned levels, exception
incidents reached threshold for external reporting via STEIS.
reporting and use of Datix to
• Monthly Operational Leadership Committee (OLC) review of safe
report concerns/incidents
staffing exceptions and Network Hub review of staffing incident reports
• Quality Matters quality assurance process – staffing levels reviewed as
part of data packs and Walkarounds. Reports to QIC following
Walkarounds, including agreed improvement actions for
monitoring/review via Senior Leadership Teams (SLTs), plus summary
reports to Board effective from May 2018. 2 Walkarounds completed in
Quarter 3.
• New Board Finance Report providing comparative analysis of bank and
agency expenditure versus vacancies and breakdown of expenditure
• Monthly Safe Staffing Reports received by Network Hubs enabling
monitoring of trends
External:
• MIAA significant assurance on management of staffing levels at ward
and Trust-level (Sept.2016)
• Finding of CQC Core Service with Well-Led Inspection (Sept. to Dec.
2017) – in context of high vacancy rates, bank, agency and locum staff
used to keep people safe. Overall Trust rating of ‘Good’
7

Proactive monitoring of use of
bank and agency

Workforce Strategy approved in
May 2018, setting out targeted
and proactive actions to
address supply, recruitment
and retention, including
targeted recruitment campaign
for doctors in partnership with
The Guardian Media.

Challenging medical
recruitment in inpatient CAMHS
(Junction 17):
• Approach agreed to
managing pressures in the
short-term
• Migration to NHS
Professionals
• Focus of Guardian
recruitment drive
• Six-month Tier 4 CAMHS
Leadership Development
Programme in progress
Gaps in Controls
What additional controls should
we implement?
• Review of safe staffing
procedure to be completed

• No enquiries received from NHS England in relation to GMMH monthly
staffing submissions via Unify
Internal:
• Reports and data reviewed at monthly Executive Agency Committee
meeting to check progress with services
External:
• Positive feedback from NHS Improvement on actions being taken to
reduce agency expenditure – received following Oct. 2018 Quarterly
Review Meeting (QRM)
• MIAA ‘Use of Agency Staff Review’ – ‘Moderate Assurance’ report (Dec.
2019)
Internal:
• Oversight of delivery of Workforce Strategy via quarterly Workforce
and OD Strategy Forum and bi-annual reporting to Board – report to
Oct. 2018 Board demonstrated e.g. growth of student nurse
placements, recruitment of Trainee Nurse Associates and launch of
Stepping Forward Programme and pre-employment pilot.
• Sustained improvement in time to hire performance – average of 10
weeks from offer to start date as at Dec. 2018
• Vacancy review and recruitment planning at Operational Leadership
Committee and Network Hub meetings
• Vacancy data reviewed by Board and OLC as part of monthly
Performance Reporting
External:
Internal:
• Good quality locums identified
External:
•

Gaps in Assurances
What additional assurances should we seek?
• Undertake baseline audit of observation levels to support ongoing
quality improvement in staffing levels
8

by Associate Directors of
Nursing and Governance
and Operations to
strengthen the process of
planning safe staffing levels
(Jan. 2019 to April 2019)
• Complete implementation
of agreed Tier 4 CAMHS
Leadership Development
Programme, including to
addressing pressures on
inpatient CAMHS medical
workforce
• Tier 4 CAMHS – ongoing
work with recruitment of
ST6 doctors

Consequence
Likelihood
Score

• Assurance on effectiveness of Tier 4 CAMHS Leadership Development
Programme

Initial
4
4
16

Risk Scores
Current
3
4
12

Target/Risk Appetite
3
3
9

Target Date
31.08.2019

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Series2

Series1

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No. Action
Owner(s)
Due Date
Progress/Comments
1
Implementation of
Andrew Maloney Dec. 2018 to
In progress. Timeframe aligns
targeted recruitment
May 2019
with national recruitment and
campaign for doctors in
training timetable

9

2

partnership with The
Guardian Media
Complete baseline audit
of observation levels

Gill Green

13.06.19
Date of final
report to QIC

3

Complete
implementation of Tier 4
CAMHS Leadership
Development Programme

Chris Daly

31.08.2019

4

Complete review of safe
staffing procedures

Associate
Directors of
Nursing and
Governance and
Operations

30.04.2019

10

Baseline audit undertaken during
Quarter 3 2018/19. Focus of data
collection – PICU, adult acute and
older age wards. 430 clinical
records audited from the four
divisions. Preliminary report
produced providing baseline data
and highlighting any significant
variation across wards.
Terms of Reference for 6-month
Tier 4 CAMHS Leadership
Development Programme agreed
in Feb. 2019 and implementation
underway

Risk ID.
Strategic Objective

2814
Objective 1 - To promote recovery by providing high quality care and delivering
excellent outcomes
Risk Description
Future Workforce Supply - Failure to recruit and retain high quality staff will impact on
quality of care and staff satisfaction
Executive Lead
Andrew Maloney, Director of HR and Deputy Chief Executive
Lead Committee
Executive Management Team (EMT)
Updates Since Last • Improving performance trajectory against agreed Time to Hire/recruitment time
Review
standards
• Targeted Guardian recruitment campaign for doctors in progress
• Reduced vacancy rate
• Outsourcing of recruitment process to TRAC removed as key control as decision
taken not to progress
• Target date extended to Dec. 2019 in line with Workforce Strategy action plan
Controls
Positive Assurances
What are we currently doing about this risk?
Evidence that shows we are effectively managing our risks
Monitoring of Time to Hire performance and
Internal:
ongoing work to streamline recruitment
• Time to Hire data provided to Divisions on monthly basis
process
• Monitored at Trust Board via monthly Performance
Report against performance standards agreed by the
Executive Management Team – sustained improvement
in Time to Hire performance (current average 10 weeks
from offer to start date compared to 11.8 weeks in Sept.
2018) and achievement of ‘Appointable to Clearances
Completed’ target (41 cf 42 day target)
External:
Targeted recruitment activity across services
Internal:
in hard to fill posts
• Recruitment time and vacancy data monitored monthly
with services and at Board
External:
• Finding of CQC Core Service with Well-led Inspection
(Sept. to Dec. 2017) – systems in place to manage
vacancies and ensure sufficient staff. Overall ‘Good’
rating
Preceptorship support in place for newly
Internal:
qualified staff
• Evidence of successful preceptorship completion rates
monitored via HR and Nursing
External:
Staff access to health and wellbeing support
Internal:
and staff benefits
• Monthly monitoring of activity related to staff access to
services by HR and Occupational Health
External:
Internal:

11

Workforce Strategy approved in May 2018,
setting out targeted actions to address four
High Impact Areas including supply,
recruitment and retention:
• New Workforce Strategy Programme Board
established with effect from March 2019 to
oversee implementation of Workforce
Strategy

Gaps in Controls
What additional controls should we
implement?

Consequence
Likelihood
Score

Initial
4
5
20

• Action plan agreed and monitored via Executive
Management Team
• Oversight of delivery of Workforce Strategy via quarterly
Workforce and OD Forum and bi-annual reporting to
Board – report to Oct. 2018 Board demonstrated e.g.
growth of student nurse placements, recruitment of
Trainee Nurse Associates and launch of Stepping Forward
Programme and pre-employment pilot
External:
• Positive feedback received from NHSI on actions being
taken to address staffing issues following Quarterly
Review Meeting on 31 Oct. 2018
• Feedback received following GMMH’s participation in
NHSI’s Recruitment Collaborative – incorporated into
Workforce Strategy and associated action plan
Gaps in Assurances
What additional assurances should we seek?
• Effectiveness of recruitment process – including
benchmarking of service standards (time to hire data)
with other Trusts/providers
Risk Scores
Current
Target/Risk Appetite
Target Date
4
4
31.12.19
4
3
16
12

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

12

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No. Action
Owner(s)
Due Date
Progress/Comments
1
Implementation of targeted
Andrew Maloney
Dec. 2018
In progress. Timeframe
recruitment campaign for doctors
to May
aligns with national
with The Guardian Media
2019
recruitment and
training timetable
2
Benchmarking of Time to Hire data
Andrew Maloney
30.04.19
In progress. Data now
with other Trusts/providers
obtained via TRAC
(lead system provider
re recruitment).
Analysis being
undertaken
3
Implementation of actions detailed
Andrew Maloney
31.12.19
Leadership of actions
within Workforce and OD Strategy
through newly
that relate to influencing supply line
established
Programme Board
(commences on
21.03.19)
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Risk ID.
Strategic Objective

2606
Objective 1 - To promote recovery by providing high quality care and delivering
excellent outcomes
Risk Description
OAPs - Failure to reduce the number of OAPs will impact on patient safety and
experience and act as a barrier to recovery
Executive Lead
Deborah Partington, Director of Operations
Lead Committee
Executive Management Team (EMT)
Updates Since Last
• As at Feb. 2019, significant improvement in reportable OAPs bed usage
Review
compared to 2017/18 position
• Management and monitoring of OAPs now within normal business arrangements
• Implementation of Enhanced Community Model (ECM) completed in Dec. 2018,
including 24/7 HBT. Impact being monitored
• DTOC (Delayed Transfers of Care) reporting processes fully implemented
• Gaps in controls identified in relation to completion of ‘Surge in Demand’
process, implementation of IPFM (Patient Flow Monitoring’ system and
agreement of contracted beds needs for 2019/20 – all work in progress
Controls
Positive Assurances
What are we currently doing about this risk?
Evidence that shows we are effectively managing our risks
Management oversight of OAPs enabled by:
Internal:
• Monthly OAPs summary report and finance report to EMT
for monitoring and agreement on onward action
• Weekly internal OAPs Meeting
(performance, finance and DTOCs)
• Monthly Board Performance Report demonstrating OAPs
performance, including performance against agreed GM
• Dedicated Strategic Lead for Patient Flow
trajectory for 2018/19 – reportable OAPs bed usage at
• 10-point plan in current action plan
Dec. 2018 demonstrates significant reduction compared
• Daily bed capacity reporting – focused on
to 2017/18 position, plus downward trend in locally
capacity and contingency planning for next
monitored OAPs
24 hours
• Manchester Transformation Programme Closedown
• Daily teleconference with all divisional
Report to Board in Jan. 2019 – 90% of OAPs PTIP tasks
Heads of Operations to plan contingencies
completed with responsibility for ongoing actions with
for the overnight period
RIBs Network Hub and Patient Flow Meeting
• Live 24/7 centralised Patient Flow/Bed
• Weekly DTOC data and daily bed capacity reports
Bureau in operation
External:
• DTOC reporting processes – enabling
• Finding of CQC Core Service with Well-led Inspection
identification of stranded service users,
(Sept. 2017 to Dec. 2017) – effective systems in place to
action on discharges and improvements in
monitor OAPs and plans to address performance. Overall
patient flow
rating of ‘Good’
• NHS England monthly data publication – GMMH’s
downward OAPs trajectory in contrast to performance
elsewhere in country
Increased bed capacity:
Internal:
• Re-procurement of Priory contract for
• Monitoring of uptake via OAPS summary report to EMT
Manchester services
• MacColl and Griffin Wards being fully used for
Manchester service users
• Opening of MacColl Ward and Griffin Ward
14

• Launch of pilot 8-bedded move-on service
(Beech Range) in Levenshulme, in
partnership with Home Group, in July 2018
with referral pathway managed to ensure
flow in system
• Opening of 13-bedded male acute inpatient
facility at Maryfield Court, Whalley Range
in July 2018, working with ASC Healthcare for Bolton, Salford, Trafford and
Manchester OAPs
GM OAPs Group established, chaired by
GMMH Director of Operations, enabling
whole system approach to management of
OAPs. Group meets monthly as whole system
and monthly as a provider-only forum.
Following agreed to date:
• GM 10-Point Plan to eliminate OAPs
• GM OAPs definition
• GM OAPs trajectory (33% reduction by
year-end) for 2018/19
• GM-wide DTOC (Delayed Transfers of Care)
definition
GMMH-wide bed bureau – live with effect
from 14.01.19, including IPFM (patient flow
monitoring) system allowing
real-time bed capacity and demand
management
Enhanced Community Model (ECM)
implemented in Manchester from Dec. 2018,
including 24/7 Home-Based Treatment (HBT)

Gaps in Controls
What additional controls should we
implement?
• More regular and up to date reporting
processes, enabling real-time
understanding of patient flow

• Governance mechanisms in operation to manage Priory
and Maryfield Court contracts and optimise their use
External:
• Assurance provided to CCGs on use of Maryfield Court
beds via monthly data reporting and contract
performance update – no concerns raised

Internal:
• Monthly OAPs summary report to EMT enabling
monitoring and agreement on onward action
• Monthly Board Performance Report demonstrating OAPs
performance, including performance against agreed GM
trajectory – continued improving position as at Feb. 2019
External:
• GM OAPs definition and agreed trajectory applied across
GM from 1 April 2018
• 10-point plan provides a framework for GM OAPs Group
agenda and actions
• DTOC definition agreed and applied, with local systems
established to enable regular CCG/LA discussion of DTOCs
Internal:
• Significant improvement in terms of numbers of
reportable OAPs compared to previous year’s position
• Improving use of locally monitored OAPs
External:
•
Internal:
• Improving pathways between CMHTs and the bed
bureau
• Ongoing monitoring of impact of new model via
reporting processes and monitoring of KPIs
External:
•
Gaps in Assurances
What additional assurances should we seek?
• BI (Business Intelligence) reporting system that delivers
data for use both internally and externally as assurance
• Evaluation of Home Group step-down pilot
• Monitoring/evaluation of Maryfield Court usage
• Evaluation of impact of Enhanced Community Model
15

• GMMH systems to monitor/understand
real time data and action required changes
to promote flow and capacity
• Development of ‘Surge in Demand’ process
• Agree contracted bed needs (number and
location) for 2019/20 with commissioners
• Identification of sustainable community
options in each locality to improve service
user flow
• Complete implementation of IPFM (Patient
Flow Monitoring) system

Consequence
Likelihood
Score

Initial
4
5
20

Risk Scores
Current
4
4
16

Target/Risk Appetite
4
3
12

Target Date
31.03.19 –
Achievement of
18/19 trajectory

Risk Score

Mapping of Current Risk Score to Target Score
18
16
14
12
10
8
6
4
2
0

Mar-18 Apr-18 May-18 Jun-18 July-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No. Action
Owner(s)
Due Date
Progress/Comments
1
Introduce standalone patient flow
Deborah
31.01.19
Complete
software to enable monitoring of
Partington
real time data and action in the
system to promote flow and
capacity
2
Evaluation of Home Group stepDeborah
31.03.19
Evaluation being prepared
down pilot
Partington
for review by EMT in March
2019

16

3

Monitoring/evaluation of Maryfield
Court usage

Deborah
Partington

31.03.19

4

Evaluate impact of ECM for
Manchester
Development of ‘Surge in Demand’
process to further strengthen OAPs
management
Agree contracted bed needs for
2019/20 with commissioners
Identification of sustainable
community options in each locality
to improve flow
Complete implementation of IPFM
system

Deborah
Partington
Deborah
Partington

30.06.19

Review of contract postMarch 2019 being addressed
with commissioners in
discussions on 2019/20
contracted bed needs (see
Action 6)
Ongoing

30.06.19

In progress

Deborah
Partington
Deborah
Partington

31.03.19

Discussions ongoing

30.06.19

In progress – review at end
of Q1 2019/20

Deborah
Partington

31.03.19

To go live with effect from
01.04.19

5

6
7

8
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Risk ID.
Strategic Objective
Risk Description

Executive Lead
Lead Committee
Updates Since Last
Review

1490
Objective 1 – To promote recovery by providing high quality care and delivering
excellent outcomes
Performance – Failure to meet national and local targets and regulatory standards
will impact on quality of care and could incur financial penalties and/or intervention
from regulators
Liz Calder, Director of Performance and Strategic Development
Executive Management Team (EMT)
• Executive Lead updated
• Positive progress against CQUIN schemes at Quarter 3 2018/19

Controls
What are we currently doing about
this risk?
Performance monitoring via:
• Board of Directors
• EMT
• Senior Leaderships Teams
• Performance Measures and
Data Quality (PMDQ) meeting

Updated Performance Management
Framework in place (approved April
2018) with associated Operating
Procedures setting out data
definitions and recording, reporting
and monitoring arrangements

Positive Assurances
Evidence that shows we are effectively managing our risks
Internal:
• Monthly Board Performance Reports (new format from June 2018)
and Divisional Performance Reports demonstrating overall positive
(‘Green’) performance, with exceptions and plans to improve
performance identified
• Performance monitoring at Operational Leadership Committee,
Executive Management Team and Trust Board
External:
• Commissioner review and feedback on performance via
Commissioner Quality and Performance monitoring and
Commissioner Contract meetings – no significant concerns raised
that are not being addressed by business cases/improvement plans
• MIAA audit of Board Performance dashboard – ‘Significant’
assurance opinion
Internal:
• Performance Measures and Data Quality (PMDQ) meeting review
of data quality and performance measures – raising awareness
across Trust and enabling improved performance
• Monitoring of Quality Account priorities (QIPs) via QGC and new
quarterly Board Quality Report – significant progress demonstrated
against each of the 6 QIPs
• CQUIN Steering Groups providing oversight/scrutiny of CQUIN
progress – positive progress as at Quarter 3 2018/19
External:
• Commissioner review of performance at Quality and Performance
monitoring and Commissioner Contract meetings – no significant
concerns raised
• KPMG Quality Account Opinion 2017/18 – Clean ‘Limited
Assurance’ Opinion with regard to content and quality indicators
Internal:
18

New operational structure
implemented across GMMH, with
divisional SLTs in place in
Manchester and identified
performance management leads
Work-streams established, action
plans agreed and (as required)
business cases funded to address
identified performance hotspots
(e.g. IAPT)

Gaps in Controls
What additional controls should we
implement?
• Implementation of actions to
address identified performance
hotspots e.g. IAPT and OAPs
• Development and agreement of
business cases to enable
achievement of new IAPT
targets for 2019/20

Consequence
Likelihood
Score

Initial
5
4
20

• Targeted performance review at PMDQ, SLT and OLC meetings
enabled by new structures/identified leads
External:

Internal:
• Board Performance report demonstrating improvements in
performance e.g. reductions in numbers of reportable and locally
monitored OAPs and achievement of IAPT access and recovery
targets in Bolton and Trafford
• Performance Reports reflect IAPT data captured from different
clinical information systems to enable comprehensive validation
External:
• Majority of required Five Year Forward View (FYFV) investment
agreed with commissioners
Gaps in Assurances
What additional assurances should we seek?
• Achievement of IAPT targets in Salford and Manchester – recovery
plans being implemented and regular progress reports provided to
EMT, Board and commissioners

Risk Scores
Current
4
4
16

19

Target/Risk Appetite
4
2
8

Target Date
31.03.20

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No. Action
Owner(s)
Due Date Progress/Comments
1

2

Implementation of specific actions to address
identified performance hotspots e.g. IAPT
(Salford and Manchester) and OAPs

Deborah
Partington/Liz
Calder

Development and agreement of business cases
to enable achievement of new IAPT targets for
2019/20

20

Liz Calder

OAPs –
31.03.19

OAPs due date is
based on achievement
of 2018/19 trajectory

IAPT –
31.03.20

IAPT due date linked
with achievement of
new IAPT access,
recovery and
prevalence targets for
2019/20
Business case
development in
progress. Investment
dependent on
achievement of
current targets

30.04.19

Risk ID.
Strategic Objective

2816
To promote recovery by providing high quality care and delivering excellent
outcomes
Risk Description
Physical Health – Failure to improve the Trust’s assessment and treatment of
physical conditions will impact on service user wellbeing and lead to poorer
outcomes
Executive Lead
Gill Green, Director of Nursing and Governance
Lead Committee
Quality Improvement Committee (QIC)
Updates Since Last Review • Outcome of diabetes deep-dive reported to QIC in Nov. 2018 – action plan
approved in Jan. 2019 with updates to QIC to follow in May and Sept. 2019
• Implementation of smoke-free strategy and associated Risky Behaviours
CQUIN identified as key controls
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our risks
risk?
Physical Health identified as a continuing
Internal:
improvement priority (Priority 4) for
• Board Performance Report demonstrating positive progress
2018/19 in GMMH Quality Account
against Quality Account priority
• Findings of Positive and Safe deep dive audit – providing
assurance on physical healthcare
• Physical health included as a focus in CQC peer reviews
(PICU and adult acute wards)
External:
• Findings of CQC Core Service with Well-led Inspection (Sept.
to Dec. 2017) – CQC found that patients’ physical health
care needs were assessed and responded to appropriately
• MIAA Audit of Physical Health in Mental Health Settings
(May 2018) – physical health agenda found to be
embedded in teams visited
Standard of physical health care checks
Internal:
undertaken across GMMH and health
Uptake of training package across services
training package developed for GMMH
External:
services to support cardio-metabolic
• Cardio-metabolic assessment and treatment for people
assessment and treatment (National CQUIN
with psychosis (Single Oversight Framework) – GMMH
N3a)
performance better than the national average in 2017/18
for inpatient wards, Early Intervention in Psychosis Teams
and Community Mental Health Services
Consistent standards/approach to Infection Internal:
Prevention and Control (IPC) across GMMH, • IPC Annual Report 2017/18 to QIC and Board of Directors
overseen by designated Director of IPC
(July 2018)
• No infection outbreaks in Quarter 3 2018/19
• Uptake of flu vaccination programme (National CQUIN N1c)
– 75% target achieved as at end of Feb. 2019

21

Smoke-free with effect from 31 Dec. 2018 –
implementation of Smoke-Free Strategy
enabling achievement of the NHS Service
Delivery Improvement Plan (SDIP) and
National CQUIN for Risky Behaviours

External:
• MIAA Quality Spot Checks (Infection Control) (to Audit
Committee in Dec-18) - areas of good practice identified
but ‘Limited Assurance’ overall
Internal:
• Quarterly update to Board on progress in delivering Risky
Behaviours CQUIN – all milestones (tobacco and alcohol)
met as at Q3 2018/19
External:

Physical Healthcare Committee (sub-group
of QIC) in operation – leadership and
oversight of physical health agenda

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

Completion of 90-day collaborative with
NHS Improvement to close the gap on
mental and physical health, including
implementation of ‘Motivate’ quality
improvement project

Internal:

Gaps in Controls
What additional controls should we
implement?
• Quality Matters – ongoing monitoring of
Inpatient Safety and Quality metrics
(IPSQM) and targeted action to improve
compliance in wards where compliance is
lowest as overall compliance reduced by
5% in Quarter 3 2018/19
• QIC deep-dive focused on diabetes
management - implementation of action
plan to address findings of deep-dive,
including re-audit in August 2019

Consequence
Likelihood
Score

Initial
4
4
16

External:
• Motivate project - winner of the collaborative’s ‘Expert by
Experience Award’
Gaps in Assurances
What additional assurances should we seek?
• Update to QIC in May and Sept. 2019 on implementation of
diabetes deep-dive action plan – Diabetes Working Group
leading action plan with support from Consultant
Diabetologist and Diabetes Specialist Nurse. Initial focus on
inpatients in the Adult Forensic Service.
• QIC deep-dive focused on transfers of care (including
minimising the physical health risks associated with service
users leaving acute hospitals to return to GMMH care)

Risk Scores
Current
4
3
12

22

Target/Risk Appetite
4
2
8

Target Date
31.01.20

Mapping of Currrent Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No. Action
Owner(s)
Due Date Progress/Comments
1
Completion of QIC deep-dive into
Rebecca
31.03.19 In progress
transfers of care
McCarren
Report to
QIC on
09.05.19
2
Implementation of action plan to
Rebecca
12.09.19 Action plan approved by QIC
address findings of diabetes
McCarren
in Jan. 2019. Updates to
management deep dive
follow to QIC in May and
Sept. 2019

23

Risk ID.
Strategic Objective

2817
To promote recovery by providing high quality care and delivering excellent
outcomes
Risk Description
Positive and Safe – Failure to minimise the use of restrictive practices will
impact on patient safety and experience
Executive Lead
Gill Green, Director of Nursing and Governance
Lead Committee
Quality Improvement Committee (QIC)
Updates Since Last
• Quarterly Quality Performance Report to Board providing assurance on key
Review
measures of positive and safe
• Positive and Safe – Biannual Update Report to Quality Improvement
Committee - key source of assurance
• Reduction in use of restrictive interventions and rapid tranquilisation as at
Quarter 3 2018/19
• Gap in control and new action identified – introduction of psychological skills
based training for staff unable to provide physical restraint interventions
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our risks
risk?
GMMH Positive and Safe Group in
Internal:
operation with Safewards Trust Lead in • Positive and Safe Group monitoring and analysis of overall
post
practice, including via assurance reports from service areas
• Bi-annual reports from Positive and Safe Group to QIC – Feb.
2019 report demonstrating progress with implementation of
Safewards programme and correlating reduction in the use of
restrictive interventions
• Findings of Positive and Safe deep dive audit (reported to QIC
and Board in March 2018) – providing assurance on GMMH use
of de-escalation, use of seclusion, physical healthcare, patient
reported safety and use of debriefs following incidents.
• Progress in implementation of Positive and Safe deep-dive
action plan reported to QIC in Sept. 2018 – all actions on track
for overall completion by April 2019
External:
• Positive and Safe deep dive audit – performance positive
compared to national benchmarks in a number of areas
Management via Datix:
Internal:
• Assurance reports from clinical areas to Positive and Safe Group
outlining steps being taken to ensure practice is as least
• Regular review of Datix reports
restrictive as possible
• Clinical reviews undertaken following
External:
positive and safe episodes and
reported via Datix
• Benchmarking with Mersey Care
Monitoring of episodes of prone
restraint and recording of rationale

Internal:

24

• New quarterly Quality Performance Report to Board
demonstrating use of restraint techniques, including internal
benchmarking – levels of restraint and seclusion reduced in last
quarter
External:
Provision of PMVA training

Internal:
• Uptake reported and monitored via Board Performance Report
– compliance increased to 72% cf to target of 85% as at January
2019
• Sufficient training capacity in place
External:

Rapid tranquilisation:

Internal:
• Use of rapid tranquilisation (including internal benchmarking)
reported in new quarterly Quality Performance Report to Board
– significant reduction in use of rapid tranquilisation in Quarter
3 2018/19
External:

• Agreed protocols for out of hours
implementation across GMMH
• Continued promotion/roll-out of PRN
(Pause, Reflect, Next Steps) Strategy
for medication usage
• Rapid Tranquilisation QI Project
Group established and developing
Rapid Tranquilisation care bundle for
initial implementation on five wards
Participation in national initiatives:
• GMMH part of two-year National
Quality Improvement Collaborative
commissioned by NHS Improvement
and led by Royal College of
Psychiatrists which aims to reduce all
restrictive interventions – focus is on
Irwell Ward
• Member of National Reducing
Restrictive Practice Network
Gaps in Controls
What additional controls should we
implement?
• Actions agreed at Workforce
Development Committee in Sept.
2017 to address current underperformance in PMVA training uptake
and achieve 85% compliance rate –

Internal:
• Overall use of restrictive interventions during the period Sept.
to Dec. 2018 lowest since acquisition
External:

Gaps in Assurances
What additional assurances should we seek?
• Positive and safe benchmarking with Mersey Care – data shared
in Sept. 2018 with analysis ongoing

25

•

•

•
•

scrutiny via Operational Leadership
Committee
Improvement actions identified as an
outcome of Positive and Safe deep
dive audit
Development of a psychological
service for the acute wards to
support further embedding of
Safewards
Complete roll-out of PRN Strategy
PMVA – introduction of psychological
skills-based training for staff who are
unable to provide physical restraint
interventions
Initial

Consequence
Likelihood
Score

Risk Scores
Current

4
4
16

3
4
12

Target/Risk
Appetite
3
3
9

Target Date
31.01.20

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No. Action
Owner(s)
Due Date
Progress/Comments
1
Implementation of actions to
Andrew Maloney
31.03.19
Actions agreed at Workforce
improve PMVA training
Development Committee and

26

2

3

4

5

6

compliance and achieve 85%
target
Positive and safe benchmarking
with Mersey Care

Gill Green

Implementation of improvements
identified as an outcome of
Positive and Safe deep dive audit

Tim McDougall,
Associate Director
of Nursing and
Governance
Development of a psychological
Steph Kennedy,
service to the acute wards to
Trust Lead for
enhance embedding of Safewards Psychological
Services
Complete roll-out of PRN Strategy Tim McDougall,
Associate Director
of Nursing and
Governance
PMVA - Introduction of
Tim McDougall,
psychological skills based training
Associate Director
for staff unable to provide physical of Nursing and
restraint interventions
Governance
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Ongoing

Apr. 2019

in progress. Compliance rate
is increasing.
Data shared with Mersey
Care for benchmarking
purposes
Follow-up audit to be
completed in 12 months’
time

Mar. 2019

Sept. 2019

31.03.20

Currently being rolled out
across all inpatient wards

Risk ID.
Strategic Objective
Risk Description

Executive Lead
Lead Committee
Updates Since Last
Review

2819
To promote recovery by providing high quality care and delivering excellent
outcomes
Mental Health Act and Mental Capacity Act Compliance – Failure to comply with
the legislative framework for the care and treatment of individuals with mental
health problems will impact on the Trust’s reputation and could lead to regulatory
sanctions
Gill Green, Director of Nursing and Governance
Quality Improvement Committee, QIC

• MIAA ‘Substantial’ audit opinion on implementation of the Mental Health Act
• Establishment of six-month MHA Quality Improvement Group – target date
extended to reflect timeframe for this work
• Target risk score reduced to 6 (2 x 3) based on feedback from Board
Controls
Positive Assurances
What are we currently doing about
Evidence that shows we are effectively managing our risks
this risk?
Maintaining full MHA
Internal:
administration across GMMH
• Assurance report to Board of Directors in March 2019 providing a
summary of GMMH’s application of the MHA 1983 and DoLS
associated with the Mental Capacity Act during the period Jan. to
Dec. 2017
• New quarterly Quality Performance Report to Board – including
data on admissions to hospital under the MHA, themes identified
in CQC MHA-focused visits, Section 49 Reports and DoLS
applications
• Mental Health Act & Mental Capacity Act Compliance Committee
(MHACC) (sub-group of QIC) - scrutiny of MHA administration
External:
• CQC MHA review reports – reviewed by the Executive Management
Team with actions plans agreed
• Thematic analysis of CQC MHA Monitoring Visit Reports shared
with Board and QIC in Jan/Feb 2019 – majority of reports evidence
positive feedback from patients on their experience
• Finding of CQC Core Service with Well-Led Inspection (Sept. to Dec.
2017) – staff understood their roles and responsibilities under the
MHA and MCA. Overall Trust rating of ‘Good’
• MIAA audit of Implementation of the Mental Health Act –
‘Substantial’ audit opinion
Maintaining training compliance
Internal:
across the organisation – actions
• Monthly Board Performance Report demonstrating training
agreed by the Workforce
compliance – MHA Code of Practice and Mental Capacity Act
Development Committee in Sept.
training compliance at 79% and 7% respectively (cf 85% target) in
2017 to address current underJan. 2019
performance in relation to
External:
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mandatory training (including MHA
training) and achieve required
compliance rate
Multidisciplinary MHA Quality
Improvement Group established for
an initial six-month period to
support spread and sustainability of
improvements following CQC MHA
Monitoring Visits
Gaps in Controls
What additional controls should we
implement?

• CQC inspection outcomes
External:

• Completion of outstanding
‘should do’ actions in GMMH
CQC action plan themed under
Mental Health Act

• Improve compliance with mandatory training – also see Risk ID
1804
• Evidence of impact on MHA Quality Improvement Group

Initial
Consequence
Likelihood
Score

Internal:
External:

Gaps in Assurances
What additional assurances should we seek?

Risk Scores
Current

3
5
15

3
4
12

Target/Risk
Appetite
3
2
6

Target Date
31.08.19

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No. Action
Owner(s)
Due Date
Progress/Comments
1
Summary of MHA review reports to
Gill Green
To Board:
Complete
commence to QIC and Board
28.01.19
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2

Completion of outstanding ‘Should
Do’ actions relating to Mental Health
Act in CQC Action Plan

Chris Daly and Gill
Green

31.03.19

Consent to Treatment
Policy and flow chart for
T2, T3 and SOAD
requests completed.
Sustainability being
monitored by MHACC
and new MHA QI Group
– informed by feedback
from CQC MHA
Monitoring visits

3

Assess impact of six-month MHA
Quality Improvement Group

Chris Daly and Gill
Green
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31.08.19

Risk ID.
Strategic Objective
Risk Description

2821
Objective 2 – To work with Service Users and Carers to Achieve their Goals
Engagement – Failure to engage effectively with service users and carers in
Manchester will impact on the Trust’s ability to transform services for the benefit of
the wider population
Executive Lead
Deborah Partington, Director of Operations
Lead Committee
Executive Management Team
Updates Since Last
• Oversight of MWF performance via Manchester and Trafford Network Hub and
Review
GMMH Care Hub following closedown on Manchester Transformation
Programme
• Update on MWF performance – over 110 projects funded
• Target date extended – further review of embeddedness of systems and
relationships at end of Q1 2019/20
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our risks
risk?
Leadership:
Internal:
• Regular updates/assurance provided to EMT and progress
monitored through existing programme governance
• Identified senior lead in post to lead user
structure
and carer engagement/co-production
work-stream
• Quarterly update reports to Board demonstrating progress
in line with the PTIP
• Senior Operational Managers identified
as User Engagement Leads in each of the • New GMMH-wide Service User Engagement Strategy 2018
three Manchester divisions
– 2021 - monitored via CARE Hub and corporate leads i.e.
assurance on engagement in Manchester provided via
• Approach to user engagement by Senior
established GMMH governance mechanisms
Leadership Teams (SLTs) in Manchester
is aligned with GMMH-wide approach
• Divisional User and Carer Groups meeting on operational
service footprints
• Oversight of user engagement in
Manchester now responsibility of GMMH • Regular liaison between Service User Groups and
User Engagement Team - ‘Business as
nominated staff
Usual’ following closure of Manchester
• GMMH providing written updates for service users and
transformation programme
responding to concerns via Customer Care
• Dedicated post recruited to liaise with
External:
independent User Groups across the city • Finding of CQC Core Service with Well-led Inspection (Sept.
and link with CARE Hub
to Dec. 2017) – established systems for involving carers and
• Senior GMMH staff attending bi-monthly
service users, Manchester transformation plans
Mental Health Liaison Group with
demonstrate true co-production. Overall rating of ‘Good’
commissioners and service user groups
• Ongoing engagement by GMMH in joint meetings with
commissioners and Service User Groups in Manchester
Monthly Community Engagement Working Internal:
Group – to continue following closure of
• Service user and carer involvement in Community
Transformation Programme. Group
Engagement Working Group
supports development of wider
• Assurance on effectiveness via established GMMH service
user engagement governance processes
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engagement and co-production structures
within services and communities.

User and Carer Forums incl. quarterly
(previously monthly) Manchester User and
Carer Forum with good representation
from across services and other regular
service-based groups. Support for groups
through established GMMH systems for
service user engagement.

Manchester Wellbeing Fund (MWF):
• Launched in Oct. 2017
• Wellbeing Coordinator in post since
April 2018
• Steering Group meeting fortnightly to
oversee MWF
• MWF opportunity promoted with
independent user groups

External:
• Engagement activities reported monthly to commissioners
• Voluntary, Community and Social Enterprise (VCSE) sector
involvement in Community Engagement Working Group
Internal:
• Manchester User and Carer Forum meeting is well-attended
and the agenda reflects current issues for the Trust and
service users
External:
• Circulation for the Forum is extensive and includes all
known user groups, Healthwatch, Manchester Carers
Forum and commissioners
• Consistent GMMH engagement with the Mental Health and
Homelessness Action Group, which comprises various user
groups and reports to the Manchester Homelessness
Partnership
Internal:
• Updates to Manchester and Trafford Network Hub and
GMMH Care Hub on MWF performance
External:
• 110 projects funded from MWF across the city. Based on 50
project reports received – over 4,000 individuals engaged,
over 20,000 participant hours and over 17,000 volunteer
hours generated. The 2018/19 MWF budget will be fully
used at year-end.
• Over 300 expressions of interest in the MWF received from
community groups (including key user groups) since the
programme launched in Oct. 2017 with over 90 projects
funded to date
Gaps in Assurances
What additional assurances should we seek?

Gaps in Controls
What additional controls should we
implement?
None identified
• Development of local action plans for
the delivery of Service User Engagement
Strategy
• Manchester User and Carer Forum –
Terms of Reference to be refreshed in
line with new Service User Engagement
Strategy
• Agreement and initiation of new joint
working approaches with VCSE and Macc
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Consequence
Likelihood
Score

Initial
3
5
15

Risk Scores
Current
3
4
12

Target/Risk Appetite
2
3
6

Target Date
30.06.19

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No. Action
Owner(s)
Due
Progress/Comments
Date
1
Operational leads for User Engagement to Tom Woodcock,
31.03.19 Complete – locality
develop local action plans to enable
Cathy Lovatt
meetings taking place
implementation of refreshed Service User
and action plans are
Engagement Strategy
being implemented in
each locality along with
a Later Life action plan.
2
Refresh of Manchester User and Carer
Tom Woodcock
31.03.19 In progress – a working
Forum Terms of Reference
group, led by the
Recovery Academy, is
reviewing how service
users are supported to
engage with Trust
groups and work
programmes
3
Agreement and initiation of new joint
Tom Woodcock
31.03.19 First quarterly forum
working approaches with VCSE reps and
scheduled for end
Macc
March 2019. Terms of
Reference under review
- to be agreed in March.
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Risk ID.
Strategic Objective
Risk Description

2927
Objective 4 – To invest in our environments
IM&T – Failure to deliver the PARIS system in Manchester will impact on service
delivery, patient safety and the Trust’s ability to meet reporting requirements
Executive Lead
Ismail Hafeji, Director of Finance and IM&T
Lead Committee
Executive Management Team (EMT)
Updates Since Last
• PARIS in Manchester ‘go live’ completed as planned by 4 Dec. 2018 with no
Review
significant issues
Controls
Positive Assurances
What are we currently doing about this risk? Evidence that shows we are effectively managing our risks
Implementation of PARIS in Manchester,
Internal:
taking into account lessons learned from
• PARIS business case reviewed and approved at Board on
previous PARIS implementation
30.10.17 with investment sign-off
• PARIS in Manchester ‘go live’ completed as planned by 4
Dec. 2018 with no significant issues
• PARIS update to Board in Jan. 2019 confirming successful
‘Go Live’
External:
Project governance structures established,
Internal:
including PARIS Project Board and Project
• Project Board oversight of project implementation
Steering Group, and recruitment of PARIS
• PARIS in Manchester ‘go live’ completed as planned by 4
trainers
Dec. 2018 with no significant issues
External:
Gaps in Controls
Gaps in Assurances
What additional controls should we
What additional assurances should we seek?
implement?
None identified
• Formal closure of Paris in Manchester project incl. signoff of agreed actions and project risks
Risk Scores
Initial
Current
Target/Risk Appetite
Target Date
Consequence
4
4
4
31.03.19
Likelihood
4
3
2
Score
16
12
8
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Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Mar-18 Apr-18 May-18 Jun-18 July-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No.
1

2

Action
Actions to facilitate delivery
of localised PARIS training
needs – as identified above
Formal project closure
agreed by Paris Project
Board

Owner(s)
Ismail Hafeji

Due Date
31.01.19

Progress/Comments
Complete

Ismail Hafeji

31.03.19

Update to be provided
at Board on 25.03.19
on project closure and
current risk score
following Project
Board meeting in
March 2019
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Risk ID.
Strategic Objective
Risk Description

2609
Objective 4 – To invest in our environments
Capital – Failure to invest in and improve estates standards will impact on patient
experience and quality of care
Executive Lead
Andrew Maloney, Director of HR and Deputy Chief Executive
Lead Committee
Executive Management Team (EMT)
Updates Since Last
• Draft GMMH Estate Strategy received for comments
Review
• Draft Capital Plan for 2019/20 in development
Controls
Positive Assurances
What are we currently doing about this risk? Evidence that shows we are effectively managing our risks
Park House, North Manchester:
Internal:
• First phase of environmental
• Review of capital programme performance at CIG and
improvements completed
quarterly update to Board
• Second phase under development – Wave • Completion of first phase of environmental
4 Capital Scheme Bid for the replacement
improvements at Park House
of Park House developed but prioritised for • Increase in capital budget for Park House environment
Wave 5
improvements and ECM environmental adjustments to
• Backlog maintenance works underway at
achieve required scheme objectives
Park House
External:
• Contribution to development of NMGH
• Support from all parties involved in the development of
Site Masterplan through representation on
the NMGH Masterplan for GMMH’s Wave 4 Capital
the NMGH Strategy Board and Master
Scheme Bid
Planning Sub-Group
Manchester capital investment incorporated Internal:
in GMMH Capital Programme 2017 - 2019
• Capital investment programme reviewed and approved
by Board of Directors – expenditure on Harpurhey
Wellbeing Centre development approved by Board in
Nov. 2018
• Quarterly capital update to Board
External:
SLA meetings being held with Host Trusts
and performance management structure
agreed

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

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

Internal:
• PLACE assessments undertaken quarterly and action
plans produced
• Annual Fire Safety Assurance Statement - June 2018
Trust Board
• MIAA audit of safety and suitability of premises (Feb.
2018) – ‘Significant Assurance’ opinion
External:
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Ongoing implementation of action plan to
address identified weakness in Capital,
Estates and Facilities compliance regime and
resourcing

Engagement in work to develop Greater
Manchester Estates Strategy and GMMH
Estates Strategy, which will enable delivery
of the Trust’s clinical and strategic ambitions

•
•
•

•

Gaps in Controls
What additional controls should we
implement?
Agreement of GMMH Estate Strategy
Agreement of GM-wide Estates Strategy
Completion of action plan to address
weaknesses identified in compliance
regime and resourcing by Associate
Director of Capital, Estates and Facilities
Development and approval of GMMH
2019/20 Capital Plan

Consequence
Likelihood
Score

Initial
4
4
16

Internal:
• Assurance provided to Dec. 2018 Audit Committee on
progress with action plan – actions on track
External:
• MIAA update to Dec. 2018 Audit Committee on progress
with actions identified in Estates Maintenance audit
Internal:
• Regular updates to the Executive Management Team on
development of strategies and focused sessions
scheduled with Currie and Brown
External:
• Draft Estates Strategies being reviewed and updated to
address comments/concerns raised by GMMH
Gaps in Assurances
What additional assurances should we seek?
• Agreement of capital funding for replacement of Park
House – Wave 4 bid deferred to Wave 5 on basis of
continued uncertainty around the GM-wide Estate
Strategy and NMGH Masterplan
• Assurance that actions to address weaknesses in
compliance regime have been implemented

Risk Scores
Current
4
4
16
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Target/Risk Appetite
4
2
8

Target Date
31.03.20

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No.
Action
Owner(s)
Due Date
Progress/Comments
1
Development and
Andrew Maloney
GMMH –
Draft received for
agreement of GMMH and
30.04.19
comments
GM-wide Estates Strategies
GM-wide –
31.03.19

2

3

4

Agreement of source of
capital funding for
replacement of Park House
Full implementation of
action plan to address
weaknesses in Capital,
Estates and Facilities
compliance regime and
resourcing
Development and approval
of GMMH 2019/20 capital
plan

Andrew Maloney

TBC

Andrew Maloney

31.03.19

Andrew Maloney

31.03.19
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Work ongoing – early
drafts reviewed and
commented on by
GMMH
Capital bid deferred
to/prioritised for
Wave 5
Ongoing. Update on
progress provided to
Dec. 2018 Audit
Committee

In development

Risk ID.
Strategic Objective
Risk Description

2732
Objective 4 – Invest in our environments
Cyber Security – susceptibility to a cyber-attack may lead to data breaches
and compromise patient safety and quality of care
Executive Lead
Ismail Hafeji, Director of Finance and IM&T
Lead Committee
Executive Management Team
Updates Since Last Review • Board completion of new NHS Digital Cyber Awareness Training on 28 Jan.
2019
• MIAA Cyber Security audit undertaken in Feb. 2019 – awaiting final report
• Cyber Essentials Plus accreditation not achieved. Awaiting remedial
actions to achieve Cyber Essentials accreditation
• Target date extended in line with timescales for MIAA audit report and
action to achieve Cyber Essentials accreditation
Controls
Positive Assurances
What are we currently doing about this risk? Evidence that shows we are effectively managing our risks
The following security measures are in place: Internal:
• Monitoring reports available on all systems and
computers accessing all resources, with alerts on
• Anti-ransomware software
malware/ransomware accessed/threats
• Anti-virus/anti-malware systems
• Third party-monitored threat management • Managed service monitoring alerts – maintained by
Chess Cyber Security GMMH self-assessed as compliant
gateway
with eight out of ten new Data Security and Protection
• Updated and controlled perimeter devices
Requirements (DSPR) standards in May 2018 –
e.g. firewalls and intrusion detection
demonstrating organisation’s strong position in terms of
devices
cyber resilience
• Fully-implemented network access control,
External:
limiting access of foreign devices to
• ISO 27001 accreditation, highlighting rigorous physical
GMMH network
security, documented and updated patching
• ATP (Advanced Threat Protection) system
cycles/procedures
enabled
• New firewalls procured, implemented and • MIAA cyber security audit (Oct. 2017) – which found
areas of good practice in relation to the design and
updated
maturity of the technical elements of the Trust’s cyber
• Upgrading of computers to newest version
defence framework
of Windows 10 – 91% complete
• MIAA audit of Critical Applications (Emails) (reported
• Centrally-controlled asset management
April 2018) – ‘Significant Assurance’ opinion
software implemented – this manages all
computer hardware and perimeter devices • MIAA audit of Critical Applications (Datix) (reported April
2018) – ‘Significant Assurance’ opinion
(e.g. switches, printers) and lists all
• External penetration testing completed by Chess Cyber
firmware, software, version control on all
Security – all recommendations completed by Jan. 2019
devices
Microsoft enterprise agreement – allowing
newer versions of Microsoft products to be
installed which are less susceptible to
attacks

Internal:
• Monitoring reports available to show installation options
in place with the trust, by computer
External:
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Desktop hardware migration of MMH
domain completed in Dec. 2017

Gaps in Controls
What additional controls should we
implement?
• Complete NHS Secure Email accreditation

Consequence
Likelihood
Score

Initial
4
4
16

• Enterprise agreement contract signed with Microsoft
until 2019
Internal:
• Updated project plan confirming migration complete
• Asset reports confirming number of computers active
within the Trust and MHSC domain discontinued.
External:
• External audit of licences and hardware undertaken to
validate hardware in place at GMMH.
Gaps in Assurances
What additional assurances should we seek?
• Ensure all suppliers of patients systems are compliant
with appropriate accreditation
• Additional external accreditation to be achieved
• Outcomes of MIAA ‘Cyber Security’ audit
Risk Scores
Current
Target/Risk Appetite
Target Date
4
4
30.06.19
3
2
12
8

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No.
Action
Owner(s)
Due Date
Progress/Comments
1
Ensure that all suppliers of the
Ismail Hafeji 31.03.19
Trust’s patient systems are
compliant with the appropriate
accreditation
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2

Achieve Cyber Essentials Plus
accreditation

Ismail Hafeji

30.06.19

3

Board of Directors to complete
new NHS Digital Cyber
Awareness training
Complete Firewalls upgrade

Ismail Hafeji

28.01.19

Ismail Hafeji

31.03.19

Complete upgrade of all
computers to newest version of
Windows 10
Complete NHS Secure Email
accreditation
Complete MIAA Cyber Security
Audit

Ismail Hafeji

31.03.19

Ismail Hafeji

31.03.19

Ismail Hafeji

26.04.19 – Date
of report to Audit
Committee

4

5

6
7
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Cyber Essentials Plus
accreditation has not
been achieved.
Awaiting remedial
actions to achieve
Cyber Essentials
accreditation
Complete

New firewalls
implemented with
configuration work to
complete by end of
March 2019
91% of upgrades
complete as at
11.03.19
In progress
Audit completed –
awaiting final report

Risk ID.
Strategic Objective
Risk Description

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

Internal:
• All staff have access to e-learning system and classroombased training provision is available to be booked onto
• DNA rate has improved
External:

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

Internal:
• Current data shows that 78% (cf 85% target) of staff
received an annual appraisal as at January 2019
External:

Monitoring of uptake of Mandatory training
at Board, through the Operational
Leadership Committee (OLC) and via the
Executive Management Team (Director-level
ownership of compliance).

Internal:
• Mandatory training uptake reported to Board and the
OLC on a monthly basis
• Improvement in compliance rates seen for both
mandatory training and IPDR, however, still just below
target
External:
• Finding of CQC Core Service with Well-Led Inspection
(Sept. to Dec. 2017) – although some areas of noncompliance with mandatory training targets, the Trust
has taken steps to ensure sufficient skilled staff to
provide care. Overall Trust rating of ‘Good’

Gaps in Controls
What additional controls should we
implement?

Gaps in Assurances
What additional assurances should we seek?
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• Re-establishment of focused season for
completion of IPDRs – commencing April
2019

Consequence
Likelihood
Score

Initial
3
5
15

• Performance in some mandatory training areas remains
below the 85% target. Further assurance is required that
the capacity put in place to improve compliance in the
classroom-based training areas is used efficiently. To be
monitored by Operational Leadership Committee (OLC).
Risk Scores
Current
Target/Risk Appetite
Target Date
3
3
30.06.19
4
2
12
6

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No.
Action
Owner(s)
Due Date
Progress/Comments
1
Data on fill rate and DNA rate
Andrew Maloney
Ongoing
DNA rated has
for the classroom-based
improved
courses to be monitored via
OLC
2
Director-level ownership and
All Directors
31.03.19
Complete –
action to enable achievement
performance
of mandatory training and
monitored at Executive
IPDR compliance rates
Management Team
(EMT) meetings
3
Focused season of IPDRs to
Andrew Maloney
01.04.19
Planning in progress.
commence in April 2019 to
to
Appraisal process
improve compliance
30.06.19
under review to ensure
alignment with new
pay deal
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Risk ID.
Strategic Objective
Risk Description

2823
Objective 5 - To enable staff to reach their potential and innovate
Cultural alignment - Failure to establish a healthy and open culture will impact
upon the Trust’s ability to attract and retain a high quality workforce and achieve
its strategic goals
Executive Lead
Andrew Maloney, Director of HR and Deputy Chief Executive
Lead Committee
Board of Directors
Updates Since Last
• Risk description updated to better reflect current focus
Review
• Actions to strengthen and further embed role of FTSUG
• Assurance provided through Quarter 2 2018/19 Friends and Family Test results
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our risks
risk?
Alignment of core values has been
Internal:
completed with key stakeholders • Core values are continuing to be embedded via
launched at 2017 Annual Members
communications activity, recruitment activity and within key
Meeting
strategies e.g. Nursing Strategy, Research Strategy
External:
• Picker-led NHS quarterly Friends and Family Test results – Q2
2018/19 results:
• % staff recommending care or treatment – 74%
• % staff recommending work – 65%
• % staff feeling that can safely raise concerns – 80%
• % staff feeling manager takes an interest in health and
wellbeing – 77%
• Findings of CQC Core Service with Well-led Inspection (Sept.
to Dec. 2017) – staff proud to work for GMMH, spoke highly
of the culture and felt respected supported and valued. Trustlevel well-led rating of ‘Outstanding’
Senior Leaders Group – development
Internal:
activity undertaken framed around the
• Outputs of Senior Leaders development activity have
core values.
informed Trust-wide Workforce and OD Strategy and
associated action plan
External:
Quality governance systems have been
Internal:
reviewed and streamlined to ensure
•
one system of reporting and feedback
External:
• MIAA report on SUIs – significant assurance opinion
(Oct.2017)
Quality Matters visits to wards assess
Internal:
aspects of culture and report to QGC
• Reports to QGC on outcomes of Quality Walkarounds and
agreed actions, with minutes demonstrating review
• Summary report to Board on Quality Matters with effect from
May 2018
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Freedom to Speak Up (FTSU) Guardian
role in place and developing open and
transparent routes for staff to raise
concerns

Gaps in Controls
What additional controls should we
implement?
• Agree a set of measures to track
performance against cultural
alignment

Consequence
Likelihood
Score

Initial
5
4
20

External:
Internal:
• Report to Board in July 2018 – feedback from FTSU survey
demonstrates positive work to embed a culture where staff
feel able to raise concerns locally. Also assurance on FTSU
Guardian response to concerns raised
• Outcomes of Freedom to Speak Up self-review reported to
Board in Nov. 2018
• Progress against FTSU action plan reviewed on a quarterly
basis with Chair, CEO and Director of HR
External:
• National Benchmark data report by CQC shows number of
GMMH reported FTSU cases to be in line with mental health
average
• Findings of CQC Well-Led and Core Service Inspection (Sept.
to Dec. 2017) – open and transparent culture in place at
GMMH, staff understand the duty of candour. Trust-level
well-led rating of ‘Outstanding’
• Staff Survey 2018 – demonstrates above average
performance with 72.1% of staff feeling secure raising
concerns. This is an improvement on 2017 results
Gaps in Assurances
What additional assurances should we seek?
• Further data and objectives measures are required to assess
effectiveness of measures
Risk Scores
Current
4
3
12
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Target/Risk Appetite
4
2
8

Target Date
31.03.20

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No.
Action
Owner(s)
Due Date
Progress/Comments
1
Continue to promote and Andrew Maloney
Ongoing
To be addressed in
embed work of FTSU
Freedom to Speak Up
Guardian
improvement action
plan (see Action 4)
2
Identification of
Juliette Tait
29.10.18
To be addressed in
representative from
Freedom to Speak Up
clinical/medical
improvement action
workforce to support
plan (see Action 4)
Freedom to Speak Up
Guardian
3
Develop and implement
Juliette Tait
30.06.19
Action plan developed
Freedom to Speak Up
and implementation in
improvement action plan
progress
based on outcomes of
self-review
4
Agree measures to track
Andrew Maloney
31.05.19
Data to be agreed as
cultural alignment as part
part of establishing
of Workforce Strategy
Workforce Strategy
implementation
programme
governance
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Risk ID.
Strategic Objective
Risk Description

2572
Objective 6 - To achieve sustainable financial strength and be well-governed
Agency Expenditure - Failure to reduce the Trust’s reliance on agency workers will
impact on the Trust’s financial performance, NHS Improvement risk ratings and
quality of care
Executive Lead
Andrew Maloney, Director of HR and Deputy Chief Executive
Lead Committee
Executive Management Team (EMT)
Updates Since Last • Engagement of NHS Professionals to provide temporary resourcing and direct
Review
engagement service – full service launched in Feb. 2019
Controls
Positive Assurances
What are we currently doing about this risk? Evidence that shows we are effectively managing our risks
Agency action plan agreed and monitored
Internal:
via monthly Executive Agency Committee
• Reports and data reviewed at monthly meeting to check
(EAC) meeting alongside information on
progress with services
agency usage, workforce management and
• Agency expenditure analysis to Board in July 2018 setting
procurement processes.
out current position and actions to reduce reliance on
agency staffing
• Agency expenditure reported to Board on a monthly
basis demonstrating variance against agency cap target
• Performance monitoring at divisional Senior Leadership
Team (SLT) meetings and Operational Leadership
Committee
External:
• Finding of CQC Core Service with Well-led Inspection
(Sept.to Dec. 2017) – agency, bank and locum staff used
to keep people safe in context of high vacancy rates.
Overall rating of ‘Good’
• MIAA audit on use of agency staff – ‘Moderate’
assurance report (Dec. 2018)
Actions agreed to seek alternatives to
Internal:
agency are being progressed including the
• Increase in use of internal locums has led to a reduction
establishment of an internal medical bank
in medical agency expenditure
• Internal medical bank has gone live
External:
Implementation of actions to improve time
Internal:
to hire performance
• Data monitored monthly with services and HR staff and
reported to Board – improving position reported in time
to hire/recruitment performance as at Oct. 2018
External:
All agency workers procured through
Internal:
Framework agreement and via internal
• Price cap breaches continue to be isolated medical staff,
escalation process
with no breaches for other staff groups including nursing
External:
•
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Engagement of NHS Professionals to provide
temporary resourcing service and direct
engagement service

Gaps in Controls
What additional controls should we
implement?
• Strategic influence on supply and targeted
action on recruitment and retention –
including targeted recruitment campaign
for doctors in partnership with Guardian
Media (see Risk ID 2814)

Consequence
Likelihood
Score

Initial
4
5
20

Internal:
• Project Steering Group established providing oversight of
project implementation
• Implementation completed in Feb. 2019
External:
• Positive feedback received from NHS Improvement on
Trust commitment/actions being taken to reduce agency
spend following Quarterly Review Meeting in Oct. 2018
Gaps in Assurances
What additional assurances should we seek?
• MIAA ‘Use of Agency Staff Review’ - ‘Moderate
Assurance’ report (Dec. 2018). Completion of internal
audit recommendations

Risk Scores
Current
4
5
20

Target/Risk Appetite
4
3
12

Target Date
30.09.19

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No.
Action
Owner(s)
Due Date
Progress/Comments
1 outstanding action
1
Completion of 4 outstanding Andrew Maloney
30.04.19
relates to the Trust’s
actions following MIAA Bank
Temporary Resourcing
and Agency Review in
Policy. Policy has been
2016/17
reviewed but not yet
finalised due to work
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2

3

Implementation of Enhanced
Community Model in
Manchester – alignment of
substantive establishments
with associated reduction in
agency usage
Implementation of NHS
Professionals Project –
temporary resourcing and
direct engagement service

being progressed with
NHS Professionals.
Complete

Deborah Partington

31.12.18

Andrew Maloney

08.10.18 –
Medical
Staffing

Complete

28.02.19 –
All other
staff
Ongoing

Complete

4

Monitoring and evaluation of Andrew Maloney
NHS Professionals project

5

Implementation of internal
audit recommendations
following ‘Use of Agency
Staff’ review

Andrew Maloney
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31.03.19

Via Project Steering
Group reporting to
EMT
In progress

Risk ID.
Strategic Objective
Risk Description

2876
Objective 6 - To achieve sustainable financial strength and be well-governed
Out of Area Placements (OAPs) – Failure to manage expenditure on OAPs will
impact on the Trust’s financial position in 2018/19
Executive Lead
Ismail Hafeji, Director of Finance and IM&T
Lead Committee
Executive Management Team (EMT)
Updates Since Last Review • 90% of OAPs PTIP tasks completed as at Jan. 19
Controls
Positive Assurances
What are we currently doing about this risk? Evidence that shows we are effectively managing our risks
Management oversight of OAPs as per Risk
Internal:
2606
• Manchester Transformation Programme Closedown
Report to Board in Jan. 2019 – 90% of OAPs PTIP tasks
completed and Enhanced Community Model (ECM)
implemented from Dec. 2018
External:
Use of additional ‘in-house’ bed capacity
Internal:
(MacColl Ward and Griffin Ward) and private • OAPs monitoring report to EMT demonstrating use of
sector capacity as interim solution
additional bed capacity
• MacColl and Griffin Wards being fully used for
Manchester service users
External:
Introduction of new capacity to reduce
Internal:
expenditure on OAPs in July 2018:
• Monitoring of uptake and expenditure via monthly OAPs
summary and finance reports to EMT
• 8-bedded move on service (Beech Range)
• 13-bedded male acute inpatient facility at
External:
Maryfield Court
Additional support agreed with Manchester
Internal:
CCG for use on OAPs in 2018/19
• Manchester OAPs expenditure reported and monitored
via monthly Finance Report to Board - rate of
expenditure showing downward trend
External:
Gaps in Controls
Gaps in Assurances
What additional controls should we
What additional assurances should we seek?
implement?
• Agreement with Manchester
commissioners regarding additional
support for 2019/20 onwards - shortfall
projected against recurrent budget if
recurrent support not agreed

Consequence
Likelihood
Score

Initial
4
5
20

Risk Scores
Current
4
4
16
50

Target/Risk Appetite
4
3
12

Target Date
30.09.19

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No.
Action
Owner(s)
Due Date
Progress/Comments
1
Agreement of recurrent
Ismail Hafeji
30.04.19
Discussions continuing
financial support from
with commissioners
Manchester commissioners for
2019/20 onwards
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Risk ID.
Strategic Objective
Risk Description

2611
Objective 6 - To achieve sustainable financial strength and be well-governed
Financial Sustainability – Failure to deliver the Trust’s financial plans will
impact on the Trust’s ratings and long-term sustainability and its ability to
deliver quality improvements
Executive Lead
Ismail Hafeji, Director of Finance and IM&T
Lead Committee
Board of Directors
Updates Since Last
• Risk score reduced to reflect current forecast 2018/19 year-end financial
Review
risk. Not recommended for closure as part of annual cycle. Risk score will
be reviewed at start of new financial year.
• 2019/20 contract negotiations are continuing – no major issues foreseen in
agreeing sign-off
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our risks
risk?
Transitional funding agreed with
Internal:
commissioners for Manchester
• Manchester Transformation Programme Closure Report to
Board in Jan. 19 – providing an update on use of
transitional funding. All finance objectives achieved.
External:
• Independent Auditors opinion on MMHSCT acquisition
Board monitoring and oversight of financial Internal:
performance - financial performance
• Monthly finance reports to Board demonstrating year to
reported in monthly Board Finance Report
date performance against plan – achievement of ‘3’ score
along with forecast risks and mitigations
against Finance ‘Use of Resources’ metric at Month 10 in
(Forward Look)
line with plan
• Forward Look at Month 10 forecasts achievement of the
2018/19 Control Total due to reducing expenditure on
OAPs and additional funding agreed with commissioners
External:
• NHSI Oversight and Quality Review Meetings – no
significant concerns raised at last QRM
• Finding of CQC Core Service with Well-led Inspection (Sept.
to Dec. 2017) – Trust managing to maintain a strong
financial position following the quick acquisition of a
failing Trust. ‘Outstanding’ rating for well-led.
Multilateral contracts agreed with
Internal:
commissioners for 2018/19 and majority of • Contract sign-off provides assurance that funding in place
FYFV investment plans agreed
• Board self-certification on compliance with condition CoS7
(Availability of Resources) of NHS Provider Licence in May
2018
External:
• Commissioner sign-off of contracts
Internal:
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Implementation of action plans to reduce
the rate of overspend on OAPs and agency
staffing, supplemented by use of nonrecurrent income and corporate resources
to manage pressure
Agreement of 2019/20 Control Total and
Operational Plan developed to deliver
Control Total

• Action plans impacting on and reducing rate of overspend
on OAPs and agency staffing
External:
• Additional support agreed with commissioners

Gaps in Controls
What additional controls should we
implement?
• As per Risk ID 2606 (Expenditure on
OAPs)
• Sign-off of 2019/20 contracts, including
FYFV investment plans

Gaps in Assurances
What additional assurances should we seek?

Consequence
Likelihood
Score

Initial
5
5
25

Internal:
•
External:
•

Risk Scores
Current
4
2
8

Target/Risk Appetite
4
2
8

Target Date
31.03.19
2018/19 Yearend

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Mar-18 Apr-18 May-18 Jun-18 July-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No.
Action
Owner(s)
Due Date
Progress/Comments
1
As per Risk ID 2606
(Expenditure on OAPs)
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2

Sign-off of 2019/20 contracts,
including FYFV investment
plans

Ismail Hafeji

54

30.06.19

In progress – no
major issues
outstanding and no
mediation required

Risk ID.
Strategic Objective
Risk Description

Executive Lead
Lead Committee
Updates Since Last Review

2875
Objective 6 - To achieve sustainable financial strength and be wellgoverned
Future Commissioning Arrangements – The move towards integrated
commissioning arrangements and the devolution of specialised
commissioning to a Greater Manchester level may impact on the resources
available to the Trust
Liz Calder, Director of Performance and Strategic Development and Ismail
Hafeji, Director of Finance and IM&T
Board of Directors

Executive Lead updated
Agreement of FYFV investment plans – signed contract variation
outstanding in Trafford
Controls
Positive Assurances
What are we currently doing about this risk?
Evidence that shows we are effectively managing our
risks
CCG/LA level:
Internal:
• Agreement of FYFV investment plans
• Report to Board in June 2018 on ‘Clinical Contracts and
CQUIN Performance Requirements 2018/19’
• Contract sign-off
demonstrating agreed contractual arrangements and
• Salford – implementation of alliance model
additional investment for 2018/19
from April 2019 with GMMH contracted
External:
directly by the CCG
• FYFV investment plans agreed with commissioners in
• Manchester – bilateral contracting
Bolton, Salford and Manchester for 2018/19
arrangement agreed for 2019/20
• All 2018/19 contracts signed off
• Contribution to 100-day commissioning
review
Specialised Commissioning level:
Internal:
• Proactive involvement in Greater
• Timely updates on progress/developments provided to
Manchester-wide work on CAMHS and
Board via CEO Brief and Board Report (March 2019)
Perinatal MH
• Report to Board in June 2018 on ‘Clinical Contracts and
• GMMH contribution to mental health subCQUIN Performance Requirements 2018/19’ including
group of GM Specialised Commissioning
update on NHS England contract
Oversight Group (SCOG)
External:
• New Care Models (NCM) approach for
• NHS England New Care Models Team supportive of
medium secure and low secure pathways –
NCM preparatory work
preparatory work being undertaken in GM
in 2018/19 with GMMH as Lead Provider
with a view to ‘Going Live’ in shadow form
from 1 April 2019
Gaps in Controls
Gaps in Assurances
What additional controls should we
What additional assurances should we seek?
implement?
•
•
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• Contract sign off with Trafford
Commissioners for Primary Care Mental
Health provision (incl. IAPT)
• Greater Manchester Transformation Fund
– recurrent implications not clear beyond
2020/21. To be addressed through
contract negotiations
• Agreement of contracts for 2019/20,
including FYFV investment

Consequence
Likelihood
Score

Initial
4
4
16

• Update to Board on progress with implementation of
New Care Models

Risk Scores
Current
4
3
12

Target/Risk Appetite
3
3
9

Target Date
30.06.19

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No.
Action
Owner(s)
Due Date
Progress/Comments
1
Conclude negotiations with
Mary Lee
31.03.19
Draft contract issued
Trafford around Primary Care
and finances agreed
Mental Health provision (incl.
IAPT) and sign-off contract
2
Agreement of contracts and
Mary Lee
30.06.19
In progress
FYFV investment for 2019/20
3
Update paper to Board on
Mary Lee
25.03.19
Complete – on
implementation of New Care
agenda for March
Models
Board meeting

56

Risk ID.
Strategic Objective

3131
Objective 6 – To achieve sustainable financial strength and be wellgoverned
Risk Description
General Data Protection Regulation (GDPR) – Failure to comply with the
requirements of the new GDPR will lead to reputational damage and could
result in the organisation incurring financial penalties
Executive Lead
Ismail Hafeji, Director of Finance and IM&T
Lead Committee
Board of Directors
Updates Since Last Review • Risk has remained on BAF as per Board agreement in Jan. 2019
• Continued progress against GDPR action plan as at March 2019
• Data Security and Protection Toolkit 2018/19 signed-off by MIAA
(‘Significant Assurance’) and submitted to NHS Digital
• Risk score reduced in light of assurances received from MIAA
Controls
Positive Assurances
What are we currently doing about this risk?
Evidence that shows we are effectively managing our
risks
Maintenance of existing high standards of
Internal:
information governance in terms of
• GMMH self-assessment of ‘Fully Implemented’ (i.e.
management structures and responsibilities,
approved plan in place to achieve compliance with
confidentiality and data protection and
GDPR) as part of May 2018 review against the new
information security
Data Security and Protection Requirements 2017/18
External:
• MIAA baseline assessment of organisational readiness
for GDPR – number of areas of good practice and
compliance identified. Against 12 GDPR domains,
organisation rated as ‘Red’ (not in place) against one
domain, ‘Green’ (in place) for one domain, one domain
was not applicable and ‘Amber’ (work in progress)
against remaining 9 domains
• MIAA sign-off of Data Security and Protection Toolkit
2018/19 – ‘Significant Assurance’
Awareness raising amongst staff across the
Internal:
organisation of GDPR
• Suite of communications issued across organisation
(e.g. via Messenger, splash-screens and emails)
informing staff of change and new requirements
External:
•
Implementation of actions to address
Internal:
identified gaps in compliance with new
• Update on GDPR compliance and work in progress
regulation
shared with Board of Directors in June 2018
• Progress against GDPR action plan reviewed by Audit
Committee in Sept. 2018 – good progress made against
outstanding requirements, with a number of indicators
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Implementation of Data Security and
Protection Toolkit, which will demonstrate
improved GDPR compliance

Gaps in Controls
What additional controls should we
implement?
• Complete implementation of GDPR
action plan

Consequence
Likelihood
Score

Initial
5
4
20

achieved and plans in place to achieve all other
indicators but one (‘Children’) by end 2018/19
• Further progress made against GDPR action plan as at
March 2019 with oversight via Information Governance
Steering Group
External:
•
Internal:
• Further progress made against GDPR action plan as at
March 2019 with oversight via Information Governance
Steering Group
External:
• MIAA sign-off of Data Security and Protection Toolkit
with ‘Significant Assurance’
Gaps in Assurances
What additional assurances should we seek?

Risk Scores
Current
3
3
9

Target/Risk Appetite
4
2
8

Target Date
30.06.19

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19

Month
Current Score

Target Score
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Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No.
Action
Owner(s)
Due Date
Progress/Comments
1
Implementation of action plan Ismail Hafeji
31.03.19 – Requirements in
to address gaps in compliance
for all but
outstanding area to
with GDPR
one area
be implemented in
(‘Children’) 2019/20 in line with
PARIS upgrade
2
Complete MIAA audit of ‘Data Ismail Hafeji
26.04.19 – Toolkit signed off
Security and Protection
Date of
with ‘Significant
Toolkit’
report to
Assurance’ received
Audit
from MIAA. Toolkit
Committee submitted to NHS
Digital ahead of 31
March 2019 deadline
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Board of Directors – Part 1
TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Fit and Proper Persons Test – Annual Declaration
Monday 25 March 2019
13
Kim Saville, Company Secretary
As above

REPORT SUMMARY:

The Care Quality Commission (CQC) hold Trusts to account in relation to the Fit and
Proper Persons Regulations (FPPR) through the well-led key question. The CQC
considered FPPR in the Trust’s most recent Core Service with Well-led Inspection
and identified no issues.
The Trust ensures the continued ‘fitness’ of those persons to whom the FPRR apply
through:
•
•
•
•

the completion of an annual self-assessment by all Directors;
annual checks against the government’s registers for insolvency, bankruptcy
and disqualified directors
formal annual appraisal process; and
maintenance of the Register of Board members’ interests

All members of the Board of Directors are asked to complete the following selfassessment declaration. By signing the declaration, you are confirming that you do
not fall within the definition of an ‘unfit person’ or meet any of the other criteria set
out, and that you are not aware of any pending proceedings or matters which may
call such a declaration into question.
With regard to the other elements of the Trust’s Fit and Proper Persons Test, the
2018/19 annual appraisal processes for the Chair and Non-Executive Directors and
the Chief Executive and Executive Directors are in progress and will complete in
June/July 2019. A review of the Register of Interests of members of the Board of
Directors will be undertaken at the March 2019 Board of Directors meeting and the
required insolvency, bankruptcy and disqualified directors checks will also be
1

completed by the end of March 2019.
Kark Review – The Board of Directors noted the recommendations of the Kark
Review into the scope, operation and purpose of the Fit and Proper Person Test at
its meeting in February 2019 and will await further guidance from NHS
Improvement before taking any action.
THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
Objective 5 – Enable staff to reach their
achieve their goals
potential and innovate
Objective 3 – Engage in effective partnership
Objective 6 – Achieve financial strength and
working
be well-governed

x

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

REGULATORY
IMPLICATIONS (CQC/NHSI):

Compliance with Regulation 5 of the Health and Social Care Act 2008
(Regulated Activities) Regulations 2014 (the ‘Fit and Proper Persons
Regulations’ (FPPR)) and the Trust’s Constitution
Compliance with the Trust’s Provider Licence

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

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

Assurance

RECOMMENDATIONS:

All Board members are asked to complete and sign a Fit and Proper Persons selfassessment. Individual copies of the self-assessment will be made available by the
Company Secretary at the Board of Directors meeting on 25 March 2019.

x

Approval/Decision

x

2

Annual Declaration for Director and Director-Equivalent Posts
Greater Manchester Mental Health NHS Foundation Trust (‘The Trust’)
Fit and Proper Person Declaration
Introduction
1.

It is a condition of employment that those holding director and director-equivalent posts
provide confirmation in writing, on appointment and thereafter on demand, of their fitness to
hold such posts. Your post has been designated as being such a post.

2.

Fitness to hold such a post is determined in a number of ways, including (but not exclusively)
by the Trust's Provider Licence, by Regulation 5 of the Health and Social Care Act 2008
(Regulated Activities) Regulations 2014 (the ‘Fit and Proper Persons Regulations’ (FPPR)) and
by the Trust's Constitution.

3.

By signing the declaration below, you are confirming that you do not fall within the definition
of an ‘unfit person’ or meet any of the other criteria set out below, and that you are not aware
of any pending proceedings or matters which may call such a declaration into question.

Provider Licence
3.

Condition G4(2) of the Trust’s Provider Licence (‘the Licence’) provides that the Licensee shall
not appoint as a director any person who is an unfit person, except with the approval in writing
of Monitor (now NHS Improvement).

4.

Licence Condition G4(3) requires the Licensee to ensure that its contracts of service with its
directors contain a provision permitting summary termination in the event of a director being
or becoming an unfit person. The Licence also requires the Licensee to enforce that provision
promptly upon discovering any director to be an unfit person, except with the approval in
writing of Monitor (now NHS Improvement).

5.

An ‘unfit person’ is defined at condition G4(5) of the Licence as:
(a)

an individual:
i. who has been adjudged bankrupt or whose estate has been sequestrated and (in
either case) has not been discharged; or
ii. who has made a composition or arrangement with, or granted a trust deed for, his
1

creditors and has not been discharged in respect of it; or
iii. who within the preceding five years has been convicted in the British Islands of any
offence and a sentence of imprisonment (whether suspended or not) for a period of not less
than three months (without the option of a fine) was imposed on him; or
iv. who is subject to an unexpired disqualification order made under the Company
Directors' Disqualification Act 1986; or
(b)

a body corporate, or a body corporate with a parent body corporate:
i. where one or more of the Directors of the body corporate or of its parent body
corporate is an unfit person under the provisions of sub-paragraph (a) of this
paragraph, or
ii. in relation to which a voluntary arrangement is proposed under section 1 of the
Insolvency Act 1986, or
iii. which has a receiver (including an administrative receiver within the meaning of
section 29(2) of the 1986 Act) appointed for the whole or any material part of its
assets or undertaking, or
iv. which has an administrator appointed to manage its affairs, business and property
in accordance with Schedule B1 to the 1986 Act, or
v. which passes any resolution for winding up, or
vi. which becomes subject to an order of a Court for winding up.

Regulated Activities Regulations
6.

Regulation 5 of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014
(the ‘Fit and Proper Persons Regulations’ (FPPR)) states that the Trust must not appoint or
have in place an individual as a director, or performing the functions of or equivalent or similar
to the functions of, such a director, if they do not satisfy all the requirements set out in
paragraph 3 of that Regulation.

7.

The requirements of paragraph 3 of the FPPR are that:
(a)

the individual is of good character;

(b)

the individual has the qualifications, competence, skills and experience which are
necessary for the relevant office or position or the work for which they are employed;

(c)

the individual is able by reason of their health, after reasonable adjustments are made,
of properly performing tasks which are intrinsic to the office or position for which they
are appointed or to the work for which they are employed;
2

8.

9.

(d)

the individual has not been responsible for, privy to, contributed to or facilitated any
serious misconduct or mismanagement (whether unlawful or not) in the course of
carrying on a regulated activity or providing a service elsewhere which, if provided in
England, would be a regulated activity; and

(e)

none of the grounds of unfitness specified in Part 1 of Schedule 4 apply to the
individual.

The grounds of unfitness specified in Part 1 of Schedule 4 to the Regulations are:
(a)

the person is an undischarged bankrupt or a person whose estate has had
sequestration awarded in respect of it and who has not been discharged;

(b)

the person is the subject of a bankruptcy restrictions order or an interim bankruptcy
restrictions order or an order to like effect made in Scotland or Northern Ireland;

(c)

the person is a person to whom a moratorium period under a debt relief order applies
under Part VIIA (debt relief orders) of the Insolvency Act 1986;

(d)

the person has made a composition or arrangement with, or granted a trust deed for,
creditors and not been discharged in respect of it;

(e)

the person is included in the children's barred list or the adults' barred list maintained
under section 2 of the Safeguarding Vulnerable Groups Act 2006, or in any
corresponding list maintained under an equivalent enactment in force in Scotland or
Northern Ireland;

(f)

the person is prohibited from holding the relevant office or position, or in the case of
an individual for carrying on the regulated activity, by or under any enactment.

It is the responsibility of the Chair to discharge the requirements of the FPRR placed on the
Trust. The Chair must assure themselves that new applicants and existing post holders meet
the fitness checks and do not meet any of the unfit criteria.

Trust's Constitution
10.

Under paragraph 32 of the Trust’s Constitution, a person may not become or continue as a
member of the Board of Directors if:
(a)

they are a Governor member of the Council of Governors;

(b)

they are the spouse, partner, parent or child of a member of the Board of Directors of
the Foundation Trust;

(c)

they are a member of a local authority’s scrutiny committee covering health matters;
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(d)

they are determined to be an ‘unfit person’ in accordance with the definition provided
at condition G4(5) of the Foundation Trust’s Provider Licence;

(e)

they do not satisfy all of the requirements set out in paragraph 3 of Regulation 5 of
the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014;

(f)

they are a person whose tenure of office as Chair or as a member or director of a
health service body has been terminated on the grounds that their employment is not
in the interests of the health service, for non-attendance at meetings, or for nondisclosure of a pecuniary interest;

(g)

they have within the preceding two years been dismissed, other than by reason of
redundancy, from any paid employment with a health service body;

(h)

on the basis of disclosures obtained through an application to the Disclosure and
Barring Service established under section 87 of the Protection of Freedoms Act 2012
(or any other checks required by the Foundation Trust from time to time as being
consistent with licence conditions or mandatory or nationally recommended good
governance arrangements), they are not considered suitable by the Foundation
Trust’s director responsible for human resources or the Chair;

(i)

in the case of a non-executive director, they have refused without reasonable cause
to fulfil any training requirement established by the Board of Directors; and/or

(j)

they have refused to sign and deliver to the Foundation Trust a statement in the form
required by the Board of Directors confirming their acceptance of the Code of Conduct
for Directors

Declaration
I acknowledge the extracts from the Provider Licence, the Fit and Proper Persons Regulations and the
Trust’s Constitution above. I confirm that I do not fit within the definition of an ‘unfit person’ as listed
above and that there are no other grounds under which I would be ineligible to continue in post. I
undertake to notify the Trust immediately if I no longer satisfy the criteria of a ‘fit and proper person’,
or if other grounds under which I would be ineligible to continue in post come to my attention

Name …………………………………………………

Signed ………………………………………….

Position …………………………………………….

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

Register of Interests – Annual Review
Monday 25 March 2019
14
Kim Saville, Company Secretary
As above

REPORT SUMMARY:

Under the provisions of the Trust’s ‘Constitution’, including the ‘Standing Orders for
the Practice and Procedure of the Board of Directors’, and the Trust’s ‘Conflicts of
Interest Policy’, the Trust is required to hold a Register of Interests of members of
the Board of Directors. The Register includes details of all material interests
declared by Executive and Non-Executive Directors.
The Register is kept up to date by means of an annual review. The current Register
of Interests is attached for this purpose.

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

x

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

1

LEGAL IMPLICATIONS:

Compliance with the Trust’s Constitution, including the Standing Orders for the
Practice and Procedure of the Board of Directors

REGULATORY
IMPLICATIONS (CQC/NHSI):

Compliance with ‘The NHS Foundation Trust Code of Governance’

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

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

Assurance

RECOMMENDATIONS:

Board members are asked to review and update, as required, the attached Register
of Interests prior to signature

X

Approval/Decision

X
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BOARD OF DIRECTORS
REGISTER OF INTERESTS – ANNUAL REVIEW
1.

Introduction

Greater Manchester Mental Health NHS Foundation Trust is required by the conditions of its NHS Provider
Licence to, at all times, adopt and apply systems and standards of corporate governance, which are suitable
and consistent with best practice guidance including ‘The NHS Foundation Trust Code of Governance’.
2.

Register of Interests

Under the provisions of the Trust’s ‘Constitution’, including the ‘Standing Orders for the Practice and
Procedure of the Board of Directors’ and the Trust’s ‘Conflicts of Interest Policy’, the Trust is required to
hold a Register of Interests of members of the Board of Directors. The Register includes details of all
material interests declared by Executive and Non-Executive Directors. (A material interest is one which a
reasonable person would take into account when making a decision regarding the use of taxpayers’ money
because the interest has relevance to that decision). The purpose of the Register is to identify where an
individual’s interests may potentially or actually be at conflict with, or preferentially enhanced by, their
relationship with the Trust.
The Register is kept up to date by means of an annual review, in addition to updates within the year
recording any changes to interests made on the Declaration of Interest form attached as Appendix 1. Board
members are also required to declare any conflicts of interest that arise in the course of conducting Trust
business at the beginning of each Board of Directors’ meeting.
The Register of Interests is maintained by the Company Secretary and is available for inspection by
members of the public on request and via the Trust’s website.
3.

Annual Review of Register of Interests

The following Register of Interests provides details of the current interests declared by Board Directors as
at March 2019. Board members are invited to review and update, as required, the Register of Interests
prior to signature and noting.
4. Gifts and Hospitality
In addition to the requirement to declare all material interests, Board members are also reminded of the
requirement to declare any gifts and hospitality accepted in accordance with the provisions of the Trust’s
‘Conflicts of Interests Policy’ (approved by the Board of Directors in May 2017). With regard to hospitality,
this should only be accepted when there is a legitimate business reason and the hospitality is proportionate
1

to the nature and purpose of the event. Thresholds for the acceptance and declaration of gifts and
hospitality are set out in the Policy and comply with best practice national guidance.
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Register of Interests Declared by the Board of Directors – March 2019
Name

Position/Role

Term of Office

Anthony Bell

Non-Executive
Director

31.07.21

Interests Declared
•

Non-Executive Director – Cariocca Enterprises

•
•

Non-Executive Director – Inclusion Housing, York
Chair – Equity Enterprises Ltd. Subsidiary Board, Equity Housing
Group Ltd., Cheadle Hulme, Cheshire
Non-Executive Director – Equity Housing Group Ltd., Cheadle Hulme,
Cheshire
Husband is employed as a Director of Manchester University NHS
Foundation Trust

•
Elizabeth
Calder
Helen Dabbs

Director of
Performance and
Strategic
Development
Non-Executive
Director

Type of Interest

N/A

•

09.09.21

•

Specialist Advisor for the Care Quality Commission (CQC) since 2003

•

Member of Leeds and York Partnership NHS Foundation Trust since
2015
Undertakes Category 2 medico-legal work, through time shifting, as
agreed in job plan. Assessments are mainly in relation to care
proceeding to advise the family courts. Also completes assessments
in relation to negligence cases
NHS England Programme Director, New Care Models Tertiary Mental
Health – temporary role (12 months from April 2018)
Lead for Chief Executive Development Groups – sponsored by NHS

Chris Daly

Medical Director

N/A

•

Stephen
Dalton

Non-Executive
Director

31.12.19

•
•
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• Non-financial
personal
• Financial
• Financial

Date of Entry
onto Register
/ Amendment
30.10.17
30.10.17
30.10.17

• Financial

11.12.18

• Indirect

11.02.19

• Non-financial
professional
• Non-financial
personal
• Financial

24.09.18

• Financial

26.03.18

• Financial

26.03.18

24.09.18
23.07.18

Name

Position/Role

Term of Office

Interests Declared

Type of Interest

Date of Entry
onto Register
/ Amendment

Employers
Gill Green
Ismail Hafeji

Julie Jarman

Andrea Knott
Pauleen Lane

Director of
Nursing and
Governance
Director of
Finance and
IM&T

Non-Executive
Director

Non-Executive
Director
Non-Executive
Director

N/A

•
•

Director – SJ Dalton Ltd.
Nominal Director (Council Member) of the Mental Health and
Learning Disability Network

• Financial
• Non-financial
professional

26.03.18
22.01.19

N/A

•

• Financial

25.07.18

•

Assessor for the Healthcare Financial Management Association
(HFMA) – role involves marking examinations arranged by the HFMA.
Work is outside of NHS time.
Trustee of Home-Start Blackburn (Charity)

30.01.19

•

Treasurer of MIND in Salford

•

Trustee – HomeWorkers Worldwide

•
•
•

Company Director of small mineral rights holding company (Blenkie
Ltd)
Principle Programmes – Equality and Human Rights Commission
Transformation Leader, AstraZeneca PLC

• Non-financial
personal
• Non-financial
personal
• Non-financial
personal
• Financial
• Financial
• Financial

14.02.18
26.03.18

•
•
•

Group Manager National Infrastructure, The Planning Inspectorate
Visiting Lecturer, The University of Manchester
Governor, St. Hilda’s Primary School, Firswood

30.01.17
30.01.17
30.01.17

•

Member of Central Manchester University Hospitals NHS Foundation
Trust, University Hospital of South Manchester NHS Foundation Trust
and Liverpool Women’s NHS Foundation Trust
Partner (Martin Rathfelder) is a member of the Manchester Provider
Programme Selection Board and administrator of the Socialist Health

• Financial
• Financial
• Non-financial
personal
• Non-financial
personal
• Indirect

30.01.17

31.07.20

31.12.19
31.12.19

•
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14.02.18
14.02.18
14.02.18

30.01.17

Name

Position/Role

Term of Office

Andrew
Maloney

Deputy
CEO/Director of
HR
Chair

N/A

•

Association
Nil

31.06.19

•
•
•

Director - Eddie Stobart Logistics Ltd.
Director – NeedleSmart Limited
Chair – Rainford Academies Trust

Deborah
Partington

Director of
Operations

N/A

•
•

Neil Thwaite

Chief Executive

N/A

•

Sister (Susan Gambles) is a local Councillor in Wigan – from May 2018
Sister (Susan Gambles) has been a Non-Executive Director on Equity
Housing Board since 2016
Member of Mersey Care NHS Foundation Trust

Rupert
Nichols

Interests Declared
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Type of Interest

Date of Entry
onto Register
/ Amendment

-

26.02.19

• Financial
• Financial
• Non-financial
personal
• Indirect
• Indirect

26.03.18
26.03.18
26.03.18

• Non-financial
personal

26.02.19

24.07.18
24.07.18

Register of Interests declared by the Board of Directors (March 2019)
Certified as a correct record:
Chair

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

……………………………………………………………
Date

Non-Executive Directors

…………………………………………………………
Non-Executive Director – Anthony Bell

……………………………………………………………
Date

…………………………………………………………
Non-Executive Director – Helen Dabbs

……………………………………………………………
Date

…………………………………………………………
Non-Executive Director – Stephen Dalton

……………………………………………………………
Date

…………………………………………………………
Non-Executive Director – Julie Jarman

……………………………………………………………
Date

…………………………………………………………
Non-Executive Director – Andrea Knott

……………………………………………………………
Date

6

…………………………………………………………
Non-Executive Director – Pauleen Lane

……………………………………………………………
Date

Chief Executive

…………………………………………………………
Chief Executive – Neil Thwaite

……………………………………………………………
Date

Executive Directors

…………………………………………………………
Director of Performance and
Strategic Development
- Liz Calder

……………………………………………………………
Date

…………………………………………………………
Medical Director – Chris Daly

……………………………………………………………
Date

…………………………………………………………
Director of Nursing and Governance
- Gill Green

……………………………………………………………
Date

7

…………………………………………………………
Director of Finance and IM&T
- Ismail Hafeji

……………………………………………………………
Date

…………………………………………………………
Director of HR and Deputy Chief Executive
- Andrew Maloney

……………………………………………………………
Date

…………………………………………………………
Director of Operations
- Deborah Partington

……………………………………………………………
Date
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DECLARATION OF INTERESTS FORM
Name

Role at GMMH

Type of Interest

Description of Interest

Relevant Dates
From
To

Other Relevant Information

Please see Guidance Notes below for information on how to populate the above boxes
The information submitted will be held by Greater Manchester Mental Health NHS Foundation Trust for personnel or other reasons specified on this
form and to comply with the organisation’s policies. This information may be held in both manual and electronic form in accordance with the Data
Protection Act 1998. Information may be disclosed to third parties in accordance with the Freedom of Information Act 2000 and published in registers
that Greater Manchester Mental Health NHS Foundation Trust holds.
I confirm that the information provided above is complete and correct. I acknowledge that any changes in these declarations must be notified to
Greater Manchester Mental Health NHS Foundation Trust as soon as practicable and no later than 28 days after the interest arises. I am aware that if
I do not make full, accurate and timely declarations then civil, criminal, internal disciplinary, or professional regulatory action may result.

Do you fall within the definition of ‘decision-making staff’ as set out in the ‘Conflicts of Interest Policy’? Yes / No (delete as applicable)
I do / do not [delete as applicable] give my consent for this information to be published on registers that Greater Manchester Mental Health NHS
Foundation Trust holds.
If consent is NOT given please give reasons:

Signed:

Date:

Please return this form to Kim Saville, Company Secretary via:
• post (1st Floor, The Curve, Bury New Road, Prestwich, Manchester, M25 3BL
or
• email (kim.saville@gmmh.nhs.uk)
GUIDANCE NOTES FOR COMPLETION OF DECLARATION OF INTERESTS FORM:
Name and Role:

Insert your name and your position/role at Greater Manchester Mental Health NHS Foundation Trust

Type of Interest:

Specify the type of interest that is being declared. Interests fall into the following categories:
Financial interests – This is where an individual may get direct financial benefits from the consequences of a decision they
are involved in making. This could include:
•

A director (including a non-executive director) or senior employee in another organisation which is doing, or is likely to
do business with an organisation in receipt of NHS funding

•
•
•
•
•
•

A shareholder, partner or owner of an organisation which is doing, or is likely to do business with an organisation in
receipt of NHS funding
Someone in outside employment
Someone in receipt of secondary income
Someone in receipt of a grant
Someone in receipt of other payments (e.g. honoraria, day allowances, travel or subsistence)
Someone in receipt of sponsored research

Non-financial professional interests – This is where an individual may obtain a non-financial professional benefit from the
consequences of a decision they are involved in making, such as increasing their professional reputation or status or
promoting their professional career. This could include situations where the individual is:

•
•
•
•
•

An advocate for a particular group of patients
A clinician with a special interest
An active member of a specialist body
An advisor for the Care Quality Commission or National Institute of Health and Care Excellence
A research role

Non-financial personal interests – This is where an individual may benefit personally in ways which are not directly linked to
their professional career and do not give risk to a direct financial benefit, because of decisions they are involved in making in
their professional career. This could include, for example, where the individual is:

•
•

A member of a voluntary sector board or has a position of authority within a voluntary sector organisation
A member of a lobbying or pressure group with an interest in health and care

Indirect interests – This is where an individual has a close association with another individual who has a financial interest, a
non-financial professional interest or a non-financial personal interest who would stand to benefit from a decision they are
involved in making. This would include:

•
•
•

Close family members and relatives
Close friends and associates
Business partners

A benefit may arise from both a gain or avoidance of a loss

Description of
Interest:

Provide a description of the interest that is being declared. This should meet the requirements set out in the Conflicts of
Interest Policy and contain enough information to be meaningful. The information provided should enable a reasonable
person with no prior knowledge to read this and understand the nature of the interest. For indirect interests, details of the
relationship with the person who has the interest should be provided.

Relevant Dates:

Detail here when the interest arose and, if relevant, when it ceased.

Other Relevant
Information:

This field should include details of any action taken to manage an actual or potential conflict of interest. It might also detail
any approvals or permissions to adopt a certain course of action

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

NHS Staff Survey 2018
Monday 25 March 2019
15
Andrew Maloney, Deputy Chief Executive / Director of HR
Juliette Tait, Associate Director of HR & OD

REPORT SUMMARY:

This reports summarises the results of the 2018 Staff Survey. Reporting formats
have changed for the Staff Survey nationally and the Trust receives results under
themes. Those themes are:•

Equality, diversity and inclusion

•

Health and wellbeing

•

Immediate managers

•

Morale

•

Quality of appraisals

•

Quality of care

•

Safe environment – bullying and harassment

•

Safe environment – violence

•

Safety culture

•

Staff engagement

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

x

REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
Quality Improvement Committee
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
27/02/19
LEGAL IMPLICATIONS:
REGULATORY
IMPLICATIONS (CQC/NHSI):

The CQC utilise the NHS Staff Survey data to inform their inspection regime.

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

Yes

If ‘yes’:
DATIX ID
2823

Strategic Objective
To enable staff to reach their
potential and innovate

Description (as per BAF)
Cultural alignment – Failure to establish a healthy and open
culture will impact upon the Trust’s ability to attract and
retain a high quality workforce and achieve its strategic
goals

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board is asked to review and discuss the outcomes from the 2018 Staff Survey.

x

Assurance

x

Approval/Decision
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NHS STAFF SURVEY 2018
Introduction
This report summarises the findings drawn from the results of the 2018 National Staff Survey. The
report reflects changes that have been made to the way the results are collated nationally. Key
findings have been replaced by themes. The themes cover the following ten areas of staff experience
and whilst there is no ability to compare previous years with key finding the themes do present results
in these areas in a clear and consistent way.
•
•
•
•
•
•
•
•
•
•

Equality, diversity and inclusion
Health and wellbeing
Immediate managers
Morale
Quality of appraisals
Quality of care
Safe environment – bullying and harassment
Safe environment – violence
Safety culture
Staff engagement

New reporting allows Trusts to report 5 years previous which can create greater trend reporting
however given the current lifespan of GMMH only 2 years of data is available.
The Trust received a response rate of 47% against a national average of 54% (and an increase of 13%
from the 2017 survey). A summary of the key data by theme is included later in this report, however,
the full staff survey can be viewed on line though following the link to
http://nhsstaffsurveys2018.com/files/NHS_staff_survey_2018_RXV_full.pdf
Key changes in the 2018 Staff Survey
The results of the 2018 NHS Staff Survey still show the Trust has some way to go in relation to staff
satisfaction overall. However, there have been reported improvements in some areas, particularly
relating to how staff feel about raising concerns in relation to patient safety.
A decline in the Health & Wellbeing score identifies a need to review and refocus our efforts in relation
to how the Trust supports employee wellbeing, and to create an environment free from discrimination
and bullying.
A new question measuring morale scored 6.0 out of 10, which is just below the national average of
6.2 for mental health trusts.
Of the ten themes in the survey, none have seen significant improvements, however, 6 have remained
the same. Notwithstanding this the Trust is showing higher potential for retention of workforce due
to reporting better than the national average in relation to staff reporting that they would want to
leave the organisation, and, as previously mentioned, the Trust reports well in staff feeling secure in
raising concerns.

There are three theme scores that have shown a deterioration compared to 2017. These are equality,
diversity and inclusion, health and wellbeing and quality of care.
More detailed analysis of the questions and themes has identified a higher dissatisfaction from
disabled staff in relation to most questions asked in the survey.
The following pages provide a breakdown of each theme along with the key indicators within each
theme.
Actions
Work will continue as outlined in the Workforce & OD Strategy which will have a positive impact across
all areas, however, when considering the greatest need within the Trust through the triangulation of
other key performance indicators, such as reasons for sickness absence, the following actions have
been identified as essential as we move forward into the 2019 survey.

Improve employee wellbeing by:

Reduce violence against staff by:

•Reviewing and refreshing our
approach to managing absence
•Developing a new Employee
Wellbeing Policy to replace the
current Managing Sickness Policy.
•Defining a new Organisational
Health & Wellbeing Plan focussing
on the postive impact of quality line
management supervision; team
meetings; visible leadership;
increasing opportunities for staff to
feedback; increasing ways for
recognition of staff
•Learning from leavers
•Holding a listening event for
disabled staff to give their view in
more detail and inform how we will
implement the WDES and make
imporvements for them.

•Continuing with the Mutual Respect
Campaign delivered by the Nursing
& Governance Team

Create an environment free from
bullying, harassment &
discrimination by:
•Reviewing and refreshing our
Bullying and Harassment Policy.
•Increasing support for staff who
experience bullying, harassment or
discrimination through the
promotion of the role of the
Freedom to Speak Up Guardian

Equality, diversity and inclusion: theme score and contributing questions
Equality, Diversity & Inclusion
9.5

Theme score:

9

8.8

8.5
8
7.5

2017 – 9.0

GMMH

Equal Opportunities
83.5% of staff felt the Trust provides equal
opportunities for career progression or promotion
•
•
•

This is an almost 4% decline since the 2017
report which reported 87.1%.
71.3% BAME staff believe that the Trust
provides equal opportunities for career
progression compared to 85.1% white staff.
75.1% of disabled staff believe equal
opportunities exist for career progression
compared to 86.3% of non-disabled staff.

72.9% of staff felt the Trust had made adequate
adjustments to enable them to carry out their work.
•

Corporate Services

Specialist Services

11.1% of staff have reported personally
experiencing discrimination at work from
patients, service users, their relatives or
members of the public.
•

This is an increase of just below 2% since
the 2017 survey

8.3%
of
staff
reported
experiencing
discrimination from managers, team leaders or
other colleagues.
•

Whilst this has increased very slightly
from 2017 it is in line with the national
average.

Staff reported discrimination by...
40
30
20

The graph shows on what basis
staff
had
experienced
discrimination.
Ethnic background continues to
be the most common reason for
discrimination.

10
0

Trafford,
Manchester & City
Wide

Discrimination
The following percentage of staff reported
personally experiencing discrimination at work
in the last 12 months:-

Results in this area nationally have been
declining since 2015 and the Trust too
declined from the 2017 survey which
reported 75.5%

On
what
grounds
is
discrimination experienced?

Bolton, Salford &
GM Wide

2017
Ethnic Background
Sexual Orientation
Gender
Other Reasons

2018
Age
Disability
Religion

Health & wellbeing: theme score and contributing questions
Health & Wellbeing
7

Theme score:

6.5

5.8

6
5.5

2017 – 6.0

5

Declined nationally

4.5

GMMH

Corporate Services Bolton, Salford & Specialist Services
Trafford,
GM Wide
Manchester & City
Wide

Staff Health

Organisational work on health & wellbeing

21.7% of staff experienced MSK problems as
a result of work activities

61.6% of staff were satisfied with opportunities for
flexible working.

•
•

•

This is an increase of 3% from 2017
MSK problems are the Trusts second
most highest reason for sickness
absence

•

25.1% of staff felt that the Trust took positive
action on health and wellbeing.

48.1% of staff reported feeling unwell as a
result of work related stress, an increase of
4% since 2017.
•

This is a slight increase from that reported
in 2017 which was 61.2.
All Trusts nationally saw a positive increase
in this area

•

Nationally this measure has been in
decline since 2016 with 2018 being
the worse result in 5 years.

•

This reduced from 32.4% in the 2017
survey
This trend is observed across most NHS
Trusts (with the exception of ambulance
Trusts) however the average drop being
3%.

Nationally there has been an overall decline in the proportion of staff working additional unpaid hours,
and whilst the Trust overall still reports below the national average there has been an increase of 2%
from 2017 to 2018. The chart below shows this by staff group highlighting that this is most common
in Medical Staff and Nursing Staff where 4 out of 5 staff are working additional unpaid hours.
% of Staff Working Additional Unpaid Hours in a Week
100
80
60
40
20
0

National Avg. Trust Overall
(Mental
Health)

Medical

Registered
Nursing

Add Prof, Sci,
Tech

2017

2018

AHP's

Add Clin
Services

Admin &
Clerical

Anciliary

Immediate managers: theme score and contributing questions
Immediate Managers

Theme score:

7.6

7.1

7.2

2017 – 7.1

6.8

This rating has seen a decline
nationally.

6.6

7.4
7

GMMH

Corporate Services Bolton, Salford & Specialist Services
Trafford,
GM Wide
Manchester & City
Wide

Work feedback and support

Inclusion and motivation

72.7% of staff were satisfied with the
support they received from their managers

58.6% of staff state that their managers ask for
their opinion before making decisions that affect
their work

•

Female staff are 3.5% less satisfied
than male staff

59.4% of staff stated their managers
supported them to receive training and
development
•

This is an increase of 3% since the
2017 report

•

Medical staff reported the highest in this
area and Estates & Ancillary staff reported
the lowest.

72.8% of staff reported that their manager takes
a positive interest in their health and wellbeing
•
•

This is a reduction of 1% since the 2018
survey
Admin & clerical staff report the highest
and medical staff reported the lowest.

Morale: theme score and contributing questions
Morale
6.4

Theme score:

6.2

6.0

6
5.8

This is the first year for this measure

5.6
5.4

GMMH

Corporate Services Bolton, Salford & Specialist Services
Trafford,
GM Wide
Manchester & City
Wide

Stress factors:
Relationships (new questions for 2018)

Pressures

76% of staff said they receive the respect they
deserve from their colleagues

52% of staff are involved in deciding changes
introduced that affect their work, a reduction of
7% since 2017.

47.7% of staff said relationships at work are
never or rarely strained
73.8% of staff said their immediate manager
encourages them at work
Staff thinking about leaving (new for 2018):

19.8% never or rarely have unrealistic time
pressures (new for 2018)
56.2% often or always have a choice in deciding
how to do their work (new for 2018)

32.9% of staff often think about leaving the Trust.
24.6% will probably look for a job at a new organisation in the next 12 months.
18.3% will leave the Trust as soon as they can find another job.
Where would those considering leaving their job go next?
I am considering leaving my current job and I would want to...
40
35
30
25
20
15
10
5
0

move to a job within
the Trust

move to a job in a
different NHS Trust
GMMH

would retire or take a
career break

take a job outside of
move to a job in
healthcare
healthcare but outside
NHS

National Avg. (Mental Health)

Quality of Appraisals: theme score and contributing questions
Quality of Appraisals

Theme score:

5.8

5.4

5.4

5.6
5.2

2017 – 5.3

5
4.8

GMMH

Corporate Services Specialist Services Bolton, Salford &
Trafford,
GM Wide
Manchester & City
Wide

Professional development

Values

21.3% staff reported that their appraisal
definitely helped them improve how they do
their job, this is a 1.5% increase since 2018
survey

29.2% stated their appraisals left them feeling
that their work is valued by the organisation
which is a slight increase from the 2017 survey.

33.1% stated that they had clear objectives.

37.9% involved a discussion of the Trust Values
which is an increase of 1.5% since the 2017
survey.

What proportion of staff have had an appraisal and how effective is it?
86.1% of staff said they had an appraisal in 2018, which is a slight reduction since 2017 which reported
87.2%, however the below graph indicates a very slight increase in the quality of the appraisal
discussion. Research & Innovation had the highest portion of staff (33.3%) reporting that their
appraisal helped them to improve in their job and Finance reported the lowest (6.3%).
When compared nationally 72.5% of GMMH employees stated that their appraisal helped them
identify learning and development which is above the average of 71.9% and an increase of 5.5% since
the last survey.
Of those who said they had an appraisal
- those who said it help them improve in
their job...
100%

78
76

80%

74

60%

72

40%

70

20%
0%

% of staff saying they have had nonmandatory training in 2018...

68
2017

2018

helped me to improve how I do my job
did not help me to improve

66

2017
National Avg. (Mental Health)

2018
GMMH

Quality of care: Theme score and contributing questions
Quality of Care
7.4

Theme score:

7.2

7.1

6.8

2017 – 7.0

6.6
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GMMH
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GM Wide
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Wide

2017
78%
89%
64%

Staff satisfied with the quality of care they give to service users
Those who felt their role makes a difference to service users
Those who said they are able to deliver the care they aspire to

2018
75%
85%
60%

By Staff Group
AHP's
Admin & Clerical
Registered Nursing
Additional Clinical Services
Ancilliary
Add Prof, Sci, Tech
Medical
GMMH
National Avg. (Mental Health)
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Safe environment – Bullying & harassment: theme score and contributing questions
Safe Environment - Bullying & Harassment
9.5
9
8.5
8
7.5
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Theme score:
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2017 – 8.0

GMMH

Corporate Services Bolton, Salford & Specialist Services
Trafford,
GM Wide
Manchester & City
Wide

Staff Experiencing Bullying and Harassment in the last 12 months
From service users / relatives / members of the public
From managers
From other colleagues

2017
36.1%
11%
15.2%

2018
33.6%
13.1%
15%

Staff experiencing bullying and harassment from other colleagues has increased nationally to 17% in
2018 from 15.5% in 2017. GMMH report below the national average in 2018 by 1.8%.
BAME staff reporting bullying from other colleagues has risen by 4% in 2018, similarly disabled staff
have reported a 3% increase since the 2018 survey.
The graph below breaks bullying and harassment down by Division and highlights that Health & Justice
have the highest incidents of staff experiencing bullying and harassment in the last 12 months.
By Division - I have experience bullying & harassment in the last 12 months from...
40
35
30
25
20
15
10
5
0

from managers

from other colleagues

Is harassment, bullying or abuse reported by staff?
Of those staff who reported experiencing at least one incident of harassment, bullying or abuse in the
last 12 months 64.6% said they had, this is 6.8% higher than the national average.

Safe environment – Violence: theme score and contributing questions
Safe Environment - Violence

Theme score:

9.1
2017 – 9.1

10
9.5
9
8.5
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GMMH

Corporate Services Bolton, Salford &
Trafford,
Specialist Services
GM Wide
Manchester & City
Wide

Staff experiencing physical violence
Nationally Mental Health Trusts have higher than average incidents of violence with 1 in 5 staff having
experienced violence from the service users, their relatives or the public whilst at work in the past
year (20.2%).
The following percentage of staff in GMMH experienced at least one incident of physical violence in
the last 12 months:•
•

•

23.3% from service users, their relatives or other members of the public, this has increased
by 1.6% since the 2017 survey
0.8% from managers, which is a reduction of 0.2% since 2017.
o Forensic Mental Health are the highest reporters for this category with 3.4%. North
Manchester, South Manchester, Trafford, IAPT, SMS and Salford all report below 1%
in this area.
2.1% from other colleagues, which is a reduction of 1.6% from the 2017 survey.
o Forensic Mental Health are the highest reporters for this category with 7.3%,
followed by Health & Justice with 5.1%.
o The staff group reporting the highest in relation to experiencing physical violence at
work from colleagues was Additional Clinical Services, which typically the Health Care
Support Workforce.

Safety culture: theme score and contributing questions
Safety Culture

Theme score:

6.7
2017 – 6.7
National Average – 6.7

7
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Manchester & City
Wide

Action on reported incidents

Raising Concerns

55.7% of staff feel the Trust treats staff who are
involved in an error, near miss or incident fairly,
compared to 52% in 2017.

72.1% of staff would feel secure raising
concerns about clinical practice. This is above
the national average and has also risen by 1.2%
since staff were surveyed in 2017.

69.6% feels the Trust takes action to ensure that
reported errors, near misses or incidents do not
happen again, which is comparable to the
reported number in 2017.
72.8% feel the Trust acts on concerns raised by
service users, a reduction of 1.9% since 2017.
58.3% of staff state that they receive feedback
following reporting an incident, error or near
miss.

59.2% of staff were confident that the Trust
would address their concern, which again is an
increase from 2017 which reported 58.3%.
Even though the national average in this area
has increased the Trust continues to see
improvements and reports above the national
average.

Witnessing errors, near misses or incidents
While nationally overall improvements are observed
on measures of organisational culture of safety, more
staff have reported witnessing incidents than in
previous years (both nationally and in GMMH).
As seen on the chart to the right 27.4% of staff
reported seeing an error, near miss or incident that
could have hurt service users, nationally this category
is the highest proportion in the last 5 years (27.8%).
GMMH showed an increase of 3.2% from 2017.
Incidents endangering staff have also increased
nationally, although at a slower rate than incidents
that could hurt service users. However, the national
average for this area has increased by 4.1%
highlighting a more rapid growth than that of GMMH.

In the last month have you seen any
errors, near misses or incidents that
could have hurt...
30
25
20
15
10
5
0

2017
Service Users

2018
Staff

Staff engagement: Theme score and contributing questions
Staff Engagement

Theme score:

6.9
2017 – 6.8
National Average – 6.8

7.4
7.2
7
6.8
6.6
6.4
6.2
6

GMMH

Corporate Services Bolton, Salford & Specialist Services
Trafford,
GM Wide
Manchester & City
Wide

Motivation

Ability to contribute to improvements

53.9% of staff said they often or always look
forward to going to work compared to 56.1% in
2017.

74% of staff said they have frequent
opportunities to show initiative in their
role which is an increase of 0.8% since
2017.

o

This is not in line with the national
average where staff looking forward to
going to work has increased by 2%.

70.9% of staff said they are often or always
enthusiastic about their job, compared to 73.4% in
2017.
77.3% of staff said time often or always passes
quickly when they are working, again a reduction
from 2017.

75% of staff said they are able to make
suggestions to improve the work of their
team / department.
58.2 said they are able to make
improvements happen in their area of
work.

The table below highlights how the staff engaged score is calculated, and how this is broken down
across services.
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In line with the Equality Act 2010 (Gender Pay Gap Information Regulations 2017),
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pay gap reporting on the snapshot date of 31 March 2018.
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THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
Objective 5 – Enable staff to reach their
achieve their goals
potential and innovate
Objective 3 – Engage in effective partnership
Objective 6 – Achieve financial strength and
working
be well-governed

X

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

Council of Governors
Executive Management Team
LEGAL IMPLICATIONS:

Gender Pay Gap Reporting is a requirement of the Equality Act 2010 (Gender
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Gender Pay Gap Report 2019
1. Introduction
In line with the Equality Act 2010 (Gender Pay Gap Information Regulations 2017), Greater
Manchester Mental Health NHS Foundation Trust has undertaken gender pay gap reporting on the
snapshot date of 31st March 2018.
The GMMH Workforce and OD Strategy outlines our ambition to create an inclusive environment
which embraces diversity. The Gender Pay Gap Report provides us with invaluable intelligence
which will enable us to move towards this ambition.
Gender Pay Gap Information Regulations require the Trust must publish six calculations showing:
•
•
•
•
•
•

The average gender pay gap as a mean average
The average gender pay gap as a median average
The average bonus gender pay gap as a mean average
The average bonus gender pay gap as a median average
The proportion of males receiving a bonus payment and the proportion of females
receiving a bonus payment
The proportion of males and females in each quartile pay band

At the time of the report (31st March 2018) the Trust had 5024 employees/workers, of which 3,607
(71.8%) were female and 1417 (28.2%) were male.
The ratio of male to female staff that the Trust employs is generally representative of the NHS
workforce. The greatest proportion of staff at the Trust are nursing and healthcare support staff.
The majority of these staff are female and this is supported by the number of registrants with the
Nursing and Midwifery Council (NMC), who in their Equality and Diversity Report 2017-2018
reported that 89.3% of the registrants were female compared to 10.7 % of males.
2. NHS Pay Structure
The majority of staff at the Trust are on the national Agenda for Change Terms and Conditions of
Service. The basic pay structure for these staff is across 9 pay bands
and staff are assigned to one of these on the basis of job weight as measured by the NHS Job
Evaluation Scheme. Within each band there are a number of incremental pay progression points.
Medical and Dental staff have different sets of Terms and Conditions of Service, depending on
seniority. However, these too are set across a number of pay scales, for basic pay, which have
varying numbers of thresholds within them.
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There are separate arrangements for Very Senior Managers, such as Chief Executives and Directors.
As a public sector organisation, some of the services that are provided are on a 24/7 basis and
therefore staff that work unsocial hours, participate in on-call rotas and work on general public
holidays will also be in receipt of enhanced pay in addition to their basic pay. This mainly applies to
clinical staff who work in ward areas along with non-clinical senior managers, who participate in the
Senior Manager/Executive on-call rota and non-clinical staff who provide 24/7 services such as
Estates staff.
3. GMMH Workforce Profile
The breakdown of the proportion of females and males in each banding is set out in the table below:
Gender
Band
Band 1
Band 2
Band 3
Band 4
Band 5
Band 6
Band 7
Band 8a
Band 8b
Band 8c
Band 8d
Band 9
Ad Hoc
Medical & Dental

Female
66%
66%
74%
84%
75%
72%
72%
78%
63%
74%
64%
100%
65%
43%

Male
34%
34%
26%
16%
25%
28%
28%
22%
37%
26%
36%
0%
35%
57%

Mean Gender Pay Gap
The average gender pay gap as a mean average for the Trust shows that female staff are paid
11.91% less than male staff:
Gender
Male
Female

Average Hourly Rate
£17.31
£15.25

Our analysis shows that within the Trust there are a higher number of male staff in senior medical
positions compared to female staff in these roles. Of the senior medical staff (Consultants) who are
in the two highest basic pay thresholds, i.e. 14 years or more completed as a Consultant, 60% are
male and 40% are female.
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4.

Median Gender Pay Gap

Gender
Male
Female

Average
Rate
£14.24
£13.58

Hourly

The median gender pay gap for the Trust shows that female staff are paid 4.61% less than male staff.
The median gender pay calculation indicates that there is a difference between the median pay of
the Trust’s male and female staff of £0.66.
The Trust believes this figure is more representative of the gender pay gap, but acknowledges this
still demonstrates there is a gap that needs to be addressed.

5. Bonus Pay
The information on gender pay gap relating to bonus payments is based on payments received by
medical staff in the form of Clinical Excellence Awards. As at 31st March 2018 there were 37 medical
staff in receipt of CEA, of those 13 (33.33%) were female and 24 (64.86%) were male.
5.1 Mean bonus gender pay gap
The mean bonus pay gap for the Trust shows that female staff are paid more favourably than male
staff based on the mean average (-1.74%) ).
Gender
Male
Female

Mean Average Bonus
Pay
£10,052
£10,227

The mean bonus pay gap indicates that there is a difference of £175 per annum for male staff in
receipt of a Clinical Excellence Award than female staff.
5.2 Median bonus gender pay gap
The median bonus pay gap for the Trust shows female staff are paid 33.33% less bonus based on the
median average than male staff:
Gender
Male
Female

Median Average Bonus Pay
£9,040.50
£6,027.04

The median bonus pay gap indicates that there is a difference of £3,013 per annum for female staff
in receipt of a Clinical Excellence Award than male staff.
The information demonstrates a significant difference in the median pay gap between female and
male doctors.
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6. Proportion of Males and Females in Each Quartile Pay Band
The following table sets out the gender profile of staff within each quartile pay band. The quartiles
are based on the following salary points:
Lower – Band 1 to Mid Point Band 3
Lower Middle – Mid Point Band 3 – Mid Point Band 5
Upper middle – Mid Point Band 5 – Mid Point Band 7
Upper – Mid Point Band 7 – Doctors/Consultants/Very Senior Managers

Quartiles
Lower
Lower
Middle
Upper

Female %
76.59

Male %
23.41

70.41
67.27

29.59
32.73

This data shows there is a lower proportion of female staff in the upper quartile pay bands
compared to female staff in the other quartiles.

7. Conclusion
The Trust has made progress with regard to reducing the gender pay gap compared to the figures
presented in the first Gender Pay Report in 2018. Positive pro-active work was undertaken with
female Consultants during 2018 to encourage a higher application of Clinical Excellence Awards and
this has impacted positively in the creation of an overall reduction in the pay gap reported.
Appendix 1 provides a comparison between March 2018 and March 2017 figures.
The mean gender pay gap for the whole of the public sector economy according to the October 2017
Office for National Statistics Annual Survey of Hours and Earnings figure is 17.7%. At 11.91% the
Trust mean gender pay gap is below that of the wider public sector.
Although the Trust has made progress with regard to reducing the gender pay gap, it is
acknowledged that a pay gap is still in existence and the Trust is fully committed to continue to work
towards achieving gender pay parity.
8. Reducing the Gender Pay Gap Actions
Given gender pay inequality has been in existence for decades, it is acknowledged that eliminating
inequality will not take place in a short time frame. It is therefore proposed to continue to embed
the actions contained within the 2018 report (summarised below) and in addition to this consult and
engage the Trust’s newly established Inclusive Leadership Network to explore additional areas which
may be of benefit:
•

Promote mental health career opportunities to schools and colleges with a
particular emphasis on attracting and encouraging males into the workforce
6

•
•
•
•

Target leadership opportunities with a focus on gender and develop further our
talent management strategy
Aim to maintain equal gender representation at board level
Launch a targeted campaign to encourage Clinical Excellence Awards applications
from all groups
Promote flexible working opportunities and raise awareness of parental leave
entitlements
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Appendix 1
Mean Gender Pay Gap
2018
2017
11.91%
12.64%
Median Gender Pay Gap
2018
2017
4.61%
5.04%
Mean Average Bonus
2018
2017
-1.74%
25.04%
Median Average Bonus Pay
2018
2017
33.33%
64%
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This report outlines progress made in relation to the Workforce Race Equality
Standard which was published in September 2018.
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WORKFORCE RACE EQUALITY STANDARD (WRES) UPDATE
MARCH 2019

Introduction
The Workforce Race Equality Standard Action Plan was developed in September 2018 and is
attached for reference and information at Appendix 1.
Following discussion at the Workforce Equality Group a decision was made to prioritise two areas of
work to ensure the biggest impact could be made.
The first priority area was a review of the likelihood of staff entering a formal disciplinary process.
This indicator had seen an increase based on the previous year’s data, and the Trust was reporting
higher than many other NHS Trusts within the GM area.
The second priority area was the need to support an enhanced programme of leadership
development for the BAME workforce to enable growth in BAME staff ratios in staff groups Band 7
and above.
Progress made during 2018/19
Leadership
The GMMH Opening Opportunities Programmes supported a cohort of 12 members of BAME staff
through a leadership development journey during 2018/9. The programme has evaluated positively
and the outcomes have identified that 5 staff have been promoted into new roles (4 internally; 1
externally); 2 have been accepted on to the NHS Leadership Academy Stepping Up Programme and 1
onto the Ready Now Programme, a further 2 people have applied for the next intake. It is proposed
to run this programme again and to widen the invitations out to all staff represented through the
Trust’s Inclusivity Network to ensure the Trust is supporting intersectionality, we would also look to
increase the cohort number to 30.
The Coaching Network has been promoted and advertised to BAME Staff and 3 members of BAME
Staff accessed this service over the last 12 months.
Staff Entering a Formal Disciplinary Process
The 2018/9 WRES highlighted that the likelihood of BAME staff entering the disciplinary process is
3.35 times greater than white staff. Further analysis has identified that BAME staff are more likely to
have an outcome of “no case to answer” following a disciplinary investigation.
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To better understand how staff are entering disciplinary processes members of the Workforce
Equality Group reviewed information relating to formal disciplinary cases across the Trust. To build
on this analysis, and to gain a deeper understanding of the themes, members of the Workforce
Equality Group are undertaking a live case study review whereby 4 recent disciplinary cases are
being reviewed. The review will take the form of a table top assessment of the documentation
together with interviews with the members of staff involved in the process. This work is being
carried out in partnership with staff side and permission has been given from the staff members and
managers involved.
In addition to this the HR Advisory Team hold monthly case review meetings which is chaired by the
Head of HR and cases are bought for discussion and a collective approach is applied to ensure that
cases are being managed fairly and equitably across the organisation, and organisational learning is
taking place as a result of all cases.
Moving Forward
The WRES data for 2019 is due to be published in August, which will give cause for a period of time
to pause, reflect and refresh the actions, and this work needs to take place through engagement
with the Trust’s BAME Staff Network.
Work needs to progress in line with the commitments made in the Equality, Diversity and Inclusion
Strategy, which includes the need to demonstrate an improvement in the number of BAME staff
employed in leadership positions on the base year position (2017/8) by a minimum of 10% in 3
years.
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Appendix 1

WORKFORCE RACE EQUALITY SCHEME ACTION PLAN – 2018/19
Workforce Race Equality
Indicators
1.

GMMH Position 18/19

Action Plan

Workforce metrics – For each of these workforce indicators, the standard compares the metrics for white and BME staff
Percentage of BME staff in
• To continue to support the Trust’s newly
each of the AfC Bands 1-9 or
established BAME Staff Network to
Non
Medical and Dental Subgroups
share, network and influence Trust
Band
Clinical
Clinical
and VSM (including executive
agenda
% BME % BME
Board members) compared
•
Target BAME staff in leadership
Band 1
15
0
with the percentage of BME
development through the Trust’s
Band 2
16
26
staff in the overall workforce
“Opening Opportunities Programme”,
Band 3
12
11
including evaluation of the programme
Band 4
7
8
• Targeted promotion of NHS Leadership
Band 5
8
16
Academy ‘Stepping Up’ Programme for
Band 6
12
11
BAME staff in bands 5-7
• Prioritise access to coaching network for
Band 7
7
10
BAME staff and evaluate uptake.
Band 8A
0
7
• Target TNA recruitment to BAME staff
Band 8B
5
10
groups
Band 8C
0
4
• Revision of mandatory equality and
Band 8D
0
0
diversity training for all staff –
Band 9
0
0
- Introduction of face to face

Timescale

Ongoing

November
2018

5

VSM

11

N/A

Consultants

35

Of which are Medical Managers

20

Non Consultant Career Grades

54

Other

20

•

mandatory equality and diversity
session for all new starters
- Introduction of mandatory inclusive
leadership training for front line
managers
Creation of a resource area for key
learning packages relating to inclusion

December
2018
Feb 2019
March 2019

% of BME staff in the organisation is 14%.
The data shows that BME staff are most under
represented in non-clinical roles in bands 4 and 5,
bands 7 upwards, with the exception of at a VSM level.
In clinical roles the data shows BME staff are most
under represented in band 4, bands 6 upwards.
2.

Relative likelihood of staff
being appointed from
shortlisting across all posts

Likelihood of White staff being appointed from
shortlisting is 1.85 greater than BME staff

•
•
•
•

March 2019
Work towards always having BAME
member on each recruitment panel
Development of values based approach
January 2019
to recruitment and selection, including
supporting materials and guidance
Re-launch of the Trust’s Recruitment and
Selection Training, including values
based recruitment
Introduction of mandatory requirement
August 2019
to attend Trust Recruitment and
Selection Training prior to being involved
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•

3.

4.

5.

Relative likelihood of staff
entering the formal disciplinary
process, as measured by entry
into a formal disciplinary
investigation. This indicator will
be based on data from a two
year rolling average of the
current year and the previous
year

•

White - 35%
BME - 40%

•

November
2018

Introduce monthly review of disciplinary November
and grievance cases to be undertaken to 2018
identify any hot spot areas/concerns
relating to disciplinary decisions
• All cases involving a BAME staff
April 2019
members will be reviewed by Service
Manager
• Development of management
April 2019
development programmes which
support and guide managers through
key HR processes, with a specific focus
October
on equality
2018
• Review proportion of BAME staff who
are Trade Union members
Relative likelihood of staff
Likelihood of white staff accessing non-mandatory
March 2019
• In partnership with staff side sample
accessing non-mandatory
training and CPD is 1.16 greater than BME staff
proportion of IPDRs from both white and
training and CPD
BAME workers to evaluate quality
• Create clear and transparent application
process on learning hub to enable better March 2019
monitoring of data
National NHS Staff Survey findings – for each of the four staff survey indicators, compare the outcomes of the responses for White and BME staff.
KF 25. Percentage of staff
experiencing harassment,
bullying or abuse from

Likelihood of BME staff entering disciplinary process is
3.35 greater than White staff

in the recruitment and selection of staff
Analysis of advertised posts that have a
good representation from BAME
candidates – evaluation of scoring
matrix/comments to determine reason
for non-appointment.

Board level, campaign, led by the
Director of Nursing to address
harassment, bullying and abuse with a

Ongoing
7

patients, relatives or the
public in last 12 months
•

6.

KF 26 Percentage of staff
experiencing harassment,
bullying or abuse from
staff in last 12 months
7. KF 21 Percentage believing the
Trust provides equal
opportunities for career
progression or promotion

White – 20%
BME – 20%

•
•

White – 89%
BME – 77%

•

•
•
•

8.

Q17 In the last 12 months
White – 7%
have you personal experienced BME - 13%
discrimination at work from
any of the following: b)
manager/team leaders or other
colleagues

•
•

particular focus on racist behaviour to
ensure all staff, service users and carers
are clear about expected behaviours.
A review of racist incidents will be
undertaken to identify any particular
service areas with a higher number of
incidents. This will inform targeted work
to enforce the Trust positive and safe
policy
Staff Health and Wellbeing strategy
action plan implemented
Staff side and management forums will
be rolled out across all directorates
Further promotion and evaluation of the
uptake of coaching for all staff, to
encourage staff and address barriers to
development
Positive statement will continue to be
made in adverts
Review uptake of Internal Transfers
Process and further promotion to BAME
staff
Consideration of survey to members of
the inclusive network to better
understand issues surrounding career
progression
Freedom to speak up role promoted
more widely throughout the Trust to
enable staff to raise concerns
Analysis of data to identify profile of
staff raising concerns

Ongoing

Ongoing
October
2018
December
2018
Ongoing
December
2018
March 2019

Ongoing
November
2018
8

•

9.

Equality training embedded in line
manager development

Board representation indicator – for this indicator, compare the difference for White and BME staff
Percentage difference between BME 14.3% compared to 14% BME staff in the overall
• Continually monitor board
the organisations’ Board voting workforce.
representation.
membership and its overall
workforce

April 2019
Ongoing
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Minutes of the Quality Improvement Committee
Held on
Thursday 14 February 2019
9am until 12noon
Meeting Room 1 & 2, First Floor, The Curve

RATIFIED
Present
Chair

Julie Jarman
Chris Daly
Helen Dabbs
Gill Green
Andrew Maloney
Tim McDougall
Julie Bodnarec
Stephanie Kennedy
Sean Lennon
Hany El-Metaal
Alice Seabourne
Matt Miller
Neeti Singh
Dale Huey
Adam Young
Chris Rosson

In
attendance: Claire Watson
Rebecca McCarren
Patrick Cahoon

Non Executive Director
Medical Director
Non Executive Director
Director of Nursing and Governance
Director of HR And Corporate Affairs
Associate Director of Nursing and
Governance
Deputy Director of Governance
Trust Lead for Psychology
Consultant, South and Later Life
Consultant, CAMHS
Associate Medical Director
Consultant, Salford
Consultant, Rehab
Strategic Lead for Primary Care Psychological
Therapies
Head of Operations
Head of Operational Support
Recovery Academy Lead
Head of Integrated Healthcare
Head of Quality Improvement

Trafford, Manchester & Citywide
Specialist Network
Rehab, IAPT, Bolton and Salford
Rehab, IAPT, Bolton and Salford
Rebab, IAPT, Bolton and Salford
Rehab, IAPT, Bolton and Salford
Trafford, Manchester & Citywide

Nursing and Governance
Nursing and Governance
Nursing and Governance

1. Apologies (14/02/2019 – 9.30am: 9.31am)
Apologies were noted from: Neil Thwaite, Liz Calder, Tony Morrison, Deborah Partington, Rosie Clarke, Luis Rojo,
Boben Benjamin and Jonathan Dewhurst.
2. Welcomes and Introductions (14/02/2019 – 9.31am: 9.33am)
The Committee noted the updated distribution list.
All members were welcomed and introduced.
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3. Minutes of the Previous Meeting (14/02/2019 – 9.33am: 9.35am)
The minutes of the previous meeting held on the 10th January 2019 were agreed as an accurate record pending
amendments to the attendees list and item 10 in regards to the board assurance framework which should read
“recommended to board for closure”.
4. Matters Arising (14/02/2019 – 9.35am: 9.35am)
4.1. Dragons Den
An update was provided in regards to the dragons den that 58 dragons den funded initiatives will be completed by the
end of the financial year 2018/2019.
5. Conflicts of Interest (14/02/2019 – 9.35am: 9.36am)
No conflict of interest were declared at the Committee.
6. Terms of Reference (14/02/2019 – 9.36am: 9.42am)
The Committee reviewed the updated Quality Governance Committee terms of reference. The Committee reviewed
the updated membership of the Committee, which now reflects representation from the divisional hubs. The terms of
reference also has been updated to represent and reflect the Trustwide committee Governance structure to ensure
ward to board, board to ward assurance. The Committee were in agreement that the Committee terms of reference
should incorporate the Quality Improvement strategy and reflect a change in the Quality Governance Committee
name to ‘Quality Improvement Committee’. The updated terms of reference will be brought back to the Committee in
March 2019.
Action: Gill Green
7. Employment Deep Dive (14/02/2019 – 9.42am: 10.30am)
The Committee received a presentation in regards to a deep dive into employment. The initial sample survey selected
100 service users at random and a further questionnaire was completed to understand service user views on the
support they receive from the Trust in regards to employment. The Committee noted the deep dive into employment
papers and discussed the findings. The Committee discussed the challenges in regards to the recruitment of service
users, and the differences in advice provided in regards to the impact of recruitment on service user state benefits.
The Committee also discussed the roles and responsibilities of GMMH in regards to supporting service users’ access to
employment and how GMMH can deliver on this. The Committee identified that actions in regards to this are to be
addressed through internal leadership and following this, a quality summit with stakeholders and partners to address
and identify agreed actions to support service users to access employment.
The Committee agreed that a terms of reference would be brought back to the Committee in March in regards to the
internal leadership and quality summit. A further position paper will also be brought back to the Committee in
September 2019.
Action: Chris Daly/Gill Green
Action: Claire Watson
8. Trauma Informed Care (14/02/2019 – 10.30am: 11.08am)
The Committee received a presentation from Stephanie Kennedy and Dr Filippo Varese on the use of Trauma Informed
Care. The Committee noted that the use of Trauma Informed Care will prevent service users from becoming retraumatised and promote of a sense of safety both physically and psychological for our service users. The use of
Trauma Informed Care has been reflected in key strategies nationally, including the NHS 10 year plan, CQC sexual
safety and NICE guidance. In addition to this, it was noted that Trauma Informed Care has been utilised in GMMH,
examples of this are: Level 3 Safeguarding Training, Local Training, the TULIPS trial and it is included in the
commissioning framework for substance misuse services.
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The Committee discussed the implementation and use of Trauma Informed Care within GMMH and it was agreed that
the use of Trauma Informed Care would be taken through the Positive and Safe committee, which would initially be
focused on inpatient care. Additional actions were agreed to discuss this at the CPA workshop in March and the Adult
Acute Care Forum. It was also agreed that the TIC research unit will link in with relevant staff in the Prison service and
CAMHS.
Action: Stephanie Kennedy/Tim McDougall
9. National Benchmarking Update (14/02/2019 – 11.08am: 11.37am)
The Committee noted the report on the NHS Benchmarking Data for 2018 and received a supporting presentation in
regards to this. The Committee noted the performance in comparison with neighbouring Mental Health Trust and
North West benchmarking data. The Committee discussed how the areas of improvement can be triangulated with the
Quality Improvement work ongoing across the Trust to identify key areas of improvement. The Committee agreed that
the key areas for improvement would be progressed through the sustainability meeting.
Action: Chris Daly
10. National Patient Survey Report (14/02/2019 – 11.37am: 11.45am)
The Committee noted the findings from the National Patient Survey Report. GMMH had a response rate of 24%
compared to the 28% national average response rate. The National Patient Survey scores continue to be similar to the
findings from previous years. The Trust have identified areas of improvement and a Trustwide action plan has been
developed to deliver quality improvement. The Committee noted the Trustwide action plan and onward actions.
11. Quality Account Update and Quarter 3 Quality Account Progress Report (14/02/2019 – 11.45am: 11.50am)
The Committee noted the update on the development for the 2018/2019 Quality Account. The Committee noted that
the national guidance released reflect minor changes in regards to the content and the role of the ‘Freedom to Speak
Up’ Champion in Trust. The Committee noted that the mandated data collection by KPMG will be completed on ‘out of
area placement’ and ‘early intervention in psychosis’. The Council of Governors meeting on the 11th February chose
care plans as the local indicator to audit. Quality conversation are ongoing across the Trust to identify quality
improvement priorities for the Quality Account 2018/2019. A further update on the Quality Account development
update will be shared at the Committee in March 2019.
Action: Patrick Cahoon
The Committee noted the Quarter 3 2018/2019 Quality Account detailed progress report.
12. Quarter 3: Quality Report (14/02/2019 – 11.50am: 11.52am)
The Committee noted the Quarter 3 2018/2019 Quality Report. The Committee noted that this report continues to be
a work-in-progress, and developments continue in regards to the Quality report. The report will be presented to
Board on the 25th February 2019.
13. Positive and Safe Bi-Annual Report (14/02/2019 – 11.52am: 12.05pm)
The Committee noted the bi-annual positive and safe report. The Committee identified that since the introduction of
the SafeWards initiative across the Trust, the number of restraint incidents has reduced, this has resulted in a
downward trend year to date trajectory. The SafeWards initiative is fully embedded across the Trust, through Positive
and Safe training. There are a number of restrictive quality improvement collaborations ongoing at Bronte Ward,
Manchester and Irwell Ward, Trafford to look at reducing restrictive practice. The Committee noted the report.
14. PREVENT Briefing (14/02/2019 – 12.05pm: 12.07pm)
The briefing paper described the PREVENT process and the current process within GMMH. Cathryn Buckley, Head of
Safeguarding in GMMH, is the Trust PREVENT lead. Referrals from GMMH have increased over the last 2 years and the
referrals have been appropriate and sensitively managed by teams making the referrals. PREVENT training levels
within GMMH are at the 85% required levels. The briefing paper provided a high assurance level of PREVENT activity
within GMMH and awareness of the purpose and the process. The Committee noted this assurance.
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15. Social Work Strategy (14/02/2019 - 12.07pm: 12.09pm)
The Committee noted the GMMH Social Work Strategy. The Committee formally thanked the authors for the
development of this strategy. The authors are the Social Work Leads within GMMH and they led the development of
the strategy. The Strategy will be formally launched on the 18th March 2019.

16. Sub Group Assurances (14/02/2019 – 12.09pm: 12.15pm)
16.1. Infection Prevention and Control Committee
The sub group assurance report was noted at the Committee. The Trust are on target for the achieving the seasonal flu
campaign.
16.2. Trust Joint Safeguarding Group
The sub group assurance report was noted at the Committee.
16.3. Mental Health Act Compliance Committee
The sub group assurance report was noted at the Committee. The Committee noted the risk identified in regards to
the migration from Amigos to PARIS and oversight of the significant work being completed in regards to this through
the Mental Health Act Compliance Committee.
16.4. Post Incident Review Panel
The sub group assurance report was noted at the Committee.
16.5. Medicines Management
The sub group assurance report was noted at the Committee.
16.6. Equality and Diversity
The sub group assurance report was noted at the Committee.
17. Any Other Business (14/02/2019 - 12.15pm: 12.16pm)
17.1. Quality Improvement Briefings
The Chair and the Deputy Chair briefed the Committee of a proposed additional meeting on the 25th April 2019 which
would potentially be the start of a Quality Conversation led by the Committee with 3 hubs in regards to patient safety.
18. Date and Time of Next Meeting
The next meeting will take place on Thursday 14th March 2019 at 9am until 12noon in Meeting Room 1 & 2, First Floor,
The Curve.
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Quality Governance Committee Action Log
Purpose of
Action Title
Action
Action
Agenda
Quality Improvement
Areas of improvement from the NCAP national report to be
Strategy
incorporated into Quality Improvement Strategy.
Agenda
Policy Harmonisation
Update position paper to be brought to Committee in March

Lead

Due Date

Gill Green

14/03/2019

John Harrop

14/03/2019

Agenda

Sexual Safety

Update on sexual safety position statement

Tim McDougall

14/03/2019

Update

CQC Thematic Analysis
into MHA
Deep Dive into
Employment

Report to be taken to the Medical Leadership Committee

Dr Chris Daly

14/03/2019

Terms of reference in regards to a quality summit for the findings
from the deep dive of employment for discussions with partners to
be brought back to the Committee in March 2019.
Terms of reference to reflect change of name, incorporation of
Quality Improvement Strategy and reporting Trustwide
Committees.
Further update on the Quality Account Development

Dr Chris Daly

14/03/2019

Gill Green

14/03/2019

Patrick Cahoon

14/03/2019

Presentation on Motiv8

Dr Hany El-Metaal

09/05/2019

Update
Update

Terms of Reference

Update
Agenda

Quality Account
Development
Motivate

Update

SLA Review

Provide 6 month progress report to Committee

Jonathan Campbell

09/05/2019

Agenda

Diabetes Deep Dive

Rebecca McCarren

09/05/2019

Agenda

Positive Risk Taking

Paula Solomon and Caroline
Pickwell

09/05/2019

Update

NHS Benchmark Update

Dr Chris Daly

09/05/2019

Agenda

Safe Staffing Update

Gill Green/Tim McDougall

11/07/2019

Agenda

Tony Morrison/Damien Longson

11/07/2019

Update

Research and
Innovation
Trauma Informed Care

Further updates to the action plan approved at the January QGC to
be brought to the Committee in May and September 2019.
Further update in regards to actions and work completed in regards
to the positive risk training following the Committee in January
2019.
NHS Benchmarking update to be progress through the sustainability
group.
Next 6 monthly safe staffing report to include the consultation with
the workforce.
Further update to be provided in July 2019

Trauma Informed Care

Tim McDougall/Stephanie
Kennedy
Stephanie Kennedy

11/07/2019

Update

Trauma informed care to be progressed through positive and safe,
and to initially focus on the inpatient setting.
To be discussed at the CPA workshop in March and the Adult Acute
Care Forum.
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11/07/2019

RAG

Agenda

Deep Dive into
Employment

Further position paper to be brought back in September
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Claire Watson

12/09/2019

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

Monday 25 March 2019

Date of Committee Meeting:

Thursday 14 March 2019

Committee Chair:

Julie Jarman, Non-Executive Director

Date of Chair’s Report:

Thursday 14 March 2019

Date of Next Committee Meeting:

Thursday 25 April 2019

Key
Developments

•
•

•

•
•

•

Any Risks
Identified and
Agreed Actions

•

•

The Committee noted the new look agenda since the name change to
the Quality Improvement Committee.
The Committee noted the Annual Quality Improvement and Quality
Assurance report. This report reflects the activity of the Committee for
the last 12 months, and provides an analysis of the key quality
assurance and improvement reports and audits during 2018.
The first draft of the Quality Strategy was noted at the Committee
today and remains under development for presentation to the May
Board. The Committee discussed the next steps.
The Committee noted the Quality Account progress for 2018/2019.
The Quality Account is due for sign off at Board in May 2019.
The Committee noted the introduction and development of the CQC
Sustainability and Quality Improvement Group led by the Deputy Chief
Executive. The Group is reviewing and preparing for the forthcoming
CQC Well-Led inspection, which is now anticipated during the summer
of 2019.
The Committee noted the CQC peer review paper. The Committee
agreed that this was a very useful tool and that SLT will develop their
own action plans following the reviews.
The Committee reviewed the terms of reference for the Quality
Improvement Committee. It was agreed that further amendments to
reflect the accountability of sub groups in regards to decision making.
The Committee reviewed the Board Assurance Framework. The
Committee are responsible for risks in regards to the Mental Health
Act, positive and safe, physical health care and safe staffing. Additional
evidence has been added to each of the risks identified and the
Committee agreed as a recommendation to Board that the risk scores
are to remain the same.
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•

•

•

Other Items for
the Board’s
Attention

•
•
•

The Committee reviewed the position briefing papers in regards to
policy harmonisation in GMMH. The Committee noted good progress
has been made in harmonising clinical policies and development new
policies. The Committee also requested a progress report in regard to
HR and finance policies at the next policy update briefing, which is due
in June 2019.
The Committee noted the Care Plan Audit. The Care Plan re-audits are
completed for assurance in regards to the overall quality of care plans
across inpatient services. This is a key priority within the current
Quality Account and ongoing improvement work will be developed
and monitored by the Trustwide CPA group.
The Committee noted the handover audit. The Committee agreed an
action in regards to identifying quality standards for handovers. The
Committee also identified that the Acute Care Pathway forum is best
placed to triangulate this piece of work.
No conflict of interests was declared at the Committee.
The Committee approved the Spiritual Care Strategy 2019-2021.
The Committee noted the sub group assurance reports.
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