BOARD OF DIRECTORS (Meeting in Public)
Monday 20 May 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

TIME
1.00pm

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 March 2019
Matters Arising and Action Log

To Note

Rupert Nichols, Chair

05

Chair’s Report (Verbal)

To Note

Rupert Nichols, Chair

1.10pm

06

Chief Executive’s Brief:

To Note

Neil Thwaite, Chief Executive

1.15pm

1.05pm

06.01 – Chief Executive’s Brief (May 2019)
06.02 – Greater Manchester White Paper on
Unified Public Services and Taking Charge:
The Next Five Years
06.03 – Update on Preparations for a CQC
Core Service with Well-led Inspection
(Verbal)
07
08

STRATEGY AND POLICY
Quality Improvement Strategy – Phase One To Approve Gill Green, Director of Nursing and
Governance
‘Paris in Manchester’ – Project Closure
To Note
Janine Taylor, Associate Director of
Report
Finance

1.25pm
1.40pm

09

10

11
12
13
14
15

16

17

18

OPERATIONAL PERFORMANCE
To Note
Liz Calder, Director of
Performance and Strategic
09.01 – Regulatory and Workforce (March
Development
2019)
Board Performance Reports:

09.02 – Quarterly Quality Report: Quarter 4 To Note
2018/2019
OAPs End of Year Performance Summary – To Note
2018-19

Gill Green, Director of Nursing
and Governance
Deborah Partington, Director of
Operations

GOVERNANCE AND QUALITY
Mental Health Act (MHA) Scheme of
To Approve
Gill Green, Director of Nursing
Delegation
and Governance
Quarterly Report on Safe Working Hours:
To Note
Chris Daly, Medical Director
Doctors in Training
Learning from Deaths - Quarterly Mortality To Note
Chris Daly, Medical Director
Review Dashboard
Self-Certification on Compliance with the
To Approve
Neil Thwaite, Chief Executive
Requirements of the NHS Provider Licence
Slavery and Human Trafficking Policy
To Approve
Neil Thwaite, Chief Executive
Statement – Annual Review
WORKFORCE AND ORGANISATIONAL DEVELOPMENT
Freedom to Speak Up (FTSU) Guardian Six- To Approve
Andrew Maloney, Director of HR
Monthly Report
and Note
and Deputy Chief Executive
COMMITTEE REPORTS/MINUTES
Quality Improvement Committee:
Julie Jarman, Non-Executive
Director and Quality
17.01 - Minutes of the Meeting held 14
To Note
Improvement Committee Chair
March 2019 (Ratified)
17.02 – Committee Chair’s Report on the
Meeting held 9 May 2019

To Note

17.03 – Updated Terms of Reference
Audit Committee:

To Approve
To Note

18.01 - Minutes of the Meeting held 4
February 2019 (Ratified)

Andrea Harrison, Non-Executive
Director and Audit Committee
Chair

1.45pm

2.05pm

2.15pm
2.20pm
2.25pm
2.30pm
2.35pm

2.40pm

2.45pm

2.50pm

18.02 – Committee Chair’s Assurance
Report on the Meeting held 29 April 2019
19
20

ANY OTHER BUSINESS
Any Other Business
To Note
All
2.55pm
Questions from the Public – At the Chair’s discretion, questions may be invited from public attendees

DATE AND TIME OF NEXT MEETING
The next Board of Directors’ Meeting in public will take place on Monday 24 June 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 March 2019
Monday 20 May 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 March 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 Governance Committee
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
LEGAL IMPLICATIONS:

None identified

REGULATORY
IMPLICATIONS (CQC/NHSI):

None identified

1

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

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

Assurance

RECOMMENDATIONS:

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

x

Approval/Decision

x

2

UNRATIFIED
IN PUBLIC BOARD OF DIRECTORS MEETING - MONDAY 25 MARCH 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

-

Lead Governor
Company Secretary (Minutes)
Service User and Carer Governor
13 members in attendance (until 1.45pm)

IN ATTENDANCE:
Les Allen
Kim Saville
Margaret Willis
Manchester Users Network
No.
76/19

Item
Apologies for Absence

Action
Noted

77/19

There were no apologies for absence.
Declarations of Interest

Noted

78/19

There were no declarations of interest in agenda items.
Minutes of the Previous Meeting of the Board of Directors held 28 January 2019 Approved
The minutes of the meeting held on 25 February 2019 were accepted as a true
and correct record.
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No.
79/19

Item
Matters Arising and Action Log

Action
Noted

The Board of Directors reviewed the action log, noting the progress made.
80/19

Chair’s Report

Noted

Rupert Nichols, Chair, briefed the Board on his recent visit to the Trust’s Liaison
service in Bolton with Neil Thwaite, Chief Executive, and Margaret Willis, Service
User and Carer Governor. He highlighted the commitment of staff to delivering a
high quality and responsive service.
Rupert Nichols also provided feedback from his recent attendance at the Greater
Manchester Health and Care Board meeting, the Manchester Health and
Wellbeing Board, the national Chairs and CEOs meeting and the Mental Health
Network Conference in London. He noted that the latter was well-attended by a
range of organisations. Key issues considered at the conference included Board
and organisational diversity and progress with the NHS Long Term Plan. He
advised that Marsha McAdam, Chair of the Greater Manchester Service User
Network was part of a panel discussion on improving the physical health of
individuals with a serious mental illness. John Walker, GMMH Associate Director
of Operations, delivered a presentation on the Manchester transformation
programme at the Health and Wellbeing Board with positive feedback received
from Council members. Rupert Nichols also briefed the Board on a recent
meeting with Mike Kane, MP for Wythenshawe and Sale East.

81/19

The Board of Directors noted the Chair’s Report.
Chief Executive’s Brief

Noted

Neil Thwaite highlighted the following from his Chief Executive’s brief:
•
•

•
•

82/19

Changes to the leadership structure of NHS England and NHS
Improvement;
Proposals for possible changes to legislation to support more rapid
delivery of the NHS Long Term Plan – Neil Thwaite confirmed that the
Trust will respond to the consultation on this, which is in progress;
Publication of Salford Clinical Commissioning Group’s All Age Mental
Health Commissioning Strategy;
Brexit – Gill Green, Director of Nursing and Governance, advised that the
Trust’s Emergency Preparedness, Resilience and Response (EPRR) group
is meeting on a weekly basis to assess the Trust’s preparedness for a ‘no
deal’ situation. She provided assurance that no significant risks have
been identified for the Trust. She confirmed that, as per national
requirements, SitReps are being completed on a daily basis and
submitted to the Resilience Centre in Leeds.

The Board of Directors noted the Chief Executive’s briefing for March 2019.
Questions from the Public
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Noted

No.

Item

Action

Rupert Nichols welcomed Alan Hartman, Vice-Chair of the Manchester Users
Network (MUN), and his colleagues from the MUN to the meeting. He advised
that the Trust had provided a comprehensive written response to the 35
questions raised by the MUN in advance of the Board meeting and these will be
published on the Trust’s website. He confirmed the intention for the ensuing
discussion to focus on three key strategic areas, based on the questions raised by
MUN:
• Service user engagement and, in particular, the definition of a ‘service
user’ as set out in our Service User Engagement Policy;
• Care co-ordination; and
• Out of Area Placements (OAPs) – usage and expenditure
Alan Hartman challenged the level of engagement and consultation with service
users in determining how a service user is defined in the Service User
Engagement Policy and suggested that the definition should be removed from
the Policy. Gill Green provided an overview of the consultation process
undertaken to inform the development of the Strategy, noting the involvement
of over 200 service users, carers and staff. She outlined a number of different
mechanisms for service user involvement and confirmed the Trust’s commitment
to enabling the views of service users and their representatives to be heard. Neil
Thwaite confirmed that the Policy clearly sets out a commitment to hearing the
views of individuals with lived experience that extends beyond the last 12
months. Alan Hartman reiterated the MUN’s view that the definition should be
removed from the Policy, noting that this specific issue was not discussed at the
consultation events he attended. Rupert Nichols advised that the Trust would be
open to further discussion on this issue outside of the Board meeting.
Neil Thwaite sought further understanding of the numbers of people represented
by the MUN in the context of, for example, the Trust’s Service User and Carer
Governors who represent large membership constituencies. Alan Hartman
advised that the MUN is an open forum and was the first Users Group in the
Greater Manchester region. Chris Daly, Medical Director, shared his views on the
Trust’s approach to service user engagement and noted the positives of the MUN
speaking directly to the Board of Directors.
Members of the MUN raised concerns about the Trust’s step-down procedures
including the potential impact on an individual’s benefits and housing situation,
and also the approach to clustering. Rupert Nichols directed the MUN to the
written responses provided on these issues, noting that decisions taken with
regard to an individual’s care and treatment are not determined by the clustering
system.
Deborah Partington, Director of Operations, provided some headline figures on
the numbers of patients on the Care Programme Approach (CPA), the numbers of
3

No.

Item
Action
care co-ordinators and average caseload. She noted the recruitment challenges
faced nationally and outlined the flexible approach taken by the Trust to manage
any vacancies or absences amongst its Care Co-ordinators. She noted that the
implementation of the Enhanced Community Model (ECM) in Manchester will
enable more cross-cover in future. She also briefed the MUN on the introduction
of ‘zoning’ in Manchester to ensure that individuals with the most need receive a
timely response. Deborah Partington confirmed that the average caseload in
Manchester is comparable to the caseloads in Bolton, Salford and Trafford and
slightly lower than the national benchmark.
Alan Hartman questioned the need for a ‘safety net’ to support individuals
stepped down from services. Chris Daly outlined the benefits of the ‘zoning’
approach in enabling services to be more responsive to individuals who become
unwell following transition to primary care. He highlighted the work undertaken
with colleagues in primary care to establish a more responsive system – including
GPs being able to ring a psychiatrist to seek expert advice - and also the role of
the Trust’s A&E liaison services.
Deborah Partington provided an overview of the work undertaken since the
acquisition of Manchester Mental Health and Social Care NHS Trust (MMHSCT) to
reduce the number of OAPs in Manchester and across the Trust. This includes
contracting additional capacity within Greater Manchester. Deborah Partington
advised that the number of OAPs has reduced from 1,276 reportable OAPs in
April 2018 to 1 reportable OAP in February 2019, and confirmed that expenditure
on OAPs has reduced. Alan Hartman suggested that introducing Day Wards, with
peer support and advocacy available, may help to further reduce locally
monitored OAPs. Deborah Partington confirmed that the Trust is actively looking
at ways to support individuals with lived experience to become peer mentors.
A number of members from MUN raised questions about their own care and Action: DP
treatment. Deborah Partington committed to looking into these issues outside of
the meeting.
Action: DP
Board members and the MUN discussed next steps. Deborah Partington agreed Action: NT
to identify a direct point of contact/link for the MUN at GMMH. Neil Thwaite
confirmed that he would ensure GMMH attendance at the meeting taking place Action: GG,
between the MUN and Manchester CCG representatives on 15 May 2019. Gill DP
Green and Deborah Partington confirmed that further detail would be added to
the written response to MUN’s questions and shared with MUN.

83/19

On behalf of the Board of Directors, Rupert Nichols thanked the members of the
MUN for attending the Board meeting. Members of the MUN left the meeting.
GMMH Digital Strategy 2019 – 2022
Approved
Ismail Hafeji, Director of Finance and IM&T, presented the proposed GMMH
Digital Strategy 2019 – 2022. He highlighted the five key ambitions set out in the
4

No.

Item
Action
Strategy, which have been shaped through engagement with the Board, Senior
Leaders and Clinicians, Operational Teams and the Council of Governors. He
confirmed that the Strategy is focused on key deliverables for Year One –
including collaborative working with Pennine Care in certain areas - with a
number of milestones for Years 2 and 3 also identified. He advised that future
year deliverables will be agreed on an annual basis, with six-monthly updates
provided to the Board.
Ismail Hafeji summarised the financial requirements, which are estimated at an
annual cost of approximately £1million capital. He noted that the revenue
consequences of any Digital Strategy investment will be finalised as part of the
Operational Plan.
Helen Dabbs, Non-Executive Director, suggested that it would be beneficial to
reference the Topol review in the final strategy as this includes a focus on
ensuring staff are ready and enabled to take forward an organisation’s digital
ambitions. She also noted the benefits of networking, both in the mental health
sector and the more generic digital sector, to inform future ambitions.
Julie Jarman, Non-Executive Director, expressed concern about the planned rollout of Skype consultations and sought assurance that users will be involved in
evaluating any pilot schemes. Ismail Hafeji restated inclusion as one of the key
strategic principles and confirmed that every effort will be made to ensure that
the strategy remains responsive to differing needs and preferences.
Pauleen Lane, Non-Executive, suggested that use of digital technologies to
support research should be identified more clearly within the strategic
objectives. She also questioned whether the identified capital allocation is
sufficient and identified the benefits of early engagement with frontline staff, as
well as service users, in designing and implementing the key deliverables. Neil
Thwaite advised that the capital investment will be primarily focused on
innovation, as opposed to maintenance.
With reference to Ambition Three (Informed and Intelligent Decision-Making),
Andrea Knott advocated being clear upfront as to which decisions the Trust is
trying to improve.
Stephen Dalton, Non-Executive Director, identified the need to look beyond the
NHS to ensure that the Trust’s digital strategy is future-proofed.

84/19

The Board of Directors approved the Digital Strategy 2019 – 2022 subject to
Action: IH
feedback from Board members being incorporated into the final draft.
Spiritual Care Strategy 2019 -2021
Noted
Gill Green presented the Trust’s new Spiritual Care Strategy 2019 – 2021 on
behalf of the Trust’s Chaplaincy and Spiritual Care Team. She advised that the
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No.

85/19

Item
Action
Strategy is the outcome of a twelve-month collaboration between the Chaplaincy
and Spiritual Care Team, service users, staff and carers. It identifies spiritual care
as an integral component in helping us to understand, treat and promote
recovery from mental ill health. She noted that although the Chaplaincy and
Spiritual Care Team are focused on delivering spiritual and religious care to
service users, staff and carers across the Trust, spiritual care is also an important
dimension in the holistic assessment of a service user’s needs by our frontline
professionals. She highlighted the six key priorities for the future set out in the
Spiritual Care Strategy and confirmed that the Strategy will be formally launched
at The Curve on Wednesday 10 April 2019. She invited final comments from Action: All
Board members on the Strategy by 27 March 2019.
The Board of Directors noted the draft Spiritual Care Strategy 2019 – 2021.
Integrated Care

Noted

Deborah Partington provided an overview of the different integrated care
systems in operation, or emerging, across Bolton, Salford, Trafford and
Manchester. She noted that integrated care is a fast-paced agenda and that the
Trust’s strategy is to be involved at every layer in the different governance
systems. She summarised the Trust’s current offer in each of the integrated care
systems, noting in particular the focus on integrated care for the benefit of
service users not integrated care organisations. She confirmed that staff across
the Trust now have a shared understanding of this offer, which has supported
them in their engagement in the different systems.
Pauleen Lane noted the challenges facing the organisation in engaging with the
different systems. With reference to the earlier discussion with MUN, she
questioned the minimum level of expectation with regard to primary care
provision and how the Trust can influence this. She also identified the need to
ensure that the Trust benefits from engagement in integrated care systems.
Deborah Partington advised that High Impact Primary Care Services are being
piloted in three areas from April 2019.
Helen Dabbs thanked Deborah Partington for a helpful report. Neil Thwaite
advised that the report has been shared with Chief Executives across the North
West and is on the agenda for the next Greater Manchester Adult Mental Health
Board meeting. Helen Dabbs noted that it would be helpful for a future report to
evaluate the difference made by integrated care.
Stephen Dalton shared an observation that integration is intended to be an
adjective not a noun and challenged the benefits being delivered through the
current approaches, which appear to be focused on organisational form.

86/19

The Board of Directors noted the contents of the report.
Board Performance Report – Regulatory and Workforce (January 2019)
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Noted

No.

Item
Action
Liz Calder, Director of Performance and Strategic Development, presented the
Board Performance Report (Regulatory and Workforce) for January 2019. She
summarised the following key exceptions to positive performance in month:
•

•

•

•

•

Data Quality Maturity Index – Liz Calder confirmed that the Trust is
reviewing the seven additional measures to be included in the Quarter 3
calculations (to be published in May 2019) and any concerns will be
flagged to Board. Pauleen Lane highlighted the impact of the
performance against the Primary Referral Reason data item on overall
performance. Liz Calder advised that compliance had increased from 16%
to c50% by early February.
Early Intervention in Psychosis – Liz Calder provided an explanation for
the performance breaches in Trafford and provided assurance that the
Trust is meeting the target overall.
Improving Access to Psychological Therapies (IAPT) – Liz Calder
highlighted the good progress being made in Manchester following the
business case investment. She confirmed that discussions are continuing
with Salford CCG regarding the next phase of investment. She advised
that IAPT performance is being scrutinised at a Greater Manchester level
and that a recovery plan for Salford has been requested. Neil Thwaite
suggested that further thought is given to how performance against the
Salford IAPT target is presented, as GMMH only provide part of the
pathway.
Out of Area Placements (OAPs) – All acknowledged the significant
improvement made compared to the April 2018 position. Deborah
Partington advised that the downward trend for both reportable and
locally monitored OAPs is sustainable. She added that the region’s
position in the national league tables on OAPs reduction has now risen to
tenth out of 42 areas, with GMMH responsible for the majority of the
improvement.
% of Clients in Settled Accommodation and Employment – Liz Calder
provided a verbal update on the numbers of clients in settled
accommodation and employment. She agreed to include actual numbers Action: LC
of clients, including compared to numbers in contact with services, in
future reports. All recognised that the Trust should be aiming to achieve
more than the national target for numbers of clients in employment.
Consideration was given to agreeing a more challenging target for this
measure through the local integrated care systems.

The Board discussed different mechanisms for presenting performance data,
including the use of Statistical Process Control (SPC) charts. Liz Calder highlighted
the development of the Quality Improvement Strategy as an opportunity to look
at presenting data differently.
With regard to workforce, Andrew Maloney advised that the first meeting of the
Workforce Strategy Programme Board took place during the previous week, with
7

No.

Item
Action
an agreement reach to review the workforce datasets produced for both the
Board and divisions. Consideration is also being given to how the Trust can carry
out more real-time pulse checks of staff engagement to supplement the
quarterly Staff Friends and Family Test. Andrew Maloney noted that sickness
levels increased in month, but the rolling 12-month position has remained
consistent. This indicates the need for a ‘root and branch’ review of the support
being offered to services in relation to sickness absence management.
Helen Dabbs sought assurance that the Trust is taking action to respond to the
Developing Workforce Safeguards recommendations. Andrew Maloney
confirmed that work is underway to review the Safe Staffing Report for QIC and
Board to ensure that it meets the new requirements. The next report is due at
Board in June 2019.

87/19

The Board of Directors noted the Performance Report (Regulatory and
Workforce) for January 2019.
Annual Quality Improvement and Quality Assurance Report (1 January 2018 to Noted
31 December 2018)
Gill Green presented the second annual report of Quality Improvement and
Quality Assurance, covering the period 1 January 2018 to 31 December 2018. She
highlighted the work underway to produce a Quality Improvement Strategy for
the Trust and summarised the broad range of quality improvement activities
undertaken during the reporting period. She also summarised the work of the
Quality Improvement Committee, with all Board members acknowledging the
value of this as an assurance mechanism for Board.
Pauleen Lane sought further understanding of the serious incident review
process and the timescales involved in completing Root Cause Analysis (RCA)
reports. Gill Green confirmed that the national standard for completing an RCA is
60-days and that the Trust monitors performance against this. She provided
examples of the challenges sometimes faced in meeting this standard, which are
shared at a regional and national level. New national guidance on RCAs is
expected imminently.

88/19

The Board of Directors noted the Annual Report on Quality Improvement and
Quality Assurance.
Board Assurance Framework (March 2019)
Approved
Andrew Maloney presented the updated Board Assurance Framework for the
Trust’s review. He confirmed that the updates have been informed by reviews by
the Executive Management Team and Quality Improvement Committee of their
designated risks. He highlighted the four risks assigned to Board and the
recommended changes to the current risk scores for Risk ID 2611 and 3131. He
confirmed that no risks have been recommended for escalation to, or deescalation from, the Board Assurance Framework as at March 2019.
8

No.

Item

Action

Anthony Bell, Non-Executive Director, and Andrea Knott, Non-Executive Director,
advocated maintaining the financial risk score at 20 as the risk includes a focus
on long-term sustainability and not just the year-end position. Ismail Hafeji
agreed to maintain the risk score at the current level.

89/19

The Board of Directors confirmed that the risks are an accurate representation of
the current significant risks to delivery of the Trust’s strategic objectives; that the
target risk score, once achieved and sustainable, can be withstood; and approved
the updated current risk score for Risk ID 3131 (GDPR).
Fit and Proper Persons Test – Annual Declaration
Approved
Kim Saville invited Board members to review and complete their annual Fit and
Proper Persons self-assessment. She noted that this was one of four mechanisms
used by the Trust to ensure the continued ‘fitness’ of those persons to whom the
Fit and Proper Persons Regulations (FPPR) apply.

90/19

All Board members completed an annual Fit and Proper Persons self-assessment.
Register of Interests – Annual Review

Approved

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

91/19

Kim Saville also reminded Board members of the requirement to declare any gifts
and hospitality received, in accordance with the provisions of the Trust’s
‘Conflicts of Interest Policy’.
NHS Staff Survey 2018
Deferred

92/19

Discussion on the 2018 Staff Survey outcomes deferred to the extraordinary
Board meeting scheduled for 29 April 2019.
Gender Pay Gap Report 2019
Noted
Andrew Maloney identified the requirement set out in the Equality Act 2010
(Gender Pay Gap Information Regulations 2017) to publicly report on the Trust’s
gender pay gap by the end of March 2019. He highlighted the progress made in
terms of closing the pay gap between males and females. He also noted the focus
on supporting female consultants to apply for Clinical Excellence Awards, which
has contributed to closing the bonus pay gap.
Andrew Maloney confirmed that the Trust will continue to embed the actions
taken forward during 2018 and also consult with the newly established Inclusive
Leadership Network to explore additional ways of further reducing the pay gap.
Pauleen Lane noted that it would be helpful for future reports to include
9

No.

93/19

Item
numbers of staff, in addition to %s, to enable understanding of scale.
The Board of Directors noted the Gender Pay Gap Report 2019.
Workforce Race Equality Standard (WRES) Update

Action

Noted

Andrew Maloney presented an update on progress in delivering the Trust’s
Workforce Race Equality Standard (WRES) action plan. He advised that two areas
have been prioritised to maximise the impact of any action – likelihood of BAME
staff entering a formal disciplinary process and leadership development for the
BAME workforce. He summarised the progress made in each area. In response to
a question from Pauleen Lane, Andrew Maloney provided assurance that actions
taken forward in relation to disciplinaries will be deliverable in the next financial
year.
Neil Thwaite provided positive feedback following his attendance at the BAME
Network the previous week. He noted the need to give further thought to the
resources required to support the Network.
In terms of next steps, Andrew Maloney advised that, following publication of the
2019 WRES data in August, the Trust’s BAME Staff Network will review and
refresh the current action plan.

94/19

The Board of Directors noted the Workforce Race Equality Standard (WRES)
update.
Quality Improvement Committee:
Noted
•
•

95/19

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

The Board of Directors noted the ratified minutes of the Quality Governance
Committee meeting held on 14 February 2019 and the Committee Chair’s Report
on the meeting held on 14 March 2019.
Any Other Business
Noted
Following the announcement of the Governor election outcomes, Rupert Nichols
thanked Les Allen for his contribution to the Council of Governors over the last
five years both in his capacity as Lead Governor and Public Governor for Bolton.

96/19

There were no further items of other business.
Date and Time of Next Meeting

97/19

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
Adopted
The Board of Directors adopted the resolution ‘that representatives of the press
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Noted

No.

Item
Action
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

11

Action Log – Part 1
Meeting Minute
No.
June-18 143/18

Item

Action

Chief Executive’s
Briefing

Nov-18

285/18

Jan-19

12/19

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

NHS Operational Productivity – update to
follow to Board on the outcome of the
Trust’s scoping exercise and identified
opportunities for improvement
Update on mutual respect campaign to
follow to Board

Jan-19

17/19

Guardian of Safe
Working Hours –
Quarterly Report

Feb-19

47/19

Matters Arising and
Action Log

Feb-19

51/19

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

Further project update to follow to Board
in May 2019

Agreed
Timescale
24/09/18

25/03/19

29/07/19

Gill Green, Director of
Nursing and Governance

Status
Deferred to June
2019 following
EMT discussion
on 08.05.19
Deferred to July
2019

Ismail Hafeji, Director of
Finance and IM&T

On agenda

Support from senior doctors and 20/05/19
feedback from trainees to be included in
future reports

Chris Daly, Medical
Director

On agenda –
verbal update to
be provided from
Medical Director

Review of workforce data presented in 20/05/19
Board Performance Report to be
completed by Workforce Strategy
Programme Board
Gill Green to provide an update on the 20/05/19
deterioration in Service User Friends and
Family Test performance as at Quarter 3
to a future Board of Directors meeting

Andrew Maloney,
Director of HR and
Deputy CEO
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20/05/19

Forecast
Owner
Completion
24/06/19 Liz Calder, Director of
Performance and
Strategic Development

Gill Green, Director of
Nursing and Governance

Meeting Minute
No.
Feb-19
55/19

Item

Feb-19

59/19

Charitable Funds
Committee

Mar-19

82/19

Questions from the
Public

Mar-19

82/19

Questions from the
Public

Mar-19

82/19

Questions from the
Public

Board Performance
Report – Quality
(Quarter 3 2018/19)

Action

Agreed
Timescale
Narrative on claims to be strengthened in 24/06/19
future Quality Performance Reports

Updates on schemes supported through
the Trust’s charitable funds to be
provided to future Board meetings, for
example, through the Chair’s Report
Deborah Partington to look into issues
raised by the MUN about individual care
and treatment and identify a direct point
of contact for the MUN within the Trust
Neil Thwaite to ensure a GMMH
representative is identified to attend the
meeting between MUN and Manchester
CCG on 15 May 2019
Responses to the questions raised by the
MUN to be updated and reissued to the
MUN
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Forecast
Owner
Completion
Gill Green, Director of
Nursing and Governance

29/07/19

Anthony Bell, NonExecutive Director

20/05/19

Deborah Partington,
Director of Operations

15/05/19

Neil Thwaite, Chief
Executive

12/04/19

Gill Green, Director of
Nursing and Governance
and Deborah Partington,
Director of Operations

Status
Quality Report
on agenda for 20
May 2019.
Annual Claims
Report shared
with Risk
Management
Committee in
April 2019

Gill Green and
Chris Daly
attending

Meeting Minute
No.
Mar-19 83/19

Item

Mar-19

84/19

Spiritual Care Strategy
2019 - 2021

Mar-19

86/19

Board Performance
Report - Regulatory
and Workforce
(January 2019)

GMMH Digital
Strategy 2019 – 2022

Action

Agreed
Timescale
Feedback from Board members to be 30/04/19
incorporated into final draft Digital
Strategy 2019 - 2022
Final comments on Spiritual Care 27/03/19
Strategy to Gill Green by 27 March 2019
Actual numbers of Clients in Settled 20/05/19
Accommodation and Employment to be
provided in future Reports

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

14

Forecast
Owner
Completion
Ismail Hafeji, Director of
Finance and IM&T
All

Liz Calder, Director of
Performance and
Strategic Development

Status

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

Chief Executive’s Brief
Monday 20 May 2019
06.01
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 May 2019.

x

Assurance

Approval/Decision

2

Chief Executive’s
Monthly Brief
May 2019

CEO Brief May 2019
This document
identifies the key
national, regional
and local issues
that are impacting
upon or are
relevant to the
Trust

National Update
• Learning from Deaths
• Mental Health Services – Addressing the Care Deficit
• Membership of NHS Assembly Announced
Regional Update
• White Paper on Unified Public Services and Taking Charge
• Housing First Launch
Local Update

Action required
For information

• Chief Nursing Officer for England – Visit to Park House
• Apprenticeships – GMMH Highlighted in Ofsted Chief Inspector’s Speech at
Annual Apprenticeship Conference
• GMMH’s Perinatal Community Mental Health Team (CMHT) Exceeds Targets
• Veterans Covenant Hospital Alliance
• Council of Governors Elections
• Performance Overview
• Financial Overview

CEO Brief May 2019
National Update
Learning from Deaths

Mental Health Services – Addressing the Care Deficit

In March 2019, the Care Quality Commission (CQC) published
a report ‘Learning from Deaths – A Review of the First Year of
NHS Trusts Implementing the National Guidance’. The report,
based on the observations of CQC inspectors, found that good
progress is being made by some Trusts in implementing the
guidance introduced to support improved investigations and
better family engagement when patients die. However, failure
to fully embrace an open, learning culture may be preventing
the required changes being made at the pace needed. GMMH
is included as a Case Study in the report and cited as an
example of positive - ‘meaningful and sensitive’ - engagement
with families and carers. Evidence is also given of GMMH’s
active use of learning from deaths to support quality
improvement and the Trust’s open, honest and personcentred culture.

NHS Providers recent
survey of mental health
trust leaders found
significant unmet need
for a number of mental
health conditions, plus
commissioning decisions
resulting in services
being cut or reduced.
Demand for services is
outstripping supply and
socio-economic factors
are contributing to this.

Lead: Gill Green, Director
of Nursing and Governance
and Chris Daly, Medical
Director

NHS Providers recommend that, in implementing the NHS
Long Term Plan, both mental health trusts and national
bodies need to address the following key priorities:

CEO Brief May 2019
National Update
Mental Health Services – Addressing the Care Deficit
cont.
•

•
•

•

Recognition of sustained increases in demand, and a
continued focus on reducing the number of out of area
placements and addressing inpatient capacity problems
Meeting providers’ capital investment needs so that
urgent improvements can be made to estates
Promoting careers in mental health and retaining the
current financial incentives to recruit mental health
professionals
Continuing the progress already made on data collection
and data quality to give a better understanding of mental
health activity, access and outcomes that can enable better
commissioning of services

Membership of NHS Assembly Announced
The NHS Assembly has been created to advise the Boards of
NHS England and NHS Improvement on delivering the
improvements in health and care outlined in the NHS Long
Term Plan. Membership of the Assembly was announced at
the end of March 2019 following receipt of over 500
applications for the 50+ places. The Assembly members are
drawn from national and frontline clinical leaders, patients
and carers, healthcare professionals, staff representatives,
health and care system leaders and the voluntary, community
and social enterprise sector.
They include Paul Farmer,
Chief Executive of MIND, Rob
Webster, Chief Executive of
South West Yorkshire
Partnership NHS Foundation
Trust and Jeremy Hughes, Chief Executive of the Alzheimer’s
Society.

CEO Brief May 2019
Regional Update
White Paper on Unified Public Services and Taking
Charge
Greater Manchester have recently published a White Paper
setting out a future model for the region based on people,
place and prevention. It provides a continued rationale for a
devolved GM approach and outlines what this means for the
region’s
relationship
with
central
government.
Implementation of the future model will reflect local priorities
and will not require any transfer of statutory responsibilities
from public bodies to the Greater Manchester Combined
Authority (GMCA). Consultation on the White Paper, which
GMMH are contributing to, will continue until 22 June 2019.
The White Paper is aligned with the new GM Health and Social
Care Prospectus, which outlines progress against the region’s
health and social care ambitions and the remaining challenges.
Lead: Neil Thwaite, Chief Executive

Housing First Launch

In February, Andy Burnham, Mayor of Greater Manchester,
announced that Greater Places Housing Group have been
commissioned to lead on the delivery of hundreds of new
homes for people previously sleeping rough under the City’s
ground-breaking ‘Housing First’ scheme. Backed by £7.6million
of government funding, Great Places will lead a consortium of
partners in assisting up to 400 people into their own homes
over the next three years. GMMH is proud to be the only NHS
partner in this scheme and will focus on providing support
with mental health and substance misuse. The project began
on 1 April 2019 and will formally launch on 22 May 2019.
Lead: Deborah Partington, Director of Operations

CEO Brief May 2019
Local Update
Chief Nursing Officer for England – Visit to Park House
Chief Nursing Officer for England, Dr Ruth May, visited our
Park House Unit in North Manchester on 8 April 2019 to
witness our care delivery there as well as learning more about
our plans for improving the environment. Ruth was shown
around wards, spoke with staff and service users and heard
about initiatives staff were introducing such as autism
awareness. She also visited the new Section 136 suite – the
first of its kind in the city – and saw how people in mental
health crisis are cared for in a much more suitable
environment rather than a busy A&E department or a police
station.
Ruth is passionate about nurturing the next generation of NHS
nursing, midwifery and AHP (Allied Health Professional)
leaders, encouraging professional development opportunities
and working across the health system to put in place the
optimal cultural conditions for all NHS employees to thrive.

Ruth has introduced the Chief Nurse Officer’s badge which is a
lifetime achievement accolade awarded to nurses who have
demonstrated nursing excellence.

As part of her visit, Ruth awarded Tara McGinley the gold Chief
Nursing Officer’s badge – the highest honour she can give.
Tara has worked in community settings for over 30 years and is
a highly regarded and respected Advanced Nurse Practitioner.
Tara was awarded the title of Queen’s Nurse in 2018 and she is
the first mental health nurse in the UK to be awarded the
Chief Nursing Officer’s badge.
Lead: Gill Green, Director of Nursing and Governance

CEO Brief May 2019
Local Update
Apprenticeships – GMMH Highlighted in Ofsted Chief
Inspector’s Speech at Annual Apprenticeship
Conference
GMMH was singled out for praise during the 2019 Annual
Apprenticeship Conference. During her keynote speech,
Amanda Spielman, Ofsted Chief Executive, discussed the
apprenticeship landscape, current challenges that providers
face and Ofsted's approach to apprenticeships.
She said: "The Greater Manchester
NHS Mental Health Trust uses
apprenticeships
both
for
recruitment of new staff, as well
as to help existing staff get on in
their careers. Managers use
apprenticeships as part of their
recruitment strategy. They look at
their available jobs and decide which can be filled by
apprentices new to the Trust. They also offer
apprenticeships to existing health care workers. This allows

existing staff to develop their knowledge and skills enough to
gain promotion and fill vital roles throughout the Trust."
This personal recognition marks the second time that GMMH's
Apprenticeship Team has been recognised nationally. In
November 2018, the Trust won the 'We Take Care of Talent'
HPMA North West Award, for 'Putting Apprenticeships at the
Heart of a Talent Management Strategy'.
Lead: Andrew Maloney, Director of HR and Deputy Chief
Executive

CEO Brief May 2019
Local Update
GMMH’s Perinatal Community Mental Health Team
(CMHT) Exceeds Targets
GMMH Perinatal Clinical and Operational Leads have recently
met with the NHS England Perinatal National team as part of a
series of visits to all new perinatal services across the country.
The purpose was for the National Team to see what progress
has been made on developing the service across Greater
Manchester and to provide the Perinatal CMHT with an
opportunity to discuss achievements, opportunities and
challenges.
A key aspect of the visit was hearing from mums and their
families who had been under the care of the Perinatal CMHT
during their pregnancy or after the birth of their infant. The
National Team commented on the positive interactions
between the women and the team and found that the
relationships between staff and mums were clearly built on
trust and mutual respect.

They also praised the Perinatal CMHT for exceeding their
access target by supporting 738 women across the region by
the end of February 2019 compared to a target of 448.
Lead: Deborah Partington, Director of Operations

Veterans Covenant Hospital Alliance
GMMH has accepted an invitation to be part of the Veterans
Covenant Hospital Alliance. The Alliance develops, shares and
drives the implementation of best practice to improve armed
forces veterans’ care, in line with the commitments set out in
the Armed Forces Covenant. In joining the Alliance, GMMH
will have the opportunity to become one of the first
accredited Veteran Aware Mental Health Trusts.
Lead: Gill Green, Director of
Nursing and Governance

CEO Brief May 2019
Local Update
Council of Governors Elections

Performance Overview

The results of the elections to fill nine seats on the
Council of Governors, representing the Trust’s Public
and Service User and Carer Constituencies, were
announced at the end of March 2019. 26 nominations
were received for the nine seats, with all seats filled as
an outcome of the process. The newly elected
governors attended their first formal meeting of the
Council of Governors at the end of April 2019.
Governors will now participate in an induction
programme, including training from external
specialists, to ensure they are fully equipped for the
requirements of the role.

We are pleased to report that GMMH achieved a
reduction of 63% in reportable OAPs, exceeding the
33% target required. There will be a continued focus
on sustained reduction of all OAPs including those
locally monitored within GM. The target for 19/20 is a
66% reduction from 17/18.

Lead: Rupert Nichols, Chair

The target for 7-day follow up was met in March and
for Q4. In the main this reflects the improvements
made in Manchester.
IAPT targets remain red due to Salford and
Manchester position as previously reported.
Improvement in both services is expected in the
coming quarter as a result of the initiatives in place.

CEO Brief May 2019
Local Update
Performance Overview cont…

Financial Overview

GMMH is reporting all CQUINs as met as at Q4 apart
from Cardiometabolic screening and interventions
which remains at Amber. This requires the result from
national audits. Results for inpatient and community
show that these targets were met, however results for
Early Intervention services are awaited.

For the year ended 31 March 2019, the Trust achieved
a surplus of £5,102k, £2,810k above plan. The above
plan performance includes £2,492k of Provider
Sustainability Funding, for achieving our Control total
and additional incentive and bonus PSF of £3,276k.
The underlying operational surplus, after excluding
bonus PSF was in line with plan.

Lead: Liz Calder, Director of Performance and Strategic
Development

The Trust continues to implement plans to reduce
expenditure incurred on OAPs and Agency costs, both
of which started to impact in the final quarter of
2018/19. The risks to the Trusts delivery of the
2019/20 control total will be the number of OAPS and
associated costs, the use of Agency to cover vacancies
increased activity and the acuity of our service users.
Lead: Ismail Hafeji, Director of Finance and IM&T

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

Greater Manchester White Paper on Unified Public Services and Taking Charge: the
Next Five Years
Monday 20 May 2019
06.02
Neil Thwaite, Chief Executive
Kim Saville, Company Secretary (Cover Sheet)
The following slide pack summarises the recently published draft White Paper on
Unified Public Services for the People of Greater Manchester. The White Paper sets
out a future model for the region based on people, place and prevention. It provides
rationale for a GM approach and what this means for the region’s relationship with
central government. The model is based around the following six key features,
which need to be in place for the vision to be fully realised:
1.
2.
3.
4.
5.
6.

Geographic alignment
Leadership and accountability
One workforce
Shared financial resource
Programmes, policy and delivery
Tackling barriers and delivering on devolution

The success criteria for each of these features, from a future state perspective, is set
out
in
the
full
White
Paper,
which
can
be
viewed
at
https://www.gmcameetings.co.uk/download/meetings/id/4429/13a_gm_model__white_paper_on_ps_for_gm.
An approach to implementing the future model is not prescribed in the White Paper,
as it is recognised that a ‘one size fits all’ approach will not work. Instead,
implementation will reflect local priorities and start from the current position in
each locality. Implementation will not require any transfer of statutory
responsibilities from public bodies to the Greater Manchester Combined Authority
(GMCA).
Consultation on the White Paper is currently underway with all localities, key
stakeholders and scrutiny groups. The consultation phase will continue until 21 June
2019 with sign-off of the final White Paper through the GMCA planned for the end
1

of June 2019. The publication of the White Paper is aligned with the GM Industrial
Strategy and the GM Health and Social Care Prospectus with a view to informing the
2019 spending review.
The GM Health and Social Care Prospectus outlines progress against the region’s
health and social care ambitions and the remaining challenges. The Prospectus,
which is also summarised in the attached slide pack, also updates the region’s
commitment and contribution to the NHS Long Term Plan. A copy of the GM
Prospectus
can
be
found
at
http://www.gmhsc.org.uk/wpcontent/uploads/2019/03/GMHSC-Partnership-Prospectus-The-next-5-yearspdf.pdf.
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
17.04.19
LEGAL IMPLICATIONS:

None identified

REGULATORY
IMPLICATIONS (CQC/NHSI):

None identified

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

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

2

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board of Directors are asked to note the direction of travel set out in the White
Paper on Unified Public Services for the People of Greater Manchester and how this
fits with the GM Prospectus for the next five years.

x

Assurance

Approval/Decision

3

Future of Greater Manchester
• Taking Charge – The Next Five Years, Our
Prospectus
• Greater Manchester Model of Public Services

Taking Stock
• A long-held ambition: Greater Manchester taking greater control of its own destiny
• Devolution is unlocking fresh thinking and breaking down the silos between public services
• In January 2019 the city region came together to set out our joint priorities for the future of
Greater Manchester
Our white paper and prospectus bring our story up to date and set out some of our ambitions
for the next phase of our work
We are doing this now because we want to contribute and respond to:
• The Government Spending Review in 2019
• The National and Local Industrial Strategies
• The new NHS Long-Term Plan
• The Social Care Green paper

The White Paper & Prospectus in Context
GM Economy
• Independent Prosperity Review
• Local Industrial Strategy

Describes our Model of Unified Public Services for the people
of Greater Manchester, articulating our 21st century vision for
an approach based on people, place and prevention. It sets
out why we need a GM approach, how we’ll go about
implementing it and what it means for our relationship with
central government.

People & Places

• Greater Manchester
Spatial Framework

• White Paper on Unified
Public Services
• Taking Charge: The Next 5
years – Our Prospectus

GM Infrastructure

• Clean Air Plan
• Low Carbon

GM Environment

Outlines progress against our Health & Social Care ambitions
and our remaining challenges. It also updates our
commitment and contribution to the NHS Long Term Plan to
future proof our health and care support for the next decade.

Why?
We will only support people to achieve their full potential and ensure nobody is left behind
if we change the way in which our public services work.

focusing on prevention
developing new models of support
sharing information across the public sector
designing and delivering better services

The Greater Manchester Model
Our White Paper on Unified Public Services
for the People of Greater Manchester

From Principles to Practice

Our Principles of
Public Service
Reform

Six Key Features of
the Delivery Model

The Greater
Manchester Model
of Unified Public
Services

The Six Key Features of Greater Manchester’s Model of Unified Public Services (1-3)

1

 Many services share coterminous service delivery
footprints and integrated services are delivered at either
Greater Manchester, locality or neighbourhood level.
 The neighbourhood level is the building block for local
care organisations and the foundational unit for delivery
recognised across public service organisations.
 Neighbourhood level delivery aligns to populations of
30k-50k residents. All services can describe how they
align capacity and capability at this level for mutual
benefit.
 Focused activity may be delivered below the
neighbourhood level but this will stack into the
neighbourhood service delivery footprint, which will be
drawn together at the locality level.

2

3

 Integrated leadership, accountability, performance and
governance structures reflect the geographic alignment
of services at Greater Manchester, locality and
neighbourhood levels, where appropriate.

 There is a look and feel of one public service workforce
functioning together, unrestricted by role titles or
organisational boundaries – working for the place and
people.

 Joint decisions can be made across organisations at each
spatial level with an emphasis on leading for the people
and the place as opposed to purely on an organisational
or functional basis.

 Driving service effectiveness, focusing on prevention and
taking a person-centred approach is at the heart of
everything we do, based on a new relationship with
citizens.
 Structures support this way of working through policy,
practice and organisational form.
 There is a common culture across organisations
displayed through shared assumptions, values and
beliefs that enable this way of working.

The Six Key Features of Greater Manchester’s Model of Unified Public Services (4-6)

4

 There is a clear understanding of the full public spend
across the locality including how this operates at each
neighbourhood level.
 A mechanism is in place to pool transformation and
reform funds for collective benefit.
 There is a single commissioning function which pools
budgets across all public service, health & care
organisations. Integrated core budgets exist where
relevant e.g. neighbourhood functions.

5

 All strategic plans and change programmes work towards
a common goal of integrated public service delivery.
 The key features of our operating model are embedded
in the blueprint design of all programmes of work,
driving out duplication and divergence.
 Multiple integrated delivery models come together as a
single neighbourhood delivery model with this approach
reflected at the locality and Greater Manchester levels.
 There is a shared knowledge of the strengths and issues
in a place, human and digital capabilities form the basis
of a collective intelligence across organisations that
shapes decision making and strengthens relationships.

6

 Each locality has a formal mechanism to identify, act on
and escalate issues that impact on delivering the most
effectives services for people or act as a barrier to wider
and deeper integration.
 Greater Manchester is able to have a single conversation
nationally around policy, legislative and financial
flexibilities which support our ambitions and further
strengthen our devolution deals.

Implementation Approach: Place-led Improvement
Place-led Improvement Approach to Implementation:
a) Public service organisations in Greater Manchester are
responsible for leading the delivery of improved
outcomes for people in their area
b) Public service organisations in Greater Manchester should
consider themselves accountable locally for the
implementation of The GM Model of unified public
services
c) There is collective responsibility for the implementation
of The GM Model of unified public services across Greater
Manchester as a whole
d) The role of the GMCA family is to provide tools,
consultancy and horizontal support to facilitate
implementation of The GM Model of unified public
services

Will add value

Will be supportive
and focus on
learning

Will assist local
improvement

Won’t be a
recording industry

Won’t be a
compliance
monitoring exercise

Won’t be a rigid
framework

Joint Solutions with Central Government: Policy Specific
Schedule 1

Employment
& Welfare

Legislation
to enable
Integrated
Care

Health
Innovation

Skills

Health &
Care
Financial
Reform

Future areas for joint
solutions developing over
time through
implementation of the GM
Model

Population
Health

Police,
Crime &
Justice

Digital &
Information

Current focus to develop
joint solutions around
specific policy areas

VCSE Sector

Taking charge: The Next 5 Years
Our Prospectus

Some Devo Differences to date
Financial Management
We have generated
system surpluses over
last 2 years, and on
track to at least
balance again this year

A&E Attendance
We have tracked
below the national
growth level since
devolution

Delayed Transfers of Care
We have reduced
delayed beds by 1.7%
since devolution,
compared to a growth
seen nationally

Hospital Bed Days
Emergency bed days in
GM have been held
broadly stable in GM
in early days of devo
with signs of a more
recent downturn

Cancer Survival
We have improved
cancer survival rates
to almost national
average

Smoking Reduction
We are reducing
smoking rates more
quickly than the
national average

Mental Health Access
We have met the
19/20 CYP access
target a year ahead of
schedule rising from
11.1% baseline to
33.3% in June ‘18

Percentage of children achieving a good
level of development
We have narrowed
the gap to England
year on year since the
2014 Devolution
Agreement from 4.8%
to 3.5%

Reducing Worklessness
Over 3,200 longterm unemployed
people have found
work through
Working Well, with
the full programme
already having paid
for itself
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Our System Architecture

• Local care organisations
coordinate delivery of integrated
care in each borough
• Boroughs are made up of smaller
neighbourhoods GP practices working with other
health and care professionals as
part of the GM model of unified
public services
• Standardisation across hospital
sites and more care in the
community, closer to home
• A single local commissioning
function in each borough plus a
GM Commissioning Hub

Ready to face the future

Looking ahead to the next decade we are
building on five key values/
characteristics
•
•
•
•
•
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Putting people at the centre
Health creation through prevention
True parity of esteem
The power of innovation
An empowered workforce

Creating a Population Health System

Focusing on
the big Killers

Half of all premature deaths are still linked to preventable factors,
including unhealthy diet, inactivity, tobacco, alcohol and drug use,
obesity and high blood pressure. Premature mortality is twice as
high in more deprived communities

Health
Creation in
Every Policy

Housing, crime, transport, employment and economic inclusion,
community resilience, employment and skills all play a part. Every
area of public service in Greater Manchester has health benefits
as one of its recognised objectives, just
as inclusive economic growth is recognised for its health potential
by NHS partners.

A Unified
Model of
Public Service
Delivery

Our public service model principles are leading our development
of integrated neighbourhood services for populations of 3050,000 residents. Neighbourhoods will encompass primary care,
schools, social care, mental health, community care, policing,
housing and homelessness support, environmental health,
employment and skills support, VSCE provision, community safety
advice, substance misuse, early years and early help
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How we can lead the way
We understand the
‘economics of
prevention’. We’ve
learned from
experience the value
of knowing how
long different
interventions (and
investment in them)
take to have an
impact. Our cost
benefit analysis tool
helps us track all the
benefits resulting
from our major
programmes.

We’re ready to
reverse the rising
tide of childhood
obesity, and in a
good position to
bring together
regulatory, licensing,
planning, population
health and social
movement
approaches. For
instance, we want to
restrict unhealthy
food advertising on
our transport
network

We want more
children to be
‘school ready’ – the
foundation of their
working lives and
productivity across
our economy. We’ve
got plans for an
early years funding
model that
encourages crosssector provider
collaboration to
raise standards and
provides children’s
services with the
resources they

Justice devolution
We plan to go far
means we can drive
beyond the
Working Well
closer integration
ambitions of the
between health,
already sets us apart
NHS long-term plan
education and
when it comes to
in improving air
using local
accommodation and
quality in Greater
knowledge to give
the police, Crown
Manchester. We’ll
Prosecution Service,
people tailored
upgrade public
courts, prisons and support into work.
transport and public
probation services. We want to create
service fleets and
an employment,
This will particularly
help people
help us deliver a
health and skills
understand why
trauma-based
‘ecosystem’ that
clean air is
model of health and responds better to
important so they
justice that prevents what our residents
play their part, like
youth offending and
and businesses
reducing short car
supports victims of
need.
journeys and using
sexual violence and
electric vehicles.
abuse.

Building a Sustainable Health & Care System

Priorities for progression
•

•

•

•

•
•
•

Urgent and emergency care – patients getting more
help in community based services, using high impact
care. Using world class data analytics to respond to
changing patterns.
Planned care – offering more diagnostics in and
close to home, consolidating radiology and
pathology services, complete reform of outpatients
Adult social care – teaching care homes model
sharing best practice and raising quality, big shift to
use of supported housing
Mental health – redesigning CYP services based on iTHRIVE model (groups people based on need),
eliminating OOA placements
Acute service strategy – single service models to
drive improved clinical outcomes
Cancer care – diagnose earlier, cutting smoking
rates, better after-care
Finance – balance the books each year
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How we can lead the way

Driving performance improvement
and accountability: We want to
work even more closely with NHS
Creating a unified and
Improvement and NHS England in
transformative commissioning
analysing, evaluating and
system: We plan to clarify
responding to quality, financial and
commissioning roles at different
operational issues, including
levels, rethink how we commission
acute, primary care and population through a coordinated improvement
health services, and align system
collaborative that reports to a joint
oversight board. This would offer
ambitions, population outcomes
greater leverage for change and
and efficiency opportunities.
bigger incentives for our system to
act collectively.

Simplifying and streamlining
funding flows: It’s hard to be sure
what’s available, and how to get it,
because existing funding streams
and their specific arrangements and
requirements are so varied and
complex. Some types of funding can
make it hard for us to plan far ahead
or direct financial support where it’s
most needed. We want a fair share
of funding for both health and social
care, and ideally over several years,
we can use to meet local priorities
and support new models of care
differently.

Building a Sustainable Health & Care System

STRENGTHS
•

•
•

•
•
•

Established Health Innovation Manchester - single organisation
that brings together all research and development work under
one roof including digital, genomics, medicines and assistive
technology.
Unique strengths in health informatics, advanced materials and
as a global centre for clinical trials.
Can harness the potential of the health and care system to
contribute to innovation and productivity across 2.8m
conurbation – governance and pan public service approach;
Single GM digital strategy and LHCRE
Precision medicine (predictive, preventative, personalised and
participatory)
We seek Government backing for Greater Manchester, as part of
the UK and Local Industrial Strategy, to become a global leader
for innovation in digital and life sciences tested at pace in real
world environments.
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How we can lead the way
We want to develop
employment support suited
to people over 50 who are
out of work, and to generally
find ways to reduce our
population’s need for
benefits. We want to be
more responsible for key
elements of the welfare
system.

Our ambition is to become a
A multi-year programme of
global leader for innovation
digital investment, with the
in digital and life sciences
potential to mix public and
tested at pace in real-world
private sector capital, will
environments, and for
help us achieve full digital
Greater Manchester to grow
operability across our entire
as a clinical trials base with a
health and care sector.
focus on accelerated access.
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The development of improvement orientated data throughout the
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1.

Executive summary

This strategy sets out our aspiration to provide high quality, safe and clinically effective care for our
service users, through a process of continual quality improvement and learning. The GMMH QI
journey has already commenced, and section five of this strategy describes the breadth of our
assurance and control systems along with examples of QI projects currently being delivered across the
Trust.
Our quality conversations programme incorporated opportunities to explore what matters to the
Board, to the frontline, to our service users carers and wider stakeholders. It has influenced our vision
for QI, and has been instrumental in shaping our early improvement goals. Further details on our
engagement approach and the development of our quality improvement priorities is set out in section
six of this strategy. Our quality improvement priorities are as follows:
Quality Improvement Priority 1
To improve outcomes

Quality Improvement Priority 2

Quality Improvement Priority 3

To deliver the safest care

To integrate our care around the
person

Over the next 12 months, in order to support the delivery of our quality improvement priorities and
our wider vision for QI, our programme will focus on three key enablers. These are as follows:
Key enabler 1. Supporting staff to deliver QI - building QI capacity and capability
In delivering phase one of this QI strategy, GMMH will scope out a robust training programme, that
supports our staff to have the capability, enthusiasm and motivation to make, sustain and spread QI
across GMMH. This will enable us to create a culture, where staff members are trained and
empowered to focus on where they can make improvements to the work they do; no matter if it be
in clinical care, governance, financial systems, estates and facilities or human resources.
Key enabler 2. Identifying improvement methodology
Within the phase one implementation stage, GMMH makes a commitment to identifying an
improvement methodology that reflects the vision, values and principles of our Trust. In delivering
this aim, we will work with nationally renowned improvement organisations, seeking mentoring and
coaching support to produce an options appraisal. This will outline a range of potential QI
methodologies with their associated benefits, and make recommendations for a model that is the best
fit for GMMH.
Key enabler 3. The development of improvement orientated data throughout the organisation,
from Board to ward/team
GMMH makes a commitment to exploring how to make better use of data in order to drive, monitor
and inform our QI activity. We will move from measurement for judgement, which satisfies our
internal assurance and external regulation, toward measurement for improvement, which will be a
key enabler in supporting our improvement goals. This will include building in a Board Development
session to support the introduction of improvement orientated data reporting, using systems that are
tried and tested amongst the exemplar improvement focussed organisations who are further along
on their QI journey.
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2.

Introduction

This Quality Improvement (QI) strategy articulates our commitment to improving the quality of care
for our service users and their families. It outlines our intentions to equip our staff with the skills and
tools to deliver high quality, safe and clinically effective services at all times.
Our QI strategy will ultimately drive the organisation to deliver safe high quality care through a process
of continual quality improvement and learning. In this first phase, GMMH has made a commitment to
three key strategic aims, which are as follows:
1. Supporting staff to deliver QI - building capacity and capability
2. Identifying improvement methodology to complement workflow
3. The development of improvement orientated data throughout the organisation, from Board
to team/ward
We recognise that in order to accomplish our quality improvement goals, that leadership is central to
both establishing our vision, and defining our QI ambitions. Board leadership is at the heart of every
successful improvement organisation, including those recognised as ‘Outstanding’ following CQC
inspections. It is also important to recognise that compassionate leaders are required at all levels, that
QI is everyone’s responsibility, and that every employee, irrespective of their role, is accountable for
making their part of the system better through the act of continuous improvement.
The Board of Directors has a vital role to play in building an improvement culture that is both
innovative and inclusive. QI requires an improvement mind-set, which will lead the organisation into
the territory of doing things differently. It will challenge the perceived wisdom, knowledge and
practice across the Trust.
QI is part of a total quality management system, and goes hand in hand with quality design and
planning. There should be an acknowledgement that with continual improvement there is no final
destination, and that the Board will need to be fully engaged at all stages of our continuous QI journey.
GMMH will ensure that there is strong clinical leadership by involving clinicians and front-line staff in
transforming the way we provide our services. In delivering this strategy we will listen to the views of
clinical leaders so that we are always clear about what high quality care looks like across the breadth
of our services, reflecting this in a coherent approach to the setting of quality standards.
3.

Background to our QI journey

The GMMH QI journey commenced in January 2017, when the Quality Governance Framework was
reviewed to take into account the acquisition of the former Manchester Mental Health and Social Care
Trust. This was followed by adjustments in executive portfolios and the functioning of the Quality
Improvement Committee to strengthen QI. Subsequent developments have included the delivery of
around 250 QI activities in 2018/19 and the production of the first GMMH Quality Board performance
report. This has enabled a much clearer focus, profile and identity for the QI agenda across GMMH.
In September 2018, a QI focussed workshop was held as part of the GMMH Board Development
programme. The session provided Board members with an overview of the current QI and quality
assurance systems in use across GMMH. It also outlined our quality monitoring and surveillance
systems, our internal and external quality governance structures and our ambitions for the year ahead.
The feedback from the Board Development Session helped focus the planning of this strategy.
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4.

The Strategic Context

This strategy is formulated around a number of key principles, which have influenced both its
development and its longer-term ambitions and intentions. These principles include:
•
•
•

Developing Board level ownership, reporting and capability for our QI
Strengthening our approach to quality incorporating both improvement as well as assurance
Implementation of change from ward to Board level, to become more QI focussed and enable
the frontline to deliver effective and sustainable improvement.

Our vision
Our vision, which is to improve lives, lies at the heart of this strategy, and is the thread that runs
through our QI priorities and ambitions. Our vision and shared values are essential drivers in the
delivery of this strategy.
Our shared values
Our five shared values were developed and launched in September 2017 following extensive
engagement with service users, carers, staff and governors. These include:
We Inspire Hope
• Having a positive outlook
on the future ahead
• Celebrating achievements,
no matter how small
• Staying
resilient
and
optimistic
• Enabling people to reach
their full potential
• Being a positive role model

We Work Together
• Empowering service users to
make informed choices
• Working together to promote
seamless services
• Lending a hand to a colleague
who needs it
• Setting and maintaining high
standards
• Supporting each other to
recognise our strengths

We are Caring and Compassionate
• Showing empathy and understanding to all
• Treating service users, their families and each
other with kindness
• Doing the little things that make a difference
• Taking time to engage, support, listening and act
• Putting ourselves in your shoes

We are Open and Honest
• Acting with integrity and
honesty
• Apologising if we are wrong or
if we let you down
• Continually learning to improve
• Doing what we say we will do
• Building a trusting relationship

We Value and Respect
• Seeing the individual
• Valuing individuality and diversity
• Respecting different people's needs, aspirations
and priorities
• Being considerate and respecting each other
• Challenging behaviour that does not fit with our
values

Our Strategic Objectives
1.
2.
3.
4.
5.
6.

Promote recovery by providing high quality care and delivering excellent outcomes
Work with service user and carers to achieve goals
Engage in effective partnership working
Invest in our environments
Enable staff to reach their potential and innovate
Achieve sustainable financial strength and be well-governed

6

5.

Our Quality Assurance and Quality Control Systems

Since the creation of GMMH on 1st January 2017, we have continually reviewed and refined our
approach to quality assurance. This was consolidated through the strengthening of our Quality
Improvement Committee (QIC), acceleration of our QI programme and the introduction of a Quality
Board performance report.
At GMMH, we utilise a breadth of assurance and quality control systems to support our improvement
activities. These systems include common, universally applied internal and external measures as well
as more bespoke assurance systems that have been specifically developed within GMMH.
Internal controls

External controls

Quality Assurance Reports

Service User and Carer Feedback

RCPsych Service Accreditation

Deep Dive Audit Reports

Mental Health Safety Thermometer

NICE guidance

Intelligent Monitoring

Positive and Safe Forum

NICE Quality Standards

Quality Board Performance Report

Quality Matters

PLACE Activity

Quality Key Performance Indicators

Local & Trust Wide Clinical Audit

National Staff & Patient Surveys

Single Oversight Framework

Clinical Governance Systems

District HealthWatch Feedback

Board Assurance Framework

Complaints & Incidents

CQC MHA Visits

Board Performance Reporting

CQUIN Programme

CQC regulatory inspections

Quality Matters Walkaround Visits

Council of Governors

Mersey Internal Audit Agency

CareHub Activity Reports

The Dragon’s Den

Quality Accounts and QIPs

Local QI PDSA Cycles

NED service visits

External Benchmarking

Positive and Safe Dashboards

T&F Groups (e.g. T2 and T3 forms)

POMH Improvement Programmes

Safewards reports

These systems support and enable the delivery of a wide range of current QI projects across GMMH.
Examples of ongoing QI activities include our care planning quality improvement programme, which
links to our ‘improving outcomes’ priority. Our Safewards initiative, which links to our ‘delivering the
safest care’ priority, and our physical health improvement programmes, which link to our ‘integrating
care around the person’ priority. Section six of this strategy describes how we identified and
developed our high-level quality improvement priority areas.
We will continue to develop our quality assurance systems to reflect the high standards expected from
our regulators, our commissioners, our service users and their families, and ensure that they continue
to strengthen our improvement efforts.
6.

Listening to Service Users and Carers

Our success as a high-performing mental health NHS Foundation Trust not only depends on what
services we provide, but on how we provide them, and our service users have a wealth of experience
of using mental health services. Here at GMMH, we recognise that service user and carer involvement
is hugely important in ensuring that our services are high quality, safe, effective relevant and recovery
focussed. Service users and carers have a crucial role to play in our quality assurance processes
including:
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•
•
•
•
•
•
•

Participating in QI programmes and activities
Engaging in involvement and engagement activity, with a focus on service improvement
Supporting service development and clinical transformation
Feeding back on their experiences of our care and services
Supporting the development of effective listening forums
Recognising high quality care, and highlighting where improvements can be made
Participating in local/corporate inspection and accreditation schemes

Capturing, and responding to the views of service users and carers plays a central part in the wider
quality improvement agenda at GMMH. In delivering this QI strategy, it is our intention to ensure that
our service users and carers are fully integrated, as key partners, into our quality assurance and
improvement systems. Service users and carers have been actively engaged in the identification and
development of our quality improvement priorities. This was incorporated into our Quality
Conversations programme and was undertaken between February and May 2019. In total, 199 service
users and carers provided feedback to support this process.
7.

Developing our Quality Improvement Priorities during 2018/19

The articulation of a vision for quality, along with agreed priorities for QI, which are recognised and
owned by all staff is a key area of focus within this strategy. Stakeholder engagement has already
played an essential role in this, and will continue to do so as we increase the scale and spread of our
future activity. A fundamental aim of the engagement approach from the outset has been to find an
authentic fit between what matters to the Board and what matters to the frontline, and consolidate
this to drive the strategy.
To support this, we implemented our Quality Conversations programme. Our early considerations
focussed on how to hold effective QI conversations at service level and how best to support colleagues
to become more QI focussed. This influenced our next steps, including opening up our Quality
Conversations programme right across the organisation, and drawing on external support from the
National Collaborating Centre for Mental Health to define and mobilise a strategic plan.
The Quality Conversations for our phase one QI strategy commenced in December 2018, and
concluded in March 2019. In addition to hosting open meetings, discussions also took place at key
existing meetings, including our district senior leadership teams, ward manager, medical and
psychology professional networks.
In addition to our Quality Conversations, senior leaders were also invited to deliver QI focussed
presentations at the GMMH Quality Improvement Committee. These presentations have generated
key actions, which will support the delivery of this strategy. These key actions focussed on the
presentation of data to enhance QI, strengthening our communications to promote quality innovation
and shared learning, developing leaders as QI enablers, building QI capability across our services and
ensuring that there is adequate capacity to deliver QI across GMMH. These meeting outcomes have
been incorporated into the key enablers, which are identified in section 9 of this strategy. Engagement
also took place with service users and carers, HealthWatch and CCGs across the GMMH footprint.
8.

Phase one Quality Improvement Priorities

The key emerging themes from the conversations include both outcome and process, and fall broadly
into three categories. These are:
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Quality Improvement Priority 1
To improve outcomes

Quality Improvement Priority 2

Quality Improvement Priority 3

To deliver the safest care

To integrate our care around the
person

GMMH is already delivering a wide range of improvement activities under each of these thematic
areas, some examples of current QI programmes that we aim to build on over the next 12 months
include:
Current Quality Improvement initiatives linked to:
To improve outcomes
• Care Planning QI Programme
• Diabetes deep dive

To deliver the safest care

To integrate our care around the person

• Positive and

• Transfers of care deep dive

Safe/Safewards QI
programme

• Personality Disorder QI
programme

• Rapid Tranquilization

• Service User and Carer
Involvement QI Programme

• Learning from deaths

QI Programme

QI programme

• Service user wellbeing and support
deep dive
• Collaborative decision making QI
programme
• Physical health assessment and
treatment QI programme

These themes will be aligned with our Quality Account production, and their delivery will be supported
by our quality innovation programme, the Dragon’s Den. This provides our services with the freedom
to work on quality issues that matter most to staff and the team as well as the service users and carers
they serve. The Dragon’s Den funded QI projects are locally driven and owned, and are relevant and
meaningful to services whilst also contributing to the above high-level improvement programmes.
9.

Our Strategic Priorities for Phase One

Over the next 12 months, the GMMH QI programme will focus on three key areas of work. These areas
will underpin our longer-term aspirations, supporting us at this early stage of development, helping
to build both our capacity and capability for continual quality improvement and learning. These are as
follows:
1. Supporting staff to deliver QI - building capacity and capability
2. Identifying improvement methodology
3. The development of improvement orientated data throughout the organisation, from Board
to team/ward
Key enabler 1. Supporting staff to deliver QI - building QI capacity and capability
Improvement in complex healthcare systems is not easy to achieve and maintain. To do this, we need
to equip our staff, at all levels of the organisation, with the improvement tools they need to make QI
sustainable. It is therefore important to acknowledge that building our QI capacity will require a
longer-term commitment to resources, training and development.
In delivering our Quality Conversations programme, it is clear that there is already a breadth of
talented, compassionate QI leaders across GMMH. Some of these individuals have had previous
9

experience of improvement work and some have undergone specific QI training and are passionate
about the organisation and its improvement ambitions.
However many of these individuals sit in isolation from each other and are not systematically linked
into our corporate QI programmes. Connecting these individuals into a coherent, well directed
function, with clear aims and accessible resources can greatly magnify their impact.
In the exemplar QI organisations, the training and development of staff within the QI team, and the
wider workforce, often involves a partnership approach with an external improvement agency, for
example HAELO, Virginia Mason, or The Institute for Healthcare Improvement. These agencies can
assist in the co-design of the capability building approach and execution of training and development
plans, and to provide advice to maximise the investment being made in capability building.
In delivering phase one of this QI strategy, GMMH will scope out a robust training programme, that
supports our staff to have the capability, enthusiasm and motivation to make, sustain and spread QI
across GMMH.
This will enable us to create a culture, where staff members are trained and empowered to focus on
where they can make improvements to the work they do; no matter if it be in clinical care, governance,
financial systems, estates and facilities or human resources. Additionally, with agreed new investment,
leadership and expertise will be provided to all services as required to support staff in developing our
QI approach for phase one.
As referenced in section 7 of this strategy, our operational and clinical leaders were invited to deliver
QI focussed presentations at the GMMH Quality Improvement Committee. These presentations
generated a number of key actions, a number of which are now incorporated into this key enabler.
These include strengthening our communications to promote quality innovation and shared learning,
developing leaders as QI enablers, building QI capability across our services and ensuring that there is
adequate capacity to deliver QI across GMMH.
Key enabler 2. Identifying improvement methodology
Quality Improvement can simply be described as a systematic approach that uses specific techniques
to both introduce change and improve quality. The way in which change is introduced and
implemented will affect its spread, impact and sustainability. The Health Foundation suggest the
definition of quality improvement should reflect a combination of ‘change’ (improvement) and a
‘method’ (an approach with appropriate tools), while paying attention to the context, in order to
achieve better outcomes.
Quality Improvement methodologies are a range of methods that involve innovation, rapid-cycle
testing in the field, and spread in order to generate learning about what changes, and in which context
in order to produce improvement.
The adoption and consistent application of an agreed improvement methodology by staff who are
confident and capable in its execution, is pivotal in energising, engaging and empowering front line
services to take action towards making care better. Whilst this consistent approach provides a critical
mass, it should also be acknowledged that other tools may be used as our QI capability matures and
develops over time.
Within the phase one implementation of the QI strategy, GMMH makes a commitment to identifying
an improvement methodology that reflects the vision, values and principles of our Trust. In delivering
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this aim, we will work with nationally renowned improvement organisations that are further along on
their QI journey, seeking mentoring and coaching support to produce an options appraisal. This will
outline a range of potential QI methodologies with their associated benefits, and make
recommendations for a model that is the best fit for GMMH.
Key enabler 3. The development of improvement orientated data throughout the organisation,
from Board to ward/team
Robust, reliable and timely data is crucial to driving, monitoring and informing QI. In order to ensure
that changes in process are leading to improvement it is essential to have established baselines,
measurable aims and a means of tracking progress.
The development of improvement orientated data reporting to Board is an important part of any QI
journey. The current data reporting systems used are geared more toward satisfying internal
assurance systems and our external quality regulators. The data needed for the purposes of
improvement has to be different in both its nature and in its presentation.
In the exemplar improvement focussed organisations, boards have become more data literate,
comfortable and competent in using systems such as statistical process control charts, to understand
variation and to identify and tackle the root causes of poor performance so that the right improvement
interventions can be made, at the right times.
In delivering phase one of this QI strategy, GMMH makes a commitment to exploring how to make
better use of data in order to drive, monitor and inform our QI activity. At the QI focussed
presentations referenced in section 7 of this strategy, our senior clinical and operational leaders told
us that presentation of data to enhance QI was essential in order to achieve our future QI ambitions,
and this has now been incorporated into this key enabler.
We will move from measurement for judgement, which satisfies our internal assurance and external
regulation, toward measurement for improvement, which will be a key enabler in supporting our
improvement goals.
This will include building in a Board Development session to support the introduction of improvement
orientated data reporting, using systems that are tried and tested amongst the exemplar
improvement focussed organisations who are further along on their QI journey.
10.

Implementing our Quality Improvement Strategy

The driver diagram that follows sets out our initial plans for the implementation of our QI strategy. It
is focussed on our three key enablers, and describes the steps that will be taken in order to progress
our plans.
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This report gives an update on the outcome of the project to deliver Paris into the
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intended benefits of the project, and the closure of the Project Board.
The governance arrangements for the ongoing oversight of the remaining project
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Project Closure Report – Paris in Manchester
1. Introduction
When Greater Manchester Mental Health NHS Foundation Trust (GMMH) was formed from Greater
Manchester West Mental Health NHS Foundation Trust (GMW) and Manchester Mental Health and
Social Care NHS Trust (MMHSC) in January 2017, it was agreed with commissioners that the Paris
clinical information system, already in use in GMW, would be rolled out to MMHSC services.
A Post Transaction Integration Plan, agreed with commissioners and NHS Improvement, included that
Paris should be in use in Manchester services by January 2019. The MMHSC system, Amigos, would
then become accessible in ‘read only’ format.
Ownership and management of Amigos by the former MMHSC was brought in-house in 2016;
subsequently, the skilled resources capable of maintaining the product reduced significantly. Concern
had been raised for some time by Manchester services about the reliability of the system, with users
enduring regular system interruptions/crashes.

1.1 Project Objectives
The objectives of the project, set down in the Business Case, were to:
•
•
•
•

Move all Manchester services’ staff from Amigos to Paris
Migrate all services simultaneously
Migrate service user records from Amigos to Paris
Complete the move to Paris by January 2019

The go-live for Manchester services took place on 4 December 2018, ahead of the date requested by
commissioners and in line with plans set down at the start of the project. All services using Amigos
moved over to Paris at this time, with the exception of Early Intervention Service and Liaison Services
which went live ahead of this date to support operational requirements.
The complete records of all service users were migrated, with the exception of Case Note Tracking and
MH Cluster data: these items remain viewable on Amigos, with new entries post go-live made on Paris.
The decision not to migrate these items was taken by the Project Board in order to retain the planned
go-live date, given the commitment already undertaken regarding staff training and other activities in
services to prepare for the transition.

2. Go Live
The go-live created an expected number of issues around system access and the ability to use a “new”
system, however the transition was considered by clinical services and IM&T to be successful. Services
instigated their business continuity plans to capture service user records offline during the 4-days
clinical systems downtime. Floor walkers visited services for a number of weeks after go-live,
supporting staff in use of the new system – this facility remains available to staff on a request basis.

Paris in Manchester Project
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3. Issues
Most issues occurring following Paris go-live have been resolved, although the following issues remain:
•

•

•

•

Mental Health Act MH Act data migrated shows incorrectly in Paris due to differences in
validation rules between Paris and Amigos. Work is ongoing, managed by the Mental Health
Act team, to correct data in Paris: work is expected to be ongoing until spring/summer 2019.
Interim measures are in place to ensure accurate MH Act data is accessible.
Carers Notes Carers notes were not migrated to Paris at go-live, though remain viewable in
Amigos. Discussions continue with the services about the options for how this should be
managed. A decision will be reached by the end of May 2019 with updates/oversight through
the Digital Strategy Group.
Teams reconciliation A number of teams, including Psychology, Psychotherapy and Eating
Disorders, need additional teams creating in Paris to improve usability. Work is ongoing to
make the necessary changes; completion is due by the end of May 2019.
Duplicate demographics Service users who had a record on both systems had migrated
demographics and selected other data items migrated into a holding area on Paris (the
Migrated Events tile). Staff are required to check this data if alerted to do so, moving items to
the main area of Paris where it is found to be more up to date. Some records have been
manually checked/corrected, though others are being corrected over time as records are
accessed.

The Project Board, at its 15/03/2019 meeting, agreed that oversight of these remaining issues should
be through the Digital Strategy Group.

4. Project Benefits
Benefits identified in the Business Case for taking all services onto Paris:
•

•

•

•

•

Single electronic record Moving all staff onto a single system provides the full electronic
record in one place, reducing the risk of service user information being missed. The project
has delivered this benefit.
Sustainable system Paris provides a system with ongoing supplier support and development
to address changing healthcare needs and emerging national standards. Amigos had been
maintained and supported in-house for some time, with associated risks. This benefit has been
achieved.
Improved data quality Using Paris as a single electronic record provides a single interpretation
of data items, simplifying Trust-wide reporting needs. This benefit has been achieved, but will
be enhanced by ongoing review of data quality and actions to improve consistency of records
entry.
Reducing paper records Amigos did not have the functionality to support document scanning,
meaning services retained paper records for selected paper items (e.g. letters). Scanning
capabilities in Paris reduces paper records with the associated cost savings. The project has
delivered this benefit.
Ability to interface other systems, supporting an integrated record Paris offers an integration
function allowing the Trust to develop interfaces with other systems, such as pathology results
and shared care records. This will allow the Trust to deliver a more integrated service user
record. This benefit has been delivered.
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5. Finances
The budget for moving Manchester services onto Paris was £2.1M as identified in the business case:
staffing and Civica support were the main contributors to this cost. Actual spend was £2K below
budget.
PARIS summary report Forecast to Project end date
Summary
Non-Recurrent Costs - duration of Paris project
Total project
Revenue Costs
costs
Analysis
Yr 1 from Oct Yr 2 2018/19 to Yr 2 2018/19 Yr 3 forecast
17
M11
forecast m12
2019/20
£
PAY

£236,758

£96,280

£30,130

£30,390

£393,558

NON – PAY

£10,541

£95,063

£0

£179,710

£285,314

Capital

£0

£921,695

£307,707

£229,742

£1,459,144

TOTAL

£247,299

£1,113,038

£337,837

£439,842

£2,138,016

Project budget

£336,780

£1,281,222

£116,475

£405,839

£2,140,316

£168,184

-£221,363

-£34,003

£2,300

Variance
budget

to £89,481

6. Lessons Learned
The following were considered successful components with the project:
•

•
•

•

•

Governance arrangements – The Project Board and Steering Group provided project controls
and effective decision making, with day to day delivery decisions allocated to a number of
workstreams, including data migration, training and business change.
Trust-supplier partnership – regular links with the supplier’s project manager and the on-site
presence of the supplier’s technical lead led to effective support and delivery.
Involvement of clinical leads – having clinicians involved in project activity provided significant
contribution to project planning and issues resolution – projects should consider funding
clinicians on a sessional basis to support projects.
Keeping services informed – a communications plan, setting out different and varied ways of
keeping services informed about the project, resulted in delivery of regular updates for
services, enabling them to better prepare for the change of systems.
Assisting staff to use Paris effectively – activity beyond Paris classroom courses, including floor
walking post go-live and on-site training on bespoke topics, improves the quality of data
entered on the system.

The following areas could be improved for future projects:
•
•

Trust-supplier partnership – in the early stages of the project poor support from the supplier
delayed resolution of the data migration work stream: see bullet above for corrective action.
Minimising staffing skills gaps – the project had access to single staff members supporting
some high skill areas of work, leaving the project exposed in the event that they became
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•

•

•

unavailable. Future projects should develop cover for these skills in the event key personnel
become unavailable.
Extending time for testing – projects need to leave adequate time for unit and end-to-end
system transition/migration testing and resolution (no less than 3-4 rounds) to minimise
issues arising over go-live.
Extending communications– a key component in any new system involving service change is
to ensure extensive consultations and awareness. Future projects should provide:
o Extensive awareness of the implications of poor data quality – this could help identify
problem areas and avoid issues arising post go-live.
o Informing all services (including services already on the new system) of pending
downtime and the need for business continuity plans to be put in place.
Use of services staff to support colleagues during go-live – training for staff identified by
services to support colleagues over go-live might have been more thorough, allowing these
individuals to give better support to colleagues, thereby reducing the wait for assistance and
the pressure on IM&T support services.

The Trust Board is asked to note:
•
•
•

the content of the report
the formal closure of the Paris in Manchester project
the future oversight of the outstanding issues through the Digital Strategy Group.

Grace Birch
Associate Director of IM&T
May 2019
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Board Performance Report – Regulatory and Workforce (March 2019)
Monday 20 May 2019
09.01
Liz Calder, Director of Performance and Strategic Development
Miranda Washington, Deputy Director of Performance & Business Development

REPORT SUMMARY:

The Trust continues to perform in line with expectations. The report highlights the
following exceptions in relation to performance.
Financial Performance (p5) - The financial performance at the end of March 19 was
a surplus of £7.292m, £5.00m above the planned control total. The above plan
performance includes £2,492k of Provider Sustainability Funding for achieving our
control total and additional incentive and bonus PSF of £3,276K.
Improving Access to Psychological Therapies (IAPT) (p6) - Improvements continue
as planned in IAPT services based on the business cases for additional investment
agreed with commissioners. Planned waiting list initiatives in Salford are
contributing towards access and RTT on entry improvement in Q4. The impact of
Manchester and Salford performance positions means GMMH are reporting a noncompliant position for RTT at 6 & 18 weeks and recovery targets in March.
Early Intervention in Psychosis – Treatment within 2 weeks (p7) – Both Manchester
and Trafford missed the target in March. Detailed reasons are provided in the report
however do highlight an issue with delays in referral on to EI for those within other
services. The importance of timely referrals has been reinforced with all services.
Out of Area Placements (OAP’s) SOF Operational Performance (p9) –GMMH
achieved a reduction of 63% on the 2017/18 position exceeding the 33% target
required. This is a significant achievement and reflects work throughout 18/19.
There will be a continued focus on the sustained reduction of all OAPs including
those locally monitored. The target for 19/20 is a 66% reduction from the 17/18
position.

1

Care Programme Approach (CPA) follow up in 7 days (p10) - GMMH achieved the
target in March and for Q4. In the main this reflects the improvements made in
Manchester in recording following the transfer to Paris.
THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
x
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
Objective 5 – Enable staff to reach their
achieve their goals
potential and innovate
Objective 3 – Engage in effective partnership
Objective 6 – Achieve financial strength and
working
be well-governed

x
x

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

N/A

REGULATORY
IMPLICATIONS (CQC/NHSI):

Compliance with NHSI targets, CQC standards and contractual KPIs

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

Yes

If ‘yes’:
DATIX ID
1490

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

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

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board is asked to note the report.

Y

Assurance

Y

Approval/Decision
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Executive Summary

Overview
The Board Performance Report is designed to provide assurance to the Trust Board on progress against a range of
key performance indicators and highlight any areas of concern. A review of the report has taken place and the
subsequent changes made. From April 2018 there is a quarterly Quality Board Report which includes quality based
indicators, there is a monthly Finance Board Report to present the latest financial position and a monthly Regulatory
and Workforce Performance Report.
The Board Regulatory and Workforce Performance report presents an overview of the CQC registration position, the
NHSI Single Oversight Framework, a more detailed summary across the organisation, and an overview of the relevant
Workforce indicators.

Executive Summary
The Trust continues to perform in line with expectations. The report highlights the following exceptions in relation to
performance in month:-

Financial Performance (p5) - The financial performance at the end of March 19 was a surplus of £7.292m, £5.00m
above the planned control total. The above plan performance includes £2,492k of Provider Sustainability Funding for
achieving our control total and additional incentive and bonus PSF of £3,276K.

Page
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Quality Summary - Please note this is not provided this month, however the information is included in the Quarter 4
Quality report for Board.
Improving Access to Psychological Therapies (IAPT) (p6) - 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 access and RTT on entry improvement in Q4. The impact of Manchester and Salford performance positions means GMMH are reporting a non-compliant position for RTT at 6 & 18
weeks and recovery targets in March. Recovery/action plans continue to be operationalised to address issues in Salford and Manchester.

6

Early Intervention in Psychosis – Treatment within 2 weeks (p7) – Both Manchester and Trafford missed the target in March. Detailed reasons are provided in the report however do highlight an issue with delays in referral on to EI
for those within other services. The importance of timely referrals has been reinforced with all services.

7

Out of Area Placements (OAP’s) SOF Operational Performance (p9) –The report shows GMMH achieved a reduction of 63% on the 2017/18 position exceeding the 33% target required. This is a significant achievement and
reflects work throughout 18/19. There will be a continued focus on the sustained reduction of all OAPs including
those locally monitored. The target for 19/20 is a 66% reduction from the 17/18 position.

9

Care Programme Approach (CPA) follow up in 7 days (p10) - GMMH achieved the target in March and for Q4. In
the main this reflects the improvements made in Manchester in recording following the transfer to Paris.
Service User Friends and Family Test (p14) – The position in March was 46.4% of service users would recommend our services to family and friends. This is a reduction on previous months and has been investigated. It relates
to a number of responses from Junction 17 and Forensic Services. There is ongoing national debate as to the appropriateness of the FFT in forensic / secure services.

10
14

As part of the service user feedback governance structure any quality issues are triangulated with other quality indicators to provide assurances surrounding standards of care delivery.

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
Mar-19
EI RTT 2 Wks
79.5%
MHSDS DQMI
92.6%
IAPT Recovery
45.6%
IAPT RTT 6 Wks
56.5%
IAPT RTT 18 Wks
84.9%
OAPS (Bednights)
5
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YTD
72.2%
N/A
43.7%
62.4%
91.0%
5731
Final
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Financial Performance Month 12 2018/19
Executive Summary
1.1

Delivery Of Financial Control
Total

The financial performance at the end of March (month 12) was a surplus of £7.292m, £5.00m above the planned control total. The above plan
performance includes £2,492k of Provider Sustainability Funding, for achieving our Control total and additional incentive and bonus PSF of £3,276k.

1.2

Run Rate

Rate In overall terms the March results were above plan by £5.00m due to receipt of additional bonus and incentive PSF.

1.3

Comprehensive Income

The Comprehensive Income statement (Appendix 1) confirms an Operating surplus for the period of £5.102m, which was £2.810m above plan. The above
plan performance was due to the receipt of additional incentive and bonus PSF being offset by impairments of £2.190m following the District Valuers
valuation of the GMMH estate and the valuation of Oakwood (Pharmacy/ IMT) building.
Total Comprehensive income was £4.836m, which was £2,559k above plan mainly because of the bonus and incentive PSF, and impairment referred to
above. In addition, there was a movement on the GM Pension Fund of (£1,454k) in month following the actuary’s valuation of the pension fund.

1.4

Risk

1. Out of Area Placements (OAPs) – Actual spend on OAPs for the financial year 2018/19 was £9.684m. The impact of the schemes implemented in
August has reduced the number of OAPs throughout the year. Commissioners supported the pressure on OAPS with additional non-recurrent funding of
£4.8m. The Trust is working with Commissioners to discuss the level of activity and the options around funding the cost of OAPs pressures in 2019/20. To
date Commissioners have identified additional non-recurrent funding of £2.6m within the 2019/20 contract.
2. Use of agency - The agency cap set by NHS I for the Trust for 2018/19 was £10.2m. At month 12, agency spend was £19.833m, £9.622m above the 12
months target of £10.211m. Approximately, two thirds of the agency costs were 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 were also incurred to support the Commissioner funded
developments, whilst permanent staff were recruited. The Agency target set by NHSI for 2019/20 is £11.636m, the Trust plans to deliver a reduction of
£3.6m on the 2018/19 outturn as a number of substantive posts have been filled and the NHS Professionals ‘Project’ will begin to have an impact.
3. Bolton, Salford and Trafford Substance Misuse Services - The services were £0.570m overspent at month 12 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 were overspent £0.816m as at the end of March. There were significant cost pressures within the service due to the use of
agency staff to cover vacancies. The financial position of the Service has seen continued improvement following implementation of its recovery plan. 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 for the Central Lancashire Prison services.
5. National pay award—the impact of the national pay award for non-medical staff on Agenda for Change contracts was calculated by the DHSC at £2.6m
for the Trust. The Trust secured additional funding in 2018/19 from commissioners to offset the additional impact of the pay award; however, DHSC has
funded the 2018/19 pay award shortfall through the allocation of additional PSF. The 2019/20 pay award impact will be funded from the contract uplift of
3.85% in 2019/20.

1.5

CIP Performance

The Trust planned to deliver CIP of £4.950m to month 12. The Trust actual delivery against this plan was £4,214m, with the shortfall of £736k being
included in the overall financial position at month 12.

1.6

Cash and Liquidity

Cash Balances at 31 March 2019 totalled £29,578k; £3,522k below plan. This represents an increase of £5,958k compared to the February month end
balance and reflects the year end NHS cash payments received.

1.7

Capital expenditure

Capital expenditure in month was £1.245m. Total capital expenditure at 31 March 2019 was £9.975m; £2.213m below plan due to underspends on the
Pharmacy Capital Project, slippage on the Women’s ward changes at Edenfield and Enhanced Community model improvements.

4

Financial Performance Month 12 2018/19
1.8

Use Of Resources Metrics

As at the year-end, the Trust achieved an overall score of 3 for the Finance UoR ratings, this is in line with plan.

The Trust achieved an overall score of 3 for the finance ratings. The increased agency costs in 2018/19 resulted in a score of 4 being reported against the
agency metric. The Trust could therefore only achieve an overall UoR score of 3 at the end of the financial year.
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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

Q4

Mar-19

85.1%

53.0%

69.2%

60.4%

84.9%

75.0%

79.5%

Position
3 month
from
rolling
Previous
(Average)
month
75.0%

↑

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 • Care Professional Team Type

Trafford and Manchester did not meet the target this month. Please see page 7 for further details.

These indicators are measured via national annual audits with results expected in Summer 19.
The17/18 outcome received 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 national averages compared to other Trusts in all three areas. This was a
significant achievement particularly in Manchester services. A recovery plan is in place to support
achievement in 18/19. Current concerns are with Manchester EI service. Further actions were
agreed in relation to this. The Trust wide approach agreed to meet the new element of the EI audit
for recording weight gain associated with antipsychotic prescribing was implemented in PARIS in
Q4. The E learning package developed has also been implemented in Q4 and 45% of the staff that
require training have sucessfully completed this.

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

a) Inpatient wards

Comments

The reportable measurement changed during 2017/18 and is now taken from the DQMI however the
local calculation method was not changed until April 2018. There is therefore no 2017/18 outturn.
The 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%

92.6%

↑

92.6%

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.

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: March 2019

41.2%

61.8%

93.7%

50.0%

75.0%

40.3%

66.3%

45.7%

64.9%

43.4%

60.7%

45.1%

58.0%

45.6%

56.5%

45.1%

58.0%

95.0%

94.8%

93.1%

90.0%

86.1%

84.9%

86.1%

Outturn

Target

Q1

Q2

Q3

Q4

Mar-19

YTD

15211

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

3693

1989

827

9

5

5731

Final

↑

↓

The overall recovery rate for GMMH shows a slight increase. The integrated Step 2 and Step 3
services (Bolton and Trafford ) show excellent recovery, consistently above the 50% target. The
Step 3 only services, show a recovery rates of 34.0% and 40.8% in Salford and Manchester
respectively with Manchester showing significant improvement.
Six week RTT demonstrates a slight decrease Division wide, mainly due to Bolton’s reduction in on
exit to service compliance. Bolton’s current on entry compliance is strong which shows that this
will improve. Salford has started to demonstrate significant improvement in on entry to service in
March figures, which indicates continuing improvement. This is projected to be sustained as a
result of the waiting list initiative in Q1 2019/20. The combined Manchester KPI has reduced on
exit. This position is due to the historic number of clients who have already breached affecting
compliance. On entry to service data indicates that the Manchester service has reduced the 18+
waiters down to minimal RTT relevant clients waiting as at March. 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 Q1 as the operational procedure is
implemented. This has been supported by an action plan to resolve issues at both 6 and 18 weeks.

↑

The Trust position at 18 week RTT has increased slightly to 84.9% in March. 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 both South Manchester 76.9% and Salford 43.7%
is critical to moving the Trust to compliance with the 95% target. Recovery plans are in place for
both areas, with positive improvements on entry to service levels of 74.1% and 89.4% being
achieved in Salford and South Manchester respectively in March.
Comments

↑

The GM definition for Out of Area Placement (OAPs) reporting agreed with NHS England was put in
place in April 2018. A target reduction of 33% of Reportable OAPS bed nights has been set
nationally. The Trust achieved this at 63% reduction. The arrow indicating performance is a
reflection of the YTD position against the required reduction.
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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%

Mar-19
100.0%
50.0%
100.0%
50.0%
0.0%
79.5%

3 month
rolling to
Jan-19
91.9%
61.8%
93.8%
50.0%
0.0%
75.0%

Comments
It should be noted that small numbers mean percentages fluctuate on a monthly basis affecting achievement of the target. In March, Trafford and Manchester are red in month. There were two breaches in Trafford (4 accepted) both of
which were delays in referral from other services. There were six breaches in Manchester (12 accepted). Reasons include 2 delays in referral from other services, 1 due to incomplete information from primary care, 1 due to service user
engagement and 2 due to allocation of care co-ordinator. There has been a significant amount of work has taken place
with other services to reiterate the importance of timely referrals.

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)
Q3
Q4
Q1
Q2
2017/18 2017/18 2018/19 2018/19
94.0%
93.0%
88.0%
88.0%
100.0%
100.0%
100.0% 100.0%
100.0%
100.0%
99.0%
99.0%
91.0%
93.0%
100.0% 100.0%
100.0%
100.0%
100.0% 100.0%
99.0%
99.0%
98.0%
98.0%
16.0%
100.0%
100.0%
97.2%
88.8%
97.4%
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
91.55%
88.19%
92.71%
93.59%
76.22%
91.05%

Mar-19
91.23%
89.79%
92.57%
93.23%
74.04%
92.58%

NW Benchmarking
(MHSDS)
Q3
Q4
Q1
2017/18 2017/18 2018/19
97.2%
88.8%
97.4%
98.1%
87.8%
98.0%
98.1%
87.9%
98.2%
98.5%
88.3%
98.7%

Q2
2018/19
97.4%
98.0%
98.2%
98.8%

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 individual Hospital Bed Type for each patient and the feasibility of doing so will be further explored. There is also a query on the NHS Digital’s calculation method for the Ex British armed forces measure but NHS Digital cannot comment on this before the next Data Quality webinar in May 2019.
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4. IAPT—Clients Moving to Recovery and Treated Within 6 and 18 Weeks of Referral (RTT)

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

8985
1516
58.1%
82.5%
99.8%
7920
2833
24.0%
30.5%
87.9%
5014
1614
42.9%
58.3%
91.1%
7367
1843
55.1%
87.6%
98.4%
239
45
48.8%
64.7%
86.3%

Q2

Q3

Q4

Jan

Feb

Mar

1,275
150
50.4%
80.0%
100.0%

1,037
124
52.5%
73.4%
100.0%

1,154
127
52.8%
69.3%
100.0%

3,466
401
51.8%
74.6%
100.0%

Comments
Bolton: The combined IAPT Step 2 and 3 service continue to show
excellent quality outcomes. The engagement work with Primary Care
colleagues around insufficient 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 reduce attrition rates. The action plan and subsequent benefits to access
will be reflected in the Q3 performance figures. In March the Bolton
Service achieved all performance indicators, with the exception of RTT
at 6 weeks which deliver 69.3%. This was expected and was a result of
an administration issue with clients entering therapy in the October/
November period of 2018, subsequently being discharged in February/
March.

50
75
95

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

3,287 3,466
463
401
53.4% 51.8%
83.6% 74.6%
99.8% 100.0%

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%

2,170
724
37.1%
44.2%
90.5%

724
235
37.4%
46.4%
92.3%

665
241
31.9%
44.4%
88.4%

781
248
41.6%
41.9%
90.7%

2,170
724
37.1%
44.2%
90.5%

↑
↓
↑

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%

1,476
367
40.8%
31.9%
42.2%

457
99
40.4%
32.3%
47.5%

509
111
50.0%
28.8%
35.1%

510
157
34.3%
33.8%
43.9%

1,476
367
40.8%
31.9%
42.2%

↓
↑
↑

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%

2,292
808
721
540
167
156
54.1% 53.1% 55.5%
80.9% 75.4% 85.3%
99.3% 100.0% 98.7%

763
217
54.0%
82.0%
99.1%

2,292
540
54.1%
80.9%
99.3%

↓
↓
↑

50
75
95

54
78
57
58
22
22
14
58
12
6
10
13
6
6
1
13
0.0% 16.7% 50.0% 30.8% 16.7% 50.0% 0.0% 30.8%
75.0% 83.3% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
83.3% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Salford: This is a Step 3 only service. Although the service is noncompliant with RTT on exit, access targets have been met between
October and March with the exception of the Christmas period. A recovery plan has been operationalised to address the high level of waiters
which is on a downward trajectory reducing by circa 60% since implementation of the WLI. The improvement of access at both 6 and 18
weeks is starting to show considerable improvement on entry to service
at 56.7% and 74.1% at 6 and 18 weeks respectively in March, in line
with commissioning expectations.

↓
↔
↔

Trafford: The combined IAPT Step 2 and 3 service continue to
show excellent access, RTT at both 6 & 18 weeks as well as recovery.
Issues remain around insufficient referrals to achieve the 19% prevalence target, although in March Trafford achieved all performance indicators. Action plans are in place to increase referral rates whilst reducing attrition to support future prevalence stretch targets.

1385
457
33.9%
99.8%
100.0%

50
75
95

41.2%
61.8%
93.7%

50
75
95

Board Performance Report: March 2019

Q1

Position
From
3MR Previous
(Avg)
Month

198
11
0
104
149
79
37.5% 38.2% 27.3%
100.0% 100.0% 100.0%
100.0% 100.0% 100.0%
40.3%
66.3%
94.8%

Final

45.7%
64.9%
93.1%

43.4%
60.7%
90.0%

↑
↓
↔

0
0
-

0
0
-

0
0
-

0
0
-

0
0
-

↔
↔
↔

45.1%
58.0%
86.1%

44.5%
59.8%
89.3%

45.0%
57.8%
84.0%

45.6%
56.5%
84.9%

45.1%
58.0%
86.1%

↑
↓
↑

Manchester: We have seen recent improvement in the 6 week RTT
plateau (on exit) across Manchester. Consistent achievement of the
target is still negated by underperformance in South Manchester although South on entry to service has improved in March. An action plan
to address 6 & 18 week RTT, referrals, prevalence, recruitment and
accommodation have been implemented. The Manchester service now
has a minimal number of RTT relevant clients breaching 18 weeks after
years of historical waits, supported by a waiting list initiative. This will
support delivery of the agreed trajectories in line with the action plan.
Referral rates have improved in month although are still lower than
required. Work continues to improve this with GMMH chairing 4 recent
meetings with third sector partners, and co-designed an implementation
plan which is now in place to improve engagement and consistency of
referrals.

Military Veterans: The service had 13 completed treatments recorded in month with a slightly lower than expected recovery rate at
30.8%, although the service achieved 100% compliance with both RTT
at 6 & 18 weeks in month.
Working Well: The service has now ceased.
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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
February 2019
5,731

Jun-18
134
526
249
80
989

Jul-18
137
798
217
45
1197

Current Target
for 33% as at
February 2019
10,251

Aug-18
104
385
28
53
570

Bednights

6000
4000

Apr
44
483
43
45
615
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Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

2000

Locally Monitored OAPS
Bolton
Manchester
Salford
Trafford
GMMH

Dec-18
0
2
0
0
2

Jan-19
0
3
1
0
4

Feb-19
0
0
0
0
0

Mar-19
0
5
0
0
5

YTD
626
3876
785
444
5731

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.

The Trust has achieved the target for a 33% reduction in 2018/19 with the March
position at 63%. 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 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
-4,520
63%

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

12000

Sep-18
6
176
26
14
222

There is continued focus on sustaining this 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.

Cumulative Reduction Target

May
134
368
30
51
583

Final

Jun
118
349
30
1
498

Jul
74
396
69
8
547

Aug
66
529
85
86
766

Sep
11
813
10
133
967

Oct
44
710
40
111
905

Nov
68
582
14
83
747

Dec
16
564
59
128
767

Jan
54
594
62
121
831

Feb
96
535
42
48
721

Mar
58
644
6
66
774

YTD
783
6567
490
881
8721
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SOF Quality of Care Indicators - Summary

All Providers

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

Da ta Source

Q1

Q2

2018/19
Q3

Q4

Ma r-19

Written Complaints - Rate

NHS Digital

223

211

190

230

73

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

2

CQC

G

G

G

G

78.7%

82.9%

78.6%

67.4%

46.4%

0

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

Mental Health Providers

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

NHS Digital

95.3%

93.2%

72.5

94.9%

97.6%

0

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.
Please note the Trust acheived the target in Q4. This reflects, in the main,
the improved processes put in place following the transfer of Manchester
97.85%
services to PARIS.

% clients in settled accommodation

NHS Digital

78.3%

75.4%

57.0%

60.2%

60.2%

% clients in employment

NHS Digital

5.9%

6.0%

3.4%

4.5%

4.5%

Potential under-reporting of patient
safety incidents

NHS England

TBC

TBC

TBC

Board Performance Report: March 2019
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Comme nts
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.
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.

Target: 58.61% TBC
The Target applied has been updated this month to reflect the latest
available published national figures as an indication of performance and is
the overall England result as at November 2018.
It should be noted that 60.2% is a local estimation of Trust performance
for the current month. This does show progress following the improvement
in recording following the transfer to Paris for Manchester services. It
should also be noted that the latest available published figures for GMMH
are 69% (Nov 18), higher than local estimations made. (Score is 7889 out
of 13115).
Target: 8.45% TBC The Target applied has been updated this month to
reflect the latest available published national figures as an indication of
performance and is the overall England result as at November 2018.
It should be noted that 4.5% (587 out of 13115) is a local estimation of
Trust performance for the current month. This does show progress
following the improvement in recording following the transfer to Paris for
Manchester services. It should also be noted that the latest available
published figures for GMMH are 6% (Nov 18), higher than local
estimations made. (Score is 587 out of 13115).
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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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 4,661 4,674
4,908 4,900 4,934 5,001 4,982 5,016 4,983 5,020 5,028 5,042 5,062 5,076
876
898
850
793
779
736
754
713
672
680
658
499
121
123
129
128
141
159
195
189
180
192
210
208
2.5%
2.5%
2.6%
2.6%
2.8%
3.2%
3.9%
3.8%
3.6%
3.8%
4.2%
4.1%
2.3%
2.3%
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
760
600
142
247
269
258
291
134
196
215
105
117
141
106
252

330

285

291

255

430

201

187

139

192

170

178

476

159

213

260

250

306

376

349

405

350

354

250

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
24
37
30
91

Mar-19
27
42
33
102

Comments:

Workforce overview:
At the end of March the Trust employed 5,076 people who worked a total of 4,674 Full-Time Equivalent. The budgeted FTE exceeded the contracted FTE by 499. The headcount is an increase of 20 staff in post compared to the previous month.
As at the end of March there were 208 apprentices in GMMH. This represents 4.2% of the workforce which exceeds the public sector target of 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 284 candidates appointed to the Trust and waiting to start/pending employment checks of
which 106 have completed all clearances and have an agreed start date. 178 are currently in the pre-employment check stage.
The data for March demonstrates the recruitment process took on average 10.7 weeks from offer to start date, this is an increase from the previous months, but may be due
to changes in how the data is calculated. At 42 days, the time taken to process candidates from ‘appointable to clearances completed’ remains in line with the Trust target for
the sixth consecutive month.
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Sickness Rate

Directo rate Targe t

3.78
2.16

M

3.49
2.82

F

2.86

J

3.61

2.56

D

3.48

3.18
2.92

2.45

1.68

S

O

1.57

A

N

3.58

4.05

3.91

3.67

3.67

3.25

2017/18
GMMH - Shor t te rm

5.81

5.88

4.17

3.94

3.92

3.95

3.96

3.90

1.87

1.71

M

1.89

J

F

1.93

D

0.00

1.92

Rehab

5.81

N

Psycho logical
Therap ies

1.00

1.90

SMS

1.71

O

HJS

Sickness Absence - Long Term

1.12

1.85

1.81

5.83

2.00

S

1.22

5.86

3.00

1.87

1.42

5.85

A

1.76

NHS E

MCR & City

Sickness Absence - Short Term

1.65

2.00

Salford

Bolton

1.92
MCR S &
Trafford

1.55

MCR North

1.44

2.54

4.17
2.93

5.81

1.88

2.86

5.81

J

4.61

2.00
0.00

3.61

5.87

1.86

3.43

2.71

4.00

4.05

4.08

5.78

4.02

3.84

5.89

J

3.80

5.90

1.88

3.77

6.18

GMMH

4.26

4.00

Target

5.00

Corpor ate

%

5.00

5.94

2018/19
GMMH - Long term

M

5.42

6.03

4.08

5.19

5.94

1.86

5.49

6.31

6.03

GMMH Sickness Rate (%) - Rolling 12 m onths

A

5.72

5.20

5.88

6.10

2017/18
GMMH - Shor t te rm

6.00

6.00

1.00

0.00

Directo rate Targe t

7.78

8.00

3.00

1.00

3.94

2.16

1.73

SMS

HJS

1.60

7.00

8.72

9.00
7.00

NHS E

MCR S &
Trafford

MCR North

Salford

Sickness Absence - Long Term

0.95

1.86

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

10.00

6.03

2.00
1.58

0.00

Sickness Absence - Short Term

5.48

5.73

J

2.53

3.99

2.95

1.37

1.74

3.00

2.78

3.53

4.00

J

2.37

3.78

4.03

3.14

4.46

3.25

5.27

2.81

4.37

4.49

1.61

2.14

4.86 5.04

M

1.66

MCR & City

1.00

Bolton

2.00

4.08

1.48

3.00

4.73

5.40

5.00
3.47

3.95
2.98

6.47

A

4.56

5.94

%

%

5.00

4.00

6.32

4.55

6.00

%

5.20

GMMH

5.13

Corpor ate

6.22

6.61

Rehab

6.00

6.42

6.32

Psycho logical
Therap ies

7.00

6.84

GMMH Sickness Rate (%) - In Month

7.00

8.34

8.00

3.94

Divisional In Month Sickness Rates (%) - March 2019

9.00

2018/19
GMMH - Long term

Target

Comments:

Sickness:

At 5.88%, the total sickness rate for the 12 months ending March 2019 was 0.07% increase from the previous month. The March in-month total was 5.94%, a decrease of
0.37%. 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 March was due to anxiety/stress/depression/other psychiatric illnesses (22%), other musculoskeletal problems/back problems (10%), cough/cold/flu (10%), gastro-intestinal problems (9%).
All divisions with the exception of Manchester Central and City Wide, Salford, Psychological Therapies and Corporate Services reported sickness rates above the Trust target of 5.6%. The Health and Wellbeing Strategy Group continue to focus on developing strategies to support the mental wellbeing of the workforce.
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Human Resources Indicators

IPDR
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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

A

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 remained at the target of 85% in March. At the end of March 81% 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.

Turnover:
During March a total of 75 staff left GMMH. Reasons for leaving were: voluntary resignation (45), retirement (19), end of fixed term contract (7), other (4). The Trust is working with NHSI to refresh the action plan as part of the NHSI Retention Improvement Programme.
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Friends and Family Test—Staff and Patient Feedback

Staff, Friends and Family Test - Quarter 4 (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?
66,
5.2%

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

17, 1.3%

80,
6.3%

6, 0.5%
116,
9.1%

306,
24.1%

297,
23.4%

119,
9.4%

184, 14.5%

Comments:

The results for the latest staff FFT from Q418/19 for GMMH
show that 72.5% of staff would recommend the Trust as a
place to receive care or treatment. 64.7% would recommend
the Trust as a place to work. The percentage of staff
recommending the Trust as a place to work has reduced by
0.2% since Q2, and we have seen a 1.2% reduction in staff
recommending the Trust as a place to receive care or
treatment.

203, 16.0%

618,
48.6
%

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

528,
41.6%

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

Patient Feedback—Service User Friends and Family Test
Comments:

YTD Period: March 2019
112,
6.6%

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

107,
6.3%

70,
4.1%

86,
5.1%

1 - Extremely Likely
976,
57.5%
346,
20.4%

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

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.
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 care and treatment,
this feedback helps us to make improvements and scope how we deliver future services. For March 2019, the combined
GMMH results showed that of the 84 service users asked, 46.4% said they would recommend our services to friends and
family. This is a reduction from the February score of 77.4% (bringing the YTD total to 77.9%). There has been an
increase in service users choosing don’t know or, neither likely or unlikely, this month. The increase in use of these options
has come from Junction 17 and Forensic Services. If these figures were removed, 73% of GMMH service users would
recommend our services to their friends and family. As part of the service user feedback governance structure any quality
issues are picked up with the respective lead and cross referenced with other quality indicators to provide assurances
surrounding standards of care delivery.

5 - Extremely unlikely

6 - Don't Know
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EXECUTIVE SUMMARY

This report provides a high level summary of information related to quality. This
includes patient safety; integrated health care; service user and carer feedback; staff
safety; safeguarding; and compliance with our legislative frameworks.
There is also a summary of our key performance metrics related to the prevention
and management and aggression; a summary of our quality improvement activities;
progress update in relation to our Quality Accounts; and a summary of performance
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1. Executive Summary
This report provides a high level summary of informa on related to pa ent safety; service user sa sfac on and experience of care. There is also a summary of our key performance metrics
related to the preven on and management and aggression; our quality improvement ac vi es; and a progress update in rela on to our Quality Accounts and Quality Improvement (QI)
strategy.

In Quarter 4 we have con nued to shi the focus on assurance to improvement in rela on to some of the data and narra ve. This remains a work in progress and QI applica on is more
evident in some areas of the report than others. QI is most apparent in our work to reduce restric ve prac ce interven ons (see pages 12‐17). Most informa on is provided in rela on to
quarter 4 which enables comparisons to be made in rela on to previous Quarters and future reports. A number of annual quality reports will be taken to QIC in the next few months which
compliments the informa on in this report by providing a fuller picture of the quality of care being delivered at GMMH.

During Quarter 4 the Trust maintained a consistently high incident repor ng posi on. The large majority of incidents caused either no harm, low harm or moderate harm; with only 2% of all
incidents repor ng major or catastrophic harm. There was a small increase in externally reported incidents during Quarter 3. All incidents of major or catastrophic harm progressed to 3 day
reviews or comprehensive inves ga ons (RCAs) and are monitored by the Post Incident Review Panel chaired by the Medical Director (see pages 5‐7).

GMMH uses the Mental Health Safety Thermometer report to monitor how safe people feel within our services. Although there was a decrease in service users feeling safe in Quarter 4 the
Year to Date picture remains posi ve. All individual reports of service users feeling unsafe are followed up by the service and monitored by the Trust wide Posi ve and Safe group (see page
8).

There was a consistent pa ern in rela on to service users requiring care for pressure ulcers in Quarter 4. It remains a common theme that
the majority of reported GMMH acquired pressure ulcers occur within our later life services where the risks of pressure area damage are
higher due to frailty, immobility and chronic coexis ng comorbidi es. All service user care plans were reviewed to ensure that appropriate
care was being provided (see page 9).

Page 10 reports a small reduc on in falls. The Physical Health Care Commi ee monitors learning from falls and each individual fall resul ng
in harm during Quarter 4 was reviewed, and where necessary further risk assessment and management plans were put in place to prevent
repeated falls (see page 11).
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1. Executive Summary
There was a decrease in violence and aggression incidents causing injury to staﬀ during Quarter 4 which represents an overall downward trend (see page 17)
Pages 12‐17 summarises progress with the Trust’s Posi ve and Safe strategy to reduce restric ve interven ons. There con nues to be a downwards trend in the use of restraint, rapid
tranquillisa on and seclusion in Quarter 4. Staﬀ are taught in PMVA training that restraint, seclusion and intra‐muscular medica on should only be used as last resorts. The Posi ve and Safe
team monitors all individual episodes of restric ve prac ce and monitors trends at ward and Trust level. The Trust wide Posi ve and Safe forum supports services to take addi onal steps as
part our reducing restric ons strategy.

Pages 18 and 19 summarise both child and adult safeguarding incidents which represents a year to date reduc on in adult safeguarding concerns and a consistent pa ern for child
safeguarding concerns. A number of Domes c Homicide Reviews, Serious Case Reviews and Safeguarding Adult Reviews remain ongoing with GMMH involvement and there are summarised
on page 19. The training compliance for Prevent Wrap 3 increased during Q4 and is now just above target.

There was an increase in Level 4 and 5 complaints in Quarter 4 and each was / is being inves gated by the Trust. The outcome of high level complaints is summarised in the quarterly
CareHub report and noted at Quality Governance Commi ee. Learning from all complaints is reviewed by local SLTs and Network Hubs and any Trust wide learning is taken to the Ward
Managers and / or Community Managers networks (see pages 20‐23)

Pages 24 detail our Quality Ma ers ac vi es during Quarter 4, and pages 25‐35 summarises progress with our local and Na onal CQUINs.

Finally, pages 36‐40 summarise Mental Health Act and Mental Capacity Act informa on and ac vity.
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2. Patient Safety
2.1 Total Number of Incidents by Harm Caused
2.1 iden ﬁes the number of incidents in Quarter 4 by level of harm. A total of 25142 incidents were reported in Da x which represents consistently high repor ng across
the Trust. Level 1 (no harm), Level 2 (low harm) and Level 3 (moderate harm) made up 70% of incidents reported. 2% of all incidents resulted in Level 4 (moderate harm)
and Level 5 (major or catastrophic harm). All incidents that progress to 3 day reviews or comprehensive inves ga ons (RCAs) are monitored by the Post Incident Review
Panel. 29% of all incidents are s ll awai ng review by Dif2.
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2. Patient Safety
2.2 STEIS Reported Incidents
During Quarter 4, a total of 20 incidents were reported through the STEIs system. There has been an increase of 2 incidents reported through the STEIS system since
Quarter 3. The graph below iden ﬁes the STEIS reported incidents by Division and sub category.

The graph identifies unavailability or loss of beds, this incident involved a 13 year old assessed urgently requiring an inpatient bed. At the time, there were no CAMHS
beds available across the country and due to the risk presented for themselves and to others, the young person was admitted to a adult secure bed a GMMH. The young
person was nursed using least restrictive interventions and nursed on 1:1 observations until transferred to a CAMHS bed within 2 days of admission.

2.3 Number of RCAs commissioned and 3DR Due in Quarter
During Quarter 4, a total of 42 RCAs were completed and a total of 317 3DRs were due in Quarter 4.
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2. Patient Safety
2.4 Deaths
During Quarter 4 a total of 149 deaths were reported. 52% of these were expected and a propor on of service users were on end of life pathways. The graph below
shows the number of deaths per month with a year to date trajectory. Of the 48% unexpected deaths, 66% were cause of death unknown, 16% were physical health
related, 15% suspected suicide, 1.5% drug related and 1.5% unascertained. During Quarter 4, the Trust identified an increase in train deaths occurrence.

2.3.1 Learning Disability Deaths
Unexpected death of a 46 year old gentleman with a diagnosed learning disability under Salford CMHT. Inves gated via 3 day review, cause of death currently un‐
known. Reported to the University Bristol in line with the Learning Disabili es Mortality Review (LeDeR) Programme which is delivered by the University and commis‐
sioned by the Healthcare Quality Improvement Partnership (HQIP) on behalf of NHS England.
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3. Integrated Healthcare
3.1 Mental Health Safety Thermometer– Percentage of Service Users Feeling Safe
As part of the Mental Health Safety Thermometer report service users are asked whether they feel safe in the care of our services. Although there was a small decrease in
the numbers of people feeling safe the graph below iden ﬁes a year to date increase in the percentage of service users feeling safe and the overall picture remains
posi ve. The wards with the highest percentages of pa ents feeling unsafe in February were on our female acute wards and PICUs. Work is con nuing with the Posi ve
and Safe team to look at the impact of trauma on an inpa ent admission including where restric ve interven ons are used. Future quality reports will include a
comparison of the use of restric ve interven ons and the percentage of service users who feel unsafe as there may be a correla on which the Posi ve and Safe and
Quality Team are exploring. Assurance was provided from ward managers in areas where service users have told us they feel unsafe. This is reviewed immediately by the
ward staﬀ and an assurance report is provided which is noted at the Posi ve and Safe forum. Reports from our female acute and PICU ward managers during Quarter 4
included the addi onal steps that are being taken to enable service users to feel safe and involved 1:1s with staﬀ, use of speciﬁc Safewards interven ons and use of
addi onal leave.
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3. Integrated Healthcare
3.2 Pressure Ulcers
The graph below iden ﬁes the number of pressure ulcers reported during Quarter 4 by Division. In Quarter 4, a total of 4 GMMH acquired pressure ulcers were
reported. All 4 were categorised as Grade 2 pressure ulcers. It remains a common theme that the majority of reported GMMH acquired pressure ulcers occur within our
later life services where the risks of pressure area damage are higher due to frailty, immobility and chronic coexis ng comorbidi es. All service user care plans were
reviewed to ensure that appropriate care was being provided to manage the risks of skin integrity. The quality of these was overseen by the Head of Integrated Healthcare
and the local Physical Healthcare lead nurse. Whilst we have seen a small reduc on in the number of pressure ulcers being acquired within GMMH, further work is
required to strengthen the approach to pressure ulcer preven on and this is taking place in the Physical Healthcare Commi ee.

All service users have care plans for their pressure ulcers and the quality of these is overseen by the Head of Integrated Healthcare and the local Physical Healthcare lead
nurse. Whilst we have seen a small reduc on in the number of pressure ulcers being acquired within GMMH, further work is required to strengthen the approach to
pressure ulcer preven on.
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3. Integrated Healthcare
3.3 Falls

In Quarter 4, a total of 176 falls incidents were reported. This is a reduc on of 8 falls since Quarter 3. 98% of the incidents reported in quarter 4 caused n
insigniﬁcant, low, minor or moderate harm and 2% of falls resulted in major harm. The 3 cases of major harm have all been reviewed, 2 occurred on Hazel‐
wood Ward and 11 on Delamere Ward at Woodlands Hospital. Unfortunately these 3 incidents resulted in the service users sustaining fractures to the hip
(2) and to the Knee (1). The three cases have been reviewed and 1 case had a known falls risk and the Trust observa on policy was being u lised to mi ‐
gate the risk of falling however at the me of the incident this was set at 1:15 and the fall occurred in between observa ons. The other two cases had ap‐
propriate falls risk assessments completed and both were deemed to be low risk. There was therefore no enhanced care measures indicated and the inci‐
dents could not have been foreseen.
The Trust falls group reports into the the bimonthly physical health
care commi ee and has established no concerning trends in rela on
to falls incidents. Any notable changes in falls incident data has been
able to be a ributed to individual service users and their individual
risk presenta on.
In order to improve falls preven on within our older adult services a
trial of ‘RAMBLE GUARD’ has been completed at our Woodlands
site. ‘RAMBLE GUARD’ is a wireless fall preven on technology that
uses sensor mats to alert nursing teams to the movement of service
users at increased risk of falls. The use of this technology has evalu‐
ated posi vely and will be reported on in the June 2019 physical
health care commi ee.
Work is ongoing to increase access to the falls preven ons training
through the development of an e‐learning package. In in the interim,
face to face falls preven on training is provided and capacity to de‐
liver this has been increased through the comple on of train the
trainer training.
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3. Integrated Healthcare
3.4 Seasonal Flu
The trust was successful in delivering the Seasonal Flu CQUIN and achieved a 77.57% uptake against a 75% target. All professional groups across all divisions achieved the
75% required target with highest compliance noted in the ‘Doctors’ group (87.89%).
In comparison to the 2018/19 na onal uptake data, GMMH’s ﬁnal posi on for the Flu Season 2018/2019 was higher than the na onal average vaccine uptake of 70.3%
The Nursing and Governance Team will ini ate prepara ons for next year’s Seasonal Flu Campaign in June 2019 and will form a new Seasonal Flu ac on plan, following
recommenda ons from NHS Employers and based on learning and feedback from this year’s campaign.

3.5 Reportable Infec ons
There has been 1 case of non GMMH acquired TB in North Manchester. The service user has been successfully managed at Park House with regular input from the
Infec ous Diseases Department at North Manchester General Hospital.

3.6 PLACE
All NHS Trusts have been advised that there will be no annual PLACE inspec on this year due to the pending changes to the na onal documenta on which is currently being consulted on.
PLACE will return during 2010/21 but in the interim GMMH will con nue to get assurance via its quarterly inspec on regime and will conduct an internal PLACE inspec on in place of the
Na onal visits.

3.7 Sepsis Collabora ve
GMMH has recently joined the Greater Manchester Sepsis Collabora ve which aims to bring together the locality
sepsis leads and other key stakeholders from Greater Manchester and Wider to develop a system wide strategic
direc on, to share informa on and good prac ce, to reduce sepsis, improve outcomes and improve quicker
iden ﬁca on across the GM footprint. The learning from this collabora ve will be incorporated into the Trustwide
Sepsis developments which will be incorporated into the NEWS2 implementa on later this year.
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4. Positive and Safe
4.1 Implementa on of Safe Wards
In line with na onal guidelines, all mental health trusts where service users may be subject to the use of restric ve interven ons such as restraint, seclusion or rapid
tranquilisa on must have a restraint reduc on plans. GMMH has chosen to use Safewards as research has shown it has been proven to be eﬀec ve at reducing the use of
restric ve interven ons. The trust has a Posi ve and Safe lead nurse who oversees the trustwide implementa on of Safewards and also Preven on and Management of
Violence and Aggression (PMVA) training to ensure staﬀ are equipped with skills and tools to use alterna ve strategies to manage violence and aggression so that
restric ve interven ons are used only as a last resort.

The Posi ve and Safe team deliver training in PMVA which includes Safewards techniques such as ‘Ge ng To Know You’ and collabora vely exploring wishes in rela on to
risk management, de‐escala on and debrief as well as training restraint and seclusion techniques. The team updated the Safewards part of the training in July 2018 and
began seeing posi ve changes in incident levels and Safewards data therea er. The Posi ve and Safe team monitors all incidents across inpa ent services in the trust and
iden ﬁes areas where there are higher levels of restric ve prac ces in order to target those areas for addi onal support and on‐ward training where required.

Na onal Restraint Reduc on Network training standards were published in Quarter 4 and these will lead to accredita on being a requirement for PMVA training. The
Posi ve and Safe team con nue to enhance our training by strengthening debriefs and posi ve behavioural support planning. The team have invited frontline staﬀ to
iden fy which topics are most important currently on the wards and how they would like them to be taught in PMVA training. This has led to an increased focus on debriefs
and a template has been developed and piloted on 6 wards in the trust in order to evaluate it as part of a PDSA cycle. During Quarter 1 this will be expanded to include
posi ve behavioural support planning as it is closely linked to debrief; and enhanced observa ons. Work remains ongoing to develop training emphasis on the links
between trauma and restric ve interven ons.
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5. Positive and Safe
4.1 Implementa on of Safe Wards
Data is collected and monitored on the implementa on of Safewards and the use of restric ve interven ons. These have been compared and have shown a posi ve
correla on with a reduc on in reported incidents of aggression and violence. The Posi ve and Safe and Quality Teams are increasingly working more closely together at the
level of data analysis and QI. The 10 wards which have been iden ﬁed as having the highest rates of restric ve prac ces over the last 6 months and being supported
through bespoke interven ons. Comparisons are being made between the use of restric ve interven ons and other known inﬂuencing factors such as training compliance,
staﬀ sickness and enhanced observa ons. Results will be fed back to local teams to support their quality improvement projects by monitoring improvements and
iden fying successful strategies to inform PDSA cycles. The graph below shows a reduc on in restraint, rapid tranquillisa on and seclusion as Safewards use has been
introduced and increased.
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5. Positive and Safe
4.2 Incidents where Restraint Techniques were used:
The graph below shows the number of restraint incidents during Quarters 1 ‐ 4. There is a downwards trend in the use of restraint and there has also been a reduc on in
the use of restraint since the previous year which is shown in grey. The Posi ve and Safe team con nue to monitor all incidents involving restraint and provide advice,
guidance and training on alterna ves where indicated. Individual ward teams have implemented local QI strategies to reduce restraint on their wards including priori sing
the use of Safewards interven ons, Posi ve Behavioural Support plans and debrief. Examples of posi ve prac ce have been on Irwell ward, Keats Ward, Elm Ward, Poplar
Ward, Saﬁre Ward, Anderson Ward, Eskdale Ward, Chaucer Ward and Others.
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5. Positive and Safe
4.3 Incidents of use of Rapid Tranquilisa on
The graph below shows the number of restraint incidents where rapid tranquillisa on (RT) was used during Quarters 1 ‐ 4. The Posi ve and Safe team is working with the
Medicines Management Team to promote the Posi ve PRN campaign with an aim of further reducing the use of rapid tranquillisa on. Using QI methodology, a new Care
Bundle has been developed for the use of RT to prompt staﬀ about the approved process for any incidents where RT is used. This includes a debrief with the medical team
and nursing staﬀ which will lead to an update in the care plan based on a review of the eﬀec veness and appropriateness of the use of rapid tranquillisa on as well as
taking the pa ent’s personal preferences into account. The RT Care Bundle in being piloted in our PICUs, CAMHS and other wards where RT is used and will be evaluated in
Quarter 1 with a view to rolling out the Bundle across GMMH.
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5. Positive and Safe
4.4 Seclusion Use
The graph below shows the number of seclusion incidents during Quarters 1 ‐ 4 which are on a downwards trajectory. The Posi ve and Safe team con nue to monitor all
seclusion use in order to iden fy areas where there is more frequent use and provide addi onal support. The newly established PICU network is used as a forum to share
good prac ce and for thema c feedback from the Posi ve and Safe team about the use of seclusion. Safety crosses have been introduced in some PICU wards to provide
real‐ me informa on about the frequency of the use of restric ve interven ons which helps to focus a en on on areas of concern. The Posi ve and Safe team has
recently completed an audit of seclusion rooms and adherence to the policy and a number of QI measures were taken. The training needs iden ﬁed by this audit will be
addressed locally and in PMVA training.
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5. Staff Safety
5.1 Violence and Aggression Towards Staff
In Quarter 4 there was 169 violence and aggression incidents causing injury to staﬀ which is a overall reduc on on the 210 incidents in Quarter 3. North Manchester
reported the same number of incidents in Quarters 3 and 4 and there was no signiﬁcant change across our Bolton and Rehab wards. However, there was a 50% reduc on
across the quarters in South Manchester and Traﬀord and violence to staﬀ incidents reduced by one third in Salford which will be explored further to iden fy any
transferable learning in Quarter 1. There were increases in our Adult Forensic and CAMHS wards in Quarter 4 and further steps will be taken in Quarter 1 to be er
understand and address this through preven on and interven on where required.
In Quarter Four, a total of 163 (96%) of violence and aggression incidents against staﬀ resulted in minor harm compared to 199 (94%) in Quarter Three. 6 (4%) of incidents
resulted in moderate harm requiring treatment compared to 11 (6%) in Quarter Three. There has been a total of 3 violence and aggression incidents against staﬀ incidents
reported to the HSE as RIDDOR incidents in Quarter Four compared to 5 in Quarter Three. All 3 incidents resulted in members of staﬀ being absent from work for over 7
days. 2 of the RIDDOR incidents occurred 1 in Forensic Medium Secure and 1 in North Manchester.
Over the last 12 months there has been an overall downward trend in violence and aggression incidents resul ng in injury to staﬀ from 77 in January 2018 to 56 in
December 2018. The Mutual Respect programme remains ongoing and the Security Management Specialists provide staﬀ support, progress criminal cases and monitor
incidents of violence and aggression against staﬀ through the Police Liaison Mee ngs. The Posi ve and Safe team have increased the focus on preven on of violence and
aggression and use of alterna ves to restric ve interven ons in training for staﬀ.
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6. Safeguarding
6.1 Adult and Child Safeguarding Incidents by Year to Date
GMMH staﬀ are required to raise a safeguarding alert where there are concerns in rela on to the welfare of a child; or where an adult who has care and support needs is
experiencing or at risk of abuse or neglect. Informa on is shared with the appropriate agencies and decisions are made in rela on to the steps required to safeguard those
children or adults, in accordance with statutory du es and locality safeguarding arrangements.
A total of 1383 Adult Safeguarding concerns and 328 Child Safeguarding concerns have been reported in the Year to Date. During Quarter 4, a total of 329 Adult
Safeguarding and 100 Child Safeguarding concerns were reported. This is an increase on Quarter 3 when 342 incidents of Adult Safeguarding and 86 incidents of Child
Safeguarding concerns were reported. This represents a year to date reduc on in Adult Safeguarding concerns and a consistent pa ern for Child Safeguarding concerns.
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6. Safeguarding
6.2 Domes c Homicide Reviews, Serious Case Reviews, Safeguarding Adult Reviews
During Q4, there were a total of 9 safeguarding adult reviews, 7 serious case reviews and 4 domes c homicide reviews with varying levels of GMMH involvement.
SAR’s

SCR

DHR

9 (Q3 9)
Manchester 6
Manchester/Traﬀord 1
Oldham 1
Bolton 1

7 (Q3 5)
Manchester 2
Salford 2
Wigan 1
Traﬀord 1
Bolton 1

4 (Q3 3)
Manchester 1
Bolton 2
Manchester/Salford 1

6.3 Prevent Dataset and Prevent WRAP Training Compliance (Level 3)
6.3.1 PREVENT Concerns Raised by the Trust
There have been 11 (Q3 6) Prevent concerns raised by the Trust in Q4.
Division
Manchester
Bolton
Salford

Number
2
4
4

Traﬀord

1

6.3.2 Prevent WRAP Level 3 training compliance:
The training compliance for Prevent Wrap 3 has increased to 86% during Q4
(Q3 85%).
The Trust is required to achieve 85% and is con nuing to improve compli‐
ance following the roll‐out of the e‐learning module.
The Trust has been informed that the Prevent Wrap training will no longer
be a ‘one oﬀ’ event. A three year refresher period has now been introduced.

6.2.1 Published Safeguarding Reviews

There has been one SAR published (Salford) in Q4 where the Trust has
contributed to the review and learning.
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7. Service User and Carer Feedback
7.1 Number of Complaints
7.1.1 Number of Complaints in the Quarter
During Quarter 4, a total of four Level 4 (Q3 3) and a total of three Level 5 (Q3 0) complaints were received. The number of Level 4 and Level 5 complaints
has increased during Quarter 4 since Quarter 3 2018/2019. The graph below iden ﬁes the number of Level 1 to Level 5 complaints received in Quarter 4
2018/2019. North Manchester is at least double than other district areas in terms of services and people. However, we have planned a deep dive into the
complaints at North Manchester and this is being discussed at the CARE Hub.
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7. Service User and Carer Feedback
7.1 Number of Complaints
7.1.2 Number of Complaints Year to Date
The graph below iden ﬁes the number of complaints by level received year to date in comparison to 2017‐2018.
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7. Service User and Carer Feedback
7.2 Number of Claims
7.2.1 Number of Claims in Quarter
During Quarter 4, 15 (Q3 22) new claims were submi ed (5 in rela on to Clinical Negligence, 2 public liability and 8 in regards to Employers liability). The
graph iden ﬁes the claims by type and division. Learning from claims is noted at the Risk Management Commi ee.

7.2.2 Number of Claims Year to Date
The below iden ﬁes the comparison of the number of claims received in
Quarter 4 in comparison with Quarter 1 , Quarter 2 and Quarter 3. The
graph iden ﬁes an increase in the year to date trajectory for employers
liability, with a steady trajectory for clinical negligence and public
liability claims. Learning from claims is noted at the Risk Management
Commi ee.
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7. Service User and Carer Feedback
7.3 Friends and Family Test
During Quarter 4, an average of 74% (74% Q3 ,86% Q2 and 79% Q1) of service users were extremely likely or likely to recommend our services to friends and
family if they needed similar care or treatment. The graph below iden ﬁes year to date the response to the friends and family test with a year to date
trajectory. Number of service users answering "Extremely Likely" or "Likely" as a percentage of the total number of staﬀ responding to the FFT ques on "How
likely are you to recommend this organisa on to friends and family if they needed care or treatment?". During Quarter 3 and Quarter 4, there has been a
reduc on in the numbers of service users who would recommend GMMH. However, there has been an increase in the number of service users with an
impar al response (with an increased trendline for those who would be either likely nor unlikely and don’t know responses). This is being discussed at the
CARE hub.
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8. Quality Improvement
8.1 Quality Account Progress Update
Work on the 2018/19 Quality Account is now in the ﬁnal stages. A full ﬁrst dra has now been produced and has been shared internally as part of a ﬁrst stage review. Following local
revisions, a further dra will be shared with commissioners, Healthwatch and Local Authority Scru ny Commi ees for feedback. The dra Quality Accounts will also be shared with KMPG at
the same me, and the disclosure and consistency checks will be undertaken. This involves checks against Trust Board minutes, complaints reports, staﬀ and pa ent surveys and the most
recent CQC inspec on report. The auditors will check that the key quality messages presented within the Quality Account are consistent within this wider range of reports. Once the above
processes are complete, KMPG will then provide and sign oﬀ their assurance report. KMPG have completed the process of data tes ng for the two mandated data indicators – inappropriate
OAPs and EIP, and the locally selected data indicator – care planning. The programme of ‘Quality Conversa ons’ has been ongoing in Quarter 4. This has supported both the development of
Quality Improvement Priori es for the Quality Account, and the developing GMMH Quality Strategy. Emerging themes from the conversa ons have been summarised and will be developed
as part of the ﬁnal stages of the Quality Account produc on and QI strategy which goes to QIC and Board in May.

8.2 District Quality Summits
In order to inform our quality improvement strategy the Quality Improvement Commi ee invited each Network Hub to present their improvement work, priori es and good prac ce at a
Quality Summit. These were the ﬁrst in a series and organised around pa ent safety. The next area of focus is likely to cover eﬀec veness. The quality summits will help GMMH to be er
understand the eﬀec veness challenges at opera onal service level and iden fy areas for QI and will support the iden ﬁca on of quality orientated deep dive reviews for the current year.

8.3 Quality Ma ers
In total for quarter four, 22 sets of IPSQ metrics were received from wards across GMMH. These came from a range of services
including rehabilita on, CAMHS, adult acute, PICU, assessment and older adult wards.
Quality Walk‐Arounds took place on 3 wards during quarter 4 including Silverdale, Andersen and Bronte.. Examples of
iden ﬁed good prac ce included Compassionate and caring and really went the extra mile for service users, eﬀec ve and well
presented informa on boards, high levels of pa ent sa sfac on, homely, clean and calm ward environments. Visi ng teams
also noted evidence of eﬀec ve joined up working across mul ‐disciplinary teams, con nuing progress with Safewards and a
visible focus on holis c care and wellbeing on the wards. At the March 2019 Quality Improvement Commi ee, a decision was
made to pause the current Quality Ma ers programme un l the developing QI Strategy is approved at May Trust Board. Once
approved, Quality Ma ers will be reviewed and re‐aligned with the phase one QI priori es and implementa on plans for
2019/20.
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8. Quality Improvement
8.4 CQUIN Update—Specialist Network
Lead

Indicator
Number

Indicator

Q1

Q2

Q3

Q4

Comments
This is the 3rd year of this CQUIN and there is no specific Milestones set (this CQUIN
scheme is not divided into quarterly milestones but via a series of Triggers)
Triggers for Year 3
1. 90% of patient target group participating in courses
2. 80% of patients reporting positive outcome measures
3. Publish 2nd Edition of Prospectus

DB

SMg

MH2

MH3

Recovery Colleges for Low
and Medium Secure Pa ents

Reducing Restric ve Prac ce
within Low and Medium Se‐
cure Services

Key Targets for Year 3 Quarter 4
Ø Complete and sign off V2 of the RA Prospectus
Ø Continue to record and monitor course attendance
Ø Report Course Attendance/Participation at the end of Q4
Ø Write Final Quarterly Report for Recovery College Progress
The targets for the final quarter and the expected triggers have all been achieved and exceeded expectations. The recovery college has become an embedded part of the Secure
service provision.

Y3 Quarter 4 Targets
1) Reduce episodes of medication led restraint
2) Increase positive ward culture by developing conflict reduction practice based initiatives
3) Write up and disseminate the success as a joint report with service users, through national forum/s.
4) Provide evidence of the report and success of the scheme including initiatives that have
changed the way the service has been delivered.
During Y3Q4 the CQUIN team have continued to focus on embedding principles of reducing
restrictive practice. It is acknowledged that addressing staff anxiety to reducing restrictive
practices is essential in terms of surpassing barriers to longer-term change. Emphasis on
promoting consistent consideration of reducing restrictive practice is inherent in training and
supervision of the staff group. The CQUIN team continue to work collaboratively with the
Trust strategic group for ‘Positive and Safe’, to provide a consistent approach to monitoring
data pertaining to restrictive interventions and developing existing practices to be less restrictive for the service-user. All targets for Q4 have been met. Ongoing actions for the
service include
Local actions:
1. Maintain and review the local positive and safe frameworks.
2. Ongoing audit of blanket rules
3. Continue to promote reduction of restrictions within MSU
4. Ongoing support and training of all staff
5. Ensure continued monitoring of restrictive practices through the monthly SLT meeting
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8. Quality Improvement
8.4 CQUIN Update—Specialist Network

Lead

CD to CM

Indicator
Number

MH4

Indicator

Discharge & Rese lement (All
Specialist MH Inpa ent Ser‐
vices)

Q1

Q2

Q3

Q4

Comments
There are no explicit quarterly objectives stipulated for Year 2 of this CQUIN scheme – performance within the scheme is judged by achievement towards the overarching aims of the
CQUIN scheme, as specified below.
1. The GMMH Specialist Services Network (SSN) have committed to achieve 80% compliance with the Estimated Discharge Date (EDD) framework. Compliance is specified as:
• Setting EDDs within the previously agreed timescales as noted in the strategy.
• Reviewing EDDs where discharge by this date no longer appears to be viable.
• Independent review of decisions to defer EDD, and of amendments to EDD will be in line
with the strategy developed during Y1 of this CQUIN scheme.
2. Achievement of a 10% reduction in average length of stay (ALoS) in each of the SSN services. This reduction to length of stay will be calculated using the formula specified in the
CQUIN definitions document, and not associated to the EDD framework.
3. Maintenance of the discharge and resettlement support fund, which is intended to overcome practical, financial barriers to achieving a timely discharge.
Q4 has delivered on all the expected outcomes. We have achieve beyond the requisite
80% compliance rate for EDD as identified in this report. Result of 97%. Target of 10% reduction for ALoS (Average Length of Stay) - Specialist service Network and J17 achieved
an overall 29% for the entire 2-year scheme. Despite the challenges, this has been a success in terms of enhancing efficiency and quality of care through the admission process.
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8. Quality Improvement
8.4 CQUIN Update—Specialist Network

Lead

Indicator
Number

Indicator

Q1

Q2

Q3

Q4

Comments
There are no explicit quarterly objectives stipulated in Year 2 of this CQUIN scheme – performance in the scheme is judged by achievement towards the overarching aims of the
CQUIN scheme as specified below.

GB

MH5

CAMHS Inpa ent Transi ons

• Trigger 1 – Collaborative Working
Care planning in CAMHS is fully collaborative where possible – As part of this pilot, care
planning leads were identified on each ward and were supported to attend the Trust care
planning training and strategy meetings. The most recent care planning audit shows that all
CAMHS wards are 100% compliant in Q4
• Trigger 2 – Delayed Discharges
During Y2 Q4 there were no young people recognised as a delayed discharge.
In the last quarter it was noted that the CQUIN team had developed an escalation protocol
regarding discharges which may be classed as delayed which has now been implemented.
• Trigger 3 – Audit and liaison with other agencies:
CPA compliance remains at 100% and through an audit of CPA reports and minutes, there
continues to be on-going evidence of liaison with external agencies such as education and
community teams.
The CQUIN team along with Junction 17 young people have finalised the development of
the “health passport” titled “My story so far”.
The feedback from young people regarding this initiative has been very positive as well as
feedback from external agencies. The young people state that the passport has helped
them feel part of the process and that they feel their voice is heard.
The passport has now been rolled out to the other CAMHS services and is fully embedded
in practice.
Sustainability plan:
1. To continue with CQUIN intervention work which will be evidenced in Paris.
2. Delayed discharges and collaborative working to be monitoring through bed management
meeting and SLT
3. Continue with care plan work on 1:1 basis with new staff. Regular audits will be completed quarterly to monitor compliance and reported through SLT.
4. The “my story so far” document is embedded into practice on all CAMHS wards and this
work will continue with a view to roll this out in Bolton CAMHS.
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8. Quality Improvement
8.5 CQUIN Update—Na onal CQUINs
The full CQUIN report is available here:

Indi- Indicator
cator
Number

Financial
Value
(CCG)

2018/19
Target

Q1

Q2

Comments
Q3

Q4

YTD

Improvement of
To meet the
health and
N1a
£139,997 quarterly mile‐
wellbeing of NHS
stones
Staﬀ

The GMMH Health and Wellbeing Ac on Plan has been updated and
shared with commissioners. The 2018 GMMH staﬀ survey results
demonstrate the required 5% point increase from 2016 baseline in 2
of the 3 survey ques ons. These were the % of staﬀ agreeing the or‐
ganisa on takes posi ve ac on on health and wellbeing and the % of
staﬀ who have not felt unwell as a result of work related stress. In
response to the staﬀ survey an engagement event was held for staﬀ
with disabili es and long term condi ons. The feedback gathered will
further inform the ac on plan. A wide ranging number of ini a ves
con nue across Divisions. GMMH consider this CQUIN and milestones
as met for 2018/19.

Healthy food for
To meet the
NHS staﬀ,
N1b
£139,997 quarterly mile‐
visitors and
stones
pa ents

The Trust has already met the targets for low sugar and sugar free
beverages and con nues to progress availability of healthier op ons
for meals. A vegan choice was oﬀered from January 19 from the Wa‐
terdale Restaurant and due to its success has now been embedded in
menu op ons. Due to the number of healthy op ons available in the
café & restaurant and the way the food is cooked for the restaurant,
the Trust was awarded a, "Heathier Catering Award" by Bury Council
in Q3. We are recognised on Bury council's website as one of the
healthier places to eat in the Bury area. GMMH consider this CQUIN
and milestones as met for 2018/19.
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8. Quality Improvement
8.5 CQUIN Update—Na onal CQUINs
Indica- Indicator
tor
Number

Financial
Value
(CCG)

2018/19
Target

Improving uptake
To meet the
of ﬂu vaccina ons
N1c
£139,997 quarterly
for frontline clinical
milestones
staﬀ

Demonstrate
Cardio metabolic
Assessment and
Treatment for
Pa ents with
N3a Psychoses in:
Inpa ent Wards,
Early Interven on
Psychosis and
CMHT (pa ents on
CPA)

To meet the
£335,993 quarterly
milestones

Comments

Q1 Q2 Q3 Q4 YT
D
The Trust were successful in exceeding the 75% target at 77.57% of frontline
healthcare workers receiving the ﬂu vaccine at the end of February 19. The fur‐
ther ac ons put in place in Q3 supported this improvement. GMMH's ﬁnal posi‐
on for the ﬂu season in 18/19 was higher than the na onal average which was
70.3%. Plans are in place to ini ate next years campaign in June 2019. GMMH
consider this CQUIN and milestones as met for 2018/19.
A requirement for Q1 was to embed physical health into mandatory training and
ensure all relevant staﬀ trained. The Trust agreed addi onal resources to devel‐
op an e learning package with a training provider. Due to complexi es in devel‐
oping this to ensure suitable for all levels of staﬀ and reﬂected consulta on this
was delayed in implementa on. This is now complete and on the Learning Hub
for staﬀ to access. During Q4 45% of staﬀ that require training have already suc‐
cessfully completed this. Changes were also made in the clinical informa on
system in Q4 to enable measurement for the new stretch targets in 18/19 re‐
la ng to smoking and weight in Early Interven on (EI) services. The achieve‐
ment of this CQUIN includes the outcome of na onal audit expected in Summer
2019. Internal analysis indicates GMMH have achieved the target for inpa ent
and community services however may not meet the EI targets in one district alt‐
hough signiﬁcant improvements have been made. Internal analysis also indi‐
cates GMMH will meet the EI stretch target for smoking however will not meet
the stretch target for weight. This may be subject to change following na onal
analysis. Given this GMMH have rated this CQUIN as Amber. Commissioners are
asked to note the signiﬁcant progress made towards delivery of this CQUIN,
commitment made to improving the physical healthcare for pa ents and invest‐
ment in addi onal staﬀ and support this CQUIN as met.
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8. Quality Improvement
8.5 CQUIN Update—Na onal CQUINs
Indica- Indicator
tor
Number

N3b

Collabora on with
Primary Care

Financial
Value
(CCG)

£83,998

Target

2018/19
Q1 Q2 Q3 Q4 YT
D

To meet the
quarterly
milestones

Comments

'The requirement for Q4 was to share the results of an audit of communica on
with GP's to evidence the sharing of informa on in rela on to care plan, diagno‐
sis, medica on and physical health condi ons . There is also a requirement to
evidence sharing of informa on with the service user. This required changes to
the clinical informa on system, PARIS. The audit has to be completed in Q3. At
that me Manchester were not using PARIS and the care plan template being
used did not reﬂect all the required areas. Hence Bolton, Salford and Traﬀord
achieved the requirements however more work was required in Manchester.
GMMH will undertake a further audit of Manchester clinical records in Q1
19/20 to provide further assurance about this. This will allow the use of PARIS to
embed in teams. CPA registers have been shared six monthly with commission‐
ers to support comple on of physical health care checks for pa ents and sup‐
port has been oﬀered to work with individual prac ces if required. Discussions
have been started with developing primary care teams to ensure future links are
in place. Plans are in place for 2019/20 to further develop electronic ﬂow of in‐
forma on. GMMH consider this CQUIN and milestones as met.
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8. Quality Improvement
8.5 CQUIN Update—Na onal CQUINs
Indica- Indicator
tor
Number

N4

Financial
Value
(CCG)

Target

2018/19
Q1 Q2 Q3 Q4 YT
D

Reduce the number
of a endances to
A&E for those with‐
in a selected cohort
of frequent a end‐
ers who would ben‐
To meet the
eﬁt from mental
£419,991
quarterly
health and psycho‐
milestones
social interven‐
ons, and establish
improved services
to ensure this re‐
duc on is sustaina‐
ble.

Comments

'GMMH are pleased to report the achievement of the 20% reduc on in A&E
a endances in both the year 1 and year 2 cohorts for each of the Districts. This
reﬂects the dedica on of the CQUIN lead prac oners to improving outcomes
for this complex client group and successful development of rela onships with a
wide range of agencies at a local level. Data quality targets have been achieved
in most areas. Recording of injury intent remains a challenge in the main due to
the ability to record this on clinical systems outside of GMMH control however
there are plans in place for acute trusts to improve this in 2019/20. Pa ent
feedback, pa ent stories, referral outcomes and demographic informa on is
provided to further evidence the impact of this service on this client group for
commissioners and highlight the poten al cost beneﬁts across the health and
social care economy. Discussion has been regularly prompted as to the future
of this service with local commissioners and at GM level as the lead prac oners
were non recurrently funded from CQUIN monies. GMMH have been unable to
secure a way forward for all areas at this me however feel that every eﬀort has
been made and is hence outside of GMMH control. There are some non recur‐
rent arrangements in place in some areas for limited me periods to enable fur‐
ther discussion to con nue. GMMH consider this CQUIN and milestones met for
2018/19 for those areas within GMMH control.
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8. Quality Improvement
8.5 CQUIN Update—Na onal CQUINs
Indica- Indicator
tor
Number

N5

Financial
Value
(CCG)

Target

2018/19
Q1 Q2 Q3 Q4 YT
D

Transi ons out of
Children and Young
To meet the
People’s Mental
£419,991
quarterly
Health Services
milestones
(CYPMHS)

Comments

Implementa on of this CQUIN over the two year period has raised considerable
awareness of the importance of a posi ve transi on and keeping the young per‐
son at the centre of a mely, well communicated process. The provision of both
adult and CAMHS in Bolton has made eﬀec ve communica on easier to main‐
tain. Mul agency steering groups remain in place in each locality. Bolton con‐
nue to deliver on na onal target requirements. Local targets were agreed with
commissioners for Salford, Traﬀord and Manchester. Plans are in place in all
areas to capture pa ent experience and improve tracking of referrals from
CAMHS to GMMH. Small numbers of post transi on ques onnaires have been
completed and feedback shared. AMHS referrals to some GMMH services with
long wai ng mes e.g. ADHD which delays comple on of transi on is noted.
Progress has been made in promo ng staﬀ awareness and delivering training
about transi on. It has been agreed that the monthly transi on mee ngs will
con nue following the end of this CQUIN. This should ensure the progress made
in building eﬀec ve rela onships further develops and supports early transi on
planning and support. It has also been agreed to con nue to capture the feed‐
back and experience of young people. GMMH consider this CQUIN and mile‐
stones met for 2018/19 for those areas within GMMH control.
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8. Quality Improvement
8.5 CQUIN Update—Na onal CQUINs
Indica- Indicator
tor
Number

N5

Financial
Value
(CCG)

Target

2018/19
Q1 Q2 Q3 Q4 YT
D

Transi ons out of
Children and Young
To meet the
People’s Mental
£419,991
quarterly
Health Services
milestones
(CYPMHS)

Comments

Implementa on of this CQUIN over the two year period has raised considerable
awareness of the importance of a posi ve transi on and keeping the young per‐
son at the centre of a mely, well communicated process. The provision of both
adult and CAMHS in Bolton has made eﬀec ve communica on easier to main‐
tain. Mul agency steering groups remain in place in each locality. Bolton con‐
nue to deliver on na onal target requirements. Local targets were agreed with
commissioners for Salford, Traﬀord and Manchester. Plans are in place in all
areas to capture pa ent experience and improve tracking of referrals from
CAMHS to GMMH. Small numbers of post transi on ques onnaires have been
completed and feedback shared. AMHS referrals to some GMMH services with
long wai ng mes e.g. ADHD which delays comple on of transi on is noted.
Progress has been made in promo ng staﬀ awareness and delivering training
about transi on. It has been agreed that the monthly transi on mee ngs will
con nue following the end of this CQUIN. This should ensure the progress made
in building eﬀec ve rela onships further develops and supports early transi on
planning and support. It has also been agreed to con nue to capture the feed‐
back and experience of young people. GMMH consider this CQUIN and mile‐
stones met for 2018/19 for those areas within GMMH control.

Quality Report | 34

8. Quality Improvement
8.5 CQUIN Update—Na onal CQUINs

Indicator Indicator
Number

Financial Value (CCG)

N9a

Tobacco screening

£21,000

N9b

Tobacco Brief Advice

£83,998

N9c

Tobacco Referral and
Medica on Oﬀer

£104,998

N9d

Alcohol Screening

£104,998

N9e

Alcohol Advice Refer‐
ral

£104,998

2018/19
Target

To meet the
quarterly
milestones

Comments

Q1 Q2 Q3 Q4 YTD
GMMH are pleased to report achievement of all ﬁve of the targets as
a Trust. All districts also individually achieved the targets apart from
N9b Tobacco Brief Advice ( Manchester 88% against 90% target) and
N9e Alcohol Advice referral ( Manchester 76% against 80% target).
Given the posi on at the beginning of 2018 / 19 this reﬂects signiﬁ‐
cant improvement in Manchester and the dedica on of staﬀ to im‐
prove the physical health care of our service users. Addi onal re‐
sources put in place to support delivery of smoke free services have
been key to suppor ng these improvements in 2018/19. Training of
staﬀ con nues to be promoted and links with pathways in local com‐
muni es developed where available. Work will con nue to deliver
the new targets for 19/20. GMMH consider this CQUIN and mile‐
stones as met for 2018/19.
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8. Quality Improvement
8.5 CQUIN Update—Na onal CQUINs

Indica- Indicator
tor
Number

L1

Financial
Value
(CCG)

2018/19
Target

Suicide Preven on
Manchester only ‐
To meet
To implement best
the quar‐
prac ce and en‐
£185,816
terly mile‐
hance current poli‐
stones
cies in suicide pre‐
ven on strategies.

Comments

Q1 Q2 Q3 Q4 YTD
The Suicide Preven on Quality Improvement Programme con nues to progress
well and the ac on plan has been updated and shared with commissioners. Im‐
plementa on will con nue in 19/20 as part of GMMH Suicide Preven on Strate‐
gy. Key achievements include implementa on of the use of safety plans by A&E
liaison teams, roll out of 48 hour support calls in partnership with the Samaritans
for service users being discharged from A&E who do not meet secondary mental
health criteria, 48 hour wellbeing calls following inpa ent discharge and appoint‐
ment of a bereavement liaison role to support services users' families and staﬀ
following unexpected and suicide related deaths. The Trust has also been recog‐
nised in a recently published CQC report as an exemplar in how the Trust has im‐
plemented learning from deaths guidance. Suicide Preven on will remain a key
Trust priority going forward. GMMH consider this CQUIN and milestones as met
for 2018/19.
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9. Mental Health Act
9.1 Da x Incidents
In Q4 2018 ‐ 2019, there were 8 incidents related to the use of the MHA. The key themes are illustrated in ﬁg.1, with the most signiﬁcant issue being a case in SSN whereby
the clinical team had not been alerted regarding the outcome of a Court hearing. Ac on has now been agreed to ensure that the MHA administrators are advised of the
outcome of Court hearings.
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9. Mental Health Act and Mental Capacity Act
9.2 Admission to Hospital Under Mental Health Act 1983
The table below (ﬁgure 1)shows numbers of admissions under a sec on of the Mental Health Act 1983 (Parts II and III MHA) in Quarter 4 in comparison with Quarter 3.
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9. Mental Health Act and Mental Capacity Act
9.2.1 Analysis of Admission to Hospital Under Mental Health Act 1983
9.2 highlights that there has been an increase in sec on 2 applica ons in Q4; 276 compared with 246 in Quarter 3, which is an increase of 12%. This is in contrast to the 5%
decrease in usage of sec on.2 in Q.3. The ra onale for this overall increase is unclear but it is apparent that, whilst the Manchester and Traﬀord Network Hub saw a 13%
reduc on of sec on.2 usage in Q.4, there was a 20% increase in the use of sec on.3. A similar pa ern is also evident for the Specialist Services Network, where a reduc on
in s.2 usage saw an associated increase in sec on.3 deten ons. It is diﬃcult to establish the root causes of the diﬀerences between the Network Hubs, as there are likely to
be various factors involved, such as greater awareness in some areas of na onal concerns regarding the overuse of sec on.2 or larger number of pa ents where sec on.2 is
the most appropriate deten on sec on.

In rela on to sec on.3 applica ons, it is noted that the Bolton and Salford Hub saw a decrease in use of sec on.3 and a subsequent rise in the increased use of sec on.2 as
described above. It is also apparent that there is an upward trend overall across both Quarter 3 and Quarter 4; a 9% increase trust‐wide in sec on.3 admissions during the
past six months, consis ng of a 4% rise in Q.4 and a 5% rise in Quarter 3. This can be compared against an overall 7% increase in use of sec on.2 over the past six months.
There has been a small reduc on in the usage of sec on 5 in Q4 from Q.3, amoun ng to just under 4% decrease. Equally, there has been a 6% reduc on in the use of CTO
in Quarter 4 as against Quarter 3. It is of note that there has been an overall decrease of 46% of CTOs implemented between Quarter 1 and Quarter4, which is in line with
na onal trends.
There has been a signiﬁcant reduc on of 67% in admissions under Part III MHA but it is diﬃcult to translate if this is of signiﬁcance, par cularly given that Part III pa ents
are typically longer‐term admissions. The MHA annual report will aim to further explore any signiﬁcant ac vity in rela on to Part III admissions across the 12‐month period.

Quality Report | 39

9. Mental Health Act and Mental Capacity Act
9.3 CQC Mental Health Act Focused Visits
As part of their inspec on programme, the CQC undertook 7 unannounced Mental Health Act Monitoring visits in Quarter 4. Below iden ﬁes key themes
highlighted from these inspec ons. Service areas provide responses to the CQC in the form of a Provider Ac on Statement, which evidences ac ons taken to
address any issues raised during the visits. CQC Provider Ac ons Statements are now monitored in the Mental Health Act and Mental Capacity Act Quality
Improvement Group (MHAQI).
Ward

Date of Visit

Date Provider Ac on
Statement Returned

Themes

Isherwood

02/01/2019

25/01/2019

Honeysuckle Lodge

07/01/2019

04/02/2019

restric ons, 1 x care plan, discharge planning,
T2/T3, leave
T2/T3, discharge planning

Oak Ward

22/01/2019

19/02/2019

132 rights, consent to treatment

Rockley House

23/01/2019

20/02/2019

Restric ons

Acacia Ward

04/02/2019

11/03/2019

s.132 Rights, T3s, Consent to treatment,
documents (Paris)

MacColl Ward

19/02/2019

26/03/2019

AMHP reports, capacity to consent

Haywater Ward

25/03/2019

Not yet received CQC MHA
Visit Report

Awai ng report.
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9. Mental Health Act and Mental Capacity Act
9.4 DOLS applica ons
Data rela ng to numbers of DoLS applica ons and numbers of applica ons approved is detailed for quarter 3 and Quarter 4 below. Recent work regarding DoLS processes
iden ﬁed issues in gathering centralised data around DoLS numbers and ac on is being taken to address this. This will also be supported by the introduc on of the GMMH
MCA and DoLS policy.

2018

Number of DoLS
Applica ons made

Number of DoLS
Applica ons approved

Quarter 4 17/18

4

1

Quarter 1

1

1

Quarter 2

2

1

Quarter 3

1

1

Quarter 4

10

4

9.5 Judicial Review Pre-Ac on Le ers
All ma ers rela ng to Court of Protec on and poten al Judicial Reviews have now been resolved without resul ng in Court proceedings.

9.6 Sec on 49 Reports Mental Capacity Act 2005
Four requests for sec on.49 MCA reports were received in Quarter 4 2018 – 2019. One of these was redirected to the appropriate
MH Trust. Three reports were accepted as appropriate and all reports have been completed and submi ed to the Court of
Protec on within agreed mescales.
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Deborah Partington, Executive Director of Operations
Miranda Washington, Deputy Director of Performance & Business Development
Clair Carson, Associate Director of Operations

REPORT SUMMARY:

In April 2018 NHSE introduced a National target to reduce all Out of Area
Placements for Adults and PICU beds. The target was to achieve elimination of such
use completely by 2021 with an incremental agreement set locally to work towards
this elimination.
In Greater Manchester the year 1 target was to reduce this by 33% by 2019, with a
further 33% by 2020 and final achievement of the elimination of all use by 2021.
The following report updates Board on the achievement of this target in Year 1 and
the impact of the work undertaken using the 10 point plan as a framework to
underpin this.
The report utilises SPC charts to highlight the positive achievements in patient flow
within GMMH as well as highlighting the next steps for ongoing achievement of both
the elimination of all OAPs by 2021 and the sustained management of all service
users within their local division.

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
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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
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REGULATORY
IMPLICATIONS (CQC/NHSI):

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

Yes

If ‘yes’:
DATIX ID

Strategic Objective
Elimination of OAPs by 2021

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

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

To note the content of the report and ongoing next steps in the process

x

Assurance

x

Approval/Decision

2

Title

OAPS End of Year Performance Summary-2018-19

Authors
Executive Sponsor

Clair Carson Associate Director of Operations, Miranda
Washington Deputy Director of performance
Deborah Partington, Executive Director of Operations

Date

May 2019

Background:
The report sets out the review of the overall performance of GMMH Out of Area Placements (OAPs)
in the last 12 months 2018-19.
In April 2018 NHSE set a target to all Mental Health systems to achieve elimination of all OAPs by
2021 with a plan to set an agreed trajectory per year to achieve the overall elimination aim on target.
For GM (and GMMH) this agreed trajectory for year 1 was 33% by April 2019. The GMMH footprint
achieved this by 63% with an overall reduction from April 2018 of 1646 bed nights being used for this
purpose and only 5 in the same period for 2019.
The agreement of how all services record an OAP, agreed with NHSE and all
providers/commissioners in GM, commenced on the 1st April 2018. This defined OAPs in two
categories, reportable OAPs and locally monitored. Reportable OAPs are those placed outside
Greater Manchester and are reported to NHSE as part of the target. Locally monitored OAPs are
those placed within Greater Manchester, are not reported to NHSE but are monitored locally to ensure
access to care co-ordination, family and friends is still enabled and repatriation to their home Division
occurs as soon as possible.
The following report will highlight the achievements made in relation to the target as well as identify
the next steps for ongoing management of the trajectory to realise the ambition of elimination of all
OAPs by 2021.
Review of performance 2018-19:
Chart 1 below shows the overall admission demand across all GMMH services. The chart shows the
number of such admissions that were placed in a GMMH bed (in black) and the number placed in
either a locally monitored OAP or reportable OAP (in blue). The chart shows that although the overall
numbers of admissions remain the same there is a reduction in the number of those placed in an OAP
bed either reportable or locally monitored.
Chart 1

1

Chart 2 shows greater detail of the placements in bed nights as reportable or locally monitored OAPs
in this period per division. This chart shows the overall significant reduction in the number of nights
spent per division in an OAP bed either in or outside of GM.
Chart 2

Chart 3 again demonstrates this as an overall GMMH picture with the purple section showing number
of bed nights in an OAP (reportable or locally monitored) and the overall number of bed nights used
in GMMH.
Chart 3

2

Using an SPC data approach charts 4 and 5 display 2 years of data from April 2017 to April 2019.
Chart 4 is the number of admissions to GMMH beds with Chart 5 using the same timeframe and is
the number of admissions to either a reportable or locally monitored OAP. These 2 charts observed
together demonstrate that whilst there has been an overall static number of admissions, the location
of such admissions has switched to more taking place within GMMH beds than either a locally
monitored or reportable OAP. This switch demonstrates that the aim of keeping service users nearer
to home, their families and care co-ordination is being realised.
Chart 4

Chart 5

Chart 7 and 8, again viewed together, demonstrates that the number of nights utilised in GMMH has
remained static, whilst the bed nights in either a reportable or locally monitored OAP show a significant
reduction. These charts shown together demonstrate the impact of the work undertaken as part of the
10 point plan. This includes the introduction of Beech Range in Levenshulme as a step down facility
to create flow in the Manchester system, the agreement and implementation of the new DTOC
(Delayed Transfer of Care) system unblocking long lengths of stay and creating flow in the beds as
well as the impact of the 24/7 Bed Bureau going live in January 2019. Alongside work that invests
OAPs money into schemes such as Maryfield Court and Priory as well as Griffin and McColl, ensure
a local bed is available when required for a GMMH service user, reducing the need to be admitted to
a long distant OAP.
Chart 7

3

Chart 8

Chart 9 further highlights this point. This chart clearly shows the reduction overall in all OAPs with a
clear reduction in reportable OAPs. This chart highlights the need to ensure the work plan now
focuses on the need to reduce the number of locally monitored OAPs to ensure service users are
admitted to their home division at the point of need. This forms the next stages of the 10 point plan in
GMMH and has already commenced since April 1st 2019 with a reduction of 5 contracted beds with
the priority and pans to further reduce this over the next 12 months.
Chart 9

Conclusion
In conclusion the report has shown the impact the work of the 10 point plan has achieved in reducing
the number of reportable OAPs. It does however, demonstrate the need to concentrate work streams
on the pathways and systems that will further reduce the need for all admissions, including locally
monitored OAPs, so that all service users will be admitted to their home division at the point of need.
Chart 10

4

Chart 10 shows the overall achievement by GMMH of 63% reduction broken down into each division.
This table will enable targeted work in each division to understand their pathways and needs to enable
a more effective use of the GMMH beds and less reliance on locally monitored beds. The overall aim
will be to achieve the agreed 66% reduction in reportable OAPs by March 2020 with each Division
achieving this independently as well as both a GMMH and GM footprint as a whole.
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Summary

The Mental Health Act 1983 as amended by the Mental Health Act 2007 allocates
responsibility for a number of functions to “the hospital managers”. For an NHS
foundation trust “the hospital managers” means the trust itself i.e. the Board of
Directors. The Act allows for most of these functions to be undertaken on behalf of
the trust Board by nominated officers of the trust. The MHA Code of Practice Ch. 37
requires that the arrangements for who is authorised to perform which functions
should be set out in a scheme of delegation that should be approved by a resolution
of the trust board.
The Scheme of Delegation has been reviewed and updated to accurately reflect
current practice, thereby also delegating responsibility for receiving and scrutinising
MHA section documentation, along with those nurses of higher banding. This
amendment has been approved by the Mental Health Act and Mental Capacity Act
Compliance Committee.

THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
x
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
Objective 5 – Enable staff to reach their
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working
be well-governed
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Mental Health Act Compliance Committee
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
LEGAL IMPLICATIONS:
REGULATORY
IMPLICATIONS (CQC/NHSI):

28/03/2019
-

Compliance with MHA 1983 and Code of Practice Ch. 37.
The CQC undertakes regular unannounced inspections of GMMH wards to
ensure that the Mental Health Act 1983 (MHA) is being used appropriately to
safeguard service users whose rights are restricted under the Act. Delegated
functions are included within the inspection criteria.

THIS REPORT PROVIDES ASSURANCE AGAINST A RISK ON THE BOARD ASSURANCE
FRAMEWORK (BAF):
DATIX ID
2819

Yes

Strategic Objective
Description (as per BAF)
To promote recovery by
Mental Health Act and Mental Capacity Act Compliance providing high quality care and Failure to comply with the legislative framework for the care
delivering excellent outcomes. and treatment of individuals with mental health problems
will impact on the Trust’s reputation and could lead to
regulatory sanctions

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

Assurance

Approval/Decision

RECOMMENDATIONS:

The Board are asked to approve the updated Scheme of Delegation.

x

2

1
Greater Manchester Mental Health NHS Foundation Trust
Mental Health Act 1983: Scheme of Delegation
Background
The Mental Health Act 1983 as amended by the Mental Health Act 2007 allocates
responsibility for a number of functions to “the hospital managers”. For an NHS
foundation trust “the hospital managers” means the trust itself, ie the trust board. The Act
allows for most of these functions to be undertaken on behalf of the trust board by
nominated officers of the trust. In respect of the hospital managers’ power under section
23 to discharge unrestricted detained patients and patients on community treatment
orders, the Act allows the trust board to arrange for this power to be exercised on its
behalf by a “managers’ panel” consisting of three or more people who are not officers of
the trust and are appointed for the purpose.
The Mental Health Act 1983 Code of Practice Chapter 37 requires that the
arrangements for who is authorised to perform which functions should be set out in a
scheme of delegation which should be approved by a resolution of the trust board.
Implementation
The authorised persons will undertake the functions in accordance with the relevant
guidance as set out in the following:
•

Mental Health Act 1983 Code of Practice

•

The Mental Health (Hospital, Guardianship and Treatment) (England)
Regulations 2008

•

Reference Guide to the Mental Health Act 1983

•

Trust Mental Health Act policies

Monitoring and Review
The performance of the of all hospital managers’ functions will be subject to monitoring
and review by the Mental Health Act and Mental Capacity Act Compliance Committee as
a sub-committee of the Quality Governance Committee. 2 3

1

Scheme of Delegation
Person(s) shown in bold = person(s) with responsibility to ensure function is carried out
Person(s) shown in normal font = other person(s) authorised to carry out the function
Function
References:
Mental Health Act 1983 (MHA)
Mental Health Act 1983:Code of Practice
(CoP)
The Mental Health (Hospital,
Guardianship and Consent to
Treatment) (England) Regulations 2008
(Regs)
Reference Guide to the Mental Health
Act 1883 (Ref)

Person(s) authorised to perform
function

Receipt of admission documents and
recording of time and date of admission

CoP: 35.4-35.13
Regs: 4(3)
Ref: 8.87,9.6-9.9

Ward manager/nurse in charge of
admission ward (Band 6 or above)
Qualified Nurse
MHA administrator (Band 4 or above)

Scrutiny of admission documents

CoP: 35.4-35.13
Regs 4(3)

MHA administrator (Band 4 or above)

Rectification of correctible errors in
admission documents

MHA: s15
CoP: Chapter 35
Ref: 31.22-31.28

The author of the correctible error

Scrutiny of medical recommendations

CoP: 35.12

Consultant psychiatrist

2

Function

References

Person(s) authorised to perform
function

Receipt and scrutiny of community
treatment order documents

CoP: 35.16
Regs 4(3)

MHA administrator (Band 4 or above)

Receipt of renewal of detention
documentation

Regs 13(3)

MHA administrator (Band 4 or above)

Audit of receipt and scrutiny of documents

CoP: 35.18-35.20

Clinical Audit Manager

Requests to local social services
authorities for social circumstances reports
re. applications for admission by nearest
relatives

CoP: 37.13
Ref: 9.25-9.26

MHA administrator (Band 4 or above)

Authorisation of transfer of unrestricted
detained patients

MHA s23
CoP: 37.16-37.27
Ref: 10.7-10.12

Responsible clinician

Authorisation of transfer of unrestricted
detained patients into guardianship

MHA s7
CoP: 37.28-37.29
Regs 7 (1)-(6)
Ref: 10.8

Responsible clinician

Authorisation of transfer of patients
recalled from community treatment orders

CoP: 37.30
Regs 9 (1)-(7)
Ref: 26.46-26.55

Responsible Clinician

3

Function

References

Person(s) authorised to perform
function

Reassignment of responsibility for patients
on community treatment orders

Code of Practice: 37.31
Regs 17 (1)-(7)
Ref: 26.126-26.133

Responsible clinician

Provision of information to detained
patients and patients on community
treatment orders and patients recalled from
community treatment orders, including
information about independent mental
health advocacy

MHA: s132
Code of Practice: 4.9-4.26, 37.32-37.33
Ref: 9.10-9.16, 9.20, 26.44-26.45

Ward manager/nurse in charge of ward
(Band 6 or above)
Approved clinician
Approved mental health professional
Qualified social worker
Qualified nurse

Assisting detained and community
treatment order patients to request a
hospital managers’ hearing or an MHT
hearing

Code of Practice 4.22-4.24

Ward manager/nurse in charge of ward
(Band 6 or above)
Responsible clinician
Approved clinician
Approved mental health professional
Qualified social worker
Qualified nurse

Provision of information to nearest relatives
of detained patients and patients on
community treatment orders

MHA: s133
CoP: 37.32, 4.31-4.36
Ref: 9.17-9.19

Approved Mental Health Professional
Responsible clinician
Approved clinician
Qualified social worker
Qualified nurse

4

Function

References

Person(s) authorised to perform
function

Informing nearest relative of discharge of
patient from detention or a community
treatment order

CoP: 4.33
Ref: 27.22-27.24, 26.12

Responsible clinician

Exercise of hospital managers’ power of
discharge in relation to unrestricted
detained patients and patients on
community treatment orders

MHA: s23
CoP: Chapter 38
Ref: 27.6-27.9, 26.116-26.117

Retained MHA hospital managers

Duties under the Domestic Crimes and
Victims Act 2004 in relation to unrestricted
Part 3 patients who have committed sexual
or violent crimes

CoP: 37.34
Ref: 32.1-32.5

Responsible clinician
Approved clinician
Approved mental health professional
Qualified social worker
Qualified nurse

Withholding of outgoing mail from detained
patients

MHA: s134(7)
CoP: 37.37
Regs: 29 (1)-(4)
Ref: 5.1-5.8

Responsible clinician

Referral of detained patients and patients
on community treatment orders to MHT

MHA: s68
CoP: 37.39
Ref: 6.42-6.54, 26.28-26.29

MHA administrator (Band 4 or above)

5

Function

References

Person(s) authorised to perform
function

Ensuring availability of consultees for
SOAD visits

CoP: 25.49

Service director
MHA administrator (Band 4 or above)

Development of policies required by the
Code of Practice

CoP: various

Mental Health Act and Mental Capacity
Act Compliance Committee

Approval of policies required by the Code
of Practice

CoP: various

Quality Governance Committee

Maintenance of list of approved clinicians

CoP: 25.6

Medical director

Ensuring that under 18 year olds are
admitted to suitable environments, and that
in determining the suitability of those
environments a person with CAMHS
experience is consulted.

MHA s131A
CoP: 19.92

Consultant/responsible clinician
admitting the patient
Doctor acting on behalf of the
consultant/responsible clinician admitting
the patient

Christine Diamond
Head of Mental Health Legislation and Policies
June 2018
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Quarterly Report on Safe Working Hours: Doctors in Training (Nov. 2018 to Jan.
2019)
Monday 20 May 2019
12
Chris Daly, Medical Director
Dr Kenny Ross, Guardian of Safe Working Hours
The following quarterly report on Working Hours: Doctors in Training to the Board of
Directors covers the period from 1 November 2018 to 31 January 2019.
The report has been prepared using templates provided by NHS Employers, with
some adaptations.
Chris Daly, Medical Director, will provide a verbal update to Board on support from
senior doctors and junior doctors’ experience.

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

x
x

REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
Quality Governance Committee
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
1

LEGAL IMPLICATIONS:
REGULATORY
IMPLICATIONS (CQC/NHSI):

Compliance with NHS Employers guidance and the terms and conditions of
service for junior doctors on the 2016 contract
None identified

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

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board of Directors are asked to note the quarterly report on Safe Working
Hours: Doctors in Training (November 2018 to January 2019).

x

Assurance

x

Approval/Decision
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QUARTERLY REPORT ON SAFE WORKING HOURS:
DOCTORS IN TRAINING: November 2018 to January 2019
Executive summary
This is the seventh quarterly report for the Trust Board.
Introduction
High level data
GMMH Establishment Total:

150

Number of doctors in training (total):

134 (WTE 129.30)

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

112(WTE 109.2)

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

8 hours per week
0.4 WTE (Laura Torkington)
0.25 PAs per trainee

1

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

Total
number
of posts

Number of
trainees this
rotation

WTE
trainees this
rotation

Shortfall

4

3

3

1

3

3

3

3

Bolton CT 1:9
6

7

7

0

4

4

4

0

Bolton
Middlegrade 1:8

Notes
No on-call
Responsibilities for
Psychiatry
Included in CT Rota
x1 Trainee was
moved to Salford
Rota
Includes x2 FY2
trainees so no
shortfall in rota
Rota includes x3
Specialty Doctors
Rota Shortfall is 2
due to x1 trainee
with no S12 and then
began MAT leave

2

SALFORD
Rota
Salford FY1 (No
on-calls)

Salford FY2

Total
number
of posts

Number of
trainees this
rotation

WTE
trainees this
rotation

Shortfall

2

2

2

0

2

2

2

0

Salford CT 1:11

12

9

9

3

Salford ST 1:10

7

6 (5 01/01/19 to
31/03/19
trainee OOP )

6 (5
01/01/19 to
31/03/19
trainee OOP
)

1 (2
01/01/19 to
31/03/19
trainee OOP)

Notes
No on-call
Responsibilities for
Psychiatry
Included in CT Rota
X1 Trainee from
Bolton moved to
rota
X1 trainee returns
from MAT leave
03/12/18
X1 Trainee gap filled
by LAS
Rota includes x1
Specialty Doctor
from 06/11/18
and x2 trainees from
SSN so rota shortfall
is 1 from this date
x1 Trainee OOP from
01/01/19 until
31/03/19 so rota
shortfall is 2 for this
duration

3

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

Total
number
of posts
3

Number of
trainees this
rotation

WTE
trainees this
rotation

3

3

1

1

1

10

10

9.5

2

1

1

Trafford CT 1:10

Trafford
Middlegrade 1:8

Shortfall

Notes
No on-call
0 responsibilities for
Psychiatry
No on-call
responsibilities for
Psychiatry – Tutor
and Medical Staffing
working to include
FY2 in on-call rota
awaiting
0
confirmation from
Foundation
Programme Director
– This is due to be
resolved in time for
August 2019
Rotation
Rota Shortfall 1.5
due to x1 trainee OH
restrictions and x1
LTFT trainee – LTFT
trainee then has
restrictions to on-call
0.5
duties following
Pregnancy risk
assessment, has
been taken off rota
completely wef
25/10/18
This rota has x3
1 Specialty Doctors so
rota shortfall is 4

4

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

Total
number
of posts

Number of
trainees this
rotation

12

3

WTE
trainees this
rotation

11.6 (10.6
12 (11 wef
wef
17/11/18)
17/11/18)
1

1

3

2

2

7

5 (4 wef
06/12/18)

5 (4 wef
06/12/18)

Forensic ST 1:9

Shortfall

Notes

X1 LTFT Trainee
0.4 (1.4 wef X1 Trainee
17/11/18) left/completed
training on 17/11/18
Rota coordinated by
Manchester FT.
2
These x2 trainees are
1 allocated to the
Salford ST rota
Rota Shortfall 2 – x1
Trainee OH
restrictions
Pregnancy risk
assessment wed
18/09/18
X1 Trainee
left/completed
2 (3 wef training on 06/12/18
06/12/18)
Rota Shortfall 1 wef
14/01/19 as ST
joined rota
Remaining slots
covered by Forensic
ST trainees from
LCFT and MC

5

NORTH MANCHESTER
Rota
Manchester
North FY1 (no
on-call
responsibilities)
Manchester
North FY2 (no
on-call
responsibilities)
Manchester CT
North
1:20(2:10)

CT Trainees
placed at
Central
Manchester

Total
number
of posts
5

Number of
trainees this
rotation
3

WTE
trainees this
rotation
3

Shortfall

Notes

2

No on-call
responsibilities for
Psychiatry

1

1

1

0

No on-call
responsibilities for
Psychiatry

15

13

13

2

Rota Shortfall x2.4
wef 07/11/18 –
Trainee Return from
MAT leave

10

5

4.6

5.4

Rota Shortfall x 0.4
wef 12/11/18 – MTI
trainee commence
on Rota
Included on North CT
Rota

6

SOUTH MANCHESTER
Rota

Total
number
of posts
3

Number of
trainees this
rotation
4 (3 wef
05/12/18)

WTE
trainees this
rotation
3.6 (3 wef
05/12/18)

Manchester FY2
Central

3

3

3

Manchester FY2
South
Manchester

2

1 (2 wef
05/12/18)

1 (2 wef
05/12/18)

Manchester CT
South 1:13

9

8

6.8

Number of
trainees this
rotation
4

WTE
trainees this
rotation
3.2

Manchester FY1
South

Shortfall

Notes

0 – LTFT
trainee
should have
been FY2 but
due to
returning
from MAT
leave and
LTFT hours
was
extended at
FY1 until
04/12/18
3

No on-call
Responsibilities for
Psychiatry

1 – Due to
LTFT trainee
mentioned
above (0 wef
05/12/18)
2.2

Included in South
Manchester CT Rota

Shortfall

Notes

4.8

Rota shortfall is 4.6
as x1 LTFT carries out
100% on-calls
Then from 06/10/18
shortfall is 4 (3 wef
01/01/19 as OOP
trainee Joins rota)
as 0.6 LTFT from
Pennine Care joined
the rota

Included in South
Manchester CT Rota

X2 LTFT Trainees and
x1 FY2 Gap x1 LAS
from Salford
covering 1 FT slot so
Rota Shortfall is 1.2
(0.8 wef 05/12/18)

MANCHESTER-WIDE
Rota
Manchester Old
Age ST nonresident 1:8

Total
number
of posts
8

7

Manchester
General Adult
ST resident 1:17

21

15

14.6

6.4

X2 trainees awaiting
S12 approval before
joining rota (x1
joined wef 01/11/18)
X0.6 LTFT trainee
OH restrictions to 1
on-call p/m
X1.6 Specialty
Doctors until
13/10/18 then from
this date x0.6
Specialty Doctors
Rota shortfall is 3.4
until 13/10/18 then
increases to 4.4 from
this date
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Exception reports (with regard to working hours)
Exception reports by rota working hours
Specialty
No. exceptions
No.
carried over from exceptions
last report
raised
Bolton CT 1:9
0
1
Bolton
0
1
Middlegrade 1:8
Salford CT 1:11
0
1
Salford ST 1:10
0
0
Trafford CT 1:10
0
0
Trafford
0
0
Middlegrade 1:8
Prestwich CT 1:12 0
15

No.
exceptions
closed
0
1

No.
exceptions
outstanding
1
0

Outcome
agreed

1
0
0
0

0
0
0
0

TOIL x1

15

0

Work
Schedule
Review
completed
Work
Schedule
Review
ongoing

Forensic ST 1:9

0

5

5

0

Manchester CT
North 1:13
Manchester CT
South 1:13
Manchester Old
Age ST nonresident 1:8
Manchester
General Adult ST
non-resident 1:8
Totals

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

23

22

1

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

No. exceptions
raised

No. exceptions
closed

No. exceptions
outstanding

0
0
17
6
23

0
0
16
6
22

0
0
1
0
2

Addressed in
longer than 7
days
0

Still open

Exception reports (response time) – this quarter
Addressed within Addressed within
48 hours
7 days
FY1

0

Payment x1

0

0
9

FY2
CT1-3
ST 4-6
Total

0
2
1
3

0
3
1
4

0
11
4
15

0
1
0
1

No. exceptions
closed

No. exceptions
outstanding

0
0

0
0

0
0
0
0

0
0
0
0

0
0
0

0
0
0

0

0

0

0

0

0

0

0

No. exceptions
raised

No. exceptions
closed

No. exceptions
outstanding

0
0
0
0
0

0
0
0
0
0

0
0
0
0
0

Addressed in
longer than 7
days
0
0

Still open

Exception reports (with regard to training/academic issues)
Exception reports by rota training/academic
Specialty
No. exceptions
No. exceptions
carried over from raised
last report
Bolton CT 1:9
0
0
Bolton
0
0
Middlegrade 1:8
Salford CT 1:11
0
0
Salford ST 1:10
0
0
Trafford CT 1:10
0
0
Trafford
0
0
Middlegrade 1:8
Prestwich CT 1:12 0
0
Forensic ST 1:9
0
0
Manchester CT
0
0
North 1:13
Manchester CT
0
0
South 1:13
Manchester Old
0
0
Age ST nonresident 1:8
Manchester
0
0
General Adult ST
non-resident 1:8
Totals
0
0
Exception reports by grade
Grade
No. exceptions
carried over from
last report
FY1
0
FY2
0
CT1-3
0
ST 4-6
0
Total
0

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

0
0

0
0

0
0
10

ST 4-6
Total

0
0

0
0

0
0

0
0

Monitoring
Monitoring Study for 2019 to commence in April, dates to be confirmed.
There are ongoing analysis and communications regarding the below rotas in relation to the last
monitoring results which Medical Staffing are liaising with the Jr Doctors and their representatives;
Manchester GA ST 1:17
Bolton GA Middlegrade 1:8
Salford ST 1:11
Prestwich CT 1:12
Forensic ST 1:10
a)

Work schedule reviews

The Prestwich CT non-resident on-call rota was subject to a Work Schedule Review following the
trainees being requested to exception report the hours worked when on call. This resulted in a change
to the weekend hours to more appropriately reflect the hours worked. This has only reflected the
duties from 0900 to 1700 at weekends. A full diary exercise is required ASAP and negotiations are in
hand for this. Once the Work Schedule Review is complete it will be repeated in May 2019.
The Forensic ST rota was also subject to a Work Schedule Review. This is ongoing. The diary exercise
has been completed and a meeting has been arranged to take place in April 2019 between the GoSWH;
Laura Torkington; the BMA IRO; Trainee Representatives; and Dr Andrew Collier, Consultant Forensic
Psychiatrist.
b) Locum bookings
i)

Agency

Locum bookings (agency) by department
Specialty
Number of shifts
requested
Bolton CT 1:9
6
Bolton
0
Middlegrade 1:8
Salford CT 1:11
28
Salford ST 1:10
2

Number of shifts
worked
6
0

Number of hours
requested
74
0

Number of hours
worked*
74
0

28
2

242.75
27.08

242.75
27.08
11

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

5
0

5
0

59.5
0

59.5
0

0
4
10

0
4
10

0
62
104.5

0
62
104.5

11

11

118

118

19

19

227

227

0

0

0

0

85

85

914.83

914.83

Locum bookings (agency) by grade
Rota
Number of shifts
Number of shifts
Number of hours
Number of hours
requested
worked
requested
worked
FY1-2
0
0
0
0
CT1-3
63
63
945.08
945.08
ST4-6
22
22
288.08
288.08
Total
85
85
914.83
914.83
All Agency Locum bookings for on-call work are usually as a result of rota vacancies or sickness.
Locum work carried out by trainees
Locum work by trainee
Rota
Grade

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

Number of
shifts
worked

Number of
hours
worked

Actual
hours
worked
per week
46.42
47.50

Opted out
of WTR?

58.5
215.5

Number of
hours
rostered
per week
6.42
7.50

CT 1-4
ST4-6

5
14

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

0
1
0
0

0
4.5
0
0

6.51
1.61
7.06
7.50

46.51
41.61
47.06
47.50

N/A
Yes
N/A
N/A

CT1-4
ST4-6
CT 1-4

1
4
8

16
64
77.5

1.30
3.92
6.62

41.30
43.92
46.62

Yes
Yes
Yes

CT 1-4

0

0

5.60

45.50

N/A

ST4-6

7

106.5

4.38

44.38

Yes

ST4-6

0

0

7.50

47.50

N/A

40

542.5

Yes
Yes

12

Total Cost £

£43,794.53

Vacancies
Vacancies by month
Rota
Grade

Month 1

Month 2

Month 3

Total gaps
(average)

Number of shifts
uncovered

0

0

0

0

0
0

2

2

2

2

0

0

0

0

ST4-6
CT1-3

1

1

2

1.33r

1.5

1.5

1.5

1.5

ST4-6

4

4

4

4

0

CT1-4
ST4-6
CT 1-4

1.4
1
0.4

1.4
2
0.4

1.4
1
0.4

1.4
1.33r
0.4

0
0
0

Bolton CT 1:9
Bolton
Middlegrade
1:8
Salford CT
1:11
Salford ST 1:11
Trafford CT
1:10
Trafford
Middlegrade
1:8
Prestwich CT
Forensic ST 1:9
Manchester
North CT 1:22
Manchester
South CT 1:13

CT1-3
ST4-6

CT 1-4

1.2

0.8

0.8

0.93r

0

Manchester
GA ST 1:17
Manchester LL
ST 1:8
Total

ST4-6

3.4

3.4

3.4

3.4

0

ST4-6

4

4

3

3.66r

0

CT1-3

19.9

20.5

19.5

0
0
0

12.7 0

c) Fines
No new fines have been implemented in this quarter.
Qualitative information
13

I continue to attend the Regional GoSWH Meeting that I chair; the GoSWH in Mental Health Trusts
Meeting that I co-ordinate; the Junior Doctors’ Forum; the MTC; the JCNC; induction; and I attended
the National GoSWH Meeting in Leeds in January 2019.
I have delivered training in Exception Reporting to Consultants’ Meetings across the Trust with the
only outstanding group being the CAMHS Consultants. I have delivered this in March 2019. I also
delivered the training to the Guild Lodge Consultants (these are the Forensic Psychiatrists in
Lancashire Care but our Forensic ST trainees rotate there so it was appropriate to train them too). I
have met with Trainee Representatives to develop training for Trainees that will be delivered at
induction (and it was in February 2019). I have asked the trainees to identify other opportunities
where this can be delivered to groups of trainees.
I have continued to receive excellent support from Medical Staffing, from Laura Torkington in
particular.

Dr Kenny Ross
Guardian of Safe Working Hours
9 March 2019
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Learning from Deaths - Quarterly Mortality Review Dashboard
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13
Chris Daly, Medical Director
Chris Daly, Medical Director

REPORT SUMMARY:

2018-9 Mortality Dashboard updated with Q4 data
1 Total deaths in scope
2018-19 total 891
2017-18 total 861
2 Inpatient deaths
2018-19 inpatient deaths 24 (Expected 14 : Unexpected 10)
2017-18 inpatient deaths 27 (Expected 12 : Unexpected 15)
3 Community Deaths
2018-19 Community deaths 867 (Expected 326 : Unexpected 541)
2017-18 Community deaths 834 (Expected 375 : Unexpected 459)
Excess deaths predominantly unexpected community deaths. Increased from 459 in
2017-18 to 541 in 2018-19.
Increase in unexpected community deaths of 88 for the same time period. We
identified the breakdown by network as follows:

1

2017/18 - Q1-Q4
Network

Unexpected Community Deaths

Bolton

69

Criminal Justice Services

11

Manchester

125

North Manchester

2

Prison Health Services

3

Salford

69

South Manchester &
Trafford

62

Substance Misuse Services

117

Grand Total

459

2018-19 - Q1 – Q4
Network

Unexpected Community Deaths

Bolton

60

Central Manchester

24

Criminal Justice Services

17

IAPT

13

Manchester

56

North Manchester

43

Prison Health Services

4

Salford

88

South Manchester &
Trafford

78

Substance Misuse Services

154
2

Community Psychological
Therapy Services

2

Child &amp; Adolescent
Mental Health

2

Grand Total

541

Please note there is variation in the way networks are recorded and
presented between the 2017-8 and 2018-9 data
The most significant increase is in SMS services increasing from 117 deaths in
2017-18 to 154 deaths in 2018-19 an excess of 37 deaths. SMS are reviewing
these deaths and re-running the Substance related deaths audit to identify
any trends and consider against the national increase in Substance Related
deaths. We need to consider the impact of any changes to the services we
provide in relation to SMS figures e.g gaining Bolton in Jan 2018 will impact
the figures.
In Manchester/ Trafford services 11 excess deaths The DATIX recording for
Manchester only started in May 2017 hence 1/12 of 2017-18 is missing. The
adoption of DATIX has been incrementally improving and may account for some of
this variation.
For the Salford 19 excess deaths The network has seen a significant increase in
unexpected deaths for the MATS team (increasing from 4 deaths in 2017-18 to 21
deaths in 2018-19). A further review of these MATS cases will take place.

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

x

3

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

None identified

REGULATORY
IMPLICATIONS (CQC/NHSI):

None identified

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 note the contents of the quarterly mortality
review dashboard.

x

Approval/Decision

4

GMMH: Learning from Deaths Dashboard - Q4 2018/19

Summary of total number of deaths and total number of cases reviewed
Total Number of Deaths in Scope

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

100
86

90

Total Deaths reviewed using SJR
*Please see Narrative 1

Total Deaths Reviewed (including 3DR's, RCA's and SJR's)

80

This Month

Last Month

This Month

Last Month

This Month

Last Month

70

Mar-19

Feb-19

Mar-19

Feb-19

Mar-19

Feb-19

63

68

23

27

0

0

60

This Quarter

Last Quarter

This Quarter

Last Quarter

This Quarter

Last Quarter

2018-19 Q4

2018-19 Q3

2018-19 Q4

2018-19 Q3

2018-19 Q4

2018-19 Q3

221

242

104

134

0

1

This Year to end of Q4
2018-19

Last Year to end of (Q4)
2017-18

This Year to end of Q4
2018-19

Last Year to end of (Q4)
2017-18

This Year to end of Q4
2018-19

Last Year to end of (Q4)
2017-18

891

861

481

447

2

5

This Year (Culmulative)
2018-19

Last Year (Culmulative) Q1-Q4
2017-18

This Year (Culmulative)
2018-19

Last Year (Culmulative) Q1-Q4
2017-18

This Year (Culmulative)
2018-19

Last Year (Culmulative) Q1-Q4
2017-18

891

861

481

447

2

5

71

70

66

64

61

68

42

42

39

40

42

37

63

54

51

48

50

90

87

85

80

41

35
27

30

23

20
10
0

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Total Deaths (inc LD)

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Total Deaths Reviewed (inc LD)

Summary of total number of learning disability deaths and total number reviewed under the LeDeR methodology
Deaths and Deaths Reviewed for patients with identified learning disabilities

2. Total Number of Deaths and Deaths Reviewed for patients with identified learning disabilities
(Please note the reporting of service users with a learning disability at time of death commenced December 2017)
2

2

2
2

1.8

Total Number of Deaths in scope

Total Deaths Reviewed (including 3DR's, RCA's and SJR's)

1.6
1.4

This Month

Last Month

This Month

Last Month

Mar-19

Feb-19

Mar-19

Feb-19

0

1

0

1

This Quarter

Last Quarter

This Quarter

Last Quarter

2018-19 Q4

2018-19 Q3

2018-19 Q4

2018-19 Q3

1

2

1

1

This Year to end of Q4

Last Year to end of (Q4)

This Year to end of Q4

Last Year to end of (Q4)

2018-19

2017-18

2018-19

2017-18

9

4

7

4

This Year (Culmulative)

Last Year (Culmulative) Q1-Q4

This Year (Culmulative)

Last Year (Culmulative) Q1-Q4

2018-19

2017-18

2018-19

2017-18

9

4

7

4

Narrative 1: There have been 7 SJR's commissioned since Nov 2017 with the following
identified ;
- adequate care in 4 cases,
- Good care in 1 case,
- excellent care in 1 case..
- Poor Care in 1 case
Narrative 2. In total there were nine deaths of patients with identified learning
disabilities this year. All of which were outpatient deaths of these four were expected
deaths and Five were unexpected . All nine deaths were reported to the LeDeR
Programme and five of these deaths were investigated via three day review, one of
which progressed to a comprehensive RCA and one became a SJR. 2 were expected
deaths and did not lead to investigation but notes were reviewed by the senior
managers and no missed opportunities or care delivery concerns identified.

1.2
1

1

0.8

1
1

1

1
1

0.6

1

1
1
1

0.4
0

0.2

0

0
Apr-18

0
May-18

Jun-18

0

0
Jul-18

Aug-18

Sep-18

Oct-18

LD Deaths

0

0

0
Nov-18

Dec-18

0

0
Jan-19

0
Feb-19

LD Deaths Reviewed
LD Deaths

Mar-19

LD Deaths Reviewed

Summary of total number of deaths by patient type

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

Total Number of Inpatient Deaths in scope
This Month
Mar-19

Total Number of Inpatient Deaths
(Expected)

Total Number of Inpatient Deaths (Unexpected)
Last Month
Feb-19

This Month
Mar-19

Last Month
Feb-19

Narrative 3: Expected deaths are recorded by services within Datix for patients that are on an end of life pathway at the
time of death, all other deaths are considered an unexpected death.
There are changes being developed by IM&T to capture both the status and the location of the patients at the time of
death.

Last Month
Feb-19

This Month
Mar-19

2

2

1

0

1

2

This Quarter
2018-19 Q4

Last Quarter
2018-19 Q3

This Quarter
2018-19 Q4

Last Quarter
2018-19 Q3

This Quarter
2018-19 Q4

Last Quarter
2018-19 Q3

5

6

2

1

3

5

This Year to end of Q4
2018-19

Last Year to end of (Q4)
2017-18

This Year to end of Q4
2018-19

Last Year to end of (Q4)
2017-18

This Year to end of Q4
2018-19

Last Year to end of (Q4)
2017-18

24

27

10

15

14

12

This Year (Culmulative)
2018-19

Last Year (Culmulative) Q1-Q4
2017-18

This Year (Culmulative)
2018-19

Last Year (Culmulative) Q1-Q4
2017-18

This Year (Culmulative)
2018-19

Last Year (Culmulative) Q1-Q4
2017-18

24

27

10

15

14

12

Total Number of Community Deaths in scope
This Month
Mar-19

Total Number of Community Deaths
(Expected)

Total Number of Community Deaths (Unexpected)

Last Month
Feb-19

This Month
Mar-19

Last Month
Feb-19

This Month
Mar-19

Last Month
Feb-19

61

66

39

44

22

22

This Quarter
2018-19 Q4

Last Quarter
2018-19 Q3

This Quarter
2018-19 Q4

Last Quarter
2018-19 Q3

This Quarter
2018-19 Q4

Last Quarter
2018-19 Q3

216

236

146

144

70

92

This Year to end of Q4
2018-19

Last Year to end of (Q4)
2017-18

This Year to end of Q4
2018-19

Last Year to end of (Q4)
2017-18

This Year to end of Q4
2018-19

Last Year to end of (Q4)
2017-18

867

834

541

459

326

375

Narrative 4: There were 24 deaths recorded as Inpatient deaths by services in the Datix system
2018/19, of these there were;
15 - Deaths while in a GMMH Facility
8 - Inpatient deaths that occurred after transfer to an acute Hospital
1 - Deaths while on leave/AWOL
*of the 15 Deaths in a GMMH Facility, 0 are currently considered suspected suicides.
*the 1 death whilst on leave/AWOL is currently considered a suspected suicide.
In comparison, there were 27 deaths recorded as Inpatient deaths by services in the Datix system for 17/18
14 - Deaths while in a GMMH Facility
9 - Inpatient deaths that occurred after transfer to an acute Hospital
3 - Deaths while on leave/AWOL
1 - Unexpected Death of a former inpatient
*of the 14 Deaths in a GMMH Facility, 0 are currently considered suspected suicides.
of the 3 deaths whilst on leave/AWOL, 1 is considered a suspected suicide.
Narrative 5. Expected deaths where no care concerns have been identified (i.e. service users on an end of life care
pathway) will not require further investigation. Only expected deaths where care and treatment concerns have been
identified will then go on to receive further investigation.
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REPORT SUMMARY:

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

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

x

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

Compliance with the requirements of the NHS Act 2006, the Health and Social
Care Act 2008, the Health Care Act 2009 and the Health and Social Care Act
2012
1

REGULATORY
IMPLICATIONS (CQC/NHSI):

Compliance with the requirements of the NHS Provider Licence

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

No

If ‘yes’: N/a
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

Assurance

RECOMMENDATIONS:

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

x

Approval/Decision

x

•

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

•

after making reasonable enquiries, the Directors of the Licensee have a
reasonable expectation that the Licensee will have the Required Resources
available to it over the next financial year (2019/20) after taking account of
distributions which might reasonably be expected to be declared or paid –
Condition CoS7(3)

2

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

1.

Introduction

1.1

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

1.2

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

Condition
CoS7(3)

Condition FT4(8)

Self-Certification Requirement

Deadline for Board
Sign-Off of SelfCertification
The provider has taken all precautions necessary 31 May 2019
to comply with the Licence, NHS Acts 1 and NHS
Constitution
If providing commissioner requested services, 31 May 2019
the provider has a reasonable expectation that
required resources will be available to deliver
the designated services for the 12 months from
the date of the statement
The provider has complied with required 30 June 2019
governance arrangements

1.3

The aim of the self-certification process is for providers to carry out assurance that they are
in compliance with the Licence conditions and for the Board to clearly understand the
Trust’s position.

1.4

The Board of Directors are asked to self-certify the Trust’s compliance with Conditions G6(3)
and CoS7(3) at its meeting on 20 May 2019. Self-certification on Condition FT4(8) will be
sought at the Board of Directors meeting on 24 June 2019.

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

1

3

2.

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

2.1

Condition G6 requires NHS foundation trusts to:
•

•
•
2.2

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

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

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

In making their declaration, the Board of Directors should take into account, in particular,
the Annual Governance Statement as set out in the Annual Report 2018/19. The Annual
Governance Statement describes the Trust’s system of internal control and the processes in
place to identify, prioritise and evaluate risks to the achievement of the Trust’s policies, aims
and objectives and to manage any risks efficiently, effectively and economically. Key
elements of the system of internal control include the Trust’s Risk Management Framework
and approach to Board assurance, the Board committee structure and associated reporting
lines, the Quality Governance Framework and emerging Quality Improvement Strategy, the
annual business planning process and the Trust’s approach to performance management.

2.4

Feedback from internal and external audit are also a key source of assurance on the Trust’s
compliance with its obligations. In April 2019, the Trust received the Director of (Internal)
Audit opinion on the overall adequacy and effectiveness of the Trust’s risk management,
control and governance processes for the financial year 2018/19. The overall opinion was
that substantial assurance can be given that there is a good system of internal control

Paragraph 2(b) of licence condition G6 sets out the requirement for the Licensee to regularly review that
processes and systems have been implemented and are effective
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4

designed to meet the organisation’s objectives, and that controls are generally being applied
consistently.
2.6

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

3.

Condition CoS7 – Availability of Resources

3.1

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

3.2

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

3.3

For GMMH, those services identified as ‘mandatory services’ in its Terms of Authorisation as
an NHS Foundation Trust automatically became classified as CRS in April 2013. Manchester
Clinical Commissioning Group (CCG) confirmed in January 2018 that all services delivered by
the Trust in Manchester will continue to be designated as CRS under the terms of the
contract. For all other localities, those services classified as CRS in 2013 remain classified as
such.

3.4

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

a) After making enquiries the Directors of the Licensee have a reasonable expectation that
the Licensee will have the Required Resources available to it over the next financial year
after taking account of distributions which might reasonably be expected to be declared
or paid
b) After making enquiries the Directors of the Licensee have a reasonable expectation that
the Licensee will have the Required Resources available to it over the next financial year
after taking into account in particular (but without limitation) any distribution which
might reasonably be expected to be declared or paid. However, the Directors would like to
draw attention to specific factors which may cast doubt on the ability of the Licensee to
provide Commissioner Requested Services
c) In the opinion of the Directors of the Licensee, the Licensee will not have the Required
Resources available to it over the next financial year.
5

3.5

In making their declaration against Condition CoS7, the Board of Directors should take into
account the Trust’s Operational Plan 2019/20, as submitted to NHS Improvement in April
2019. The operational plan is focused on enabling the Trust to sustain its position as a
financially stable organisation, which continues to deliver key financial targets and
effectively manages financial risks. The operational plan takes into account local and
national financial challenges and sets out the Trust’s plans for service redesign and
transformation making pragmatic use of both internal and external funding sources.

3.6

The Board of Directors should also consider the Trust’s position with regard to contractual
income for clinical services, including CRS. The Board of Directors will receive a position
statement on the agreement of 2019/20 contracts at its meeting on 20 May 2019.

4.

Audits

4.1

NHS Improvement retain the option each year of selecting a number of NHS foundation
trusts to ask for evidence of self-certification. Providers are no longer required to submit
self-certifications to NHS Improvement.

5.

Recommendations

5.1

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

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

•

after making reasonable enquiries, the Directors of the Licensee have a reasonable
expectation that the Licensee will have the Required Resources available to it over the next
financial year (2018/19) after taking account of distributions which might reasonably be
expected to be declared or paid – Condition CoS7(3)
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TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Slavery and Human Trafficking Policy Statement – Annual Review
Monday 20 May 2019
15
Neil Thwaite, Chief Executive
Juliette Tait, Associate Director of HR
Kim Saville, Company Secretary
Maureen Gallacher, Head of Procurement

REPORT SUMMARY:

In June 2016, the Board of Directors reviewed and approved the organisation’s first
‘Slavery and Human Trafficking Policy Statement’, which had been prepared in
accordance with the requirements of the UK Modern Slavery Act (2015). The
statement is subject to annual review and an updated statement for 2019 is
attached. The statement has been reviewed by the Trust’s Company Secretary,
Associate Director of HR, Head of Procurement and Head of Adult and Child
Safeguarding during May 2019, with updates reflecting the Trust’s new partnership
with NHS Professionals and our approach to Freedom to Speak Up.

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:
REGULATORY
IMPLICATIONS (CQC/NHSI):

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

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

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

Assurance

RECOMMENDATIONS:

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

x

Approval/Decision

x

2

Slavery and Human Trafficking Policy Statement
This statement is made pursuant to section 54(1) of the Modern Slavery Act 2015 and constitutes our
slavery and human trafficking statement for the financial year ending 31 March 2019.
1.

Introduction

At Greater Manchester Mental Health NHS Foundation Trust (GMMH) we are committed to ensuring
that modern slavery or human trafficking is not taking place in any part of our business or supply chain.
This statement sets out the steps that GMMH has taken, and continues to take, to understand all
potential modern slavery and human trafficking risks and to implement effective systems and controls.
2.

Organisational Structure

The Trust provides inpatient and community-based mental health care for people living in Bolton,
Salford, Trafford and Manchester, and a wide range of more specialist mental health and substance
misuse services across Greater Manchester, the North West of England and beyond.
We employ over 5,400 whole time equivalent members of staff who deliver services from over 140
locations. In a 12-month period, we see in the region of 53,000 services users.
Our supply chains enable the procurement of a wide range of goods and services on behalf of our
clients and service users.
3.

Our Policies on Slavery and Human Trafficking

We are fully aware of the responsibilities we bear towards our service users, employees and local
communities. We are committed to acting ethically and with integrity and transparency in all of our
business dealings and to putting effective systems and controls in place to safeguard against any
modern slavery taking place within any part of our business or supply chain. We have zero tolerance
for any form of slavery or human trafficking.
Staff are expected to report concerns about slavery and human trafficking and management are
expected to act upon them in accordance with our internal policies and procedures. Our internal
policies and procedures replicate our commitment to acting ethically and with integrity and include:
•

Recruitment/Employment Services: We operate a robust recruitment policy. This includes
undertaking appropriate pre-employment checks, in line with NHS Employment Standards, on
directly employed staff and requiring NHS Professionals to provide assurance that preemployment checks have been obtained for agency staff

•

Equal Opportunities: We implement a range of controls to protect staff from poor treatment
and/or exploitation, which comply with all respective laws and regulations. These include
provision of fair pay rates, fair Terms of Conditions of employment and access to training and
development opportunities

•

Organisational Change: We consult and negotiate with Trade Unions on proposed changes
to employment, work organisation and contractual relations

•

Safeguarding Policies: We adhere to the principles inherent within both our Safeguarding
Children and Safeguarding Adults at Risk Policies. These provide clear guidance to our
employees as to how to raise safeguarding concerns about how colleagues or individuals
receiving our services are being treated, or about practices within our supply chain.

•

Raising Concerns and Freedom to Speak Up Policy: Our Freedom to Speak Up
(Whistleblowing) Policy reminds employees of their responsibility to raise concerns about how
colleagues or individuals receiving our services are being treated, or about practices within
our supply chain, without fear of reprisal.

Our approach to procurement and management of our supply chain includes:
•
•
•
•

•

4.

Where possible, building long-standing relationships with suppliers
Purchasing products/services from UK-based firms, who may also be required to comply
with the requirements of the UK Modern Slavery Act (2015)
Purchasing a significant number of products/services through NHS Supply Chain, whose
‘Supplier Code of Conduct’ includes a provision around forced labour
Requiring all suppliers to comply with the provisions of the UK Modern Slavery Act (2015),
through agreement of our ‘Supplier Code of Conduct’, purchase orders and tender
specifications. All of which set out our commitment to ensuring no modern slavery or human
trafficking related to our business
Upholding professional codes of conduct and practice relating to procurement and supply,
including through our procurement staff being members of the Chartered Institute of
Procurement and Supply

Training

Advice and training about modern slavery and human trafficking is available to staff through our
Safeguarding Children and Adults training, our Safeguarding policies and procedures and our
Safeguarding leads.
5.

Performance Indicators

We will know the effectiveness of the steps we are taking to ensure that slavery and/or human
trafficking is not taking place within our business or supply chain if no reports are received from our
staff, service users, the wider public or law enforcement agencies which indicate that modern slavery
practices have been identified.

6.

Board of Directors’ Approval

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

Neil Thwaite
Chief Executive

Rupert Nichols
Chair

Date: 20 May 2019

Date: 20 May 2019
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AUTHOR(S):

Freedom to Speak Up (FTSU) Guardian Six-Monthly Report
Monday 20 May 2019
16
Andrew Maloney, Director of HR and Corporate Affairs
Juliette Tait, Associate Director of HR and OD/Freedom to Speak Up Guardian

REPORT SUMMARY:

This report outlines current activity within the organisation relating to Freedom to
Speak Up. It highlights the numbers and types of cases raised with the Freedom to
Speak Up Guardian during 2018/19, considers themes that are becoming evident as
a result of cases and discusses how the Trust is continuing to embed raising
concerns to become part of “normal every day practice.” i
The self-assessment has also been updated by the FTSU Guardian and is attached as
Appendix 1. This has been informed by meeting with relevant Executives, NonExecutives and Staff Side representatives

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

x
x

REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
Quality Governance Committee
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
1

LEGAL IMPLICATIONS:

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

REGULATORY
IMPLICATIONS (CQC/NHSI):

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

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

Yes

If ‘yes’:
DATIX ID
2252

2817

2823

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

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

Assurance

RECOMMENDATIONS:

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

x

Approval/Decision

x

Board members are asked to note the update from the FTSU Guardian.

i

Sir Robert Francis – Freedom to Speak Up Report – February 2015
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Freedom to Speak Up Guardian Report
May 2019
1.

Introduction

This report outlines current activity within the organisation relating to Freedom to
Speak Up. It highlights the numbers and types of cases raised with the Freedom to
Speak Up Guardian during 2018/19, considers themes that are becoming evident as
a result of cases and discusses how the Trust is continuing to embed raising
concerns to become part of “normal every day practice.”i
Whilst this report considers the full 12 months that have passed, future reports will
be provided on a 6 monthly basis, in line with expectations outlined in the NHS
Improvement Guidance for Boards.
2.

Background

As a result of the previous post holder leaving the organisation a new Freedom to
Speak Up Guardian was appointed and commenced in post in December 2018. As
induction to the post the Guardian attended accredited training delivered by the
National Guardian’s Office and to support ongoing development became part of both
the North West and National Mental Health Freedom to Speak Up Guardian
Networks. A full handover was provided by the previous Freedom to Speak Up
Guardian and all current employees who had outstanding concerns raised at that
time were contacted to inform of the new appointment.
3. National Update
In December 2018 the National Guardians Office conducted a review into Speaking
Up within a defined NHS Trust. The review was published and shared publicly to
support learning for all organisations where it is appropriate to do so.
The review produced a number of recommendations for Trusts to undertake their
own internal gap analysis, and these have been embedded as part of the self-review
tool published by NHS Improvement.
The main recommendation of note for Board Members is the need for Senior
Leaders to put in place mechanisms which measure to what extent a speaking up
culture exists within the organisation. The Board can be assured through the recent
1

staff survey results which reported higher than the national average ratings for staff
reported that they feel safe to raise concerns, however, as the Trust develops
continual staff engagement toolkits, monitoring of speaking up will need to be
embedded to ensure continual assurance can be provided throughout the year.
4. Normal Every Day Practice
A widespread communication campaign was launched in February 2019 promoting
the appointment of the new Freedom to Speak Up Guardian, early indications and
informal feedback suggest that this has increased the visibility of the role of the
Guardian as an individual. However, it has been crucial to ensure that this has not
existed in isolation and to run alongside the campaign the Freedom to Speak Up
Guardian has taken steps to meet with a broad range of staff and managers to
discuss, in more depth, how staff can be supported in speaking up at an early and
local level, and how managers have a vital role to play in supporting this to take
place. The Freedom to Speak Up Guardian works in partnership with staff side
representatives who have been wholly supportive in delivering a positive message in
relation to supporting staff to raise concerns early and through normal line
management arrangements where possible.
Further work to embed this has seen the creation of the role of Ambassador for
Speaking Up. This entails those who are already in trusted roles, and likely to hear
concerns raised on a more informal level, to become advocates in encouraging staff
to speak up and raise their concerns as appropriate, directing staff to the Freedom to
Speak Up Guardian as an alternative if necessary.
In ensuring new staff understand the Trust’s commitment to developing a speaking
up culture the Trust Executive now references this at the induction session delivered
welcoming staff to the organisation, still promoting the role of the Freedom to Speak
Up Guardian, but more importantly giving clear and visible commitment that Senior
Leaders within the organisation want to know when things may not feel quite right.
6. NHSI Guidance for boards on Freedom to Speak Up
As previously reported NHSI has published guidance to Trust Boards on Freedom to
Speak Up and this was accompanied by a self-review tool to enable Boards to
assess current progress in relation to creating a speaking up culture. In November
2018 an initial assessment was undertaken of the Trust’s position in relation to the
expectations set out. Through meeting with relevant Executives, Non-Executives
and Staff Side representatives the current picture against the self-review tool is
captured at Appendix 1.
7. Summary of concerns
Looking more locally within the Trust the following table provides details of the
concerns raised/brought to the attention of the Freedom to Speak Up Guardian
2

during 2018/19 (as compared to 2017/18 data) as reported to the National Guardians
office.

Total number
of cases

Raised
anonymously

17/18

18/19

17/18

18/19

17/18

18/19

17/18

18/19

17/18

18/19

Quarter 1

2

3

1

0

2

2

1

2

0

0

Quarter 2

1

4

0

1

1

1

0

3

0

0

Quarter 3

5

1

0

0

1

1

3

0

1

0

Quarter 4

2

3

0

0

0

3

2

3

0

2

Total

10

11

1

1

4

7

6

8

1

2

Period

Related to behaviours,
including
bullying/harassment

Suffering
detriment as a
result of speaking
up

Element of
patient
safety/quality

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

8. Themes and Organisational Learning & Development
All of the individuals who have had contact with the Freedom to Speak Up Guardian
within Quarter 3 and Quarter 4 have confirmed that they had initially felt comfortable
trying to resolve their issues locally however they had not felt that their line
managers had supported them effectively to feel assured that their concern would be
reviewed, with two confirming that they felt they had suffered a detriment as a direct
result of raising their concern.
“Supporting Staff to Speak Up” Sessions have now been scheduled across the
organisation for the following 12 months. In addition to this the Freedom to Speak
Up Guardian has attended, and continues to attend, many Senior Leadership Team
and Operational Management Group Meetings to support managers in identifying
what barriers may be existing for them to support staff to speak up and develop their
skills in how they support staff who do speak up. Where staff have felt they have
suffered a detriment as a result of speaking up, immediate actions, by the Freedom
to Speak Up Guardian, have been undertaken to address this.
In contrast to individual experience the most recent staff survey results have
reported positively in relation to staff’s confidence in raising concerns and GMMH
scored above average in relation to “feeling secure to raise concerns”, and the Staff
Friends and Family Test has consistently reported that 80% of staff feel comfortable
raising concerns however it’s important to ensure that additional steps are taken to
ensure managers understand their role to provide robust assurance to the Board that
things are improving.
Some themes have been identified within an area of the Specialist Services Network
and a comprehensive organisational development plan is being created,
commencing with an initial deep dive into staff experience through an additional
questionnaire for staff and staff engagement sessions.
3

9. Next steps
The Freedom to Speak Up Guardian will continue to raise awareness and promote
the systems for raising concerns through attendance and visits in services, and will
continue to develop and launch the Freedom to Speak Up Ambassador role.
Trust Board is asked to note the content of this report.

Juliette Tait
Freedom to Speak Up Guardian
7th May 2019

i

Sir Robert Francis – Freedom to Speak Up Report – February 2015
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Freedom to Speak Up self-review tool for
NHS trusts and foundation trusts
May 2018
Date
Reviewed by Greater Manchester Mental Health - May 2019

How to use this tool
Effective speaking up arrangements help to protect patients and improve the experience of NHS workers. Having a healthy
speaking up culture is evidence of a well-led trust.
NHS Improvement and the National Guardian’s Office have published a guide setting out expectations of boards in relation to
Freedom to Speak Up (FTSU) to help boards create a culture that is responsive to feedback and focused on learning and continual
improvement.
This self-review tool accompanying the guide will enable boards to carry out in-depth reviews of leadership and governance
arrangements in relation to FTSU and identify areas to develop and improve.
The Care Quality Commission (CQC) assesses a trust’s speaking up culture during inspections under key line of enquiry (KLOE) 3
as part of the well-led question. This guide is aligned with the good practice set out in the well-led framework, which contains
references to speaking up in KLOE 3 and will be shared with Inspectors as part of the CQC’s assessment framework for well-led.
Completing the self-review tool and developing an improvement action plan will help trusts to evidence their commitment to
embedding speaking up and help oversight bodies to evaluate how healthy a trust’s speaking up culture is.

2

Self review indicator
(Aligned to well-led KLOEs)

To what
What are the principal
extent is
actions required for
this
development?
expectation
being met?

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

Our expectations
Leaders are knowledgeable about FTSU
Senior leaders are
knowledgeable and up to date
about FTSU and the executive
and non-executive leads are
aware of guidance from the
National Guardian’s Office.

Met

Not applicable

FTSUG meets with Chair, Non Exec Lead, CEO and Exec
Lead on a quarterly basis. National guidance is included
as part of the summary report.

Senior leaders can readily
articulate the trust’s FTSU vision
and key learning from issues that
workers have spoken up about
and regularly communicate the
value of speaking up.

Met

Not applicable

As above, summary report includes key learning from
issues.
CEO proactively promotes speaking up when visiting
services, and includes FTSUG as part of those visits when
it is felt increased visibility is needed.
Quarterly report is provided to the Operational Leadership
Committee which shares the themes from concerns
raised, this information is then promulgated through
Network Hubs and Senior Leadership Teams.

They can provide evidence that
they have a leadership strategy
and development programme

Met

The GMMH Workforce and OD Strategy includes four high
impact areas, one of which is Outstanding Leadership and

Not applicable
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that emphasises the importance
of learning from issues raised by
people who speak up.

Management. This strategy clearly articulates the Trust’s
commitment to organisational learning.
Being open, promoting a culture of raising concerns and
speaking up safely is included in all leadership
development programmes. It is also included at the outset
of the employee journey through the induction process.
The Executive Management Team role model behaviours
which promotes speaking up through effective and
supportive engagement with the FTSUG and openly
encourage leaders within their teams to adopt the same
philosophy.
“Supporting Staff to Speak Up Sessions” run throughout
the organisation which uses lessons learnt as a foundation
for discussion with managers and leaders.

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

Met

GMMH Workforce and OD Strategy, which embeds the
vision for a speaking up culture, was developed through
engagement with senior leaders.

Not applicable

Since the appointment of a new FTSUG refreshed
engagement has taken place with senior leaders across
the organisation with positive buy-in from leaders at all
levels.

Leaders have a structured approach to FTSU
There is a clear FTSU vision,
translated into a robust and
realistic strategy that links
speaking up with patient safety,

Partially Met

Embedding concerns raised The Director of Nursing & Governance oversees patient
into overall reporting in safety within the organisation, and the FTSUG has strong
relation to patient safety and links into this role.
quality improvement to ensure
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staff experience and continuous
improvement.

triangulation of data received
to inform future strategies.

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

Met

Not applicable

Policy is in place.

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

Met

Not applicable

Through meeting with the FTSUG on a quarterly basis
Board members are receiving information in relation to
concerns and are able to drive forward the vision and
direction for speaking up going forward, based on the
organisational learning that is presented.
The CEO is highly visible across the organisation and
encourages staff to raise concerns regularly.
The CEO and Executive Lead for FTSU meets more
regularly with the FTSUG and are able to articulate the
organisational vision for speaking up.
More recently (April 2019) the Trust Governors have been
able to feed into the vision for FTSU.

Progress against the strategy and Met

This is achieved through the quarterly meetings already
referred to.

Not applicable

compliance with the policy are
regularly reviewed using a range
of qualitative and quantitative
measures.
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Leaders actively shape the speaking up culture
All senior leaders take an interest
in the trust’s speaking up culture
and are proactive in developing
ideas and initiatives to support
speaking up.

Met

Not applicable

Through recent appointment of new FTSUG and
promotion of the role, a high level of engagement has
taken place with all levels of management, not just to
promote the role but to find ways to discuss with staff how
they themselves can improve speaking up cultures within
departments.

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

Partially Met

Consider how the FTSUG can Through the work done with the CEO, Chair, Exec and
support the mirroring of the Non-Exec Lead this can be demonstrated at a senior level
interaction that takes place within the organisation.
with Board members, at a
more local level.

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

Met

Not applicable

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

Met

Not applicable

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

Partially Met

Need to consider how this can When Senior Leaders have fedback in relation to findings
be promoted more widely in from investigations, or just providing feedback in relation
to an employees concerns, there are ready examples
the organisation.
where a senior leader has taken responsibility for actions

CEO is highly visible and approachable within the
workforce.
Scheduled Executive visits are scheduled throughout
2019.
This can be evidenced through the support that the
FTSUG has been given when discussing concerns raised.
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and acknowledged that some things could have been
better.
The board can state with

Met

Not applicable

Staff survey data provides assurance in relation to this.

confidence that workers know
how to speak up; do so with
confidence and are treated fairly.
Leaders are clear about their role and responsibilities
The trust has a named executive
and a named non-executive
director responsible for speaking
up and both are clear about their
role and responsibility.

Met

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

Met

Not applicable

Quarterly meetings scheduled and taking place.

Other senior leaders support the
FTSU Guardian as required.

Met

Not applicable

Recent case management can provide assurance that all
senior leaders, where needed, have supported the
FTSUG.

Not applicable

Andrew Maloney, Deputy Chief Executive / Director of HR
Pauleen Lane, Non-Executive Director

Leaders are confident that wider concerns are identified and managed
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Senior leaders have ensured that
the FTSU Guardian has ready
access to applicable sources of
data to enable them to triangulate
speaking up issues to proactively
identify potential concerns.

Met

Not applicable

Recent case management can provide assurance that
the FTSUG has had unlimited access to any data /
information needed.

The FTSU Guardian has ready

Met

Not applicable

Recent case management can provide assurance that all
senior leaders (at all levels), where needed, have
supported the FTSUG.

access to senior leaders and
others to enable them to escalate
patient safety issues rapidly,
preserving confidence as
appropriate.
Leaders receive assurance in a variety of forms

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

Partially met

Whilst reporting is positive in Staff survey data has evidenced this on a more broader
this area the Trust should basis in relation to raising concerns.
continually measure via staff
72.1% of staff would feel secure raising concerns about
survey and staff FFT.
clinical practice. This is above the national average and
has also risen by 1.2% since staff were surveyed in 2017.
59.2% of staff were confident that the Trust would address
their concern, which again is an increase from 2017 which
reported 58.3%.
Within the Staff FFT the Trust has asked “Do you feel safe
raising concerns about unsafe clinical practice”. Quarter
1 and 2 reported 80%. Quarter 4 is currently live.
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Steps are taken to identify and

Partially met

Networks are in the process of The staff survey reports against this data.
being established.
Visible engagement will continue to be held with
NHS Professionals need underrepresented groups.
further engagement, and this
will be discussed with NHSP. CEO and FTSUG met with BAME Staff Network.

Met

Not applicable

Recent case management can provide assurance that all
senior leaders, where needed, have supported the
FTSUG.

Met

Not applicable

Of the two cases that reported the suffering of a detriment,
the Freedom to Speak Up Guardian has escalated both
matters to Senior Leaders and these have been dealt with
effectively and compassionately. The detriments reported
have not had any long term effects on individuals, and
have been resolved.

remove barriers to speaking up
for those in more vulnerable
groups, such as Black, Asian or
minority ethnic (BAME), workers
and agency workers
Speak up issues that raise
immediate patient safety
concerns are quickly escalated
Action is taken to address
evidence that workers have been
victimised as a result of speaking
up, regardless of seniority

“Supporting Staff to Speak Up Sessions” include a section
in relation to ensuring no member of staff suffers a
detriment and a detailed discussion is had in relation to
this.
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Lessons learnt are shared widely

Partially Met

Consider ways in which Operational Leadership Committee receives a report
lessons learnt can be shared which is further shared with Network Hubs and Senior
more widely beyond meeting Leadership Teams.
structures,
e.g.
through
Messenger or other Trust
News items.

Partially Met

Staff who raise concerns to
be provided with a 3 month
follow up contact to review
how the concern was
handled.

Quarterly meetings that are held contain an element of
audit. The FTSUG shares detailed (but confidential)
information with Chair, CEO, Non-Exec Lead and Exec
Lead for scrutiny and challenge.

Met

Not applicable

The FTSU Policy has an annual review date, recent review
included adaptations which were informed through
FTSUG links with individuals who raise concerns.

Met

Not applicable

Report provided.

Staff networks and staff
forums
are
still
under
development
across
the
organisation.
As these
develop speaking up and
FTSU will be a key theme and
element to these.

Staff Survey feedback is a crucial part of this.

both within relevant service areas
and across the trust

The handling of speaking up
issues is routinely audited to
ensure that the FTSU policy is
being implemented
FTSU policies and procedures
are reviewed and improved using
feedback from workers
The board receives a report, at
least every six months, from the
FTSU Guardian.

Leaders engage with all relevant stakeholders

A diverse range of workers’ views
are sought, heard and acted
upon to shape the culture of the
organisation in relation to

Partially met
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CEO and FTSUG attended a recent BAME Staff Network,
and will attend other Networks.
Inclusive Network members will become Ambassadors for
FTSU with a direct link to FTSU Guardian

speaking up; these are reflected
in the FTSU vision and plan.
Issues raised via speaking up are
part of the performance data
discussed openly with
commissioners, CQC and NHS
Improvement.

Partially met

Consideration to how cases Staff Survey data is shared publicly which discloses high
can be shared within wider level information in relation to speaking up.
performance reports.

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

Met

Not applicable

The trust’s annual report contains
high level, anonymised data
relating to speaking up as well as
information on actions the trust is
taking to support a positive
speaking up culture.

Met

Not applicable

Reviews and audits are shared

Partially met

As
and
when
formal FTSUG attends regional and national FTSU Network
opportunities arise reviews meetings, and virtual connections, and shares learning as
appropriate.
and audits will be shared.

Partially met

No formal opportunities have Associate Director of HR & OD, as FTSUG, works openly
arisen to support this, and proactively with national and regional networks and
shares learning accordingly.

externally to support
improvement elsewhere.
Senior leaders work openly and
positively with regional FTSU
Guardians and the National
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Guardian to continually improve
the trust’s speaking up culture
Senior leaders encourage their

however, will continue
assess where possible.

to

FTSUG is openly supported to engage with regulators and
inspectors, and this is further promoted and supported to
staff to ensure all staff appreciate alternative places to
raise concerns if necessary.

Met

FTSU Guardians to develop
bilateral relationships with
regulators, inspectors and other
local FTSU Guardians
Senior leaders request external

Partially met

improvement support when

No formal opportunity has
arisen to support the need for
this.

Whilst this hasn’t existed in relation to FTSU, external
improvement support has been engaged in other areas
when needed and this is openly encouraged.

required.
Leaders are focused on learning and continual improvement
Senior leaders use speaking up
as an opportunity for learning that
can be embedded in future
practice to deliver better quality
care and improve workers’
experience.

Met

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

Met

Board members adopt this approach through active
engagement in the FTSU cases.

Not applicable.

Operational Leadership Committee receives and
discusses themes and organisational learning is
discussed within those meetings.
The organisation reviews national guidance to understand
best practice and assess relevance for GMMH.

Not applicable
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Executive and non-executive
leads, and the FTSU Guardian,
review all guidance and case
review reports from the National
Guardian to identify improvement
possibilities.

Met

Senior leaders regularly reflect on Partially Met
how they respond to feedback,

Not applicable

This is built into the quarterly review meetings.

Develop a mechanism for Quarterly review meetings provide an opportunity for
reflection to take place on a Chair, CEO, Non-Exec and Exec Lead to reflect on
wider scale.
learning that is apparent from cases.

learn and continually improve and
encourage the same throughout
the organisation.
The executive lead responsible

Met

for FTSU reviews the FTSU
strategy annually, using a range
of qualitative and quantitative
measures, to assess what has
been achieved and what hasn’t;
what the barriers have been and
how they can be overcome; and
whether the right indicators are
being used to measure success.
The FTSU policy and process is
reviewed annually to check they
are fit for purpose and realistic;

Met

This is done by the FTSU Guardian, formally annually,
but dynamically on an ongoing basis also.

Not applicable
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up to date; and takes account of
feedback from workers who have
used them.
A sample of cases is quality
assured to ensure:
•

the investigation process
is of high quality; that

Partially met

Follow
up
question
to All workers are thanked for speaking up, at every
developed to people who opportunity.
have
spoken
up
and
evaluation built into reporting. Feedback is provided at the end of investigations, and
contact is maintained throughout the period of the
investigation by the FTSUG.

outcomes and
All investigations are commissioned by Exec Lead,
FTSUG or other senior leader for where the concern is
relevant and will always be someone suitably
independent.

recommendations are
reasonable and that the
impact of change is being
measured
•

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

•

Investigations are
independent, fair and
objective;
recommendations are
designed to promote
patient safety and
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learning; and change will
be monitored
Positive outcomes from speaking
up cases are promoted and as a
result workers are more confident
to speak up.

Partially met

No opportunities have arisen Communications (on a confidential basis) feature “you
yet which support individual said, we did”, more generic, type methods to ensure that
staff can appreciate that action arises from speaking up.
cases to be promoted.

The chief executive is
responsible for appointing the
FTSU Guardian.

Met

Not applicable

The responsibility of FTSU Guardian has been
incorporated into the job description of the Associate
Director of HR and OD. Responsibility for appointing to the
role has been delegated to the Deputy Chief Executive /
Director of HR (Exec Lead). A new appointment to this role
was made on 9th November 18 through an open
recruitment process. The selection panel included a
Director level independent external assessor.

The chief executive is
accountable for ensuring that
FTSU arrangements meet the
needs of the workers in their
trust.

Met

Not applicable

The Chief Executive has a clear understanding of the role
his accountability, and actively promotes this when
visiting services.

Individual responsibilities

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

Met

Not applicable

Annual report contains information about FTSU.

The chief executive and chair are

Met

Not applicable

FTSUG is linked with the regional network and National
Guardian office. Feedback is provided to Chair, CEO,
Exec and Non-Exec Lead.

Met

Not applicable

Formal meetings are scheduled quarterly.
Informal
meetings take place on an ad-hoc regular basis and
support and advice is given on a dynamic need by need
basis.

responsible for ensuring the trust
is engaged with both the regional
Guardian network and the
National Guardian’s Office.
Both the chief executive and
chair are key sources of advice
and support for their FTSU
Guardian and meet with them
regularly.
Executive lead for FTSU
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Ensuring they are aware of latest
guidance from National
Guardian’s Office.

Met

Not applicable

Exec Lead reviews national guidance publications, and
information is shared by FTSUG

Overseeing the creation of the
FTSU vision and strategy.

Met

Not applicable

Fully embedded within the Workforce & OD Strategy.

Ensuring the FTSU Guardian role

Met

Not applicable

Current FTSUG appointed via open external recruitment
process with involvement from external assessor and
signed off by Board.

Met

Not applicable.

FTSUG currently manages workload within existing role
rather than ring-fenced time given the nature of the work.
This works effectively.

Executive Lead is works collectively with the Medical
Director and Director of Nursing and Governance to
ensure FTSU is embedded as part of the developing
Quality Improvement Strategy.

has been implemented, using a
fair recruitment process in
accordance with the example job
description and other guidance
published by the National
Guardian.
Ensuring that the FTSU Guardian
has a suitable amount of ring
fenced time and other resources
and there is cover for planned
and unplanned absence.
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Design a formal way of Executive Lead discusses cases (confidentially) with
ensuring that Exec Lead has FTSUG on a regular basis, providing overview and
guidance where needed, and offering challenge when
access to cases
required.

Ensuring that a sample of
speaking up cases have been
quality assured.

Partially Met

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

Met

Operationalising the learning
derived from speaking up issues.

Partially met

Consider a formal way that
this can be achieved

Past cases where this has been needed can demonstrate
the integral role that the Executive Lead takes in ensuring
that learning derived from speaking up is taken forward
operationally.

Ensuring allegations of detriment

Met

Not applicable

FTSUG carries out this responsibility and reports to
Executive Lead if needed.

Met

Not applicable

Elements previously reported through annual board
report

Executive Lead has overall responsibility for the
production of the policy and accompanying process and is
part of the whole review and final ratification process.

are promptly and fairly
investigated and acted on.
Providing the board with a variety
of assurance about the
effectiveness of the trusts
strategy, policy and process.
Non-executive lead for FTSU
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Ensuring they are aware of latest
guidance from National
Guardian’s Office.

Met

Not applicable

Relevant information is shared with the Non-Exec lead as
and when received. Guidance has been shared via Trust
Board updates and quarterly report.

Holding the chief executive,

Met

Not applicable

Non-Executive has received updates on progress via
Trust Board reports and through attendance at quarterly
meeting;

Robustly challenge the board to
Met
reflect on whether it could do
more to create a culture
responsive to feedback and
focused on learning and continual
improvement.

Not applicable

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

Met

Not applicable

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

Met

Not applicable

Non-Executive lead is promoted widely an alternative for
staff to raise concerns with. FTSU Guardian has access
to Non-Executive

Met

Not applicable

Non-Executive will assume this role if required

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

Role-modelling high standards of

Present at both Board and the Quarterly review
meetings.

conduct around FTSU.
Acting as an alternative source of
advice and support for the FTSU
Guardian.
Overseeing speaking up
concerns regarding board
members.
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Human resource and organisational development directors

Ensuring that the FTSU Guardian

Met

Not applicable

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

Met

Not applicable

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

Met

Not applicable

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

has the support of HR staff and
appropriate access to information
to enable them to triangulate
intelligence from speaking up
issues with other information that
may be used as measures of
FTSU culture or indicators of
barriers to speaking up.
Ensuring that HR culture and
practice encourage and support
speaking up and that learning in
relation to workers’ experience is
disseminated across the trust.
Ensuring that workers have the
right knowledge, skills and
capability to speak up and that

Attendance at Team Meetings and other staff forums.

managers listen well and respond
to issues raised effectively.

Supporting Staff to Speak Up Sessions arranged.
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Medical director and director of nursing

Ensuring that the FTSU Guardian

Met

Not applicable

Ready access to support and guidance, and this can be
evidenced through contacts via case management

Met

Not applicable

Acts on concerns as required, and this can be evidenced
through contacts via case management.

Partially Met

Ensure lessons learned
reflects FTSU learning

Current lessons learned embedded within governance
proceses

has appropriate support and
advice on patient safety and
safeguarding issues.
Ensuring that effective and, as
appropriate, immediate action is
taken when potential patient
safety issues are highlighted by
speaking up.
Ensuring learning is
operationalised within the teams
and departments that they
oversee.
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Board of Directors – Part 1
TITLE OF REPORT:

Quality Improvement Committee:
• Minutes of the Meeting held 14 March 2019 (Ratified)
• Committee Chair’s Report on the Meeting held 9 May 2019
• Updated Terms of Reference

DATE OF MEETING:

Monday 20 May 2019

AGENDA ITEM:

17.01 – 17.03

PRESENTED BY:

Julie Jarman, Non-Executive Director and Quality Improvement Committee Chair

AUTHOR(S):

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

REPORT SUMMARY:

The Board of Directors are asked to note the ratified minutes of the Quality
Governance Committee meeting held on 14 March 2019 and the Committee Chair’s
Report on the meeting held on 9 May 2019. The Board of Directors are also invited
to review and approve the updated Terms of Reference for the Quality
Improvement Committee.

THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
x
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
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
09.05.19
Charitable Funds Committee
1

Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
LEGAL IMPLICATIONS:
REGULATORY
IMPLICATIONS (CQC/NHSI):

-

None identified
None identified

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

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

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

x

Assurance

x

Approval/Decision

x

Minutes of the Quality Improvement Committee meeting held 14 March
2019 (Ratified)
Committee Chair’s Report on the meeting held 9 May 2019

The Board of Directors are also invited to approve the updated Terms of Reference
for the Quality Improvement Committee.
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RATIFIED
Minutes of the Quality Improvement Committee
Held on
Thursday 14 March 2019
9am until 12noon
Meeting Room 1 & 2, First Floor, The Curve
Present
Chair

Name
Julie Jarman
Dr Chris Daly
Gill Green
Helen Dabbs
Andrew Maloney
Tim McDougall
Julie Bodnarec
Stephanie Kennedy
Tony Morrison
Dr Rosie Clarke
Dr Andrew Haddock
Dr Jonathan Dewhurst
Dr Alice Seabourne

In
Helen Cutts
attendance: Patrick Cahoon
John Walker
Cathy Lovatt
Mary Lee
Rebecca McCarren

Job Title
Non-Executive Director
Medical Director
Director of Nursing and Governance
Non-Executive Director
Director of HR and Corporate Affairs
Associate Director of Nursing and
Governance
Deputy Director of Governance
Trust Lead for Psychological Services
Associate Director of Research and
Innovation
Consultant, Central
Consultant, Medium Secure
Consultant, Substance Misuse
Associate Medical Director

Division
Corporate
Corporate
Corporate
Corporate
Corporate
Corporate

Head of Operations, Trafford
Head of Quality Improvement
Associate Director of Operations
Head of Service User and Carer Involvement
Associate Director of Performance and
Development
Head of Integrated Healthcare

Trafford, Manchester and Citywide
Corporate
Trafford, Manchester and Citywide
Corporate
Corporate

Corporate
Corporate
Corporate
Trafford, Manchester and Citywide
Specialist Network
Specialist Network
Rehab, Salford, Bolton and IAPT

Corporate

1. Apologies (14/03/2019 – 9.32am: 9.33am)
Apologies were received from: Liz Calder, Deborah Partington, Dr Sean Lennon, Neil Thwaite, Dr Richard Jones, Dr Boben
Benjamin, Dr Hany El-Metaal, Dr Matt Miller, Dr Shermin Imran, Dr Sodi Mann, Dr Neeti Singh, Dale Huey and Dr Nilika Perera.
2. Minutes of the Previous Meeting (14/03/2019 – 9.33am: 9.33am)
The minutes of the meeting dated the 14th February 2019 were agreed as an accurate record.
3. Matters Arising (14/03/2019 – 9.33am: 9.33am)
All matters arising were picked up as part of the agenda.
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4. Conflicts of Interest (14/03/2019 – 9.33am: 9.35am)
No conflict of interests were declared at the Committee.
5. Welcomes and Introductions (14/03/2019 – 9.35am: 9.37am)
All members were welcomed and introduced.
6. Quality Improvement Committee Terms of Reference (14/03/2019 – 9.37am: 9.44am)
The Committee reviewed the updated terms of reference. The Committee agreed that further amendments to reflect the
accountability and decision making of sub groups. In addition to this, the Committee also agreed to update the terms of
reference to represent and reflect the Trustwide committee governance structure to ensure ward to board, board to ward
assurance to evidence clear accountability for committees/groups across the Trust. The updated terms of reference will be
brought back to the Quality Improvement Committee in May 2019.
Action: Gill Green/Chris Daly
7. Annual Quality Improvement and Quality Assurance Report (14/03/2019 – 9.44am: 9.50am)
The Quality Improvement Committee noted the annual quality improvement and quality assurance report. This report provides
analysis of key quality assurance, improvement reports and audits for the past 12 months. The report outlines the Quality
Improvement Committee activity for the last 12 months, providing analysis of the key quality assurance, quality improvement
reports and audits completed. The Committee noted this report and identified that amendments to reflect the dragons den
initiatives and the individual deep dives from the last 12 months are to be made prior to Board.
Action: Patrick Cahoon
8. Quality Improvement Strategy (14/03/2019 – 9.50am: 10.05am)
The Committee noted the first draft of the Quality Improvement Strategy, which remains under development for presentation
at May Board. This first draft was completed following a series of listening events held across the Trust, the listening event
identified key priority themes in regard to safety, care delivery and staff wellbeing. The strategy will be completed on a 3
pronged approach comprising of leadership, capability and capacity. The Strategy includes quality improvement methodology in
regards to the use of data across the Trust to influence the quality improvement and assurance activity across the Trust. The
Committee identified next steps in regards to quality improvement drivers and local management support to enable the Trust to
strengthen continuous improvement and learning across the Trust.
The strategy continues to be developed and will be presented at the Trust Board in May. Further updates will be provided at
future Committees.
Action: Gill Green/Chris Daly
9. CQC Sustainability and Quality Improvement Focus Group (14/03/2019 – 10.05am: 10.36am)
The Committee noted the introduction and development of the CQC sustainability and quality improvement group led by the
Deputy Chief Executive. This group is reviewing and preparing for the forthcoming CQC Well – Led inspection, which is expected
in summer 2019. The Trust were notified at the end of February 2019 that the Trust should expect a Well – Led inspection
within the next 6 months. As part of the preparatory work for the inspection the Trust have been asked to complete a PIR
submission collating data in regards to the CQC key lines of enquiry.
The sustainability group are focusing on key hot spot areas and the ‘must do’ and ‘should do’ actions from the 2017 Well – Led
inspection, to test the sustainability of these actions. The Quality Improvement Committee will receive update reports on the
progress of this group.
The Committee discussed the PARIS system implementation at Manchester services and the use of the risk assessment tools in
the system. The Committee use of crib sheets for key themes, particularly in regards to the Mental Health Act recording within
the PARIS system. It was agreed that this would be discussed at the sustainability group.
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10. CQC Sustainability and Peer Review Report (14/03/2019 – 10.36am: 10.45am)

Action: Andrew Maloney

The Quality Improvement Committee noted the CQC sustainability and peer review report. This report outlines the activity and
findings from the peer reviews undertaken in November 2018. The purpose of the peer reviews is to test out sustainable action
across the Trust following a number of quality improvement drivers including CQC well-led inspection 2017, Mental Health act
focused CQC visits and Mersey Internal Audit Quality spot checks. The Committee identified that the peer reviews are a useful
tool to identify areas of good practice and areas of improvement, acting as a ‘critical friend’ to support our services as part of
the CQC preparatory work. The Committee agreed as an action that the findings from the peer review will be shared with local
services.
Action: Patrick Cahoon
11. Board Assurance Framework (14/03/2019 – 11.29am: 11.32am)
A review of the designed risks for the Quality Improvement Committee took place. The Committee identified that there are 4
risks designated to the Committee in regard to safe staffing, positive and safe, physical health and Mental Health Act.
The Committee identified additional evidence on the safe staffing designated risk in regards to the roll out of the NHS
professionals: our Bank system to reduce the use of bank and agency staffing.
The deep dive into diabetes and the action plan arising from this deep dive has been noted as evidence for the physical health
designated risk and a further deep dive into transfers of care is due at the Committee in May 2019.
The Committee noted the evidence in regard to the positive and safe designated risk in regards to the Northern Reducing
Restrictive Interventions Conference held by GMMH in October 2018. Further evidence in regards to benchmarking restrictive
interventions with Mersey Care was noted.
The Committee noted the Mental Health Act designated risk evidence in regard to the thematic analysis into CQC focused visits
for Mental Health Act. In addition to this, evidence in regards to hospital managers appraisals, Section. 17 leave and T2/T3
forms.
The Committee noted the overall trajectory of the designated risks and recommend to Board that the risks designated to the
Committee are to remain unchanged.
12. Policy Harmonisation Update (14/03/2019 – 11.32am: 11.44am)
The committee noted the briefing paper in regards to policy harmonisation. The Committee discussed the position in regards to
the harmonisation of policies across the Trust and established that 104 of 164 policies have been harmonised. It is expected that
the remaining 60 policies are to be harmonised by September 2019.
The Committee discussed financial, HR and IM&T policies and identified that these policies are not currently included in the
position statement for policy harmonisation due to legislative frameworks. The Committee agreed that it would prove useful to
reflect a Trustwide picture of the harmonised policies. The Committee asked for a further position paper to be brought back to
the Committee in June.
Action: Julie Bodnarec
13. Quality Account 2017/2018 – Update (14/03/2019 – 11.44am: 11.47am)
The Committee noted the Quality Account Update for 2018/2019. The Quality Account is due for sign off at Board in May 2019.
14. Spiritual Care Strategy 2019-2021 (14/03/2019 – 11.47am: 11.59am)
The Spiritual Care Strategy 2019-2021 has been through a formal consultation process with stakeholders across the Trust. The
strategy identifies key priorities for the chaplaincy team for 2019-2021 and support by the chaplaincy team across the Trust. The
Committee discussed reviewing the team name for the Chaplaincy team to consider the wider spirituality of the Trust. It was
agreed that this would be discussed with the chaplaincy team.
Action: Cathy Lovatt
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The Committee approved the Spiritual Care Strategy for 2019-2021. A formal launch of this strategy will be held in April 2019.
15. Care Plan Audit (14/03/2019 – 10.45am: 11.15am)
The Quality Improvement Committee noted the care plan quality audit report. The care plan quality audit summarises the
quality of care plans for service users across 59 inpatient wards in Quarter 3 2018/2019. This audit report provides assurance of
the overall quality of care plans across the inpatient services in comparison with the previous care plan audits completed in April
2018 and October 2017. The Committee noted that care plans is a key priority in preparation for the CQC inspection in the
forthcoming months. The Committee noted work ongoing as part of the NHS England initiative for ‘Always Events’ in regards to
the involvement of service users and carers in the care plan process. This piece of work is currently being piloted at Irwell Ward,
Trafford division and Keats Ward, Salford division. The pilot process is well received by service users, carers and staff at Irwell
and Keats. The Committee noted that this is a positive piece of work and discussed plans to implement this piece of work across
the Trust. In addition to this, the Committee noted ongoing work across the Trust being led by Clair Carson in regards to
reviewing the Trustwide Care Plan Approach.
16. Handover Audit (14/03/2019 – 11.15am: 11.29am)
The handover audit report was noted at the Committee. The Committee identified that this report is for nursing handovers and
that the Trust completed additional handovers which include safety huddles, board rounds and the larger multidisciplinary
team. The Committee discussed including these handovers as part of this audit and that a set of quality standards for handovers
should be developed. The Committee identified that a piece of qualitative research may prove useful for future audits. The
Committee agreed that the Acute Care Provider Forum is best placed to triangulate this piece of work.
Action: Tim McDougall/Alice Seabourne
17. Sub Group Assurance Reports (14/03/2019 – 11.59am: 12.07am)
17.1. Physical Health Care Group
The Committee noted the sub group assurance report. The Committee noted the achievement of the flu vaccination CQUIN.
17.2. Post Incident Review Panel
The sub group assurance report was noted at the Committee. The Committee noted the joint provider positive learning event
that took place between GMMH and Salford Royal.
17.3. Research and Innovation Committee
The committee noted the sub group assurance report.
18. Date and Time of Next Meeting
The next meeting will take place on Thursday 25th April 2019 at 9.30am until 11.30am in Seminar Room 1, The Curve. This
meeting is an extra ordinary meeting.
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Quality Governance Committee Action Log
Purpose of
Action Title
Action
Action
Agenda
Sexual Safety
Update on sexual safety position statement

Lead

Due Date

Tim McDougall

09/05/2019

Agenda

Motivate

Presentation on Motiv8

Dr Hany El-Metaal

09/05/2019

Update

SLA Review

Provide 6 month progress report to Committee.

Jonathan Campbell

09/05/2019

Agenda

Diabetes Deep Dive

Rebecca McCarren

13/06/2019

Agenda

Positive Risk Taking

Paula Solomon and Caroline
Pickwell

09/05/2019

Update

NHS Benchmark Update

Dr Chris Daly

09/05/2019

Update

Patrick Cahoon

09/05/2019

Agenda

Annual QI and QA
Report
Terms of Reference

Gill Green/Chris Daly

09/05/2019

Update

CQC Peer Review

Patrick Cahoon

09/05/2019

Agenda

Gill Green/Chris Daly

09/05/2019

Agenda

Quality Improvement
Strategy
Policy Harmonisation

Julie Bodnarec

13/06/2019

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 June 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.
Amendments to be made to reflect deep dives undertook in 12
months
Amendments to terms of reference to be made and brought to the
Committee in May 2019.
To share the CQC peer review with John Walker for use as part of
the CQC prep
Quality Improvement Strategy to be Brought to Quality
Improvement in May 2019.
An update position paper including finance, IM&T and HR policies
to be brought back the committee in June.
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
Agenda

Deep Dive into
Employment
Handover Audit

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.
Further position paper to be brought back in September

Claire Watson

12/09/2019

Triangulate work in regards to the handover audit quality
statements and inclusion of MDT handovers at the Acute Care

Tim McDougall/Alice Seabourne

12/09/2019

Update
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11/07/2019

RAG

Provider Forum
Update

Spiritual Care Strategy
2019-2021

To consider the spiritual care team name
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Cathy Lovatt

12/09/2019

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

Monday 20th May 2019

Date of Committee Meeting:

Thursday 9th May 2019

Committee Chair:

Julie Jarman, Non-Executive Director

Date of Chair’s Report:

Thursday 9th May 2019

Date of Next Committee Meeting:

Thursday 13th June 2019

Key
Developments

•

The Committee discussed the Motiv-8 Health and Wellbeing Project in
AFS which won an award at the Closing the Gap Conference. It was
agreed to continue to review and modify the programme based on
service user feedback and to sustain the physical health activity
beyond the programme.

• The Committee noted and discussed the draft Quality Improvement
Strategy Phase One. Discussion focused on getting the relationship
right between Quality Governance and Ops. It was supported by the
Committee for onward consideration at the May Trust Board.
•

The Committee noted the Quality Account progress for 2018/2019.
The first draft has been sent to key stakeholders and is due for sign off
at Board in May 2019.

•

The Committee noted and welcomed the Allied Health Professionals
Strategy. The strategy will be amended to reflect discussion on how
the future role of AHPs might grow and change.

•

The Committee noted the CQC Sexual Safety Report, which will be
submitted to the CQC Sustainability and Quality Improvement Group
on the 15th of May.

•

The Committee noted the Procedure for managing surges in demand
for Adults in Patient Services.

•

The Committee noted the Smoke Free Post Implementation Review.

•

The Committee noted the action plan for Mental Health Units (use of
Force) Act 2017

•

The Committee noted the Quarterly Quality Report: Quarter 4 20182019. The Committee noted the increasing positive correlation of the
Implementation of Safewards and the decrease of use of seclusion and
rapid tranquilisation. The Committee also noted the increase of use
of Section 2 of the MHA which is mirrored nationally.

Any Risks
Identified and
Agreed Actions

•

The Committee reviewed the terms of reference for the Quality
Improvement Committee. It was approved pending two amendments.

Other Items for
the Board’s
Attention

•

No conflicts of interest were declared at the Committee.

•

The Committee noted the sub group assurance reports.
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TOR V1.0
Quality Improvement Committee (QIC)
Terms of Reference
1.

Purpose

To ensure there is clear Board level leadership via QIC on quality, developing a supportive culture to
encourage staff to deliver quality improvements, share learning and report harm and errors.
To ensure that quality goals and outcomes are effectively consulted, communicated and understood from
“Board to Ward/Team to Board”, across Trust services and key external stakeholders.
To regularly track performance against the approved quality framework and quality account priorities,
ensuring that the required standards are achieved and action is taken on sub-standard performance.
To develop, implement and evaluate a systematic approach for identifying current and future risks to
quality and ensure action to mitigate such risks is effective.
To ensure there is a clear schedule of work that sets realistic quality priorities covering service user
experience, safety and clinical effectiveness reflecting the CQC domains required within a well led
inspection.
To identify key measures of quality with early warning indicators that are monitored by the committee.
To ensure there is effective clinical engagement in setting the quality strategy and that sufficient
resources are allocated to make this effective.
To ensure that there are clear, effective structures and processes in place to ensure quality governance
systems operate from “Board to Ward/Team to Board”.
To ensure information is accurate, valid and comprehensive and that there is effective assurance of the
quality of data to support quality governance.

QIC accountability and reporting arrangements

Next review March 2021

2.

Membership

Chair:
Vice Chair:

Non-Executive Director
Medical Director

Members:
•
•
•
•
•
•
•
•
•
•
•
•

Director of Nursing and Governance
Non-Executive Director
Director of HR and Corporate Affairs
Chief Executive
Director of Performance and Strategy
Director of Operations
Associate Director of Nursing and Governance
Deputy Director of Governance
Associate Director of Research and Innovation
Chief Pharmacist
Trust Lead for Psychology Services
Strategic Lead for Primary Care Psychological Therapies

•
•
•
•
•

Consultant, South and Later Life, Trafford Manchester & Citywide
Consultant, Central Manchester, Trafford Manchester & Citywide
Consultant, North, Trafford Manchester & Citywide
Consultant, Trafford, Trafford Manchester & Citywide
Head of Operations, Trafford Manchester & Citywide

•
•
•
•

Consultant, Medium Secure Services, Specialist Network
Consultant, JDU, Specialist Network
Consultant, Specialist Network
Head of Operations, Specialist Network

•
•
•
•

Associate Medical Director, Rehab, IAPT, Bolton & Salford
Consultant, Salford, Rehab, IAPT, Bolton & Salford
Consultant, Rehab, Rehab, IAPT, Bolton & Salford
Head of Operations, Rehab, IAPT, Bolton & Salford

3.

Quorum

For the Committee to be quorate, one Non-Executive Director and one Executive Director plus more than
one-third of the total number of members of the Committee must be present.
4.

Frequency of meetings

The Quality Improvement Committee meetings will take place every month.
5.

Accountability and reporting arrangements

The QIC reports to the Trust Board via the Chair’s report. An annual report will be provided by the Chair to
the Trust Board.

Next review March 21
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6.

Sub-Groups/Committees

Each sub-group is accountable to the QIC via a chairs report. Recommendations from subgroups/committee meetings, including any exceptions are included highlighted to QIC. The subgroups/committees accountable to the Quality Improvement Committee are:
•

Infection Prevention and Control (IP&C) Committee

The IP&C Committee provides assurances to the Trust board that there are appropriate structures
and arrangements in place to prevent and control the risk of infection to service users, staff and
visitors. The decisions made at the IP&C Committee relate to:
o
o
o
o
o

•
•

Whether or not IPC standards are being met in clinical areas
The commissioning of thematic analysis, audits or quality surveillance reports in
relation to infection prevention and control activities at service level
Completeness of Trust wide and local infection control action plans and progress
reports
Appropriateness of all Trust wide infection prevention policies and associated
documentation
Agreement of workforce training needs in relation to IP&C and escalation of any
issues or concerns to the Workforce Development Committee.

The IP&C Committee has no additional accountable reporting groups
Improving Quality in Clinical Care Group

The Improving Quality in Clinical Care Group identifies areas for quality improvement in clinical
care within GMMH. It also takes responsibility for ensuring we meet approved quality standards
within the trust and that we deliver an effective, appropriate and co-ordinated audit programme.
The decisions made at the Improving Quality in Clinical Care Group relate to:
o
o
o
o
o
o

•
•

The identification of key priority areas for clinical quality improvement based on trust
values
Monitoring action plans from audit processes and quality standards implementation
to ensure there is support for continuous quality improvement within the trust
Identification of any NICE Quality Standards/Guidelines and other key national
guidance or high level inquiry reports relevant to the Trust
Identification of key guidance prior to launch to identify possible major
commissioning and service issues as early as possible
Ensuring that GMMH is a registered stakeholder for relevant NICE guidelines and the
facilitation of early training to address major changes in policy
Coordinating the delivery of the GMMH Clinical Audit Programme and the provision of
an annual report

The Improving Quality in Clinical Care Group has no additional accountable reporting groups
CareHub

The GMMH CareHub ensures that service user and carer feedback is captured across GMMH, and
that our services engage with service users and carers in order to learn from experience and
improve services so that they continue to be compassionate and recovery focussed. It is the role
of the CareHub to review progress and identify areas for development in relation to this work.
The decisions made at the CareHub relate to:
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o
o
o
o
•

The consideration of themes from service user and carer feedback, compliments and
complaints and the identification of areas for improvement;
Agreement of plans to seek feedback from other local services and local Healthwatch
networks
Reporting and discussing progress against action plans;
Celebrating improvements and identifying how to share best practice across the Trust

The Service User Engagement Leads group reports to the CareHub
Joint Safeguarding Steering Group (JSSG)

•

JSSG provides assurance that a comprehensive approach to safeguarding children and adults is in
place. The group has the powers to investigate any clinical or non-clinical activity within its terms
of reference. It is authorised to seek any information it requires from any employee and all
employees are directed to cooperate with any request made by the group. The decisions made at
the JSSG relate to:
o

o
o
o
o
o
o

•
•

The effectiveness of the arrangements in place, to safeguard adults, young people
and children across the corporate and divisional structures, and in determining that
these are in line with legislation and best practice
Any development work needed to continue to enhance safeguarding practices
The appropriateness of GMMH safeguarding policies, procedures and practice
guidance
Completeness of all internal/external audits and associated action plans.
The sign off of information requests from CQC, Ofsted in relation to the Trusts
safeguarding arrangements
Identification of leads to ensure that the Trust has effective representation at the
Local Safeguarding Boards and sub-groups.
The effectiveness of GMMH membership of the multi-agency safeguarding
framework

The JSSG has no additional accountable reporting groups, but draws membership from
across the Safeguarding Boards within the GMMH footprint
Medicines Management Group (MMG)

The GMMH MMG Provides assurance that GMMH operates an effective medicines management
system, and that medicines are prescribed, stored and administered in a safe and secure manner.
The decisions made at the MMG relate to:
o
o
o
o

o
o

The development of all Trust policies and procedures regarding medicines
optimisation
Approving procedures and policy updates in behalf of the Quality Improvement
Committee
Consideration of relevant NICE guidelines and other relevant national documents and
provision of recommendations to the Quality Improvement Committee
Consideration of all new drugs (including new formulations), new indications for
existing drugs prior to introduction in the Trust and the provision of
recommendations to the Quality Improvement Committee and relevant budget
forums
Reviewing reports of medication errors, and make recommendations and policy
review to Risk Management Group
Ensuring that medicines management issues are included in IT developments in
conjunction with Digital Strategy Group
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o
o

•

Drug expenditure and the budget setting process regarding financial impact of new
drug developments
Identification of a range of clinical audits across the Trust in conjunction with Quality
Improvement and Clinical Care Group

The MMG has additional accountable reporting groups, including the Clozapine Steering
Group, the Non-Medical Prescribing Sub Group and the ECT Committee
Mental Health Act and Mental Capacity Act Compliance Committee

•

The Mental Health Act and Mental Capacity Act Compliance Committee oversee the Trust’s
compliance with the Mental Health Act and its Code of Practice and the Mental Capacity Act
including Deprivation of Liberty safeguards (DoLS). The decisions made at the committee relate
to:
o
o
o
o
o
o

•

The effectiveness of monitoring arrangements for Mental Health Act administration
The review and revision of all GMMH Mental Health Act and Mental Capacity Act
policies
The appropriateness of clinical and professional practice under the Mental Health Act
Completeness of action plans following Care Quality Commission Mental Health Act
monitoring visits
The effectiveness of deprivation of Liberty arrangements across GMMH
The appropriateness of workforce workforce development for Approved Clinicians
and Approved Mental Health Act Professionals

The Mental Health Act Quality Improvement Group reports to the Mental Health Act and
Mental Capacity Act Compliance Committee
Post Incident Review (PIR)Panel

•

The PIR Panel reviews Serious Incident Investigation reports, established learning themes and
commissions positive learning events. The decisions made at the PIR Panel relate to:
o
o
o
o
o
o

•
•

Agreeing any further action, amendments or additional information that needs to be
added to a Serious Incident Review ahead of CCG submission
The appropriateness of assurances received from investigation teams that an
investigation addresses both investigation and learning requirements
The signing off of completed final Serious Incident Review reviews
The identification of patterns and themes from SUIs
The commissioning of Positive Learning Events
Appraising the Chief Executive of any major concerns of patterns or severity of
individual incidents.

The SUI panel reports to the PIR panel
Research and Innovation Committee

The role of the Research and Innovation Committee is to promote and co-ordinate programmes of
R&I within the Trust, which link with regional and local developments in line with the GMMH
quality improvement agenda, and to develop the Trust’s skills and resource capability to
undertake and support research. The decisions made at the Research and Innovation Committee
relate to:
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o
o

o
o

•

Whether or not GMMH is adequately contributing to and achieving the national
objectives for research as set out in DH research strategy
The identification and prioritisation of research projects which link with regional and
national priorities, purchaser requirements and the Trust’s individual and service wide
objectives
The promotion and co-ordination of programmes of R&I with other relevant
organisations, academic bodies, and service users and carers
Decisions relating to the development of Trust skills and resource capability to
undertake and support research

The Library Committee reports to the Research and Innovation Committee.
Physical Healthcare Committee

•

The Physical healthcare Committee provides assurance that the physical health and wellbeing of
GMMH patients is monitored and leads quality improvement in physical healthcare in line with
national guidance. The decisions made at the Physical Healthcare Committee relate to:
o
o
o
o
o

•

•

Addressing the physical health and wellbeing needs of our service user population to
ensure that care is delivered in line with the best available evidence
Overall effectiveness of the implementation of the physical health and wellbeing policy
and its associated procedures across GMMH
The provision of direction and guidance with regards to the procurement of medical
devices including telehealth and telecare
Its delegated responsibility to approve the review of all community related physical
healthcare policy
Escalation to the Quality Improvement Committee on issues where the trust fails to
meet and maintain national standards as mandated by National Health Service
Litigation Authority and the Care Quality Commission

The Physical Healthcare Committee has additional accountable reporting groups including
the Trust Falls Group, the Nutrition Steering Group and the Smoke Free Implementation
Group
Mortality Review Group

The Mortality Review Group Ensures there are robust mortality governance processes in place
across GMMH, which fulfil the standards set out within the ‘Learning from Deaths guidance’
National Quality Board ( March 2017). The decisions made at the Mortality Review Group relate
to:
o
o
o
o

o
o

Identification of areas for further interrogation or investigation by the trust, following
the publication of regional and national data
Consideration of any whistle-blowing or regulator concerns resulting in an SUI report
that is presented at a provider-led meeting
Alerting QIC to any carer/family concerns that could result in significant changes in
practice for services
Identification and commissioning of thematic reviews in order to identify learning,
emerging themes relating to contributory or causal factors, hot spots and or high risk
groups so that timely action can be taken and to drive service improvements
Agreement of the terms of reference for pieces of work such as thematic reviews and
deep dives where required
To recommend internal or external reviews where appropriate following Mortality
data reviewed and concerns identified
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o
o
•

To escalate concerns to EMT or Trust Board
The sharing of Lessons learned from any aspect of work across GMMH

The Mortality Review Group has no additional accountable reporting groups.
Equality, Diversity and Inclusion (EDI) Group

•

The EDI group oversees compliance with equalities legislation and promotes and champions
equality and diversity. The EDI group also coordinates publication of the trust’s annual equality
report and objectives and ensures compliance with the Equality Delivery System and the
workforce race equality standard. The decisions made at the EDI group relate to:
o
o
o
o
o
o
o
o

•

Identification of equality and social inclusion issues that may require consideration
across senior management teams
The effectiveness of the delivery and implementation of service equality objectives
The production and contents of the annual equality report
Proposal of themes for annual equality objectives
Identifying and liaising with independent sector equality and social inclusion groups
Reporting back to the QIC on local implementation issues and best practice
Establishing and maintaining communication with voluntary sector organisations that
support diverse communities
Highlighting any issues to QIC in relation to non compliance with the workforce race
equality standard

The EDI group has no additional accountable reporting groups.
Positive and Safe Forum

•

The Positive and Safe Forum provides assurance to QIC on the implementation of positive and
safe care to reduce the need for restrictive practice including restraint, seclusion and rapid
tranquillisation. The decisions made at the Positive and Safe Forum relate to:
o
o
o
o
o

•

Agreement of training programme and assurance system for the Prevention and
Management of Violence and Aggression (PMVA) across the Trust
Confirmation that GMMH PMVA training is fully compliant with Restraint Reduction
Network accreditation standards
Approving the Breakaway Manual and PMVA Manual
Approving the PMVA courses syllabi in line with the Restraint Reduction Network
training standards
Escalation of any changes to PMVA policy or practice to the QIC, where this might be
appropriate

The Positive and Safe Forum has additional accountable reporting groups including the
Positive and Safe task and finish group (updating of PMVA training), the PICU network, all
Local Safewards and Positive and Safe meetings and the Positive PRN campaign.
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The Quality Improvement Committee will also receive annual reports from:
•
•
•
•
•
•
7.

Improving Quality in Clinical Care Group (formerly NIAG)
Equality, Diversity and Inclusion (EDI) Group
Customer Care (Complaints Annual Report)
Joint Safeguarding Steering Group
Mental Health and Mental Capacity Act Compliance Committee
Infection, Prevention and Control committee

Annual Quality Account and Quality Strategy

The QIC will be accountable for the production and publication of the Trust’s Annual Quality Account,
ensuring that it is delivered and tested in line with national guidance.
The QIC will define the Trust’s quality strategy on behalf of the Trust Board, ensuring that it encompasses
a robust range of improvement methodologies that reflect both local and regulatory requirements. QIC
will also identify the Trust’s key quality priorities, goals and standards, ensuring that there is effective
clinical, operational and stakeholder engagement in setting the quality strategy and quality improvement
priorities and that sufficient resources are allocated to support their delivery.
In delivering its functions, the QIC will ensure that it also responds to emerging local and national quality
issues and priorities, as well as innovation and good practice. This will ensure that QIC is adaptable and
sufficiently flexible to facilitate continuous quality improvement.
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Board of Directors – Part 1

TITLE OF REPORT:

Audit Committee:

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

• Minutes of the Meeting held 4 February 2019 (Ratified)
• Committee Chair’s Assurance Report on the Meeting held 29 April 2019
Monday 20 May 2019
18.01 and 18.02
Andrea Harrison, Non-Executive Director and Audit Committee Chair
Diana Paul, Executive PA and Kim Saville, Company Secretary

REPORT SUMMARY:

The Board of Directors are asked to note the ratified minutes of the Audit
Committee meeting held on 4 February 2019 and the Committee Chair’s Assurance
Report on the meeting held on 29 April 2019.

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
29.04.2019
Quality Governance Committee
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
LEGAL IMPLICATIONS:

None identified

1

REGULATORY
IMPLICATIONS (CQC/NHSI):

None identified

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

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

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

x

Assurance

x

Approval/Decision

Minutes of the Audit Committee meeting held 4 February 2019 (Ratified)
Committee Chair’s Assurance Report on the meeting held 29 April 2019

2

Ratified
MINUTES OF THE AUDIT COMMITTEE MEETING
HELD 4 February 2019 AT 1.00PM
ROOMS 1 & 2, 1ST FLOOR, THE CURVE
Present:
Andrea Knott
Anthony Bell
Pauleen Lane

-

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

In Attendance:
Rob Fenton
Ismail Hafeji
Rob Jones
Andrew Maloney
Neil McQueen
Ruth Parker
Kim Saville
Janine Taylor
Diana Paul

-

Manager, KPMG
Director of Finance and IM&T
Director, KPMG
Director of HR and Corporate Affairs
Anti-Fraud Specialist, MIAA
Senior Audit Manager, MIAA
Company Secretary
Associate Director of Finance
Executive PA to Director of Finance and IM&T (Minutes)

No.
01/19

Item
Declaration of Interests

Action
Noted

02/19

There were no declarations of interest in agenda items.
Apologies for Absence

Noted

All Committee members were in attendance.

03/19

Apologies for absence were received from:
• Gill Green, Director of Nursing and Governance
• Adele McKie, Assistant Director of Finance – Financial Services &
Procurement
Minutes of the Previous Meeting held 3 December 2018

Noted

The minutes of the previous meeting held on 3 December 2018 were accepted as
a true and correct record subject to the following amendments:
•

Date of meeting: The meeting took place on 3 December 2018 not 5
December 2018.

• 128/18 Quality Spot Checks
Pauleen Lane, Non-Executive Director identified the need for there to be clear
lines of communication between the Estates Department and Ward
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Management, rather than segregation, to ensure that required works can be
undertaken
04/19

Matters Arising from the Previous Meeting

Noted

The Audit Committee noted the updates to the action log.
Matters Arising:
• Capital, Estates and Facilities(CEF) Structure Costs – Option 3
The Committee reviewed a summary of the additional costs for the new
structure. Ismail Hafeji, Director of Finance and IM&T informed the meeting
Option 3 is being taken forward. He noted that the impact of the additional
investment should be realised fully in 2019/20. Pauleen Lane, Non-Executive
Director suggested it would be helpful for a further review to be undertaken
once all appointments had been made.

Ismail
Hafeji

• Capital Programme and Cash Flow Forecasting
Andrew Maloney, Director of HR/Deputy Chief Executive Officer advised that the
Trust has strengthened it’s approach to capital monitoring as well as looking at
the forecasting of expenditure on schemes.
05/19

Technical Update

Noted

The Committee noted that Rob Jones, KPMG, has been appointed as the new
Director responsible for the Trust’s 2018/19 audit. Rob Jones was welcomed to
the meeting and presented KPMG’s Technical Update. He highlighted the
following areas:
• Quality Account Reporting Guidance
Guidance has been released to support the development of this year’s Quality
Account.
• Navigating Brexit
With regard to Brexit, details will be included within the Audit Opinion. It is
currently unclear what this will entail. Rob Jones advised that no immediate risks
have been identified for the Trust. However the Trust should ensure areas of
potential impact are considered and mitigated against appropriately.

06/19

The Committee noted the Technical Update.
External Audit Plan and Fee

Noted

Rob Fenton, KPMG presented the External Audit Plan 2018/19. He advised that
the Audit Plan sets out KPMG’s materiality and approach for the audit over the
coming cycle, building on the Risk Assessment presented at the December 2018
meeting. It identifies KPMG’s planned audit approach to the significant risks
identified. The Trust’s materiality level has been set at £5.3m (1.71% of total
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revenue)
Rob Fenton summarised the identified significant risks for the Trust as follows:
- Valuation of Land and Buildings
Review of depreciation is currently being worked through with the Director
of Finance and IM&T.
-

Revenue Recognition
This will be the first year of implementation of IFRS 15.
There are limited changes.

-

Valuation of LGPS Pension/Liability
This will be similar to 2018/19. Those administering the scheme will be
contacted and benchmarked by KPMG.

-

Management override of control
There are no significant concerns with regard to this area.

-

Expenditure Recognition
This is a new sector risk required for consideration by the National Audit
Office.

The areas being audited in terms of Value for Money (VFM) risks are:
- Financial Sustainability
Ismail Hafeji assured Audit Committee members that delays in payment
from Salford Royal will not cause an issue with regard to Year End.
-

Management of Out of Area Placements (OAPs) (new)
This area is being looked at to provide assurance to the Auditors and to the
Audit Committee that arrangements are in place to effectively manage the
risks associated with OAPs. The audit will include review of the Board’s
oversight, scrutiny and challenge in relation to OAPs.

Andrea Knott, Non- Executive Director enquired about the pension liability risk.
Rob Fenton stated this risk is relatively unique to the Trust but the areas being
audited are standard.
Rob Fenton indicated that no issues are envisaged with the Quality Account
audit, as previous years audits have gone well. Governors will select the local
indicator at their meeting in February 2019. As a new requirement, all Trusts
must report on staff who ‘speak up’ (including whistleblowers). Mandated
indictors for mental health trusts remain unchanged from 2017/18.
Rob Fenton confirmed that the Audit Fee has been set for the term of the
current 3 years contract with the same amount paid each year.
The Committee noted the report.
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07/19

Internal Audit Progress Report

Noted

Ruth Parker, Senior Audit Manager, MIAA presented the Internal Audit Progress
Report. She advised that the audits finalised since the last meeting have all
received Substantial Assurance. The following key points were highlighted from
these reports:
• Implementation of the Mental Health Act
The audit was undertaken at Ward Level with evidence provided that the records
maintained by the Trust demonstrate compliance with the Mental Health Act
1983 Code of Practice.
Pauleen Lane, NED, enquired about patients rights. Ruth Parker assured her the
relevant information is there but not always easily available. This is being raised
at Quality Improvement Committee for follow up.
• Risk Management
Evidence of work undertaken to rectify the issues identified has been received by
MIAA. This area is a key focus for the Risk Management Committee. The Head
of Risk Management is considering whether there are any themes that require
further action/analysis. With regard to training, Ruth Parker advised that a
training package is available for managers/staff. A training needs analysis will be
undertaken, to identify who requires training. Compliance with this will be
monitored going forward.
Anthony Bell, NED, felt assured that this area has gained strength and the
training will be embedded further into practice.
• Payroll/ESR
Substantial assurance opinion as to the robustness of controls with the
ESR/payroll system to ensure validity, accuracy and timeliness of payments to
employees. One outstanding action relating to communication with managers to
remind them of the importance of timely and accurate completion of
termination/changes in employee information.
Key Financial Systems
The audit provided assurance as to the appropriate design and effective
operation of key financial systems. Systems are in place and evidence of actions
taken is being documented.
•

• Assurance Framework Opinion
BAF found to be structured to meet NHS requirements, visibly used by the Board
and reflective of risks discussed by the Board.
• Audit Plan Changes
Ruth Parker advised that the planned audit of Critical Application – IAPTUS
(previously Cyber Security) has been pushed back to Q4 due to the
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implementation of PARIS. The Committee supported this change.
• Performance Indicators
The Committee reviewed the KPIs and agreed that timelines for the completion
of audits should be included within the Terms of Reference.
With regard to the substantial Fraud at Mersey Care, Neil McQueen, MIAA to
share lessons learned from this incident.

Neil
McQueen

The meeting agreed to carry the safeguarding audit forward Audit of Financial
systems to be completed instead.

08/19

The Committee noted the report.
Draft Annual Internal Audit Plan 2019/20
Ruth Parker, MIAA informed the meeting that the draft plan was reviewed by
the Executive Management Team on 23/1/2019. The plan has also been
triangulated with the Anti-Fraud Specialist to enable joint working. The final plan
will be brought to the April meeting for approval.

Ruth
Parker

The Committee requested that the overarching objective for each audit is robust
enough to inform the Terms of Reference. It was agreed that the Terms of
Reference for audits linked with risks on the Board Assurance Framework should
be shared with members of the Audit Committee for review and approval.
All agreed to postpone the audit proposed on ESR/Payroll.
The Committee discussed Quality Spot Checks and agreed that the focus of
future Spot Checks should be decided by the Quality Improvement Committee
and linked with the Trust’s emerging Quality Improvement Strategy.
• Case Work Compliance
Manchester City Council Auditors will review these with MIAA. Deborah
Partington, Director of Operations and Gill Green, Director of Nursing and
Governance will review the process as a whole, including the Panel’s decision
making processes to ensure patients’ interests are at the forefront of decisions
and that protocols are correct.
• Medicines Management
The audit will seek assurance that new software has been implemented across
the Trust and sufficient controls in place.
The Committee agreed that the Safe Staffing Audit should be undertaken in
conjunction with a review of E-rostering. Cash Management audit also to be
undertaken.
The Committee agreed that the Performance Reporting audit be deferred to
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Quarter 2.
Travel expenses and patient expenses to be undertaken jointly between MIAA
and Fraud-Specialist.

09/19

The Committee noted the report.
Board Assurance Framework Deep Dive (BAF)
Ruth Parker, MIAA informed the meeting that a deep dive review of a random
sample of risks on the Board Assurance Framework has been undertaken in line
with the Committee’s agreed objectives for 2018/19. The Committee noted the
outcomes of the review, which were positive overall.
With regard to the identified recommendations, Kim Saville, Company Secretary,
confirmed that a target date and trajectory has been added to the BAF.
All noted the need for other lead Committees who take ownership of their risks
to ensure their minutes reflect/demonstrate the work that is undertaken so
evidence and assurance can be provided.
The Committee discussed potential external sources of assurance for addition to
the BAF. Ruth Parker stated that these could come from e.g. CQC, GM thematic
reports. She noted that it can be difficult to identify external sources of
assurance.
Andrea Knott stated that the deep dive gives assurance that the Board is doing
their required checks and risks are being tracked by relevant Committees. Ruth
Parker was thanked for a well evidenced report.
Pauleen Lane enquired as to the monitoring and scrutiny of agency staff. At the
time of the review Ruth Parker stated that NHSP’s new temporary resourcing
system was not fully implemented. The focus of the deep dive review was
around financial systems rather than qualitative. Once the system is fully
implemented NHSP will be the only route for procuring agency staff. (Name of
heading in report to be changed to NHSP.)

10/19

The Committee noted the report.
MIAA Audit Committee Update

11/19

The Committee noted the update.
Anti-Fraud Draft Workplan

Noted

Neil McQueen, Anti-Fraud Specialist, MIAA presented the draft anti-fraud
workplan for 2019/20. He informed the meeting he has undertaken Anti-Fraud
Awareness sessions within departments, as well as training sessions on sickness
absence, conflicts of interest, pre-employment checks and Trust Induction
sessions.
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He noted that largest area of risk to the Trust is around employees working when
they are on sick leave.
He confirmed that Terms of reference for specific works will include expected
output delivery and where appropriate link in with the Internal Audit Report.
The Trust have been asked to take part in an on line assessment for the National
Fraud Team. Ismail Hafeji and Neil McQueen will meet to respond to this
assessment.
Neil McQueen advised that no new anti-fraud referrals have been received since
the last meeting.
Neil McQueen provided an update on ‘live anti-fraud investigations with
concerns raided regarding the robustness of process for verifying bank (and
agency) shifts including from a safe staffing perspective.
The Committee requested that the following actions are taken forward as a
priority:
-

Assurance to be sought that loop has been closed regarding signing off
agency timesheets
Internal Audit review of process and controls for payment of shifts – audit of
safer staffing and e-rostering to be provided to Committee members.
Update on action taken with concerned individuals.
Check NHSP processes regarding bank and agency shift verifications.

12/19

The Committee noted the update.
Annual Accounts Timetable

13/19

The Committee noted the report.
Debtor and Creditor Balances above £50k

Neil
McQueen/
Ismail
Hafeji/
Andrew
Maloney

Payables - Ismail Hafeji, Director of Finance and IM&T, informed the meeting
there were no balances to report.
With regard to receivables, Ismail Hafeji reported one balance:
- NHS England – North West Commissioning Hub – relating to J17
In-Patient OBN Low Secure. He advised that this balance is understood to
be linked to a miscalculation of a receipt and has been paid.

14/19

The Committee noted the report.
Investment Performance

Noted

Ismail Hafeji, Director of Finance and IM&T, informed the meeting that the
report shows the investment performance for the period 1 November 2018 and
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31 December 2018. Total interest earned during the period was £22,318.58.

15/19

The Committee noted the report.
Losses and Special Payments

Noted

Ismail Hafeji informed the meeting that the report provides a summary of losses
and special payments made during the period 1 November 2018 and 31
December 2018.
Disposal of Assets, there were 26 within Quarter 3 to the value of £21k,
generating a loss of £11k. Janine Taylor, Associate Director of Finance to
circulate information.

16/19

The Committee noted the report.
SFI Breaches

Janine
Taylor

Noted

Ismail Hafeji, Director of Finance and IM&T, presented a report on SFI (Standing
Financial Instructions) breaches for the period 1 December 2018 to 16 January
2019.

17/19

The Committee noted the report.
Chairs Report for Risk Management Committee

18/19

The Committee noted the Chair’s report on the Risk Management Committee
meeting held on 10 December 2018.
Annual Review of Audit Committee Effectiveness

Noted

Andrea Knott, Non-Executive Director informed the meeting the paper
summarises the progress made to date by the Committee against its agreed
objectives for 2018/19 and also including views on the effectiveness of the
Committee over the last twelve months. With regard to the latter, Andrea Knott
highlighted a number of differences in views inlcuding KPIs for internal audit
Members and Non audit work policy for External Auditors, which were
discussed.
With regard to improvements, all agreed that Internal Audit should feel able to
contribute to items across the agenda of the Audit Committee and to challenge
members. Terms of Reference for Audits linked with BAF risks to be shared with
members. Neil Thwaite said he appreciated the Auditor’s expertise and their
knowledge of where the Trust is positioned compared to other Trusts in this
area.
In relation to progress against the 2018/19 objectives:
- To drive continuous improvement in the Trust’s risk management
system by seeking assurance that the new Board Assurance Framework
is operating effectively and that appropriate controls and assurances
are in place.

Gill Green
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Gill Green, to present on risk management at the April meeting.
-

To explore the value of the Audit Committee having a greater
understanding of other assurance mechanisms in operation across the
organisation, including clinical audit.
Good progress is being made in this area.

-

To maximise the value added through internal audit by strengthening
the alignment between the internal audit plan and the key strategic
risks identified in the Board Assurance Framework.
Agreed this is taking place and ongoing.

-

To increase focus on assurance as to the effectiveness of the Trust’s
systems for monitoring and improving data quality and performance
reporting.
Agreed this has been undertaken through this year’s internal audit plan.

-

To increase the Committee’s oversight of any anti-fraud work with a
view to improving the timeliness and appropriateness of response by
the organisation.
Further work to be done on this area.

The Committee agreed that the draft objectives for 2019/20 will be brought to
the April meeting for review and sign off. Objectives to include focus on quality
improvement sustainability and the anti-fraud agenda. All to share ideas with
Kim Saville on other objectives for 2019/20.

19/19

The Committee noted the report.
Sealing of Document (Corporate Seal)

All

Noted

Kim Saville, Company Secretary presented the report and informed the meeting
that the seal had not been used in the period 1 December until 25 January 2019.

20/19

The Committee noted the report.
Any Other Business

Noted

21/19

Quality Improvement Committee
Ruth Parker advised that the Quality Improvement Committee are planning to
undertake a review of Committee Effectiveness in May 2019 with the support of
MIAA.
Date and Time of Next Meeting

Noted

Monday 26 April 2018 at 1.00pm in Rooms 1 & 2, 1st Floor, The Curve.
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Certified as a true record of the meeting

…………………………………………………………
Committee Chair – Andrea Knott
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Audit Committee - Action Log
No
1.

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

Action

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

4/2/19

Update

Owner

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

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

Status

3/12/18
Waiting on
Pennine Care to
get come back.
Update to come
to February
meeting.
4/2/19
Ruth Parker has
approached other
MH Trusts in
MIAA’s remit, still
awaiting to hear
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No

Meeting Minute Item
No.

Action

Agreed
Forecast
Update
Timescale Completion
from Pennine
Care

Owner

16.

July-18

Conduct framework to be
developed which bring
together
policies
on
conduct/standards
of
behaviour and Trust values

03/09/18

Andrew Maloney,
Director of HR and
Corporate Affairs

22.

Sept 18

83/18

117/18

Matters Arising –
Code of Conduct

Board Assurance
Framework (BAF)

Ruth Parker and Kim Saville
to prepare a standardised
template in line with the
agreed scope of the review.
Report on outcomes to
come to Dec meeting.

Work in progress
to develop draft
framework
4/2/19

3/09/18

Status

3/12/18
Bring to the
February
meeting.
4/2/19
Juliette Tait is
drafting the paper
and Andrew
Maloney will
share with
members before
the next meeting.
Template agreed
with EMT and
Chair

Ruth Parker, Senior
Audit Manager, MIAA
Kim Saville, Company
Secretary
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No
23

Meeting Minute Item
No.
Dec 18
128/18 Quality Spot
Checks

28

Dec 18

131/18

MIAA Audit
Committee
Update

31

Feb 19

04/19

Capital, Estates,
Facilities
Structure costs

32

Feb 19

07/19

33

Feb 19

08/19

34

Feb 19

11/19

Internal Audit
Progress Report –
Performance
Indicators
Draft Annual
Internal Audit
Plan 2019/20
Anti-Fraud Draft
Workplan

35

Feb 19

11/19

Anti-Fraud Draft

Action
Recommendations
regarding
Trust’s
risk
management
processes
presented at next meeting
Data Protection & Security
Toolkit, outcomes of initial
assessment of outcomes
come to February meeting
Impact
of
additional
investment to be realised in
2019/20. Further review to
be undertaken once all
appointments have been
made.
MIAA to share lessons
learned from incident.

Agreed
Forecast
Update
Timescale Completion
4/2/19
26/4/19
On agenda

4/2/19

26/4/19

4/2/19
Phase 1 testing
will begin week of
11/2/19

Owner

Status

Gill Green, Director of
Nursing and
Governance
Ruth Parker, MIAA

20/5/19

Ismail Hafeji, Director
of Finance & IM&T

26/4/19

Neil McQueen, MIAA

Plan to be brought to April
meeting for approval

26/4/19

On agenda

Ruth Parker, MIAA

Assurance to be sought that
loop has been closed
regarding signing off agency
timesheets
Internal Audit review of

26/4/19

On agenda

Neil McQueen, MIAA

Neil McQueen, MIAA
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No

Meeting Minute Item
No.
Workplan

36

Feb 19

11/19

Anti-Fraud Draft
Workplan

37

Feb 19

11/19

Anti-Fraud Draft
Workplan

38

Feb 19

15/19

Losses and
Special Payments

Action
process and controls for
payments of shifts – audit of
safer staffing and erostering to be provided to
Committee members
Update on action taken with
individuals

Check NHSP processes
regarding bank and agency
shift verification
Disposal of Assets
information to be
circulated.

Agreed
Forecast
Update
Timescale Completion

26/4/19

Status

Neil McQueen, MIAA
Ismail Hafeji, Director
of Finance & IM&T
Andrew Maloney,
Director of HR and
Corporate Affairs
Neil McQueen, MIAA

26/4/19

26/4/19

Owner

On agenda
included in
accounts report

Janine Taylor,
Assistant Director of
Finance

42
Not yet due
Completed on time
In progress and on target
Incomplete and overdue
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Chair’s Assurance Report to the Board of Directors
AUDIT COMMITTEE
Date of Board Meeting:

20 May 2019

Date of Committee Meeting:

29 April 2019

Committee Chair:

Andrea Harrison, Non-Executive Director and Audit
Committee Chair

Date of Assurance Report:

30 April 2019

Date of Next Committee Meeting: 20 May 2019

The Committee has received the following assurances on behalf of the Board:
TOPIC AREA
ISSUES DISCUSSED
Substantial Assurance – The Committee has received assurances on behalf of the

RISK ON BAF?

Board as to the consistent application of controls in respect of the following matters:

Critical
Applications
(integra)

The audit assessed the main elements of the control framework being
exercised around the Integra system and provided assurance on the
protection provided. A number of areas of good practice were
identified with the majority of recommendations for improvement
addressed immediately.
ICT
The audit provided assurance as to the effectiveness of the current
Infrastructure
arrangements in place in terms of ICT infrastructure sustainability.
Sustainability
Recommendations for improvement identified relate to strengthening
the IT Disaster Recovery (ITDR) Plan and strengthening security
measures to prevent inappropriate access, damage or theft.
Data Security
The audit provided an opinion on the governance processes, policies
and Protection
and systems in place to complete the DSPT submission and the validity
Toolkit (DSPT)
of the assertions of the DSPT submission. The audit found that the Trust
has demonstrated an adequate and active Information Governance
framework and sufficient evidence to confirm its assertions in the
Toolkit.
Complaints
The audit provided substantial assurance as to the effectiveness of
Management
systems and processes applied for managing complaints. The identified
low and medium risk actions – including ensuring an apology is
provided for any delays in issuing a response to a complaint – are being
taken forward.
Limited Assurance – The Committee considers that there are some gaps/weakness in
1

No

Yes

No

No

controls in respect of the following matters, which are of sufficient concern to require
escalation to the Board for information at this stage
No Assurance –The Committee considers that there are significant gaps/weaknesses
in controls in respect of the following matters, which are of sufficient concern to
require escalation to the Board for discussion on immediate action :
-

-

-

4. Other Items for the Board’s Attention:

Unaudited Annual Accounts for the Year Ended 31 March 2019:
A full report on the unaudited Annual Accounts was presented by Janine Taylor, Associate Director of
Finance. The report summarised the year-end position, which is above the agreed Control Total due to the
receipt of bonus and incentive Provider Sustainability Funding (PSF). With regard to the revaluation of assets,
a desktop revaluation was completed in February 2019, which resulted in an overall decrease in the value
of the Trust’s land and buildings.
Procurement - Estates Maintenance:
The Committee received assurance from internal audit and the Director of HR/Deputy Chief Executive on
the progress made in addressing the compliance, assurance and governance risks identified through the
audit of estates maintenance procurement processes and the subsequent more detailed management
review.
Head of Internal Audit Opinion:
The Head of Internal Audit’s overall opinion for the period 1 April 2018 to 31 March 2019 is ‘Substantial
Assurance’ that there is a good system of internal control designed to meet the organisation’s objectives,
and that controls are generally being applied consistently.
Internal Audit Plan 2019/20:
The Committee approved the Internal Audit Plan 2019/20, which had been updated following the Audit
Committee’s review in February 2019.
Anti-Fraud:
The Committee received an overview of anti-fraud activity undertaken during the course of 2018/19 and
reviewed the annual self-assessment against NHS Counter-Fraud Authority Standards for Providers (20 of
23 standards rated ‘Green’, with rationale provided for the 3 standards rated ‘Amber’). The Anti-Fraud
Specialist updated Committee members on the status of the investigation into Nurse Bank Shifts Fraud and
a management response was also provided to the actions agreed by the Audit Committee in February to
address wider assurance gaps. Further consideration is to be given to strengthening internal escalation
processes to enable more timely action on significant fraud issues in future.
2

Risk Management Committee Annual Report 2018:
The Committee received a report on the progress and activities of the Risk Management Committee during
2018/19. The Director of Nursing and Governance highlighted the increased accessibility of risk registers to
frontline staff (now available via Sharepoint), the increase in RIDDOR reportable incidents and the priorities
for the Committee in 2019/20.
Draft Staff Conduct Framework:
The Director of HR/Deputy CEO presented a draft Staff Conduct Framework, demonstrating the mechanisms
by which the Trust is enabled to hold its employees to account for their conduct in the workplace. Further
clarity is required on where expectations of corporate support staff (in terms of professional qualifications
and behaviour) are set out. The Conduct Framework will be subject to consultation with the Trust’s Trade
Unions.
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