BOARD OF DIRECTORS (Meeting in Public)
Monday 24 June 2019

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

AGENDA – PART 1
ITEM
01
Apologies for Absence

ACTION
To Note

PRESENTED BY
Rupert Nichols, Vice-Chair

02

Declarations of Interest

To Note

All

03

Service Presentation – Manchester
Transformation Programme June 2019

To Note

John Walker, Associate Director of
Operations

TIME
1.00pm

1.05pm

Adam Young, Associate Director of
Operations

04
05

Minutes of the Previous Meeting of the
Board of Directors held 20 May 2019
Matters Arising and Action Log

06
07

08
09
10
11

Dr Remy McConvey, Consultant
Psychiatrist and Associate Medical
Director (Trafford, Manchester
and City-Wide)
To Approve Rupert Nichols, Chair

1.30pm

To Note

Rupert Nichols, Chair

Chair’s Report (Verbal)

To Note

Rupert Nichols, Chair

1.35pm

Chief Executive’s Brief – June 2019

To Note

Neil Thwaite, Chief Executive

1.40pm

STRATEGY AND POLICY
Draft GMMH Strategy 2019 – 2024
To Note
Liz Calder, Director of Performance
and Strategic Development
Workforce and Organisational Development To Note
Andrew Maloney, Director of HR
Strategy - Update
and Deputy CEO
Research and Innovation Biannual Update
To Note
Chris Daly, Medical Director
OPERATIONAL PERFORMANCE
Board Performance Report –
To Note
Liz Calder, Director of Performance
Regulatory and Workforce (April 2019)
and Strategic Development

1.45pm
2.05pm
2.15pm
2.20pm

12
13

14
15
16
17

GOVERNANCE AND QUALITY
Board Assurance Framework (June 2019)
To Approve
Andrew Maloney, Director of HR
and Deputy CEO
6 Monthly Nursing Safe Staffing Report:
To Note
Gill Green, Director of Nursing
Report on Outcomes of Reviews and
and Governance
Evaluations in Relations to Staff Numbers
and Skill Mix - Q3 and Q4 2018/19
Mental Health Act Annual Report – January To Note
Gill Green, Director of Nursing
2018 – March 2019
and Governance
Thematic Analysis of Associate Hospital
To Note
Gill Green, Director of Nursing
Manager Appraisals
and Governance
Annual Equality and Diversity Report
To Note
Gill Green, Director of Nursing
and Governance
Self-Certification on Compliance with the
To Approve
Neil Thwaite, Chief Executive
NHS Provider Licence Governance
Conditions

18

HR AND ORGANISATIONAL DEVELOPMENT
Medical Appraisal and Revalidation 2018/19 To Approve Chris Daly, Medical Director

19

Audit Committee:

20

19.02 – Committee Chair’s Assurance Report
on the Meeting held 20 May 2019
Quality Improvement Committee:
To Note

COMMITTEE REPORTS/MINUTES
To Note
Andrea Harrison, Non-Executive
Director and Audit Committee
Chair
19.01 - Minutes of the Meeting held 29 April
2019 (Ratified)

20.01 - Minutes of the Meeting held 9 May
2019 (Ratified)

2.35pm
2.45pm

2.55pm
3.00pm
3.05pm
3.15pm

3.20pm

3.25pm

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

20.02 – Committee Chair’s Report on the
Meeting held 13 June 2019
21
22

ANY OTHER BUSINESS
Any Other Business
To Note
All
3.30pm
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 22 July 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 20 May 2019
Monday 24 June 2019
04
Rupert Nichols, Chair
Kim Saville, Company Secretary

REPORT SUMMARY:

The following report is a record of the Board of Directors meeting held in public on
Monday 20 May 2019.

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

x
x
x

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

None identified

REGULATORY
IMPLICATIONS (CQC/NHSI):

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

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

Assurance

RECOMMENDATIONS:

The Board of Directors are asked to review and approve the minutes of the meeting
held on 20 May 2019.

x

Approval/Decision

x

2

UNRATIFIED
IN PUBLIC BOARD OF DIRECTORS MEETING - MONDAY 20 MAY 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
Andrea Harrison
Julie Jarman
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
Non-Executive Director
Non-Executive Director
Non-Executive Director
Director of HR and Deputy CEO
Director of Operations
Chief Executive

-

Public Governor (Other England and Wales)
Company Secretary (Minutes)
Associate Director of Finance

IN ATTENDANCE:
Angela Beadsworth
Kim Saville
Janine Taylor
No.
Item
120/19 Apologies for Absence

Action
Noted

Apologies for absence were received from Ismail Hafeji, Director of Finance and
IM&T. Janine Taylor, Associate Director of Finance, attended the meeting on
Ismail Hafeji’s behalf.
121/19 Declarations of Interest
Noted
There were no declarations of interest in agenda items.
122/19 Minutes of the Previous Meeting of the Board of Directors held 25 March 2019
The minutes of the meeting held on 25 March 2019 were accepted as a true and
correct record.
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Approved

No.
Item
123/19 Matters Arising and Action Log

Action
Noted

The Board of Directors reviewed the action log, noting the progress made. In
terms of matters arising (Item 47/19), Andrew Maloney, Director of HR and
Deputy CEO, advised that the Workforce Strategy Programme Board has
reviewed how workforce data is presented in the Board Performance Report. The
data will be developed as part of the wider work to refresh the whole Board
Performance Report. With regard to Item 51/19, Gill Green, Director of Nursing
and Governance advised that the deterioration in Service User Friends and Family
Test feedback at Quarter 3 is in part attributable to feedback received from the
Trust’s medium secure services. Further analysis will be undertaken to
understand the reasons for this.
Deborah Partington, Director of Operations, circulated a booklet celebrating the
achievements realised through the Manchester Transformation Programme over
the last two years. The Board will receive a presentation on this in June 2019.
124/19 Chair’s Report
Noted
Rupert Nichols, Chair, advised that he had no items to report that were not
already covered in the Chief Executive’s Brief.
The Board of Directors noted the Chair’s Report.
125/19 Chief Executive’s Brief
•

Chief Executive’s Brief (May 2019)

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

•

•

Learning from Deaths – GMMH has been included as a case study in the
Care Quality Commission’s recent report ‘Learning from Deaths – A
Review of the First Year of NHS Trusts Implementing the National
Guidance’ and cited as an example of positive (‘meaningful and
sensitive’) engagement with families and carers.
Housing First – The Housing First launch is due to take place on 21 May
2019. The Trust is part of a consortium led by Great Places Housing
Group and will provide support with mental health and substance
misuse.
Chief Nursing Officer Visit – Dr Ruth May, Chief Nursing Officer for
England, visited Park House on 8 April 2019. The Trust took the
opportunity to highlight the high quality of care provided within the
environmental constraints.

Neil Thwaite also took the opportunity to congratulate everyone on the positive
2018/19 year-end position – achievement of a £5,102k surplus, including an
additional bonus and incentive Provider Sustainability Fund (PSF) allocation of
2

Noted

No.

Item
Action
£3,276k following achievement of the Trust’s Control Total. He advised that
communication has subsequently been received which prevents Trusts from
adjusting their planned capital expenditure in 2019/20 following receipt of PSF.
The Board of Directors noted the Chief Executive’s briefing for May 2019.
•

Greater Manchester White Paper on Unified Public Services and Taking Noted
Charge: The Next Five Years

The Board of Directors noted the direction of travel set out in the White Paper
and the alignment with the Greater Manchester Prospectus for the next five
years. Neil Thwaite set the White Paper in the context of the recently announced
changes to reporting lines i.e. Jon Rouse, Accountable Officer for the Greater
Manchester Health and Social Care Partnership to report into Bill McCarthy,
North West Regional Director, NHS Improvement and NHS England. All
recognised the need for GMMH to position itself effectively within the wider
public service agenda.
Helen Dabbs, Non-Executive Director, highlighted the limitations/gaps in the
performance data provided to demonstrate ‘Some Devo Differences to Date’.
Stephen Dalton, Non-Executive Director, highlighted the threats and
opportunities of budgets being pooled across all public service, health and care
organisations. All recognised the lack of clarity in the current proposed
governance arrangements. Neil Thwaite gave assurance that the Trust will Noted
continue to be an active partner in its local integrated care systems and the
regional system, providing a clear voice for mental health.
•

Update on Preparations for a Care Quality Commission (CQC) Core
Service with Well-led Inspection

Neil Thwaite advised that the dates for the well-led inspection have been
confirmed as 9/10/11 July 2019. He outlined which Board members the CQC will
want to meet with and asked all to confirm their availability. He noted that the
CQC’s Regional Lead Inspector for the North is currently Brian Cranna though this
is due to change to Jenny Wilkes and Brian Cranna is expected to be the Local
Lead. Core service visits will be unannounced or with notice given the night
before for a community service. The CQC have confirmed that they will visit a
maximum of five services and the visits will commence at any time. Neil Thwaite
shared his thoughts on which services these might be.
126/19 Quality Improvement Strategy – Phase 1
Approved
Gill Green presented the draft Quality Improvement Strategy – Phase 1, which
sets out the Trust’s intentions for the next 12 months. She highlighted the
proposed quality improvement priorities – to improve outcomes, to deliver the
safest care and to integrate care around the person – that reflect feedback
3

No.

Item
Action
received through the recent quality conversations. She also drew the Board’s
attention to the identified key enablers to delivery of the Trust’s quality
improvement priorities:
•
•
•

Supporting staff to deliver QI - building QI capacity and capability;
Identifying improvement methodology; and
Developing improvement-oriented data

Gill Green outlined the changes made to the Terms of Reference for the Quality
Improvement Committee (QIC) in readiness for the Trust’s quality improvement
journey. Julie Jarman, Non-Executive Director, and Helen Dabbs fed back
positively on the extraordinary QIC meeting held on 25 April 2019, noting the
emerging QI themes, the active engagement from clinicians and the evidence of
shared learning. Julie Jarman challenged the Board to reduce the burden of data
collection and for the Trust to be ‘smarter’ in its use of data.
Gill Green confirmed that the Board Development session on 24 June 2019 will
focus on QI and be facilitated by Anna Lewis from the Royal College of
Psychiatrists. The session will cover potential QI methodologies and help to start
building a ‘golden thread’ from Board to ward in terms of QI.
Gill Green invited Board member views on Phase 1 of the QI Strategy. In response
to a question from Stephen Dalton, she confirmed that resources of £500k have
been allocated to QI in 2019/20. Discussions are in progress as to how to
maximise use of these resources and these will continue with the Trust’s Senior
Leaders on 22 May 2019. Chris Daly, Medical Director, indicated that the
resources will be used to support Dragons’ Den, QI methodology and building
staff capacity.
Andrea Harrison, Non-Executive Director, supported the enablers but questioned
the absence of identified ‘early wins’ in Year One and mechanisms for judging
success. Julie Jarman gave assurance that specific ambitions for the next 12
months are being actively discussed. Helen Dabbs noted that current QI projects
can be mapped to the three QI priorities.
Pauleen Lane, Non-Executive Director, opened a discussion on the linkages
between QI, research and innovation and the Trust’s clinical strategy, noting the
potential risk that QI can become too process-focused. Julie Jarman advised that
the QIC have considered the interface between the QI framework and
operational delivery. She noted that a cultural shift will be key to the successful
delivery of the Trust’s QI ambitions. Neil Thwaite supported this view and the
three identified QI priorities.
Rupert Nichols highlighted the value of quantifying the impact of the QI Strategy
at the end of Phase One.
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No.

Item
Action
Gill Green thanked the Board for their comments and advised that an updated
version of the Strategy will be shared in June. The Board discussed any potential
future changes to the Strategy following June’s development session and how
these will be managed. Neil Thwaite set out his expectations for the
development session.

The Board of Directors approved the draft QI Strategy – Phase One, subject to
any agreed further changes.
127/19 ‘Paris in Manchester’ Project Closure Report
Noted
Janine Taylor, Associate Director of Finance, provided an update on the outcome
of the project to deliver Paris into the Trust’s Manchester services. She advised
that the Project Board approved the formal closure of the project at its meeting
in March 2019, with agreement reached that oversight of any outstanding issues
will transfer to the Digital Strategy Board.
Janine Taylor confirmed that the Paris in Manchester project completed on time
and within budget (c£2k underspend). She highlighted a number of outstanding
issues and the planned approach to and timeframes for resolving these. She
summarised the benefits of implementing Paris in Manchester and the lessons
learned for future comparable projects.
With reference to a recent service visit, Pauleen Lane questioned whether the
Trust has any set standards in terms of staff access to IT kit. Deborah Partington
referenced the significant investment in kit in Manchester to enable agile
working and the annual IT replacement programme, which is funded through the
Capital Programme. Neil Thwaite requested that standards are clarified through Action: JT
the Digital Strategy Board.
Julie Jarman sought an understanding of Manchester clinicians’ views on Paris.
Chris Daly indicated a relatively positive view overall, with the majority of
clinicians recognising the potential benefits and understanding the actions being
taken to address identified issues. All recognised the value of floor-walking to
support staff post go-live.
The Board of Directors noted the formal closure of the Paris in Manchester
project and the future oversight of outstanding issues through the Digital
Strategy Board.
128/19 Board Performance Reports:
Noted
•

Regulatory and Workforce (March 2019)

Liz Calder, Director of Performance and Strategic Development, presented the
Board Performance Report (Regulatory and Workforce) for March 2019.
Janine Taylor confirmed the year-end financial position and noted the ongoing
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No.

Item
Action
financial risks in terms of expenditure on Out of Area Placements (OAPs) and
agency staffing. With regard to OAPs expenditure, she advised that
commissioners have to date committed £2.6million additional non-recurrent
support within the 2019/20 contract. Negotiations are continuing. The Trust’s
agency expenditure cap has increased for 2019/20 and the Trust is expecting to
deliver a reduction of £3.6million on the 2018/19 outturn through the NHS
Professionals project and by filling a number of substantive posts.
Andrea Harrison challenged the ‘Green’ rating for CIP performance given the
£736k shortfall against plan. Janine Taylor agreed to review and update this Action: JT
measure.
Liz Calder summarised the following key exceptions to ‘Green’ performance in
month:
•

Early Intervention in Psychosis (EIP) – Although the Trust target is being
met overall, the target is not currently being achieved in Trafford and
Manchester. A group is being established to look at reasons for the
delays.

•

Cardio-metabolic assessment and treatment for people with psychosis
– The 2018/19 outcome is still awaited, however, Liz Calder drew the
Board’s attention to the position summary of progress made against the
associated CQUIN in Quarter 1 2019/20.

•

Data Quality Maturity Index (DQMI) – Performance against the
additional DQMI indicators is now being measured internally. More
detailed analysis is underway of two of the seven indicators (ex-British
Armed Forces and Hospital Bed Type) to determine how to report these.

•

IAPT – Performance continues to be reported against the 50% recovery
target, with the commentary including specific detail on Step 3 Recovery
performance. Improvements continue to be seen in Manchester and
Salford in line with the Recovery Plans. In response to a question from
Julie Jarman, Deborah Partington advised that Manchester are aiming to
achieve the targets by the end of July 2019 and Salford by September
2019. She briefed the Board on the slippage on the original trajectories
and the recently increased oversight of IAPT performance. She advised
that the different IAPT models in operation across the Trust impact on
waiting times and recovery rates and acknowledged the challenges
faced, in particular, in Salford. Liz Calder highlighted the improvements
made. These are beginning to show in ‘on entry’ data, which is an
effective indicator of exit performance.

•

Single Oversight Framework Quality of Care Indicators – Numbers of
clients in employment are now identified in the commentary alongside Action: LC
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No.

Item

Action
the %. Liz Calder to confirm the definition of ‘employment’ for Board
members. Julie Jarman advised that the Quality Improvement Committee
are also looking at employment and settled accommodation.

With regard to workforce, Andrew Maloney confirmed that steps are being taken
to strengthen the reporting of agency data to Board. He also noted the improving
vacancy position. Referencing the slight upturn in turnover rates, he advised that
the Trust has been invited to continue participating in NHS Improvement’s
Retention Collaborative for a further twelve months. He drew the Board’s
attention to the Quarter 4 2018/19 Staff Friends and Family Test results, which
are broadly comparable to the Quarter 2 results. The slight downturn in % staff
recommending the Trust as a place to receive care and treatment is in line with
the recent Staff Survey results.
Julie Jarman highlighted the improving position in Salford in terms of sickness
absence and the opportunity for best practice to be shared across the Trust.
Andrew Maloney advised that Salford have effectively embedded the staff health
and wellbeing agenda and learning from this will be factored into the refreshed
version of the Trust’s Health and Wellbeing Strategy. Deborah Partington
commended the Senior Leadership Team in Salford, noting that positive impacts
are also being seen on patient flow and quality.
Stephen Dalton opened a discussion on vacancies and the impact on frontline
staff resilience and retention. All recognised the need to be able to identify and
understand vacancy hotspots at a glance so as to target support effectively. With
specific reference to the high long-term sickness rates in North Manchester,
Andrew Maloney expressed confidence that the Management Team, with
support from HR, are working through the issues.
In response to a question from Helen Dabbs, Deborah Partington confirmed that
individuals unable to return to clinical practice following a period of sickness
absence are given the opportunity to work in non-clinical roles. This is recorded
in individual records.
The Board of Directors noted the Performance Report (Regulatory and
Workforce) for March 2019.
• Quarterly Quality Report – Quarter 4 2018/19:
Gill Green summarised a number of key headlines from the Quarter 4 Quality
Report including:
• Flu Vaccination – achievement of a 77.57% uptake against a 75% target,
which was higher than the national average
• Sepsis – GMMH has recently joined the Greater Manchester Sepsis
Collaborative, which supports its QI priority to integrate care around the
7

No.

Item

Action

whole person
• Mental Health Act – increasing use of Section 2, which is consistent with
national trends over the last six months.
Gill Green also highlighted areas of good practice including the implementation
of SafeWards and the piloting of a Rapid Tranquilisation care bundle, which is
yielding positive results. She also noted the achievement of the majority of the
Trust’s CQUINs at year-end and the progress made against the cardio-metabolic
indicator.
Gill Green noted the opportunity to further strengthen complaints management,
to reduce violence and aggression to staff and improve physical healthcare
(particular reference was made to pressure sores).
Helen Dabbs welcomed the emerging focus on quality improvement in the
report’s narrative, particularly in relation to positive and safe. She indicated that
next steps could include the introduction of specific standards/codes of practice.
She also identified the benefits of linking the Executive Summary more closely Action: GG
with the Board Assurance Framework.
Andrew Maloney highlighted the year on year increase in numbers of complaints.
Gill Green advised that basic communication, carer involvement and explanation
of care and treatment are emerging as consistent themes. Targeted work will be
taken forward to address this. Chris Daly suggested that it would be more Action: GG
meaningful for rates of complaints to be provided.
Andrea Harrison highlighted a variance in the reported % of service users
recommending GMMH services to friends and family compared to the
Action: GG
Performance Report (Regulatory and Workforce). Gill Green to confirm.
The Board of Directors noted the Quarter 4 2018/19 Quality Report.
129/19 OAPs End of Year Performance Summary – 2018/19
Deborah Partington presented a review of GMMH’s overall OAPs performance
over the last twelve months. She advised that the GMMH footprint achieved an
overall OAPs reduction of 63% (1,646 bed nights) during the period, against a
target 33% reduction. She set this achievement in the context of overall numbers
of admissions remaining comparable to the previous year and confirmed that
focus will now be on reducing admissions. She drew the Board’s attention to the
breakdown of OAPs reduction (reportable and locally monitored by division and
the SPC (Statistical Process Control) charts demonstrating a shift in location of
admissions from OAPs to GMMH beds. She advised that the Trust has reduced
the number of locally monitored beds it contracts as of April 2019 and this
position is reviewed on a monthly basis.
Looking ahead, Deborah Partington noted that focus will now be on
8

Noted

No.

Item
Action
strengthening pathways and systems to further reduce the need for all
admissions, including locally monitored OAPs, and enable service users to be
admitted to their home division at the point of need. She advised that work is
underway to agree procedures for managing DTOCs (Delayed Transfers of Care)
with commissioners.
All Board members recognised the significant achievements over the last twelve
months and thanked all involved for their hard work.

The Board of Directors noted the OAPs end of year performance summary and
the ongoing next steps in the process.
130/19 Mental Health Act (Scheme of Delegation)
Approved
Gill Green summarised the proposed changes to the Mental Health Act (MHA)
Scheme of Delegation, which accurately reflect current practice and have been
approved by the Mental Health Act and Mental Capacity Act Compliance
Committee. The Board of Directors approved the updated Scheme of Delegation
subject to the name of the Quality Improvement Committee being corrected.
131/19 Quarterly Report on Safe Working Hours: Doctors in Training (Nov. 2018 to Jan. Noted
2019)
Chris Daly summarised the quarterly report on Safe Working Hours, noting that
there have been no fines implemented during the reporting period. He advised
that the Trust’s Trainee Doctors are happy with the content of the report and the
support received from the Trust when dealing with issues.
The Board of Directors noted the Quarterly Report on Safe Working Hours:
Doctors in Training.
132/19 Learning from Deaths – Quarterly Mortality Review Dashboard
Noted
Chris Daly summarised the key headlines from the Quarterly Mortality Review
Dashboard. The number of deaths in scope has increased from 861 in 2017/18 to
891 in 2018/19, with the most significant increase being attributable to
unexpected deaths in the community (an increase of 88 deaths). Chris Daly
advised that, of this, there has been an excess of 37 deaths in substance misuse
services, which is in line with the national trend. These deaths are being
reviewed and the audit into substance-related deaths is being re-run. Chris Daly
also highlighted the significant increase in deaths for the Salford MATs Team and
confirmed that these deaths will also be subject to further review. He assured
Board members that no significant concerns have emerged in relation to MATs.
Helen Dabbs questioned whether there are any issues with capacity to review
deaths given the variance between number of deaths in scope and reviews
undertaken. Chris Daly clarified the circumstances in which a death (unexpected
or expected) is not reviewed. He noted that there had previously been issues
with capacity but this has improved and is routinely monitored.
9

No.

Item

Action

In response to a further question from Helen Dabbs, Chris Daly committed to
including month by month time series for both inpatient and community deaths. Action: CD
The Board discussed the potential impact of changes in substance misuse
services provided by the Trusts, and of new drugs, on the figures presented. Chris
Daly advised that the Greater Manchester have recently published a Drug and
Alcohol Strategy, which may raise this issue on the political agenda.
All recognised the value of viewing the number of deaths in the context of
numbers of patients.
The Board of Directors noted the contents of the Quarterly Mortality Review
Dashboard.
133/19 Self-Certification on Compliance with the Requirements of the NHS Provider Approved
Licence
Neil Thwaite summarised the evidence to support self-certification against
Conditions G6 (Systems for Compliance with Licence Conditions and Related
Obligations) and CoS7 (Availability of Resources). Pauleen Lane raised the issue of
receivable balances, as discussed at Audit Committee, with reference to
Condition CoS7.
The Board of Directors confirmed 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 (2019/20) after
taking account of distributions which might reasonably be expected to be
declared or paid – Condition CoS7(3)
134/19 Slavery and Human Trafficking Policy Statement – Annual Review
Approved
•

Neil Thwaite summarised the updates made to the Slavery and Human Trafficking
Policy statement as an outcome of the annual review. The Board of Directors
approved the statement subject to specific reference being made to Action: KS
pharmaceutical suppliers in the procurement section.
135/19 Freedom to Speak Up (FTSU) Guardian Six-Monthly Report
Noted and
Approved
Andrew Maloney summarised the report on FTSU activity over the last six
months. He advised that the FTSU Guardian (Juliette Tait, Associate Director of
10
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Item
Action
HR) meets with the Chair, Chief Executive, Director of HR and Senior Independent
Director on a quarterly basis to review activity and cases raised. The focus over
the last six months has been on raising awareness and embedding the role.
Andrew Maloney advised that the number of cases raised with the FTSU
Guardian remains relatively low compared to other organisations. He noted that
some themes have emerged in cases relating to an area of the Specialist Services
Network and a comprehensive organisational development plan is being created
to better understand and address these.
Andrew Maloney also drew the Board’s attention to the updated self-review tool
and the ongoing areas of focus for the FTSU Guardian. These include establishing
a network of FTSU Ambassadors comprising individuals in trusted roles across the
Trust.

The Board of Directors noted the update from the FTSU Guardian and approved
the revised self-assessment.
136/19 Quality Improvement Committee (QIC):
Noted and
Approved
• Minutes of the Meeting held 14 March 2019 (Ratified)
• Committee Chair’s Report on the Meeting held 9 May 2019
• Updated Terms of Reference
The Board of Directors noted 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. Julie Jarman highlighted the Motiv-8 Health and
Wellbeing Project as a great example of quality improvement in action and an
opportunity to share learning across the organisation. She also noted the action
plan developed to implement the requirements of the Mental Health Units (Use
of Force) Act 2017 (Seni’s Law), progress against which will be reviewed by the
QIC on a quarterly basis.
With regard to smoke-free, Julie Jarman advised that implementation has gone
well overall. There are a number of ongoing issues, which were as expected, and
work is continuing to address these.
Julie Jarman summarised the updates made to the QIC’s Terms of Reference to
support the changing focus from quality assurance to quality improvement and
clarify sub-group accountability. She noted that discussions are continuing as to
how the Operations Directorate are incorporated into the Committee’s
membership to enable the quality improvement agenda. The Board of Directors
approved the updated Terms of Reference.
137/19 Audit Committee:
Noted
•
•

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

Action

The Board of Directors noted the minutes of the Audit Committee meeting held
on 4 February 2019 and the Committee Chair’s Assurance Report on the Meeting
held 29 April 2019. Andrea Harrison advised that the outcomes of the
Committee’s review of the unaudited financial statements and Annual
Governance Statement on 29 April 2019 have been incorporated into the Annual
Report and Audit Committee Annual Report. She highlighted the Head of Internal
Audit Opinion of Substantial Assurance and the Committee’s agreement of the
2019/20 Internal Audit Plan. She also noted the work in progress to develop a
Staff Conduct Framework.
138/19 Any Other Business
Noted
There were no items of other business.
139/19 Questions from the Public

Noted

There were no questions from the public.
140/19 Date and Time of Next Meeting

Noted

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
141/19 Resolution
Adopted
The Board of Directors adopted the resolution ‘that representatives of the press
and other members of the public be excluded from the remainder of this
meeting, having regard to the confidential nature of the business to be
transacted’.
Certified as a true record of the meeting

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

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

Item

Action

Agreed
Timescale
24/09/18

Chief Executive’s
Briefing

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

Nov-18

285/18

Update on mutual respect campaign to
follow to Board

Feb-19

47/19

Board Performance
Report – Quality
(Quarter 2)
Matters Arising and
Action Log

Feb-19

51/19

Feb-19

59/19

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

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
Updates on schemes supported through 22/07/19
the Trust’s charitable funds to be
provided to future Board meetings, for

Forecast
Owner
Completion
30/09/19 Liz Calder, Director of
Performance and
Strategic Development

25/03/19

22/07/19

Gill Green, Director of
Nursing and Governance

Review of workforce data presented in 20/05/19
Board Performance Report to be
completed by Workforce Strategy
Programme Board

31/03/20

Andrew Maloney,
Director of HR and
Deputy CEO
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Gill Green, Director of
Nursing and Governance

Anthony Bell, NonExecutive Director

Status
Draft report
prepared, with
further analysis
required. Board
report deferred
to September
2019 following
EMT discussion
on 12/06/19
Deferred to July
2019
To be addressed
as part of wider
review of Board
Performance
Report

Meeting Minute
No.

Item

Action

Agreed
Timescale

Forecast
Owner
Completion

Status

example, through the Chair’s Report

May-19

127/19

Paris in Manchester
Project Closure
Report
Board Performance
Report (Regulatory
and Workforce)
Board Performance
Report (Regulatory
and Workforce)
Quarterly Quality
Report

Digital Strategy Board to clarify standards 31/08/19
for staff access to IT kit

Janine Taylor, Associate
Director of Finance

May-19

128/19

Janine Taylor to review and update RAG 24/06/19
rating for CIP performance

Janine Taylor, Associate
Director of Finance

May-19

128/19

Numbers of clients in employment - Liz 24/06/19
Calder to confirm the definition of
‘employment’ for Board members
Future
Quality
Report
Executive 30/09/19
Summaries to be more closely linked
with the Board Assurance Framework
Future reports to include rates of 30/09/19
complaints as well as numbers

Liz Calder, Director of
Performance and
Strategy Development
Gill Green, Director of
Nursing and Governance

May-19

128/19

May-19

128/19

Quarterly Quality
Report

May-19

128/19

Quarterly Quality
Report

GG to confirm % of service users 24/06/19
recommending GMMH services to friends
and family as at Q4 2018/19
Learning from Deaths Month by month time series for inpatient 22/07/19
– Quarterly Mortality and community deaths to be included in
future reports
Review Dashboard

Gill Green, Director of
Nursing and Governance

May-19

132/19
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Gill Green, Director of
Nursing and Governance

Chris Daly, Medical
Director

To be shared at
Board on
24/06/19

Meeting Minute
No.
May-19 134/19

Item

Action

Agreed
Timescale
Slavery and Human Specific reference to be made to 30/06/19
Trafficking
Policy pharmaceutical
suppliers
in
the
Statement – Annual procurement section prior to statement
Review
being published

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

15

Forecast
Owner
Completion
Kim Saville, Company
Secretary

Status
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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

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

RECOMMENDATIONS:

The Board of Directors are asked to receive and note the Chief Executive’s briefing
for June 2019.

x

Assurance

Approval/Decision

2

Chief Executive’s
Monthly Brief
June 2019

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

Action required
For information

National Update
•
•
•
•

Appointment of New NHSE/I Chief Operating Officer
New Interim NHS People Plan
We Still Need to Talk About Boards
Diversity in NHS Leadership

Regional Update
•
•
•
•
•

North West Region CEO Event (24 June 2019)
Greater Manchester Drug and Alcohol Strategy 2019 – 2021
GM University Mental Health Service Pilot
People Update – Wigan CCG
GM System Performance

Local Update
•
•
•
•
•
•
•

CQC Core Service with Well-led Inspection Underway
Bury Substance Misuse Service
Celebration of Learning Event
National Carers Week
Dragons’ Den 2019
National Accreditation for Greenway Ward
Performance and Finance Overview

CEO Brief June 2019
National Update
Appointment of New NHSE/I Chief Operating Officer

New Interim NHS People Plan

NHS England and NHS Improvement have announced the
appointment of Anna Pritchard as the NHS’s Chief Operating
Officer. She is currently Chief Executive of Guy’s and St.
Thomas’ NHS Foundation Trust in London and will take up the
post full-time on 31 July.
The new NHS Chief Operating Officer
(COO) post is directly accountable to
the NHS Chief Executive Simon
Stevens and serves as a member of
the combined NHSE/I national
leadership team. The COO oversees
NHS operational performance and
delivery, as well as implementation
of the service transformation and
patient care improvements set out in
the NHS Long Term Plan. The postholder is also NHSI’s designated
Accountable Officer.

NHSE/I published the interim NHS People Plan in early June
2019. The interim plan, which has been developed
collaboratively with a broad range of partners across the NHS,
argues that, as well as recruiting more staff, the NHS also
needs to do more to improve staff retention and transform
ways of working. The plan acknowledges the scale of the
workforce challenge facing the NHS and focuses on three key
areas – recruiting more staff, making the NHS a great place to
work and equipping the NHS to meet the challenges of 21st
Century Healthcare.
A full People Plan will follow after the new Spending Review,
which translates the vision set out in the Interim Plan into
detailed, costed action plans alongside a detailed
implementation plan for the NHS Long Term Plan as a whole.
Lead: Andrew Maloney, Director of HR/Deputy CEO

CEO Brief June 2019
National Update
We Still Need to Talk About Boards

Diversity in NHS Leadership

In May 2019, NHS Providers published an update to their 2015
briefing ‘We Need to Talk About Boards’ to reflect the
changing context within which provider boards are operating.
‘We Still Need to Talk About Boards’ reflects on changes in the
health policy environment, including the NHS Long Term Plan,
the evolution of integrated care systems and the renewed
emphasis on collaboration over competition. The report sets
out why provider boards will plan a key role in delivering the
ambitions set out in the Long Term Plan, working closely with
local partners. It also argues that board leadership, and system
accountability, are critical in managing risk and must remain a
key component of system working now and in the future.

A recent report from NHS Confederation has found that fewer
people of black and minority ethnicity (BME) and women
occupy leadership positions. The % of chairs and nonexecutives of NHS trusts from a BME background has nearly
halved in the last decade - from 15% in April 2010 to 8% today
- and the % of women in chair and non-executive roles has
fallen from 47% in 2002 to 38% today. There has been no
increase in the proportion of non-executive leaders with a
disability – this has remained static at between 5 and 6%. The
report highlights two factors that may have impacted on Board
diversity, including the abolition of the NHS Appointments
Commission in 2012 and the creation of foundation trusts.
GMMH’s new Equality, Diversity and Inclusion Strategy
includes a commitment to increase the number of BAME staff
employed in leadership positions by a minimum of 10% over
the next 3 years.
Lead: Andrew Maloney, Director of HR/Deputy CEO and Gill
Green, Director of Nursing and Governance

CEO Brief June 2019
Regional Update
North West Region CEO Event (24 June 2019)

collaboration, prevention and early intervention.

Bill McCarthy, North West Regional Director for NHSE/I, is
hosting the first North West Region CEO/Accountable Officers
event at The Curve on 24 June 2019. Verbal feedback from this
event will be provided at the Board of Directors meeting.

The Strategy is focused on doing things differently, maximising
existing resources and making the most of transformation
opportunities that exist within GM. It has no adverse
implications for locality partners or providers beyond those
that exist within established ‘business as usual’ commitments.

Lead: Neil Thwaite, Chief Executive

Greater Manchester Drug and Alcohol Strategy
The first ever Greater Manchester Drug and Alcohol Strategy
2019 – 2021 has recently been approved by the Greater
Manchester Combined Authority (GMCA). The Strategy sets
out a collective ambition to significantly reduce the risks and
harms caused by drugs and alcohol. It has been subject to
public consultation and co-designed with a range of
stakeholders to provide a framework for localities and wider
partners. It is underpinned by key public service and placebased reform principles, which call for person-centred
approaches, integrated partnership working and a focus on

The Strategy is supported by a fully resourced implementation
plan. GMHSCP transformation funding has been agreed for
programmes requiring additional investment e.g. public
engagement and alcohol exposed pregnancies.

CEO Brief June 2019
Regional Update
GM University Mental Health Service Pilot

People Update – Wigan CCG

The set-up phase of the GM University Mental Health Service
pilot is underway, with recruitment in progress. The pilot will
offer an integrated, single pathway for all higher education
students within GM supported and delivered through a
partnership of the five GM universities, GMMH and the VCSE
sector. A service model and funding have been agreed for the
service, which is on track to launch in September 2019.

Professor Craig Harris has been
appointed
as
the
new
Managing
Director
and
Accountable Officer for Wigan
CCG. He is currently Executive
Director for Nursing and
Safeguarding at Manchester
Health & Care Commissioning
and has an executive lead role
across mental health, children’s
and specialised commissioning.

Lead: Deborah Partington, Director of Operations

GM System Performance
There are a number of standards against which the GMHSCP
are monitored against. As at February 2019, GM did not
achieve either of the Improving Access to Psychological
Therapies (IAPT) waiting time standards for access within six
weeks and eighteen weeks. Plans are in place across the GM
localities to recover performance to meet the national
standards.

CEO Brief June 2019
Local Update
CQC Core Service with Well-Led Inspection Underway

Bury Substance Misuse Services

The CQC commenced their annual inspection on 4 June 2019
with visits to the Trust’s acute wards for adults of working age
and PICUs. Up to five core services will be inspected in total,
with preliminary feedback received after the visits. A providerlevel inspection of ‘well-led’ will follow on 1, 9 and 10 July,
comprising of interviews/meetings with members of the
Board of Directors, the Freedom to Speak Up Guardian, the
Guardian of Safe Working Hours and a sample of governors.
Other key stakeholders have also been contacted by the CQC
as part of the inspection process.

The Trust has recently received notice that its bid to provide a
community-based, all age, integrated substance misuse
treatment and recovery service in Bury has been successful.
The Trust will take the role of Lead Provider with assertive
outreach sub-contracted to Big Life Group and the young
people’s element of service sub-contracted to Early Break.
Preparations are now underway to mobilise provision from 1
September 2019. The contract period is three years, with
opportunity to extend for a further two years subject to
performance.

The Sustainability and Quality Improvement Group (SQIG) is
continuing to lead on operational and corporate preparedness
for the inspection, supported by the Operational Preparedness
Group. Implementation of the agreed Communications Plan is
in progress, ensuring that front-line staff are supported and
informed.

Lead: Deborah Partington, Director of Operations

Lead: Andrew Maloney, Director of HR/Deputy CEO

CEO Brief June 2019
Local Update
Celebration of Learning Event

National Carers Week

The Trust’s annual celebration of the learning achievements of
GMMH staff, service users, carers and volunteers took place at
The Curve on 6 June 2019. The event coincided with the
annual Festival of Learning and National Volunteer Week.
Other events during Volunteer Week included a Volunteer
Celebration Event in the Trust’s Achieve service, which
recognised the significant contributions made by the service’s
volunteers.

The Trust was proud to support national Carers Week – an
annual campaign raising awareness of caring, the challenges
unpaid carers face and the contribution made by carers to
families and communities – during the week 10 to 16 June
2019. A number of events took place across the Trust
including a carers walk in Bolton, an Adult Forensic Services
carers tea and cake party, a carers get together at The Orchard
and a garden party at Cavendish Ward. The Trust also
launched its new Carers Matter newsletter during Carers
Week, celebrating carers and ensuring that we keep carers
connected with the Trust.

Lead: Andrew
Maloney, Director
of HR/Deputy CEO
and Gill Green,
Director of Nursing
and Governance

Lead: Gill Green, Director of
Nursing and Governance

CEO Brief June 2019
Local Update
Dragons’ Den 2019

Performance Overview

Applications for the 2019 Dragons’ Den are now open and will
close on 26 June. This year, the Dragons are accepting bids for
initiatives which support the delivery of the Trust’s three new
quality improvement priorities:

All performance targets have been updated to reflect
requirements for 2019/20. This includes the numbers of
people waiting less than two weeks for EI services to be 56%
rather than 53% and the OAPs target requiring a reduction of
66% of reportable OAP bednights from the 2017/18 baseline.
The Trust continues to perform in line with expectations.
Exceptions include IAPT services due to the impact of the
Manchester and Salford position. Waiting list initiatives and
recovery action plans are in place and trajectories for
improvement agreed with commissioners that reflect
investment. There is continued good and sustained
performance in the reduction of reportable and local OAPs in
April.

•
•
•

To improve outcomes
To deliver the safest care
To integrate care around the person

National Accreditation for Greenway Ward
Greenway Ward at the Trust’s Moorside Unit in Trafford has
recently been awarded accreditation status by the Royal
College of Psychiatrists. This followed a comprehensive review,
which recognised the good practice and high quality care
delivered on Greenway.
Lead: Gill Green, Director of Nursing and Governance

Lead: Liz Calder, Director of Performance and Strategic
Development

CEO Brief June 2019
Local Update
Financial Overview
For the 2 months ended 31 May 2019, the Trust achieved a
surplus of £484k. This is in line with plan and includes £248k of
Provider Sustainability Funding (PSF). The underlying
operational surplus, after excluding PSF was in line with plan.
The Trust continues to implement plans to reduce expenditure
incurred on OAPs and Agency costs.
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 staffing to cover vacancies, increased activity and the
acuity of our service users.
Lead: Ismail Hafeji, Director of Finance and IM&T
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REPORT SUMMARY:

This report provides a summary of progress to date to develop the Trust Strategy for
2019 – 2024. It outlines the engagement work that has taken place.
A draft strategy is included to reflect the work undertaken to date for discussion,
including revised Strategic Objectives and draft service strategies.
Next steps to further develop and conclude the strategy are also set out.

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
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
05.06.19 / 12.06.19
LEGAL IMPLICATIONS:

None identified.
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X
X
X

REGULATORY
IMPLICATIONS (CQC/NHSI):

None identified.

THIS REPORT PROVIDES ASSURANCE AGAINST A RISK ON THE BOARD ASSURANCE
FRAMEWORK (BAF):
If ‘yes’:
DATIX ID
1490

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

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

2821

To work with Service Users and Carers
to achieve their goals.

Engagement – failure to engage effectively with
service users and carers in Manchester will
impact on the Trust’s ability to transform services
for the benefit of the wider population.

2611

To achieve sustainable financial
strength and be well-governed.

Financial sustainability – failure to deliver the
Trust’s financial plans will impact on the Trust’s
ratings and long-term sustainability and its ability
to deliver quality improvements.

2875

To achieve sustainability financial
strength and be well-governed.

Future Commissioning Arrangements – the move
towards integrated commissioning arrangements
and the devolution of specialised commissioning
to a Greater Manchester level may impact on the
resources available to the Trust.

2814

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

Future workforce supply – failure to recruit and
retain high quality staff will impact on quality of
care and staff satisfaction.

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board of Directors is asked to:
- Note the progress made to date with the development of the Trust Strategy.
- Consider the draft Trust Strategy and provide any comments or feedback.
- Consider the proposed next steps to conclude the Trust Strategy.

X

Assurance

2

Approval/Decision

Draft GMMH Strategy 2019 – 2024
1. Introduction
In January 2019 the Trust embarked on the development of its strategy for 2019-2024. This paper
provides a summary of the work undertaken to date and a first draft strategy to inform further
discussion with the Board of Directors. It also sets out the proposed next steps to complete the
Trust strategy for 2019-2024.
2. Background information
The Trust is developing its new strategy in line with good practice guidance. This is the first
strategy that has been developed as the new Greater Manchester Mental Health NHS Foundation
Trust and it takes in to account the NHS Long Term Plan and recently published NHS Interim People
Plan as well as Greater Manchester strategies and commissioner priorities.
3. Process to date
In January 2019 the Board of Directors met with Claire Murdoch to discuss national priorities for
mental health. The following month the Board of Directors held a Development Session looking
at strategic planning and in particular considering the future role of the Trust. Using this strategic
framework the Trust has undertaken a wide range of engagement on what stakeholders consider
should be included in the Trust’s Strategy, with monthly updates on progress to the Board of
Directors each month, as follows:
February 2019
March 2019
April 2019

May 2019

June 2019

•
•
•
•
•
•
•
•
•
•

Senior Leaders strategic planning workshop
Service strategies presented to the Executive Management Team
Council of Governors discussion on opportunities for the Trust
Service user engagement commenced
Staff engagement commenced
Executive Management Team Away Day – strategic development focus
Medical Leaders Committee meeting to discuss the Trust Strategy
Meeting with four Healthwatch bodies
Initial discussion with NHS England commissioners
Focus group discussion with Council of Governors volunteers

To note that a meeting with our four local CCG commissioners is being arranged.

3

The information from this engagement work has been reflected in the approach to the
development of this draft strategy. Key messages to date include:
•
•
•
•
•
•
•

Getting the basics right for our service users, especially crisis care, support in primary care
and involvement in care planning.
Being person-centred in our approach, working with partners and supporting people to build
“a life worth living” beyond medical care; emphasising hope, recovery and wellbeing.
Working with service users, carers and families and their communities to challenge stigma.
Prioritising staff wellbeing and supporting their leadership and development.
Building on our role to promote and support wellbeing in communities, schools and the
workplace.
Creating more opportunities to be involved in quality improvement, research and
innovation, to make sure service users have access to the best-practice care and support.
Learning from research and innovation, putting evidence in to practice.

4. Draft Strategy
A draft strategy has been prepared reflecting the feedback from the engagement work that has
been received to date. It includes revised Strategic Objectives and draft service strategies, taking
in to account national and local policy and other opportunities and challenges facing the Trust. It
is presented now for further discussion and reflection, in particular on the key strategic issues for
the Trust in the next five years.
5. Next steps
Further discussion with commissioners and other partners will continue to take place along with
ongoing refinement of elements of the strategy including finalising the trust QI Strategy, estates
strategic planning, financial strategic planning and productivity opportunities.
The
implementation plan will also be completed once the final programmes of work and milestones
are agreed.
Following the Board of Directors meeting in June 2019 the Executive Management Team will meet
again to review the overall strategy and it is proposed that service strategies are discussed by the
Board of Directors in Part 2 of the July 2019 meeting, following which the strategy will be refined
and a final draft brought to the September Board of Directors meeting. It is intended that a
summary version of the strategy will be produced for public circulation and a “plan on a page” for
staff.
6. Recommendation
The Board of Directors is asked to:
- Note the progress made to date with the development of the Trust Strategy.
- Consider the draft Trust Strategy and provide any comments or feedback.
- Consider the proposed next steps to conclude the Trust Strategy.

4

DRAFT Trust Strategy 2019 - 2024
Improving Lives and Optimistic Futures
Delivering Excellent Care and Supporting Wellbeing

Draft Trust Strategy 2019 - 2024

Executive Summary
Greater Manchester Mental Health NHS Foundation Trust (GMMH) was founded on 1 January
2017, bringing together Greater Manchester West NHS Foundation Trust and Manchester
Mental Health and Social Care Trust. We are one of the largest specialist mental health providers
in the UK, supporting more than 53,000 service users across our local, specialist, substance misuse
and prison populations. We employ over 5,000 staff and provide services from 140 locations across
the North West of England, as well as working with people in their homes and local communities. We
are rated ‘Good’ by the Care Quality Commission and ‘Outstanding’ for being well-led. We provide:
• Local mental health services to the people of Bolton, Manchester, Salford and Trafford, a
combined population of around 1.3 million people.
• Substance misuse services to people in Bolton, Salford, Trafford, Bury and Cumbria.
• Services to over 7,000 people in prisons and secure accommodation in the North West of
England.
• Highly specialised mental health services for the region and wider NHS in England.
Our nationally-renowned Recovery Academy supports over 6,000 students each year to become
experts in their own recovery by managing their wellbeing for the long term. In addition, we are the
second largest research-active NHS Trust for mental health, bringing evidence on clinical
effectiveness and innovation to support best practice, for the benefit of our service users and carers.
We are proud to be a living wage employer.
Our ambition is for people to have improved lives and optimistic futures. We will improve
wellbeing and, for those with mental health and/or substance misuse problems, improve their
outcomes and experience through five strategic objectives:

1

Work with service users and carers to achieve their goals by
delivering high quality care and excellent outcomes

2

Create an outstanding place to work, ensuring staff feel valued
and are supported to reach their potential

3

Continuously improve services for users, through Quality
Improvement, Research and Innovation

Compassionate,
supported, motivated
staff
Best outcomes through
quality-driven practice

4

Work in partnership with others to improve wellbeing and
challenge stigma

Person-centred, seamless
services

5

Be a sustainable, well-governed organisation that delivers social
value

Best care, every day

Sustainable services,
adding value

The summary strategy overleaf shows the key programmes of work for each of the strategic
objectives.
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Our summary strategy
Our vision

Working with service users to have improved lives and optimistic futures

Our strategy

Delivering excellent care and supporting wellbeing

Our strategic
objectives

Our priority
programmes of
work

Our outcomes

Our values

1
Work with service users
and carers to achieve their
goals by delivering high
quality care and excellent
outcomes

2
Create an outstanding place
to work, ensuring staff feel
valued and are supported
to reach their potential

3
Continuously improve
services for users,
through Quality
Improvement, Research
and Innovation

4
Work in partnership
with others to improve
wellbeing and
challenge stigma

5
Be sustainable, wellgoverned organisation,
delivering social value

Working with communities
to build resilience and
reduce stigma

Supply, recruitment and
retention

Service users,
communities and VCSE

Financially sustainable and
well-governed

Timely access

Outstanding place to work

Quality Improvement
- Improve outcomes
- Safest care
- Integrated around the
person
Research and Innovation

Integrated care

Safe, effective and
supportive environments

Individual approaches – with
shared objectives and best
pathways

Transforming our workforce

Productivity

Public sector

Delivering Social Value

Inclusive services

Outstanding leadership and
management development

Digital

Trusted partnerships

Best care, every day

Compassionate, supported,
motivated staff

Best outcomes through
quality-driven, evidencebased practice

Person-centred,
seamless services

Sustainable services,
adding value

We inspire hope We work together We are caring and compassionate We value and respect We are open and honest
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1. Introduction
1.1Our Vision and Values
At Greater Manchester Mental Health NHS Foundation Trust (GMMH) we believe that
mental health and wellbeing matters.
It is estimated is that around one in four people have a diagnosable mental health condition1 and
mental health problems are the single largest cause of disability in the UK1. Every person
deserves the opportunity to be supported to improve their mental health and wellbeing and have
access to person-centred, high quality, integrated services.
Our vision is for people and communities affected by mental health and substance misuse
problems to achieve improved lives and optimistic futures.
We will continue to develop and deliver excellent mental health and substance misuse
services working together with service users, families and communities. Promoting wellbeing
is the core of our approach – for the populations we serve, our users, carers, families and staff.
We will work in partnership with other NHS, public and third sector organisations and be a
leading voice for mental health – to support wellbeing and ensure that users and carers receive
the services and support that meets their needs and helps challenge stigma and inequalities they
face.

Our values underpin everything we do:
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 work together
• Empowering service users to make
informed choices
• Working together to provide 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, listen and
act
• Putting ourselves in your shoes

We value and respect
• Seeing the individual in everyone
• 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

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
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1.3 How we have developed our strategy
We have created this five-year strategy with users, carers, staff and leaders, to describe how we
will develop from 2019 to 2024. We became a new Trust in 2017, to provide local care in Bolton,
Manchester, Salford and Trafford, as well as our regional and national specialised services. Over the
last two years we have successfully transformed many services, particularly focusing on improving
those in Manchester and integrating them with the other localities we serve.
As we look forward we have listened to lots of people’s views on what is important to them and how
we should move forward, including:
• Service users and carers
• Staff
• Clinical and other Senior Leaders
• Council of Governors, including public, service users and partners
• Board of Directors
In planning ahead, our strategy builds on the foundations of our co-produced supporting strategies,
including:
• Service User Engagement Strategy, 2018 – 2021
• Carer, Friends and Family Strategy, 2018 – 2021
• Workforce Strategy, 2018 – 2021
• Digital Strategy, 2019 - 2022
• Research and Innovation Strategy, 2017 – 2021
• Most recent Recovery Academy Prospectus, April 2019
• Quality Improvement Strategy, which is currently in development
This trust strategy describes the direction for the organisation over the next five years, guiding how
we will lead and enhance services in collaboration with users, carers, staff and partners – always with
a shared purpose of improving health and wellbeing.
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2. Context
There are many factors that influence our strategy. There has been the beginning of an
important shift in views towards mental health in our society and we welcome the greater
openness, recognition and significance that this has brought to mental health and wellbeing.
This is reflected in the profile of mental health in the NHS Long Term Plan, Greater Manchester Mental
Health Plan and commissioner strategies/Locality Plans. Some of the challenges that we face across
the NHS and Local Authorities include the high levels of deprivation for people living in the diverse
communities that we serve, the changes in population in the next five years and beyond, the
challenging economic climate that the NHS and Local Authorities are operating within, and, in
particular, the workforce challenges facing the country.
These and other factors are having a major effect on the way mental health and substance misuse
services are commissioned and provided. For service users and populations there is greater
emphasis on wellbeing and supporting long term recovery, with people and carers having ever greater
influence on care. For organisations we are seeing commissioners of health and social care
becoming more integrated and providers collaborating and, in some cases, formally merging to
improve the quality, and reduce the fragility, of services, as well as operating more efficiently.

2.1 Population
Our populations have significant and often above-average needs
People with mental health problems are far more likely to experience physical ill health and those
with serious mental illness are likely to die 15-20 years earlier than those without.
• The number of people accessing mental health services in GM is almost double the national
rate (3,981 per 100,000 population compared to 2,176 nationally).
• Poor mental health makes physical illness worse and raises total health care costs by at least
45% for each person with a long-term condition.
• This suggests between 12% and 18% of all NHS expenditure on long-term conditions is linked
to poor mental health and wellbeing – between £8 billion and £13 billion in England each year
(GM, between £420m and £1.08bn).
In GM, around 680,000 people (c.40% of the population) are among the 10% most disadvantaged
in the country. Further evidence of the high levels of need in our local populations is given by the
mental health needs index which highlights that Salford CCG (1.42) and Manchester CCG (1.41)
are both ranked in the top 10 of highest need in England.
The populations we serve are changing
The population of England is predicted to increase by 5.9% by 2026 – for GMMH this will mean
over 3,000 more people accessing current services within five years.
• By 2021 the overall the population will increase by 3% and the over 70s by 15%. Of the
population increase, 54% is predicted to be due to net migration.
• Over the next 25 years the proportion of our population aged 85 and over will double.
• Whilst the population is generally ageing, within parts of the communities that we serve there
is significant growth in the younger population.
• Greater Manchester has a diverse population and it is important that people’s specific needs
are met to avoid significant inequality of access and service provision.

Version: 0.1

Replaces Version:
Page 4 of 51

Review Date: 2024

Draft Trust Strategy 2019 - 2024
Local contexts vary significantly
The context for mental health and substance misuse services varies significantly by geographic
area and client group, as illustrated in the examples given in the table below. For all, there are
common themes around our approach, particularly how we reflect diversity, ensure equality of
access and tackle unwarranted variation (differences in services that are not due to user needs
or preference) 1.
Bolton

Bolton has identified the importance of early help for low-level mental health
conditions and the need for good maternal mental health. One in seven men
develop clinical depression in six months of losing their job.
• Prolonged unemployment increases the incidence of psychological problems
from 16% to 34%, with major impacts on family members.
• Young people are particularly at risk. Attempted suicides are 25 times more
likely for unemployed young men than employed young men.
• Poor mental health is a significant cause of sickness absence from work and
also a commonly experienced effect of long-term worklessness.

Manchester The Indices of Deprivation (2015) ranks Manchester as England’s fifth most
deprived local authority, and the second most deprived in terms of risk of
premature death and the impairment of quality of life through poor physical or
mental health.
• Priorities in Manchester include suicide prevention, addressing the mental
health and wellbeing needs of children and young people most at risk of
becoming involved in serious crime and the growing number of people who
are homeless/rough sleeping, closely linked to mental health and wellbeing.
• Through the Later Life Mental Health Services programme there is ongoing
work to improve diagnosis rates for dementia to ensure patients and carers
can access support and advice at an earlier stage.

1

Salford

Salford has the highest rate of young people who are not in education, training
and employment (NEET) in GM, and the third highest in the country.
• Mental health issues are closely related to employment and wellbeing - with
mental health and musculoskeletal issues being the main health problems
cited by workless claimants of sickness-related benefits.
• Young people who are NEET are: four times as likely to develop a mental
disorder; three times as likely to attempt suicide; six times as likely to be
admitted to hospital following an episode of self-harm; twice as likely to
develop an anxiety disorder.
• Salford CCG developed a Mental Health Strategy in 2019, setting out
priorities.

Trafford

The need to promote healthy ageing and the importance of improving outcomes,
including for mental health is a key priority.
• There is an increased prevalence of dementia, and impact on carers.
• Importance of changing the perception that depression is a normal part of
ageing, through raising awareness.
• Need for increased identification and recording of depression in older people,
and offer of appropriate treatment.

Annual Public Health Reports 2017, 2018
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2.2 Policies and plans
The NHS Long Term Plan (January 2019) builds on the NHS Five Year Forward View for Mental
Health (February 2016). It focuses on prevention, integrated working and mental health, in
particular prevention, early intervention, resilience and access with key commitments including:
• Increasing the amount of mental health funding being spent on services for children and young
people, with access for all young people who need specialist care by 2028/29.
• Improving access to IAPT talking therapies for people with anxiety, depression and other
common mental health problems.
• Access to timely, 24/7 mental health crisis support through NHS 111 by 2028/9 and an
increase in the provision of alternative forms of crisis support, such as sanctuaries and crisis
cafes.
• More support in the community for people with severe mental health problems.
• Improving patients’ access to community services through “new integrated models of care”
• Continued emphasis on elimination out of area placements by 2021.
• Alongside this, a commitment to a Mental Health Investment Standard.
As part of Greater Manchester Devolution, Our People Our Place sets out a bold ambition to make
GM one of the best places in the world through community driven approaches. Greater
Manchester Health and Social Care Partnership has developed a Greater Manchester Mental
Health and Wellbeing Strategy (2016). It sets out a commitment to parity of esteem for people with
mental health issues, tackling access and waiting time standards and breaking down barriers to
how care is provided to shift the focus of care to prevention, early intervention, resilience and
sustainable mental health system.
The NHS Long Term Plan and the Greater Manchester Health and Social Care Partnership have
both also priorities the development of more integrated working across health and social care
services, recognising the wider determinants of health and the importance of joined up service
provision to better meet the needs of people in their communities and promote wellbeing. Mental
health services are an important part of this local offer and the trust is working with each of its
localities to be a local partner in this approach.
Commissioning plans
As commissioners of specialised mental health services, NHS England’s plans for secure,
specialised CAMHS and Eating Disorder services include improving pathways of care and quality
of services through the New Care Models programme, now the Lead Provider Collaborative. NHS
England Health and Justice’s Strategic Direction for Health Services in the Justice System 20162020 sets out seven priorities to improve health and care outcomes for those in secure and
detained settings, support safer communities and social cohesion. For substance misuse services,
there is a strong evidence base for recovery-focused substance misuse services, which should
recognise the complexity of the person who misuses substances and the benefits of collaborating
to meet both their needs and their families and carers. However as commissioners of services
Local Authorities face continuing pressure to reduce expenditure of services. For local services,
each CCG, working with its Local Authority, has a Locality Plan to improve health and wellbeing
and setting out key programmes of work.
Our five year strategy is shaped by these policies, strategies and Locality Plans and we will work
with our NHS England, NHS England Health and Justice, Local Authority and CCG commissioners
to deliver these. We will also implement the outcomes from the Mental Health Act review.
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2.3 Workforce
There are significant challenges to the provision of services through the shortage of an available
workforce. This is widely recognised to now be more challenging than the financial challenges
facing services. As well as projecting staff shortages – currently exceeding 100,000 and with
potential for the gap to grow to 250,000 by 2030 – the report highlights that:
• More staff are leaving the workforce early, especially doctors and nurses.
• Central investment in education and training has dropped from 5% to 3% of health spending
between 2006/07 and 2018/19.
• The current workforce shortages are having a growing impact on the health and wellbeing of
staff, and there is evidence of discrimination and inequalities in pay and progression, which
need to be addressed.
• Many of the same issues are affecting the social care workforce, with around 1 in 10 social
worker and 1 in 11 care worker posts vacant.
Our approach to addressing the workforce challenges is reflected in our recent Workforce and
Organisational Development Strategy, 2018 – 2021.

2.4 Finance
The unprecedented constraint in NHS resources, with Department of Health budgets increasing in
real terms by c.1% between 2009/10 and 2020/21 compared with previous long-term average of
nearly 4% 2. This has created a major challenge over the last decade as demand for services
continues to increase alongside inflation. Despite these circumstances, GMMH has a strong track
record for financial management, having delivered on all targets to date. The situation remains
challenging however, such as through:
• National funding pressures, given constrained allocations to CCGs and Local Authorities.
• Cost pressures, including:
- Year on year increases in demand for services - whilst payment is through a block contract,
creating further cost pressures.
- Out of Area Placements – whilst these have reduced significantly (63%) since GMMH
began running services for the City of Manchester, there is more to do to reduce
expenditure, make the best use of all resources allocated to mental health, and help more
people to be supported closer to home.
- Workforce challenges can lead to significant spending on agency staff, to keep services
safe. GMMH is in the early stages of implementing NHSP to address this.
- Changes to the Consultant contract.
- Pension - limits causing challenges to workforce supply and increases in pensions
contributions.
- Access to capital – significant impact on ability to deliver services in fit for purpose estates
in more challenged buildings such as Park House.
- Making savings and delivering recurrent cost improvement – this is an ongoing challenge.
There has been an increase in national benchmarking approaches for mental health
services that are highlighting potential opportunities to improve productivity, alongside
developments in technology which offer potential digital solutions to improve services,
which will assist with this challenge.
The NHS Long Term Plan announced a funding settlement for the NHS and introduced the Mental
Health Investment Standard, supporting an increased allocation of funding to mental health
services over and above other services.
2

https://www.kingsfund.org.uk
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2.5 Changing health and care landscape
The organisation and approach of health and care organisations continues to change. There is
consolidation in all parts of the system, to address fragility of services/improve quality caused by
workforce challenges amongst providers and as part of a wider drive towards collaboration:
• National NHS Regulators are coming together – with NHS England and NHS Improvement
working much more closely, with the possibility of a full merger in the future. The national
approach is also proposing to enable commissioners to work more closely with each other,
with providers and for changes to competition and procurement rules.
• Strategic Commissioning – aligned with this, Local Authority and CCGs commissioners are
already working together, sometimes through alliances or joint leadership teams. NHS
England are also devolving some commissioning responsibilities through the Lead Provider
Collaborative approach.
• NHS Foundation Trust Regime – the ongoing challenges across most providers to meet
performance and financial targets is driving collaboration and consolidation.
• Several GM provider organisations are already coming together, and some have formed
Group arrangements for example, Manchester University NHS Foundation Trust brought
together the previous Central and South Manchester acute trusts, and the Northern Care
Alliance is bringing together Salford Royal and most of the services in Pennine Acute NHS
Trust. Following Sustainability Plans due in Autumn 2019 there may be further consolidation
ahead.

2.6 Implications for our Strategy
The key opportunities and challenges for our strategy are as follows:
• Delivering the NHS Long Term Plan – including targets to improve access to services,
productivity and support for particular groups of people, all set in the context of
unprecedented, long-term financial constraint in the NHS. Demand is continuing to rise and
needs change; to which our services must respond. The national focus on mental health and
the Mental Health Investment Standard (MHIS) offer a great opportunity to make a difference
to mental health and wellbeing.
• Integrating health and care – the importance of collaboration with a wide range of partners
to ensure that we promote wellbeing and resilience and that our service users and carers
experience joined up approaches. In particular, working as a partner in local integrated care
approaches, with opportunities to improve people’s physical and mental health. This requires
GMMH to continue to be a key partner at the neighbourhood level and maintain the integrity
of mental health pathways to secondary care services.
• Ensuring we have the right Workforce – reflecting the national and regional picture, we
face significant challenges recruiting to key posts. Our workforce strategy sets out our
approach to these challenges - we will create new roles, review existing ones, and continue
to enhance the asset-based approach, exemplified by the Recovery Academy.
• Meeting the needs of changing populations – our services need to address the projected
changes in population, with more people accessing mental health services, particularly
younger and older age people, often with specific needs and multiple co-morbidities.
• Changing approaches – in addition to partnership working for service delivery, changes to
NHS England commissioning arrangements for specialised mental health services present
potential opportunities to commission services and further improve pathways of care. The
trust will also need to deliver increasing access targets with a comprehensive approach to
performance and reporting.
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3. Our Strategic Objectives and Supporting Programmes
We believe that mental health and wellbeing matters. Every person deserves the opportunity to
be supported to improve their mental health and wellbeing and have access to person-centred, high
quality, integrated services. Our goals are:
• For people and communities to have mental wellbeing.
• For individuals who need mental health/substance misuse support to
have timely access to services that are personalised, integrated and
close to home.
• Our staff and services to be recovery-focused, building individual and
community resilience.
• The services we provide to be evidence-based, offering high quality care
by compassionate and capable staff in fit for purpose environments.
• Our staff to be happy and motivated.
• Anyone with a mental health or substance misuse issue to be treated
equally and be supported to challenge stigma that they may face in their
lives.
Fundamental to our approach is working with our service users and carers
using the ladder of co-production. We have co-produced four important
strategies that set out how we do this – Service Users and Engagement,
Carers, Families and Friends, Equality Diversity and Inclusion and
Spirituality. Together these approaches provide the framework for the
implementation of our Strategic Objectives.

As we set out our strategy for the next five years, we have five strategic objectives to deliver excellent
care and support wellbeing, based on our values.

1

Work with service users and carers to achieve their goals by delivering high quality
care and excellent outcomes

2

Create an outstanding place to work, ensuring staff feel valued and are supported
to reach their potential

3

Continuously improve services for users through Quality Improvement, Research
and Innovation

4

Work in partnership with others to improve wellbeing and challenge stigma

5

Be a sustainable, well-governed organisation that delivers social value
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Objective 1
Work with service users and carers to achieve their goals by delivering high quality
care and excellent outcomes.
We want people to thrive in their communities, accessing the best care when they need it. Our
aim is to support wellbeing and help service users and carers to achieve their goals. Achieving this
is dependent on building resilience with people and in communities and ensuring access to timely,
inclusive and consistently high quality pathways of care.
Where are we now?
Four key areas of work are critical to supporting wellbeing and consistently delivering the best care
for people who need services.
1. Working with communities to build resilience and reduce stigma
We are increasingly playing our role in building resilient communities. We have invested in a
significant number of third sector community programmes, building capacity for wellbeing,
strengths based working and support for people at home. We are supporting our staff to
understand their role in promoting wellbeing, investing in community hubs across our localities
and providing health and wellbeing services. We are working in our four localities at a
neighbourhood level, supporting prevention programmes and over 6000 services users, carers,
staff and the public to build resilience through our co-produced Recovery Academy.
2. Timely access to services
We want people who need support to know how to access services quickly and understand and
agree the pathway of support that they will follow. We have made progress in improving access
to services – Early Intervention is implemented across our four localities and we continue to
improve access to IAPT services. We have also increased Mental Health Liaison services and
Home Based Treatment services for people in crisis. We’ve improved our Bolton CAMHS service
and our RADAR service provides direct access from A&E Departments to detoxification services.
We now have Section 136 suites in each of our localities.
3. Individual approaches – with shared objectives and best pathways of care
We are improving pathways and patient flow. We have significantly reduced the number of people
having to go out of area for their treatment. We are reviewing rehabilitation pathways working
with housing providers to develop supported accommodation models. The quality of the work that
we do continues to improve and be assured through our Safe Wards approach, using least
restrictive practice and increasing therapeutic activities for people admitted to wards. As a
national pilot we are testing a “blended model” for women’s medium and low secure services. We
provide outreach services for prisons and as a national New Care Model/lead provider we are
working with partners to develop a least restrictive pathway approach across GM.
4. Inclusive services
Working with commissioners we have also developed services to better meet the needs of every
individual. Examples include we are a national provider of mental health and deafness services,
we provide services for military veterans, substance misuse services and support those with dual
diagnoses, we have developed a peri-natal service for Greater Manchester and, working with our
partners, are developing specific services for people who are homeless and the Greater
Manchester student population.
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Where do we want to be?
We want to build on the foundations that we have put in place as a new trust as an integral part of
each community, building resilience and wellbeing, improving access and delivering consistently high
quality, evidence-based services to work with service users and carers to achieve their goals.
1. Working with communities to build resilience and reduce stigma
To support wellbeing and build resilience we will:
-

Support the implementation of the Greater Manchester Mental Wellbeing Strategy.
Work with VCSE partners to support prevention, awareness and resilience training in schools
and places of employment.
Work closely with General Practice and VCSE partners to improve mental health support in
primary care, testing effective models of working.
Actively engage with the development of neighbourhood teams advocating on behalf of mental
health.
Work to enhance physical health for our service users.
Look to secure recurrent funding for community wellbeing schemes.
Further expand the Recovery Academy to increase access for different communities in
networked locations.
Through our workforce strategy, we will continue to train, develop and support people with
lived experience to work in services to reflect our local populations.

2. Timely access to services
To expand access to services, improving outcomes and experience, we will:
-

Open up access to self-referral wherever appropriate.
Test and evaluate digitally enabled access to services, including crisis responses.
Expand access to IAPT services, enabling access for people with Long Term Conditions and
delivering consistently high recovery rates.
Continue to test innovative ways to prevent crisis.
Create one point of access in crisis from existing approaches.
Deliver seven day working.
Working with commissioners, delivery improved access requirements in Long Term Plan.
Measure all access to services.

3. Individual approaches – with shared objectives and best practice pathways
We want every individual who enters services to agree their pathway of care and duration. To
make sure that service users have specific approaches for their needs, agreed with them, and
access to best practice pathways, we will:
-

-

Implement Mental Health Act review requirements.
Work with commissioners to standardise high quality, evidence-based approaches across
localities.
Redesign pathways to create best practice approaches – CAMHS, Medium Secure/Low
Secure including evaluating Women’s Blended Services pilot, Acute Care Pathway, End of
Life Care, Personality Disorder, ADHD/Autism and Eating Disorders using the principles of
prevention and wellbeing, care closer to home, best practice/least restriction and recovery
focus.
Implement improved rehabilitation pathways, supporting more people closer to home and
eliminate out of area placements.
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-

Improve pathways of care through the implementation of the “red to green” approach and
develop comprehensive measurement approaches to pathway management across all
services.
Co-produced decisions about treatment for care planning and crisis planning.

4. Inclusive Services
We want to meet the needs of all individuals taking account of their community of identity. We
will:
- Develop plans to respond to future population needs, in particular the projected increase in
older people.
- Continue to connect substance misuse services and community mental health for people with
dual diagnoses.
- Enhance the physical care of people in prison.
- Expand substance misuse approaches to include all addictions.
- Deliver effective perinatal services alongside parental wellbeing.
- Implement Housing First role to support people who are homeless.
- Implement GM Students services.
- Work with partners to explore other community needs, such as the health needs of
transgender people.
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Objective 2
Create an outstanding place to work, ensuring staff feel valued and are supported to
reach their potential
We want to be the first choice employer
for mental health and substance misuse
services, with staff who feel valued, cared
for, supported and rewarded for the work
that they do. Ensuring we have the right,
appropriately trained, led and supported staff in
place is critical to supporting wellbeing and
helping service users to achieve their goals.
Approximately 75% of our spending is on our staff
and the national workforce shortage is our
biggest challenge.
Our Workforce and
Organisational Development Strategy 2018 -2021 frames our approach to enabling staff to reach their
potential in a supportive environment. We wanted our workforce to represent our communities with
extensive engagement we identified four ‘High Impact Areas’ as priorities to address the issues with
the priorities for action. These are complemented by our approach to Organisational Development.
Creating a supportive and open culture is at the heart of OD, with supporting programmes including
Employee Engagement and Reward and Recognition.
Where are we now?
Our Workforce Strategy highlights the unprecedented challenges in the health and care system,
recognising that problems with recruitment and retention are likely to worsen unless we, and the wider
system, act. Since launching our Workforce and Organisational Development Strategy we have made
good progress with the establishment of a Workforce Programme Board to oversee implementation.
The initial focus has been on addressing the key issues of supply, recruitment and retention and this
has included expanding the number of students we support with placements, growing the number of
Trainee Nurse Associates, supporting the development of our pre-employment programmes, growing
significantly the number of apprenticeships and peer mentors as well as instigating a national
recruitment campaign for medical staff.
In support of this and to create an outstanding place to work we have developed inclusive staff
networks focussed upon our BAME, LGBT and Disabled workforce. We continue to embed our
Freedom to Speak Up campaign across the Trust and are tackling our issues with violence and
aggression through our Mutual Respect campaign. In terms of transforming our workforce we are
defining our approach to workforce modelling and setting out a strategy for advanced practice across
the Trust as we aim to support career development and progression for our workforce whilst bridging
some significant skills gaps.
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Where do we want to be?
As we move forward, our priorities are broadening and we will be developing a new Leadership
Strategy for the Trust building on the work we have started to develop an internal coaching network,
our Shadow Board Programme and our Opening Opportunities Programme for our BAME workforce.
The key building blocks of the strategy will emphasise the importance of building leadership capacity
in managing systems, compassionate leadership and quality improvement. Alongside this a Talent
Management Plan will be established to assist in developing future leaders and ensuring there is a
talent pipeline of people ready to move into more senior roles. We will be working with the Regional
Talent Boards to support this agenda.
The Interim NHS People Plan published in June 19 sets out a direction of travel and a number of
priorities for the NHS to address. The priorities within the plan resonate with our Workforce Strategy
and therefore we will need to ensure any opportunities that emerge nationally are capitalised upon.
One example of this is the commitment to grow the number of nurses that are trained and we will
need to ensure we are flexible enough to adapt to support a greater number of student placements
over the long term. The plan also indicates a more significant role around workforce supply at STP
level. We have already taken steps to influence the GM system from a workforce perspective and we
will need to continue to influence and collaborate with partners to ensure sufficient resources and
strategic decisions are made at a GM level that positively impact upon the growth and retention of the
mental health workforce.
As the largest provider of mental health services in Greater Manchester the Trust has a great
opportunity to position itself as one of the leading employers within the sector nationally. We should
utilise all of the opportunities that living and working within GM offers our current and future workforce
by ensuring we have strong and effective partnerships across the system. These include our local
education providers, Health Education England, the Leadership Academy and the wider public sector.
To create an outstanding place to work, ensuring staff feel valued and are supported to reach their
potential is our key strategic aim. We will only achieve this if we are focussed upon delivering all
aspects of our workforce strategy and that we do that in collaboration with our staff and our key
partners across the system.
1

Supply, recruitment and retention
In order to deliver high quality modern mental health services we need to recruit and retain high
calibre staff with the right values, attitude, skill set and experience to perform their roles effectively.
We aim to attract, recruit, develop and retain a highly skilled mental health workforce to meet the
needs of our communities. To achieve this ambition our work will focus on three main areas:
• Work with key stakeholders to influence and increase the workforce supply within the
mental health workforce.
• Review, refresh and develop our approaches to attracting and recruiting people.
• Review, refresh and develop our approaches to retention based on a greater
understanding of the workforce needs.

Version: 0.1

Replaces Version:
Page 14 of 51

Review Date: 2024

Draft Trust Strategy 2019 - 2024
2

Creating an outstanding place to work
We aim to be the first-choice employer for the mental health workforce where people feel valued,
looked after and appreciated. To do this we will:
•
•

3

Create an inclusive environment which embraces diversity.
Create a healthy organisation where our employees can achieve the best possible state of
health and well-being at work.

Transforming our workforce
We aim to transform our workforce to respond to changing needs and demands through the
development of a highly skilled, flexible and modern workforce.
•

•
4

Embedding systematic workforce planning and developing new roles to effectively
integrate into the workforce.
Improve organisational performance through workforce productivity.

Outstanding leadership and management development
Effective leadership and positive management enables the development of a high performing
organisation and provides a positive employee experience which in turn creates the right
environment for our service users and carers to receive the best possible care.
We strive to deliver high quality, efficient and effective care and to support this our approach to
leadership puts clinical staff at the heart of decision making through our collective model of
leadership.
•
•
•
•
•

Develop a culture of Coaching and Mentoring.
Develop a formal values-based Leadership Development Programme with compassionate
and inclusive leadership qualities embedded throughout.
Increase opportunities for staff to develop self-awareness around leadership behaviours
and increase individual’s toolkits for their own leadership development.
Equip those with formal line management responsibilities with skills and tools that enable them
to people manage to the highest possible standard.
Create a culture that empowers, enables and promotes learning and sharing.

Version: 0.1

Replaces Version:
Page 15 of 51

Review Date: 2024

Draft Trust Strategy 2019 - 2024

Objective 3
Continuously improve services for users, through Quality Improvement, Research and
Innovation
We want people to have the best possible support and access to excellent services. Our goal
is to continuously improve how we work and what we do so that service users and carers have the
best possible experience and outcomes.
Where are we now?
There is clear evidence that the use of Quality Improvement methods and high levels of Research
and Innovation within services contribute significantly to the experience and outcomes for users 3 4.
The Trust has already implemented Quality Improvement approaches such as Positive and Safe and
Safewards that have seen significant improvement in the quality of services on wards. The Trust is
the second most research-active mental health trust in the country with renowned academic
colleagues and a strategy in place to build on six Research Units and bring research in to practice to
improve outcomes. The Research Units reflect trust priorities and further expansion is planned into
new areas of research aligned to strategic objectives. Five academic hubs and bring research in to
practice to improve outcomes. There is a growing body of benchmarking information specific to
mental health services that, for the first time, highlight opportunities to reduce variation and
standardise good practice. Our digital strategy sets out five priority areas for digital innovation and
we are committed to testing new ways of working using technology to innovate the way we support
people and deliver services.
Where do we want to be?
Building on the work already in place we will continuously improve what we do, and how we do it,
designing and improving our approaches and pathways, developing and implementing best practice.
We will do this working with service users and our staff through four programmes of work:
- Quality Improvement
- Research and Innovation
- Productivity Improvement
- Digital Innovation
These will be supported by a trust-wide approach to measurement for outcomes and improvement.
Our staff will be supported as leaders to take forward this way of working through Organisational
Development Strategy.

3

King’s Fund Making (2017) https://www.kingsfund.org.uk/publications/making-case-quality-improvement
Boaz A, Hanney S, Jones T, et al. Does the engagement of clinicians and organisations in research improve
healthcare performance: a three-stage review. BMJ Open 2015;5
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1. Quality Improvement
Phase One of our Quality Improvement Strategy (June 2019 – June 2020) is about to be launched.
Following extensive engagement with staff and service users we have identified three Quality
Improvement priorities:
-

To improve outcomes
To deliver safest care
To integrate care around the person

Our approach to QI is to embed a culture of continuous improvement and learning across the
organisation. Our aim is that our three QI priorities are understood and supported throughout the
organisation via a co-ordinated and prioritised programme aimed at improving the organisation’s
care processes, pathways and systems. This initial phase of the plan focuses on developing
capacity and capability for improvement:
- Supporting staff to deliver QI – building QI capacity and capability through a robust training
programme. This will help us create a culture where staff are both trained and empowered to
focus on improving services, as a core part of the work that they do.
- Identifying improvement methodology – recognising that the evidence suggests no one
method is most successful in health care, so we have a decision to make. What matters is
that a structured approach is taken, and pursued consistently across the organisation.
- Developing more improvement-oriented data throughout the organisation, from the Board to
wards and teams. We will support the shift from measurement for judgement (for assurance
and regulation) to measurement for improvement (where data are used to help identify
problems and take opportunities to provide better care for users).
Implementing this approach will equip our staff with the skills and tools to deliver high quality, safe
and clinically effective services at all times. Phase 2 of the QI Strategy is in development and
expected to commence from Spring 2020.
2. Research and Innovation
We aim to become the world-leading organisation for mental health research. Our Research and
Innovation Strategy seeks to expand opportunities for service users to participate in research and
build on five outstanding academic hubs. Involving more users and staff in research will bring the
twin benefits of improving outcomes for people with mental health and substance misuse
problems, and support staff to provide the best possible care. Through the strategy we aim to:
• Develop and deliver research and innovation activity that is relevant to Trust, NHS and service
user and carer priorities.
• Maximise the opportunities for the community served by GMMH to participate in research and
to benefit from developments in both research and innovation.
• Ensure that clinical services are informed and improved by research involvement,
dissemination and translation and innovation adoption.
• Maximise financial opportunities and income from research and innovation for the trust while
ensuring value for money.
• Ensure our research includes an emphasis on prevention in addition to treatment of
established mental health problems.
We have developed five Research Units in addition to the already established Psychosis
Research Unit.
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As we enter the third year of this strategy we will review progress and the infrastructure needed
to accelerate research and innovation, in particular adoption of evidence in to practice and
outcome measurement.
3. Productivity
Improving quality, reducing waste and delivering value are fundamental ways to make the best
use of limited resources to deliver services and support staff. Recently developed benchmarking
tools have provided helpful information to demonstrate where productivity improvements could be
made. Through the Carter Report for Mental Health and Community Services, NHS
Benchmarking, the Model Mental Health Hospital and recently launched Getting It Right First Time
(GIRFT) for Mental Health and the CQC’s Insight report we have a wealth of information about
where there is variation and good practice that can be developed. Using this information we are
exploring potential productivity opportunities across a number of different areas of work, including
service delivery, workforce and human resources, digital opportunities, e-pharmacy and corporate
services.
4. Digital
Our vision is to enable the adoption of digital technologies that enhance the patient and service
user experience, whilst ensuring that we are able to demonstrate that we are using our resources
to the maximum effect. The opportunity to improve access to services, personalise approaches
and make informed choices, reducing duplication. Our digital strategy sets out five key ambitions,
recognising the importance of ensuring digital inclusion of our service users and not leaving
people behind. Our digital ambitions are:
1 – Improving the experience of our services for service users and carers
2 - Connect our organisation across the health and social care partner footprints
3 – Improving our ability to make informed and intelligent decisions
4 - Improve the efficiency and digital safety of our organisation
5 – Supporting our workforce to become digitally enabled
Our digital approach will ensure that our trust’s comprehensive research programmes will be
supported to adopt new and emerging innovative technology to advance research and outcomes
for our service users. It will also enable partnership working beyond organisational boundaries.
We anticipate the outcomes from this work to be:
- Making it easier for service users and carers to access services through different types of
consultations and supported self-care, with no disparity in service provision.
- Support service delivery through the management of patient pathways and secure sharing of
information with partners.
- Access to high quality data to inform decisions and support quality improvement.
- More people supported in the community through mobile solutions for community teams.
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Objective 4
Work in partnership with others to improve wellbeing and challenge stigma
The Trust has a wide number of partnership in place:
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We want to continue to develop our expertise in partnership working to support people to be
well, and to support their care, in the way that best meets their needs and helps create “a life
worth living”. As a specialist mental health and substance misuse provider we recognise that we
need to collaborate with people, families, communities, third sector and statutory partners to bring
together expertise for the benefit of service users, moving beyond medical care to create optimistic
futures. Working in partnership is an ongoing process of building relationships and aligning
approaches for the benefit of service users and local communities. We also recognise that people
with mental health problems often face stigma in their daily lives and unequal access to services and
opportunities as a result of their mental health and/or substance misuse. When we work as a partner
we must use our role to advocate for mental health and wellbeing in our communities and ensure a
strong voice for mental health parity with our commissioners and partner organisations.
Where are we now?
The trust works with a great many partners in the planning and developing of services. We collaborate
with service uses and carers, in communities and in delivering services, across local mental health,
substance misuse and health and justice services. We have developed the very successful Recovery
Academy, co-produced and co-delivered between people with lived experience and staff. With over
6000 students each year the Recovery Academy is a partnership working to support people, carers
and staff to support themselves and each other.
Where do we want to be?
The number and complexity of partnerships continues to increase as we look to promote wellbeing
and best meet the needs of service users and carers. We want to continue to develop our trusted
partnership approaches in four ways:
- Working with service users, communities and VCSE Sector
- Integrated Care partners
- Wider Public Sector partners
- Further developing Trusted Partnerships

1. Service Users, Communities and VCSE Sector partners
We will continue to work with communities and service users to promote wellbeing and develop
strengths-based approaches. We will work with partners to implement the GM Mental Health
Wellbeing Strategy, support our third sector partners to promote wellbeing in schools and
workplaces and continue to oversee the Manchester Wellbeing Fund to support innovation with
VCSE partners. We will also continue to support and expand the Recovery Academy, coproduced and co-delivered with people with lived experience, developing wider community
locations to further enable engagement.

2. Integrated Care partners
Integrated care is a national priority, bringing together health, social care, wider public sector and
VCSE partners to both understand people’s needs in their communities and work together to meet
them in a co-ordinated way. In Greater Manchester, CCGs and Local Authorities are working
closely together to commission services and local integrated systems are being developed
focused on neighbourhood planning and delivery. GMMH is a partner is each of the four localities
that we work in – Bolton, Manchester, Salford and Trafford. Each locality has a different approach
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to integrated working and we are committed to working together to better meet the needs of the
local population. Our priority is to work as a valued partner in local integrated partnerships to
lead, improve and support mental health and wellbeing, in particular:
- Preventing poor mental health and promoting wellbeing.
- Improving the physical health of people with mental health issues.
- Supporting the mental health needs of people with physical health problems, particularly
people with long term conditions.
- Working with General Practice and third sector partners to develop ways to support people
with mental health problems in primary care.
- Being a strong voice for mental health in wider partnerships.
- Further developing our work with partners to enable services uses to move through their
pathway of care in a timely way.
- Developing specific approaches to local community needs.
We will continue to pilot new approaches and shared learning across our localities and beyond
and look for ways to enable closer working with partners such as through information sharing.

3. Public Sector partners
We will also continue to work with, and strengthen, our partnerships with the wider public sector.
In 2019 we launched our Housing Strategy, recognising the value in developing alternative forms
of supported housing to enable people to live in the community. The trust is working as a partner
in Housing First, a GM collaborative to support homeless people, and will continue to grow our
partnership working on debt counselling, employment and other public sector partners.

4. Trusted partnerships
As we continue to work in partnership to deliver services and support wellbeing we recognise that
our successful collaborations are built on relationships, shared values and purpose. A number of
our services, particularly Substance Misuse Services and Health and Justice Services, are subject
to regular competitive tendering processes and the strength of our partnership working to meet
the requirements of commissioner specifications is a key component of our success to date. To
support strong relationships we will develop a framework of trusted partners for key strategic areas
of our services.
We also have the opportunity to develop as a commissioner of services through the Lead Provider
Collaborative approach being developed by NHS England for specialised mental health services.
This will build on our early work as a New Care Models pilot, working in partnership with all
providers of these services to redesign pathways of care for services users, improving quality and
delivering services closer to home wherever possible.
In further developing our approach to collaboration and working in partnership, we will:
- Work with partners consistent with our Trust values.
- Be proactive and innovative in selecting partners for the benefit of service users.
- Co-produce with service users and partners.
- Recognise the importance of creating social value for local communities through our
partnership approach.
- Be a valued partner ourselves, operating with honesty and integrity.
- Further strengthen our contractual framework for partnership working.
- Develop our approach to commissioning of partner services, on behalf of NHS England.
Version: 0.1

Replaces Version:
Page 21 of 51

Review Date: 2024

Draft Trust Strategy 2019 - 2024

Objective 5
Be a sustainable, well-governed organisation that delivers social value
We want to use the mental health pound to add value to people’s health and wellbeing and
play our role in contributing social value to communities. To be able to develop and deliver
services for people that meet their needs we must continue to be a sustainable organisation, one that
is financially sound and well governed. The financial restraints in the NHS over the last ten years,
and the lack of parity of funding for mental health, have proved a significant challenge to NHS
organisations. The Five Year Forward View Dashboard for 2017/18 showed that Greater Manchester
is in the lowest quartile for STP mental health expenditure, although this varies by CCG within Greater
Manchester. The therapeutic environment is critical for mental health services and the trust has an
ongoing programme of estate modernisation to improve recovery and support working practices. As
an NHS-funded organisation spending resources and employing over 5000 staff we recognise the
role that we play in our communities and that we need to maximise the impact of our expenditure to
deliver added social value.
Where are we now?
GMMH has a strong track record of financial performance, delivering all financial targets and working
with commissioners to develop services and delivering savings through pathway redesign and the
creation of the new trust. Over the last two years the trust has invested around £19m in updating and
renewing its estate, building fit for purpose new facilities, introduced agile working in community and
expanding local facilities to support reduction in out of area placements. Challenges remain and some
service users are required to be admitted to services that are located in unfit accommodation and
which require significant capital schemes - Park House in North Manchester, Edenfield in Prestwich
and Meadowbrook in Salford. The trust already contributes to added social value through its
expenditure, being committed to the living wage for all staff and is taking steps to ensure that the
workforce fully reflects the local populations through the development of apprenticeships and peer
mentors.
Where do we want to be?
With growing demand and limited finances, it is critical that the trust continues to have a sound
financial plan, enabling it to continue to investment in the trust estate and IT infrastructure and also
continuing to use its expenditure to add value to the local economy and local communities. In addition
to the opportunities to make step changes to quality and efficiency through productivity improvements
and the implementation of digital technology, there are three programmes of work
Identified to ensure that the trust remains a sustainable, well-governed organisation that delivers
social value:
-

Being financially sustainable and well-governed
Ensuring we deliver services in an effective and efficient environment
Delivering social value in our communities
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1. Being financially sustainable and well governed
To achieve financial strength, the NHS needs to manage patient demand, including how long
patients wait, the quality and safety of services, and remain within the resources given to it. The
financial strategy for the Trust is focused on achieving long-term financial sustainability for the
organisation whilst continuing to deliver key financial targets and effectively managing financial
risks. The Trust’s overall financial objectives are:
- To meet the Trust control total.
- Report a Use of Resources (UoR) score of 2/3
- Maintain the Trust’s overall margin of average earnings before interest, tax, depreciation and
amortisation (EBITDA). EBITDA is used as a measure of operating efficiency and underlying
financial sustainability.
- Maintain cash balances to support future working capital requirements.
- Deliver CIPs in line with national requirement.
- Reduce the Trust’s spending on agency and contract staff.
- Reduce reliance on Out of Area Placements (OAPs), and the overall cost of OAPs to the Trust.
- Be a financially stable and sustainable organisation.
The Trust will undertake a number of programmes to deliver real value for its services:
- Improving quality through our quality improvement approach.
- Improving productivity through our productivity approach.
- Implementing our workforce strategy to continue to address agency spend.
- Continuing to improve pathways so that people can access services that are needed in a timely
way, reducing urgent admissions and managing recovery to reduce readmissions.
- Working with commissioners to develop cross-locality opportunities to improve services and
value such as Out of Area Placements.
- Delivering improved quality of service through redesigning secure pathways.
- Transforming how we deliver services through our Digital Strategy.
GMMH will endeavour to achieve financial strength by:
- Having a clear understanding of our financial model to respond to any economic risks or
opportunities.
- Undertaking regular reviews of the Trust’s financial performance, including any variations
against plan.
- Holding a contingency to manage risk.
- Modelling financial scenarios as they change or arise during the financial year.
- Completing a Service Line Reporting review, with the aim of ensuring clear links between
clinical services and financial services to ensure financial modelling is in line with operational
models, reflects operational risks and supports organisational performance.
- Responding to opportunities to support partnership working, integration and demand
management.
- Ensuring the organisation has robust processes in place to assure Mental Health Investment
Standards across Greater Manchester are met.
As well as enabling the trust to continue to be viable, financial sustainability to critical to enabling
the trust to continue to invest in its estate and IM&T.
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2. Ensuring we deliver services in an efficient and effective environment
The role of estates is critical to the provision of mental health services. To be sustainable we
want people to be safely supported in fit for purpose accommodation, whether at home or in their
community and wherever possible co-located with other supporting services. Where people are
admitted as inpatients to services, evidence shows that the built environment has a profound impact
on recovery. The trust has invested £18.87m in improving estate and facilities for service users over
the last 2 years.
Where Are We Now?
We have an extensive portfolio of property types and ownership models with over 57,000 square
metres of inpatient accommodation and over 140 locations including our extensive community based
services. Whilst our estate has seen significant investment over the last 5 years, further
improvements are needed to provide safe and therapeutic environments and to be an attractive
workplace for staff.
Inpatient facilities
There are parts of the estate that are modern, purpose built and designed to support effective
mental health provision. There are also significant parts that need improvement to address issues
of backlog maintenance, poor condition, statutory compliance and patient environment. Many of
the facilities in the poorest condition cannot be improved economically and, therefore, are likely to
need to be rebuilt over the longer term. The priorities for action include:
Manchester

Park House on the North Manchester General Hospital site is in the poorest
condition, provides the lowest quality accommodation for GMMH service
users (particularly the density of shared sleeping facilities) and is the most
urgent priority for investment. Laureate House based at Wythenshawe
Hospital is an expensive PFI facility with poor facilities for mental health; we
need to explore how to re-provide this accommodation and maximise the
opportunity to expand perinatal services.

Bolton

Facilities operated on the Royal Bolton Hospital site are good and there is
scope to provide swing space while other parts of the GMMH estate is
improved.
Accommodation at Meadowbrook Inpatient Unit at Salford Royal Hospital is
less than adequate. Major investment is needed to comply with standards,
provide smaller wards and improve the patient environment.
Facilities at Trafford General Hospital are good but are likely to need
expansion to accommodate additional space for therapy, quiet rooms or
gender separation in the medium-term.
Investment has produced excellent accommodation for CAMHS and low
secure services. Improvements are needed for older buildings including
parts of Edenfield and the Chapman Barker Unit to resolve poor ward layouts
and poor sight lines.

Salford

Trafford

Prestwich
Hospital
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Community accommodation
Our community estate is extensive and fragmented and the priorities for the community estate
include:
• Reducing the number of premises to support a more efficient community model.
• Linking to partner organisations to provide integrated services for users.
• Ensuring that remaining premises are sufficient, functionally suitable, provide a good quality
environment and have the appropriate ancillary facilities for their users.
• Enabling more agile working through our Digital Strategy.
Where Do We Want to Be?
We want our estate to support clinical models to maximise efficiency, patient safety and support
effective staffing. Our estate must be sustainable in environmental and financial terms and we need
to ensure that any investment is central to these aims. At the same time, we need to align our
programme with wider proposals at the Greater Manchester level and this may have impacts on the
projects or timeline in our estate.
Service drivers
The following service requirements will inform our estate proposals:
Inpatient services
• We must improve facilities to provide a modern, therapeutic environment for all inpatients.
• We need to respond to a likely increase in acuity of illness, due to demographic trends and
the implementation of the Enhanced Community Model.
• Continued drive to support more people in a community setting may reduce inpatient
requirements in the medium term, whilst ongoing work to reduce out of area placements may
increase the use of local inpatient facilities. Perinatal beds will expand, and we could attract
this activity, but only with an additional unit.
• Opportunities to redesign rehabilitation pathways and work with partners to access capital
solutions.
• Our community estate must become more efficient and of a higher quality. We must link to
Locality reviews to plan and implement changes.
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How Do We Get There?
The themes below will guide the development of projects for future sustainability.

These high-level themes, when applied to what we know about our estate, result in the following
priorities:
• Improve our patient environments at priority sites, including Edenfield, on the Prestwich site,
and North Manchester General Hospital (in partnership with the acute trust).
• Assess opportunities for further development or land sales to support Naylor principles at
Prestwich and Trafford Hospitals.
• Explore options to reduce estate costs, including improving terms for PFI/SLA facilities at
Wythenshawe Hospital, Anson Road and the Meadows.
• Rationalise our Community Estate, to align with GM Locality planning, including working
closely with partners to increase co-location, integrated services, digital technology and smart
working.
• Support GM-wide mental health estate proposals regarding CAMHS tier 4 and Secure
accommodation.
• Review utilisation at Royal Bolton and Trafford Hospitals, to ensure we are improving our
performance against Carter metrics.
• Support discussions with services around the model of care for Older People, to ensure the
estate provides a consistent patient environment.
• Support discussions with services and Commissioners regarding demand and Lengths of
Stay.
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3. Delivering Social Value in our communities
Securing wider social, economic and environmental benefits from the work that we undertake is
an important consideration in how we use our resources as an NHS organisation. The Greater
Manchester Our People Our Place strategy sets out a vision for residents, VCSE sector,
businesses, civic leaders and public bodies to make Grater Manchester one of the best places in
the world through collection action and community empowerment. We want to make sure that
everything we use mental health funding for is adding value for our service users and carers and
for the communities in which we work. Through our partnership work we also want to work
constructively with service users, carers and partners to create optimistic futures and “a life worth
living”.
Where are we now?
Around 75% of the trust’s expenditure is on staff and the trust can contribute significantly to social
value through the staff that it employs. The trust is already a living wage employer and has an
established approach to apprenticeships, offering local people the opportunity to develop their
skills through a career pathway into employment with the trust. Peer mentors, people with lived
experience who work alongside staff to support service users, bring benefits to service users, the
service overall and the peer mentors themselves, building confidence and self-esteem. The trust
has a number of peer mentors working in services and this role can be extended further in to
services…Evidence also shows that more effective workforces are ones that closely reflect the
populations they are serving. The trust’s expenditure can also be used to ensure that investment
contributes to local communities. The trust operates a Manchester Wellbeing Fund and ‘Dragons
Den’ approach to supporting third sector partners to deliver value in communities. The trust’s
approach to procurement is also being developed in line with a GM approach to efficiency.
Where do we want to be?
We want to add more social value through our work with service users and through our use of
expenditure. We will develop a social value approach that includes:
- A commitment to continue to take steps towards our workforce reflecting our local communities
of place and identity.
- Ongoing development of apprenticeships and peer mentors through our workforce strategy.
- Using our procurement strategy to deliver further local investment across our localities and in
to our local communities.
- Meeting high environmental standards in our built environment.
- Implementing digital approaches that enable service users and staff to reduce travel wherever
appropriate.
- Reviewing our approach to energy use and waste to minimise both wherever possible.

Version: 0.1

Replaces Version:
Page 27 of 51

Review Date: 2024

Draft Trust Strategy 2019 - 2024

4. Developing services
Future strategies for our services are set out in the following way:

1

Prevention and Primary Care

2

Acute Care Pathway

3

Rehabilitation

4

Child and Adolescent Mental Health

5

Older People

6

Adult Forensic Services

7

Mental Health and Deafness

8

Substance Misuse Services

9

Health and Justice Services

4.1 Prevention and Primary Care
Our ambition
The Five Year Forward View for Mental Health (2016) acknowledges that one in four adults’
experience at least one diagnosable mental health problem in any given year. For Bolton,
Manchester, Salford and Trafford as the boroughs served by GMMH this equates to approximately
325,000 people. Further, in Greater Manchester it is estimated that 4% of the population have
contact with mental health services which for the GMMH boroughs equates to over 52,000 people.
This emphasises the pressure experienced in GP practices and the importance of GMMH
providing a service that can effectively respond to those primary care needs.
Given this demand, an essential element of GMMH services is that we are able to provide a timely
response to people experiencing mild to moderate mental health problems within primary care
services. This is emulated in the NHS Long Term Plan that places a clear requirement on
commissioners and providers to ensure additional psychological therapies, so that at least 22%
of people with anxiety and depression access treatment in accordance with waiting time standards
by March 2020 and 25% by March 2021. The NHS Long Term Plan also acknowledges the cost
of poor mental health on the economy as a whole and that the cost of poor mental health is in
excess of the NHS spend on Mental Health. It is imperative therefore to provide effective primary
care and preventative services that not only benefit individuals in GM but will have a wider impact
on the Greater Manchester economy.
Version: 0.1

Replaces Version:
Page 28 of 51

Review Date: 2024

Draft Trust Strategy 2019 - 2024
Where are we now?
GMMH is the provider of Improving Access to Psychological therapies (IAPT) services across
Bolton, Manchester, Salford and Trafford delivering high and low intensity psychological therapies
within primary care settings. Bolton and Trafford services provide both Step 2 and Step 3/3+
treatments whereas the Salford and Manchester provide Step 3/3+ treatments.
Nationally, IAPT services are expected to achieve the following key performance indicators (KPIs):
• 75% of patients commenced treatment within 6 weeks of referral
• 95% of patients commenced treatment within 18 weeks of referral
• 50% of patients to achieve recovery (CCG target across all commissioned IAPT pathways)
Over the last two years the GMMH IAPT services have been particularly challenged in terms of
meeting the KPIs identified above in Salford and Manchester. As outlined in the NHS Long Term
Plan, the service has commenced access to digitally enabled care solutions with both Salford and
Bolton piloting the use of IESO digital therapy provision thus strengthening the opportunity for
access to the services.
In terms of prevention it is acknowledged that in-reach into schools is a valuable opportunity in
terms of enabling young people to recognise when they may be experiencing symptoms of poor
mental health. While our early interventions services provide this in-reach it is not provided from
a primary care mental health perspective. The NHS Long Term Plan aspiration is that by 2023/24,
an additional 345,000 children and young people aged 0-25 will be able to access support via
NHS funded mental health services and school or college-based Mental Health Support Teams.
Over the coming decade the goal is to ensure that 100% of children and young people who need
specialist care can access it.
How are we going to get there?
We have set our strategic goals for the next 3 years as:
• Developing relationships with third sector partners and developing access to digital therapies.
• To provide an accessible, equitable and quality service across all GMMH and districts.
• Further integration with stakeholders and partners within the wider health economy.
In addition to these there is an opportunity for GMMH services to work closely with GP practices
to provide screening, support and treatment advice to GPs to ensure the most suitable care
pathways are accessed dependent on the presenting need. This has been effectively
implemented in Bolton with Primary Care Mental Health Practitioners working across the 49 GP
practices in the town. A similar service is also being piloted in Trafford.
GMMH want these services to evolve and expand as providing expert clinical input to GP practices
has a twofold benefit in that people will be able to access the treatment they need in a timelier
manner and being able to divert people from more intensive secondary care services.
Achieving this can only be done through a partnership approach with General Practice and our
full engagement with the Local Care Organisations. Through this we can improve the profile of
mental health in order that positive mental health and wellbeing is being is delivered at every layer
of health and social care.
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4.2 Acute Care Pathway
Our ambition
GMMH provides secondary mental health services across four of the ten Greater Manchester
Metropolitan Boroughs of Bolton, Manchester, Salford and Trafford with a population of over 1.3
million. Across this footprint there is great diversity as well as significant deprivation making the
necessity of effective secondary mental health service all the more important.
We want the neighbourhoods and communities we serve to be great places to live and work, and
see good mental health as a foundation in achieving this. Our vision is for the people of Bolton,
Manchester, Salford and Trafford to have access to treatment and care that is the best in the
country and will achieve this through:
•
•
•
•
•
•
•

Engagement with neighbourhoods and communities.
Providing services that are responsive to crisis and minimise the impact of acute mental ill
health.
Services that are recovery focussed and work towards people managing their wellbeing with
minimal input from statutory services.
Interventions that are based on the best available evidence.
Services that do not vary. Wherever people live within the GMMH footprint they will receive
the same excellent service.
Services delivered by a skilled workforce.
Services delivered in fit for purpose and well maintained environments.

There are currently approximately 20,000 people being supported by GMMH secondary mental
health services at some stage of the acute care pathway. Most people within the acute care
pathway are supported by the Community Mental Health Teams and Early Intervention Services.
At the highest end of need are those people requiring a hospital admission.

Increased acuity

Reduced Acuity

Providing exceptional secondary mental health services is a priority for GMMH and is important
for a range of reasons. The distress experienced by individuals is minimised, it creates greater
opportunities for people to be supported at home, not only by our services, but by their families,
friends and local communities. Further, through achieving an optimum level of mental health,
there is reduced burden on the wider health and social care system.
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Beyond the individual level, providing these services to such a high standard has benefits to the
wider health and social care, and wider Greater Manchester, economy. People experiencing good
mental health are more likely to retain employment and live independent and fulfilling lives.
People entering our acute care pathway are likely to be disabled by their experience of illness. It
is important therefore that we provide these services to the highest standard in order that the time
for which this is experienced is kept to a minimum.
Where are we now?
Since the acquisition of Manchester Mental health and Social Care Trust, and the subsequent
formation of GMMH in January 2017 a vast amount has been achieved in the development of the
Acute Care Pathway and secondary care provision across Bolton, Manchester, Salford and
Trafford. However, we know that there is still work to be done and there remains variation in the
services provided across the divisions including:
• CMHT access.
• Adult acute Inpatient length of stay.
• Inpatient and Community environments.
• Preventing hospital admission and enabling early discharge through Home Based Treatment
delivery.
We have also benchmarked ourselves against other mental health provider trusts and know that
there are areas within the acute care pathway that we need to improve upon as follows:
• CMHT referral to first contact
• CMHT contact time
• Direct patient care hours per day
• Adult Acute Inpatient length of stay
We also know that we have more inpatient beds than the national median and a lower CMHT
caseload suggesting that the service is responding to more acute service demand. In addition,
37% of our adult acute inpatient admissions are not previously known to our secondary care
services compared to the 11% national median. This potentially indicates challenges to accessing
our services and that the populations we serve are often doing so at a point of crisis, and thereby
placing demand on the resource intensive inpatient beds.
How are we going to get there?
Local Care Organisations
As an organisation we recognise that the services we provide are an integrated function of a wider
community. In delivering health and social care reform the GM Strategy notes the need to
‘reimagine’ services across the whole system, moving away from higher cost hospital based
services and identifying opportunities where people can more effectively be given the care they
need through community based services and early intervention. To achieve this, Local Care
Organisations (LCOs) have been formed to include community, social care, acute and mental
health services and third sector providers. The underlying principle of integrated care, is to enable
a shift from high cost hospital based services to services provided in the community with
strengthened resilience.
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As the provider of secondary mental health service across Bolton, Manchester, Salford and
Trafford, GMMH needs to position itself at the core of these LCOs. We recognise our expertise
and that our partner organisations are able to complement what we do and in doing so strengthen
our service offer. This is particularly true of the third sector where there are a range of opportunities
to adopt new and innovative approaches that will reduce the demand on our acute care system,
enabling GMMH services to focus on the most acutely unwell people across the boroughs.
Reducing variation - the greatest majority of service users, within the acute care pathway, are
receiving services through community based services and this is where our attention will centre.
We will use national benchmark data as a measure and work across our teams to focus on the
following:
Caseload – we will review caseloads at individual clinician level to ensure that service users are
assigned to the correct care level and the correct level of input. We will support service users and
their families and carers in the process of step down to primary care. This will not be done in
isolation but with the support of a range of community based assets and third sector partners that
are better positioned to deliver such ongoing support functions.
Referral response – while we respond to referrals within a timely manner for the initial triage,
there is variation in relation to allocation and subsequent contact with a care coordinator. Through
effective caseload management we can create a more responsive system that will be more
supportive to primary care and ensuring service users and their families are getting expert mental
health care at the earliest opportunity.
Preventing Hospital Admission/Enabling Early Discharge – Our Home Based Treatment
Teams offer an opportunity to reduce demand on inpatient beds. We will audit the activity of these
teams to understand variations in practice and further enhance the skills of clinical staff to support
acutely unwell people outside hospital. As an organisation we will support positive therapeutic risk
taking as a step to achieving this.
Liaison Mental Health – GMMH has developed Core 24 Liaison Mental Health services in Central
Manchester and Salford through phase 1 of the GMCA transformation investment. Phase 2 and
3 of this programme are now being implemented to establish Core 24 services in Bolton, South
Manchester and North Manchester. A principle element of this programme has been the training
and professional development of clinical staff, supporting the transition of service users to the
correct care pathway, be this inpatient or community based.
Inpatient Length of Stay – We will continue to monitor the activity across our inpatient units and
use our Business Intelligence resource to monitor patterns and trends in relation to length of stay
and delayed transfer of care.
Maximising the benefits of Substance Misuse Services
GMMH has an excellent opportunity for the acute care pathway provision as provider of substance
misuse services in Bolton, Salford and Trafford. To maximise this we will look at opportunities for
co working and co-location of teams with shared risk assessment and care plans. This will not
only provide better care for service users but more efficient and effective use of skills and
resources across the teams.
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4.3 Rehabilitation
Our ambition
A proportion of people with severe and enduring mental health problems require 24 hour support
on a longer term basis. Often, due to the complexity of need, specialist placement is required that
can meet that specific need on the longer term. By the very nature of this, accessing a specialist
placement can require that a service user is transferred outside the area that they live to receive
that specialist placement.
While on occasions this scenario, due to the nature of need, is unavoidable, it is our aspiration
that all service users requiring continuing care and specialist placements receive this within their
home locality where they are less isolated from family, friends and their local neighbourhoods. We
therefore want to ensure that all service users that are in out of area placements receive regular
reviews to ensure that this remains the most suitable option for them, and where possible,
supporting them to live within the least restrictive environment and as close to home as possible.
We recognise the complexity and breadth of the rehabilitation pathway and that there is a need to
meet service user needs that span varying degrees of dependency ranging from 24 hour
multidisciplinary care to non-hospital based community pathways delivered in partnership with
housing and social care. To deliver the most clinically effective service we need to develop the
service in order that it can support service users through the recovery journey, from the high
intensity support through to greater independence. This not only releases capacity to provide
placement opportunities to new service users entering the system but also optimises the use of
resources for the greatest gain.
Where are we now?
In the last two years GMMH has established a specialist Rehabilitation division covering Bolton,
Manchester, Salford and Trafford. This has been a progressive step in consolidating the expertise
and resources across the organisation.
GMMH operates six inpatient rehabilitation units as
prime provider across Bolton, Manchester, Salford
and Trafford, two of these are in partnership with
independent sector organisations. The support
within these services varies dependent on
individual need though supports service users in
developing skills relating to:
• Self-care and looking after the home
• Diet, nutrition and cooking
• Managing medication and treatment
• Education and employment opportunities
• Coping with mental health needs
• Budgeting and welfare benefits
• Developing interests and building social networks
There is a culture of development within the division and two of the Units have achieved the Royal
College of Psychiatry AIMS Accreditation.
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A further four units are supported by GMMH as a partner provider (two operated by Turning Point
and two operated by Alternative Futures Group). This maximises the opportunity for individual
placements through the provision of varying degrees of accommodation across the pathway.
Reviews of people placed in Out of Area Placements (OAPs) have been taking place and where
suitable service users have been repatriated to their home locality. There has been a focused
piece of work within the division for service users from Manchester. Across the Manchester locality
over the last two years there has been a reduction from 24 service users in out of area placements
to 8.
How are we going to get there?
The programme of work to review all service users in Out of Area Placements has begun and
needs to continue until we know for those people in these placements this is due to clinical need
and that there is no alternative option within their home locality. Additionally we will prevent service
users entering the rehabilitation pathway from being unnecessarily placed out of area, all options
to identify a local solution will be explored in full.
Over the last two years the rehabilitation division has demonstrated the capacity to work well as
the prime provider within two inpatient units. We will continue to develop this prime provider role
to enable:
• More effective partnership arrangements.
• Comprehensive Rehabilitation care pathway across all GMMH boroughs.
• Develop new partnership arrangements with housing providers.
• Reconfigured resources to achieve health and social care outcomes and eradicate OAPs.
The emphasis of Rehabilitation services has been on the provision of supported accommodation
and to enhance recovery and provide onward placement for people within our units. We want to
work in partnership with local housing providers to develop community based pathways.

4.4 Child and Adolescent Mental Health Services (CAMHS)
Our ambition
Our Child and Adolescent Mental Health Service offers a range of specialist child and adolescent
services including two mental health inpatient units - Junction 17 and the Gardener Unit which
provides support for young people who require treatment for a range of complex needs. We also
provide community CAMHS services across the locality of Bolton.
Promoting and improving the mental health and wellbeing of children and young people is national
priority with welcomed recognition that a whole system approach is needed that places emphasis
on prevention of mental ill health, early intervention and recovery. The vision for CAMHS services
is clearly set out in the Department of Health document ‘Future In Mind’ (2015) with a clear
commitment to transform the design and delivery of local services. This transformation will provide
the opportunity to reshape community and inpatient CAMHS services moving away from a ‘tiered’
model of provision defined by the services an organisation can provide to one that is built around
the needs of the children, young people and their families. The aim of this approach is to ensure
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timely access to services at the earliest opportunity, increase the use of evidence based
treatments focused on outcomes and improve care for children and young people in crisis.
To support this agenda GMMH are working closely with Greater Manchester Combined Authority,
Clinical Commissioning Groups and other service providers as an active participant in the
transformation agenda. This includes supporting the GM assessment centre, provision of a Rapid
Response Team for the West of GM and engagement with the CYP Tier 4 redesign to ensure that
young people can access appropriate beds within GM as part of a timely and effective pathway.
Our CAMH services are actively engaged in GM CAMHS developments while working to improve
the current quality of the service offer – for our in-patient services, an improved CQC rating
(currently good) and QNIC accreditation are high on the agenda for the Senior Leadership team
in 2019 with the focus at Bolton CAMHS being to meet key waiting time and access targets in the
context of increasing clinical demand and workforce challenges and to extent the outreach offer
to work with and support our wider system partners and other stakeholders.
Where are we now?
Our community CAMHS service in Bolton transferred to GMMH in April 2018 following a
successful procurement process. Working in partnership with North West Boroughs Healthcare
NHS Foundation Trust, this service offers help for children and young people, usually between
the ages of five and 18 who live in Bolton. The team works with GPs, hospitals and other
professionals, such as teachers, to provide community based assessment, treatment and support
to young people and children, and their parents or carers.
Our inpatient service at Junction 17 (J17) is a specialist CAMHS service which provides 20 beds
for young people aged 13 – 17 who require assessment and treatment for a range of complex
mental health difficulties. The team at J17 provide a range of services within our double award
winning state-of-the-art inpatient unit 24 hours a day, 7 days a week. J17 has excellent facilities
including Cloughside College which has ‘good’ Ofsted rating and is accessible to young people
on J17 and the Gardener Unit. As well as inpatient services, J17 operates a five day a week day
service for young people with mental health needs.
The Gardener Unit is one of a number of medium secure adolescent forensic units across the
country providing highly specialised care in a secure environment. The unit contains ten beds
and is for boys between the ages of 11 and 18 years. Within the unit is a purpose built intensive
care facility. The unit provides care for young people with serious mental illness or concern of a
significant psychiatric disorder with significant levels of risk. These will be young people who
require assessment and/or treatment and/or rehabilitation, and who could not otherwise safely
receive this in a non-secure hospital setting or custody setting. The service aims to maximise
young people’s hope about their future, enabling them to develop safe independent living and
promoting opportunities for positive achievement. The unit is recovery-oriented with recovery
being client-centred. With close links to the Gardener Unit, we also provide a Forensic CAMHS
community consultation team covering the North West of England. This multi-disciplinary team
provides expert assessment, recommendations and advice for young people who can be referred
by a range of stakeholders due to their presenting risks. The team is well established and has a
very positive national reputation.
Our team of CAMHS trained mental health professional’s work with young people every day
towards their recovery who are experiencing mental health difficulties such as psychosis, eating
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disorders and anxiety/ depression. The focus is on helping the young person understand their
mental health issues, build coping skills, through a range of therapeutic interventions. The ultimate
goal is to help the young person to recover from the mental health issues sufficiently to be able to
go back to their life, building their confidence and supporting the young person and their
families/carers. The mental health services we offer promote positive mental health and wellbeing
and the specialist care we provide, helps ensure every young person is supported to overcome
their mental health issues with hope for a positive and productive future.
How we will get there?
Our objective is to be an integral and sustainable provider of the entire Tier 4 pathway for GM
including Medium Secure, Low Secure, PICU and General Adolescent beds and to build upon our
provision of Community CAMH services in Bolton to expand Tier 3 services and further enhance
the pathway for children and young people.
There are a number of current changes and developments in GM with regards to CAMHS which
provide our teams with an opportunity to review, develop and enhance the services we already
provide. Our vision is to be recognised as a high quality, responsive and young person focussed
service that delivers positive outcomes in collaboration with young people and their carers and we
are well engaged and positioned in the wider GM work to enable this.
While the in-patient redesign at this stage is uncertain, it does present the opportunity to review
and develop different clinical models and expertise to enhancing the pathways for young people
across GM. It is important we continued to work collaboratively to influence, agree and
subsequently implement the preferred CAMHS in-patient model.
The service will remain fully engaged in the development and implementation of the Crisis Care
Pathway for children and young people, working closely with Pennine Care NHS Foundation and
North West Boroughs Healthcare NHS Foundation Trust, to ensure good outcomes for young
people.
Other strategic objectives include:
• The service to attain QNIC accreditation for both Junction 17 and Gardener Unit.
• Ongoing development of the Bolton Community CAMHS service including workforce
recruitment and development and improved access and waiting times.
• Review the skill mix and ‘traditional’ roles and responsibilities of current workforce to support
workforce recruitment and retention challenges and the need to expanding the CAMHS
workforce to meet the transformation agenda.
• Formalise the Quality Improvement Programme within the service in line with the Trust Quality
Improvement Strategy.
• Undertake a market analysis of future opportunities to expand community CAMHS service to
complement the pathway for young people within the GMMH footprint.
• Develop a trauma informed training programme for all CAMHS staff to improve the service
offer.
• Continue to participate in the national pilot for Forensic CAMHS contributing to the redesign
of the service model.
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4.5 Older Adults
Our ambition
Across Bolton, Manchester, Salford and Trafford we want to provide secondary mental health
services that are responsible to peoples changing circumstances and needs. We recognise that
as people get older their needs change though this can be at different ages for different people.
As such, our Older Adult Mental Health Services are designed to be responsive to that need, not
age. With age there is often increasing frailty coupled with more complex physical health problems
and social care needs. We therefore need to have a workforce with the skills to meet this
complexity of need.
In addition to this the population is increasing and people are living longer. This is really positive
but does present a different challenge to all health and social care services as to how more people
with greater complexity can have their needs met. Across the GMMH boroughs we can expect the
over 70 population to increase by 15% from 119,500 to 137,500 meaning an increase of 18,000
people
We want to develop our older people’s services in order that they can provide the best care,
respond to this changing population and recognising the complexity of need, both physical and
mental, that can come with older age. We want older people to continue to live fulfilling lives and
be engaged in their local neighbourhoods and communities and not be defined by frailty and
illness. This will require a service that is:
• Responsive to need.
• Integrated within the neighbourhoods and communities.
• Based upon clinical research and the best available evidence.
Where are we now?
GMMH is in a good place, our older adult services staffed by highly motivated and passionate
staff who want to see this specialist area of mental health care develop. Further, GMMH has the
Dementia Research Unit, a leading hub for clinical studies sponsored by academic and
commercial partners. This is a testing site for new technologies to support brain health in older
people and is a focus of clinical research activity for dementia.
We are working in Bolton, Manchester, Salford and Trafford with the Integrated Care
Organisations (ICOs) which, for this service user group, is essential. As a partner within the ICOs
we are able to access the range of services that are required to meet the often complex range of
issues that are experienced by older people that sits outside our own organisational expertise.
Across the boroughs we are operating core services as follows:
Community Teams – these provide the best possible quality and comprehensive care, treatment
and support to older people with cognitive impairment and/or complex mental health care needs
and as far as possible to safely live in the community and sustain independent living for as long
as appropriate within their own environment. Where such independence is not possible, the
service works with partner agencies, service users and their carers to ensure that the most
suitable placement is accessed to meet their needs.
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Inpatient Services – providing for people with a functional mental illness (Psychosis, Bi-polar
disorder, depression, Schizophrenia) or for those who may have an organic condition (Dementia)
and require intensive assessment, treatment and management until ongoing arrangements can
be made.
Memory clinics - These services assess people with memory problems so that we can detect if
they have the symptoms of dementia. Early diagnosis enables people to take advantage of new
treatments to slow the onset of the condition, to plan their care and maintain a higher quality of
life.
There are significant challenges in delivering our older adult services, we are already experiencing
an increase in demand on our teams due to the increase in population and also seeing greater
complexity of need with more people. This is often resulting in increased demands on our inpatient
services along with the challenge to identify suitable placements where continuing care can be
provided.
How are we going to get there?
The increase in population coupled with more people experiencing co morbid conditions will mean
that our services will need to progressively evolve to meet this changing demand. GMMH needs
to continue to develop its specialist capability and expertise in supporting older people with both
functional and organic illnesses.
With this expertise, GMMH needs to be recognised as a valuable partner across the Greater
Manchester health and social care system. The third sector will be instrumental in the provision
of older adult services in the future and our engagement of them essential to our effectiveness.
With the increase in demand it will be necessary to ensure that pathways are developed and
CCGs are providing the correct provision of continuing care placements
As an organisation we therefore need to:
• Continue to work collaboratively with our established partners including Integrated Care
Organisations.
• Work collaboratively with commissioners to ensure suitable long term continuing care can be
provided.
• Continue to develop our relationships across the third sector identifying where they are better
placed to provide services releasing our capacity for complex care needs.
• Develop a Model of Care for Older People to take in to account the changing population, and
building on research through the Dementia Research Hub.
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4.6 Adult Forensic Services (AFS)
Our ambition
To establish GMMH as the driving force of the Lead Provider Collaborative for GM and develop
our services to provide outstanding care in outstanding facilities as a national leader in secure
care. To establish GMMH as the lead provider for low secure services within GM.
The Trust's Adult Forensic Mental Health services provide treatment, rehabilitation and aftercare
for people who are mentally unwell and who are in the criminal justice system. Our inpatient wards
specialise in each part of a service user's recovery and aims to prepare the person for life in the
community.
All AFS services are commissioned by NHS England specialised commissioning teams. In 2016,
the government launched the New Care Model Programme to support secondary mental health
providers to manage care budgets for tertiary mental health services, with the aim of reducing the
number of out of area placements (OAPs); bringing patients closer to home and improving clinical
pathways. This approach involves delegating responsibility of commissioning mental health
specialised services from NHS England (Specialised Commissioning Teams) to providers or
groups of providers, including NHS and private providers. Across the range of services procured
by Specialised Commissioning, the first wave of the programme focused on two areas: namely
child and adolescent mental health Tier 4 in-patient services and adult medium and low secure
services. The first wave went live on 1st April 2017 with 4 adult secure sites selected. Originally
run as a pilot programme, the government have now confirmed their intention to implementation
this programme for all relevant services nationally. In line with these plans, and as reinforced in
the NHS Long Term Plan (2019), GMMH will be working closely with NHS England and GM
commissioners and other providers to support the move to devolve responsibility for specialised
mental health services to Lead Provider Collaboratives (previously piloted as New Care Models).
In line with the NHS Long Term Plan and the national drive to implement the Lead Provider
Collaboratives, our aim is to successfully implement the Lead Provide Collaborative model for
adult forensic services across Greater Manchester. This provides a unique opportunity to redesign
the way forensic services are delivered in the future, building on our partnership working and
further developing our links and collaboration with criminal justice partners to ensure all patients
have personalised care supporting individual choice, independence, recovery and quality of life in
the least restrictive clinical environment.
Where are we now?
The Adult Forensic Service (AFS), has a reputation for providing high quality and effective care.
The service delivers medium and low secure care and treatment for male and female mentally
disordered offenders aged 18 and over from Greater Manchester who require specialist forensic
care because of the high risk of harm they pose. Services are provided across 226 medium
secure, low secure and step down in-patient beds as well as community follow-up for an identified
group of high risk forensic service users. The service is organised into clinical pathways with wards
categorised into different levels dependent upon the needs of the individual patient. This structure
enables individual patients to remain with their multi-disciplinary team throughout their admission
to the service.
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Within the inpatient AFS we have an established Recovery Academy Hub which supports the
delivery of mental health care for service users within a medium secure setting. Recovery activities
are at the heart of our services and we offer a recovery focused programme of wellbeing and
learning aimed at empowering and building the understanding, capabilities and skills of service
users to pursue their personal recovery pathway and make sustainable recovery plans for their
future. We involve people with lived experience in the co-facilitation and co-production of courses
with the aim of everyone learning from one another and valuing the importance both of
professional expertise and lived experience.
The AFS also has a Community Team that provides initial community follow up to the majority of
patients who are discharged. Care is transferred to local CMHTs on an individual basis and in
accordance with need and assessed risk. As a regional service, AFS works collaboratively with a
range of other providers to deliver elements of service provision with sub-contracts in place for
the provision of support for women stepped down from secure care in Fielders Lodge, Clinical
interventions to support those at risk of radicalisation via the PREVENT program and the IRMS
risk management service supporting Greater Manchester Probation in the management of
offenders with personality disorder.
How we will get there?
Our vision is to be recognised as a leading medium secure care inpatient and community team
by our staff, patients, carers and stakeholders. Our strategic objective include:
• Successful implementation of Lead Provider Collaborative, Women's Blended Service and
Low Secure Service establishing GMMH as lead provider.
• To be successful in wave 2 of the Forensic Outreach & Liaison Service to provide community
forensic services to GM.
• Maximise the opportunity for service redesign with successful implementation of revised
patient pathways that results in decreased lengths of stay and improved patient experience.
• To be rated as ‘outstanding’ by 2021.
• Development of early intervention, prevention and peer support services within the inpatient
and community team.
• Building strong clinical and managerial leadership and a quality improvement and research
culture
• Launch Edenfield Centre Recovery Academy Prospectus Version 2 and build on success to
date.
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4.7 Mental Health and Deafness
Our ambition
The John Denmark Unit (JDU), based on the Prestwich site, is one of three units across the
country specialising in mental health and deafness. The unit offers a national tertiary service and
works with a range of other providers, (for example local mental health services, local authorities
and deaf charitable organisations) to develop complex packages of care for our service users.
The service delivers assessment, care and treatment to a diverse group of service users which
has recently been developed to include men stepping down from secure care. While this is a
relatively small group of service users, their needs had been previously unmet and the expertise
of one of the two Consultant Psychiatrists enabled this service development, with the full support
of NHS England, to take place. This sets the service apart from the other two open units in London
& Birmingham as well as ensuring bed occupancy meets NHS England block contract
requirements thereby supporting sustainability of the service.
A key area of development for the service has been to become a more deaf accessible service
and this remains an area of focus for the service going forward. The service has already begun to
utilise innovative technology to support this with service users and this has attracted considerable
interest from external stakeholders. In addition, the service is working to increase and improve
staff with BSL training, the number of deaf staff in the workforce as well as knowledge and
awareness of deaf culture.
Where are we now?
The Mental Health and Deafness Service, located on the John Denmark Unit (JDU) provides
specialist NHS mental health services to adult deaf people and offers both inpatient and
community services. The service has a team of professionals with specialist skills providing a
range of services and treatments to deaf adults who use British Sign Language (BSL). The JDU
can also support other deaf, deafened and deaf/blind individuals get help to improve.
The inpatient service, the largest of the three NHS Units, is an 18 bedded unit with 14 beds
commissioned by NHS England specialised commissioning team and 4 being historically been
utilised to accommodate longer-term patients from elsewhere in the UK (Scotland predominantly).
The unit provides accommodation for both men and women with separate provision to maintain
privacy and dignity. In 2018, an Intensive Nursing Suite was opened which enables the service to
provide safe and effective care to patients who are acutely unwell and therefore maintain their
placement on JDU wherever possible. This enables the JDU to have a higher threshold to manage
potential risk when accepting patients (including forensic stepdown cases).
How we will get there?
The vision for the mental health and deafness service is to be recognised as the most accessible
deaf unit in the UK and to develop a full forensic stepdown pathway into the community. Our
strategic objectives include:
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1. The JDU service to be recognised as the most deaf accessible unit in the UK
• Develop integration of media walls into clinical practice supporting potential marketing
opportunities for the service:
- Presentations at international conferences
- Lead on research
- Likelihood of receiving national awards for trailblazing technology, clinical care,
equality and diversity
• Develop BSL medication information leaflets and share nationally as freeware providing a
marking opportunity for:
- Deaf community accessing such freeware material
- Hearing services accessing such material for their deaf patients thus promoting
awareness of the unit and the services offered
- Promoting equality & diversity
• Enhance the GMMH website to make it deaf friendly
• Recruitment of more deaf staff, in particular qualified staff to enhances the deaf-friendly
culture, reputation and communication within the unit by
- Sponsor deaf support workers to undertake associate nurse training
- Improve the training experience of student nurses during their attachments at JDU
(deaf and hearing)
- Using deaf social media and deaf clubs when advertising posts
2. Work with commissioners to develop non-commissioned services related to Forensic
Stepdown Pathway and Forensic Gatekeeping of North West cases
• We will continue to admit forensic step-down cases in collaboration with NHS England.
• We will extend this provision of forensic MH&D gatekeeper to Lancashire & Merseyside.
• We will work collaboratively with AFS to access relevant resources and expertise.

4.8 Substance Misuse Services (SMS)
Our ambition
Our vision is to be a nationally recognised centre of excellence for the provision of addiction
services and the best performing provider in Greater Manchester. GMMH provides integrated
community substance misuse treatment and recovery services across the localities of Bolton,
Salford, Trafford and Cumbria. In addition, our Trust offers a specialist inpatient detoxification and
stabilisation available across the North West at the Chapman Barker Unit (CBU) on the Prestwich
site. Our most recent CQC inspection rated our Substance Misuse Services as ‘outstanding’.
Drug and alcohol misuse has a profound impact on the health and wellbeing of individuals and
their families and on the safety, resilience and economic future of our communities. It is therefore
important that we develop services that are responsive to the needs of the communities we service
and reduce the risks and harms caused by drugs and alcohol.
The substance misuse services offered by GMMH are strongly influenced by national, regional
and local drug and alcohol strategies with equal importance placed on meeting best practice and
clinical guidelines. The national vision for drug and alcohol services is described in the National
Drug Strategy (July 2017) which demonstrates the Government’s continuing commitment to the
drug misuse prevention and treatment agenda and expectation that local authorities continue to
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ensure access to treatment and to improve outcomes for those in their communities. The
development of the Greater Manchester Drug and Alcohol Strategy (2019-2021) consolidates
that vision and reinforces that drugs and alcohol affect everybody in Greater Manchester, and
tackling the harm that they cause is everybody’s business.
In line with the National and GM Strategies, and recognising local need, our aims for drug and
alcohol services are to:
• Focus on a broader, resilience based prevention approach giving young people skills to resist
risky behaviours and recover from any setbacks.
• Address the wider health and social inequalities often faced by those with drug problems
including the importance of housing, employment and other support.
• Promote recovery recognising it is much more than just helping people overcome their
dependency, it is about supporting them in all aspects of their life, which accounts for why
service specifications are now all-encompassing.
• Increase our partnership working, co-ordinating treatment with employment, housing and
children’s services as well as health and social care.
• Respond to emerging challenges i.e. the increasing use of new psychoactive substances
(NPS) and growing evidence of use among vulnerable adults such as prisoners and homeless
people.
• Respond to the challenges posed by the recent rise in drug-related deaths, which is in part
Relates to the risks faced by an older group of heroin users who are suffering from a range of
health issues.
• Underpin our offer on the principles of Place-based Public Service Reform and Person and
Community-Centred Approaches.
• Increase the emphasis on prevention, early intervention, collaboration and integration.
• Shift focus towards outcomes and impact; Integrated approaches will be developed which
bring our response to Drugs and Alcohol into alignment with other complex factors such as
Mental Health, Work and Skills and Housing.
• Place renewed emphasis on long term sustained recovery.
Progressive evolution of previous strategies place more emphasis on people and their
circumstances, as opposed to just their drug use, with a welcome emphasis on evidence based
interventions.
Where are we now?
GMMH is proud to be the lead provider of community substance misuse treatment and recovery
service in the boroughs of Bolton, Salford, Trafford, Bury (from September 2019) and Cumbria
proving support and treatment to over 4840 service users. More recently the Trust was awarded
the contract to deliver a lead provider integrated substance misuse model across the borough of
Bury (due to commence 1st September 2019).
Our approach focuses on delivering innovative and high performing substance misuse treatment
and recovery with our partners using a proven approach to promptly identify and support people
affected by alcohol or drug misuse into appropriate treatment. We are committed to improving
health and social outcomes for service users and families allowing more people to make a
meaningful recovery from drug and alcohol misuse.
Central to the provision of our substance misuse services is partnerships. Our partnership model
incorporates mental health services, criminal justice agencies, the third sector and other
organisations who are involved in the promotion of recovery and rehabilitation. Existing subVersion: 0.1
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contracting arrangements ensures access to wider skills and expertise to the partnership as
follows;
• Big Life Group – Assertive Outreach and Community Engagement
• Early Break – Young People and Family services
• Salford Royal FT – Hospital in-reach and Alcohol Care Team
• Great Places Housing – Supported housing and specialist housing advice
• THOMAS – Abstinent housing and community rehabilitation programme
• Intuitive Thinking Skills – Accredited Educational Programmes
• Salford CVS – Management of the recovery fund.
The Chapman Barker Unit provides a truly unique, medically managed and recovery-focused
treatment for up to 36 men and women with substance misuse problems. The unit has two
admission pathways, pathway one is planned admissions for service users with complex
substance misuse problems and co-existing physical and mental health concerns, the second
pathway is RADAR. GMMH is home to the UK’s first RADAR referral pathway (Rapid Access
Detoxification Alcohol hospital) this pathway is a bespoke 5-7 day rapid alcohol detoxification
programme. The SMS service also provides a dual diagnosis service offering specialist advice
and consultancy to all practitioners within mental health and substance misuse service to support
their work with services users who have a dual diagnosis. This can be delivered on trust premises
or in community venues.
There are also opportunities to expand into new areas of addiction including gambling. NHS
England have recently agreed to contribute to funding four gambling centres in England with
GamCare; in London, the Midlands, Bristol and a Northern clinic based in Manchester, Leeds and
Newcastle. We will be working in partnership Leeds and York Partnership NHS FT to support this
development.
How we will get there?
To be a nationally recognised centre of excellence for the provision of addiction services, in the
form of lead provider of SMS, consultancy, research and as a provider of high quality subcontractor services, our strategic objective include:
• To be the SMS lead provider of choice in GM.
• To develop a framework with a range of quality subcontractors.
• To achieve financial stability for CBU.
• To be fully integrated with MH including shared premises.
• To be a research centre of excellence for SMS.
• To have a funded service for gambling addiction.
• To develop a recognised addictions brand within the Trust.
• To develop a range of offers as a subcontracted partner.
• To be supporting the Trust in improving lives by promoting healthy lifestyles and positive
mental health, creating jobs and combating social isolation.
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4.9 Health and Justice Services
Our ambition
Our Health and Justice Services operate across the North of England in Greater Manchester,
Cheshire, Lancashire and Yorkshire. Our ambition is to be the best overall provider of health and
justice services across the three broad components of the service, working in partnership to meet
people’s needs:
Prisons – where we deliver a combination of Mental Health, Substance Misuse and Primary Care
to ten prisons within the region.
Community – including offender Liaison and Diversion, Bail Hostel, Street Triage Services and
Community Psychological Services (Military Veterans and Eating Disorders Services).
Young Persons – providing individual and group therapy to children in secure children’s homes.
The NHSE Strategic Direction for Health Services in the Justice System: 2016-2020 highlights the
disproportionately high levels of illness (both mental and physical health) and substance misuse
for those within the criminal justice system. It further highlights that people within the criminal
justice system typically have multiple needs and have difficulty engaging with services designed
to deal with one problem at a time.

We want to provide the best Health and Justice services in the country, and in doing so, improve
the health and care outcomes for this vulnerable group and narrow the gap between those in the
criminal justice system and wider population. Through our community services our aspiration is to
detect and divert those with mental health problems from entering the criminal justice system as
well as providing support post release. Through this we will support reductions in offending and
reoffending which will not only help service users live more fulfilling lives but also build safer
communities with greater social cohesion.
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It is therefore a priority for GMMH to continue to develop and build our criminal justice services in
a way that that recognise the complexity of need for individuals and work across a range of partner
organisations to offer flexibility, optimising engagement.
Where are we now?
The Trust is the provider of mental health, substance misuse and offender personality disorder
services in custodial settings. All services are delivered in partnership with a number of different
health providers and multiple agencies internally and externally. We work closely with all agencies
to support offenders during their time in custody and supporting them in the transition back in to
the community.
We provide responsive mental health services and recognise the high level of mental health needs
for offenders and offer a range of support, assessments and therapies from a variety of health
professionals including forensic and adolescent psychiatry, clinical and forensic psychology,
registered mental health and learning disability nurses, art therapists, IAPT and counselling
services.
Our substance misuse services provide a range of clinical and psychosocial interventions to
offenders at every point in the recovery journey. We work closely in partnership, recognising
offenders with substance misuse problems require a high level of multi-agency interventions to
support their stabilisation and recovery.
We provide the military veterans service in Cheshire and Merseyside (excluding Liverpool). The
service supports veterans by delivering specialist high quality care with a focus on improving
psychological wellbeing, increasing social networks and long- term recovery. We work in
partnership with Britain’s leading mental health charity, Combat Stress to deliver this service,
ensuring effective clinical treatment and welfare support to veterans. Service users accessing this
service typically suffer from ongoing psychological issues including depression, anxiety,
substance misuse, trauma, adjustment disorders and problems relating to personality disorder.
How are we going to get there?
Our Health and Justice Services are starting from a good position with having established services
that have a good reputation with commissioners. The tender cycle of prison services represents
a significant challenge to GMMH and we need to strengthen this by:
• Building our opportunities as prime provider in the prison system across the north of England.
• Recognising the strengths of the third sector in our services and the value they can add to our
clinical models.
• Develop competitive models of care.
• Rise to the challenge of effectively delivering mental health, substance misuse and primary
care elements of prison contracts.
• Developing a modern workforce that can flex to the changing needs of the prison population
with new roles (i.e. Nurse Associates, Advanced Nurse Practitioners).
• Expanding our service portfolio through new procurement opportunities.
• Completing a review of our Community Psychological Therapies Services and identifying
further procurement opportunities in the Northwest.
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5. Leading and implementing our strategy
5.1 Priorities and implementation planning
5.2 Monitoring approach
5.3 Supporting strategies
5.4 How to get involved
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This report provides the Trust Board with an update on progress with the
implementation of the Trust’s Workforce and OD Strategy. The strategy was
approved by Board in May 2018 and an update was provided in October 2018.
Implementation of the strategy is critical to ensuring the Trust is in the best possible
position to attract and retain the skilled workforce that is needed to deliver its
current and future services. Significant progress is being made across all of the four
high impact areas set out within the strategy. Whilst there are ongoing challenges
the Trust has seen improvements in its retention rates and vacancy rates over the
last 12 months.
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Trust Board
24 June 2019
Workforce and Organisational Development Strategy
Update Report

The GMMH Workforce and Organisational Development Strategy (‘the Strategy’) has just
entered in year 2 of the programme of work. The 3-year strategy sets out to address a number
of fundamental issues faced by the Trust from a workforce perspective. The priorities are set
out against four key ‘High Impact Areas’ and describes a number of specific actions to be
taken. The four areas are:

From reviewing actions so far and reflecting on overall progress to date it is recognised that
the inter-dependencies between each of the high impact areas are complex and whilst work
continues on each of the areas a more sophisticated work programme is needed to ensure
the Trust is measuring impact and seeing return on investment. To support this work the Trust
successfully appointed to the post of Workforce Strategy Programme Lead, and the post
holder commenced in May 2019.
More recently a number of regional strategies and approaches have been launched in addition
to the new Interim People Plan which draws out the more detailed workforce actions in
support of the successful delivery of the NHS Long Term Plan. All of these will complement
and strengthen our ability to achieve across all four high impact areas within the strategy.
The Interim People Plan sets an agenda to tackle the range of workforce challenges in the
NHS with a particular focus on the actions for this year. Within the plan workforce supply is
acknowledged as the biggest challenge facing the NHS but the plan is clear that the quality of

staff experience must be improved or those extra people will not stay, or come at all. Key
themes within the plan are:1. Make the NHS the best place to work – creating a healthy inclusive and
compassionate culture (including ensuring equality and diversity, tackling bullying and
reducing violence); enabling great development and fulfilling careers (including CPD
and ensuring recognition of qualifications between employers) and ensuring everyone
feels they have a voice, control and influence (including freedom to speak up, health
and wellbeing and flexible working).
2. Improve our leadership culture – leaders who can create a compassionate and
inclusive culture with development that focus on systems, quality improvement, talent
and inclusion and diversity.
3. Addressing workforce shortages – extension of the NHSI retention support
programme, increasing clinical placements by 25%, developing a return to practice
scheme and enhancing coordination of international recruitment
4. Develop a workforce to deliver 21st care – developing a varied and richer skill mix
with new types of roles, scaling up of new roles, more “multi-professional” focus to
workforce challenges and better use of the apprenticeship levy.
5. Develop a new operating model for the workforce – a revised workforce planning
model which gives Integrated Care Systems greater responsibility for the development
of workforce plans.
From an initial mapping of the detail within the Interim People Plan against the detail within
the GMMH Strategy it is clear that commonality exists and the Trust already has great
foundations in which to achieve the fundamental aims outlined within the common areas within
both strategies. From this mapping we recognise that our relationships with integrated care
partners should now be strengthened to enhance our work in relation to workforce planning
and this will be reflected through our programmes of work.
Over the last 12 months the Greater Manchester HR Directors Network have taken a
collaborative approach on the high level themes that are presenting as workforce issues for
all Trusts across GM. Through working in this way the Trust has benefitted from playing an
active role in collective actions that are needed to improve Health & Wellbeing, are involved
in a Job Crafting pilot supported by the University of Manchester and are commencing a
closer relationship with the NHS Leadership Academy in relation to Talent Management.
Through actively engaging in these regional and national developments we will start to ensure
that internal actions that support the vision set out in our strategy can focus on the
development of a positive organisational culture where staff want to develop their career within
the Trust and are motivated to provide the highest levels of care to service users.
Whilst the below summary breaks down and highlights our priorities within each of our four
high impact areas we recognise the need for the provision of robust workforce information
if we want to truly measure our successes. This work is being prioritised and driven through
the Workforce Strategy Programme Board whereby a balanced scorecard approach is in
development that will inform qualitative and quantitative return on investment through our
actions, and this will eventually inform the workforce information that is presented to Trust
Board and enable a much richer level of triangulation when reviewed against finance,
governance and performance data for the organisation.
The following provides a summary against each high area impact.

1. Supply, Recruitment and Retention
Progress since October 2018
Supply
•

•

•

•

•

•

The Trust has maintained a consistent number of student nursing placements over the last
6 months, supporting 110 students in practice. In recognition of the need to develop a
multi-faceted approach to grow our nursing supply we have continued to engage with the
Nurse Apprentice Pilot, undertaking a lead role on behalf of mental hJealth in GM with the
University of Bolton and have made a commitment to support 5 Nurse Apprentices at the
launch of the course in May 2020. In response to a recent government commitment to
fund an increase in clinical placement capacity by 25% within nursing posts the Trust has
partnered with Pennine Care to be able to offer placements to an additional 40 students
opportunities for placement across GM mental health later in the year.
In support of developing a multi-professional approach to learning and to support student
retention, the Trust has developed a Multi-Professional Education Forum, which brings
together clinical educators from all professions. Whilst still a developing forum this is the
first of its kind to bring together educators from across the organisation to develop how we
provide consistent and innovative support to healthcare students.
The medical recruitment campaign to promote medical careers within GMMH in
collaboration with Guardian media closed in May 2019. Formal evaluation is yet to take
place to understand full return on investment however we know that the micro site attracted
over 14,000 views and has provided a valuable opportunity to modernise our recruitment
materials.
In response to the transformation of mental health liaison services GMMH worked in
partnership with Pennine Care Foundation Trust to recruit to a variety of Mental Health
Liaison Practitioner posts. The campaign was led through targeted social media and
promoted the multi-disciplinary potential for the roles to Social Workers, Occupational
Therapists and Nurses. As a result of the campaign the Trust achieved 100% recruitment
in most areas, most notably Manchester and Salford which traditionally have been difficult
to recruit to. An evaluation is underway to assess what led to the success of that campaign
and what lessons can be learnt to take forward to other campaigns.
Of the 30 Trainee Nurse Associates referred to in October 2018 GMMH has had a 100%
retention rate and all post holders remain in post. These post holders are due to formally
qualify as Registered Nurse Associates in April 2020 when they will be slotted
substantively into vacancies across the Trust. In November 2018 we held a number of
events with key stakeholders, including the post holders themselves, to establish how their
role, upon qualification and registration, will be embedded into the ward or community
team and enhance the service we provide. The Trust will now pause and reflect on the
impact these roles have within services upon commencement as full Registered Nurse
Associates and then commence further recruitment.
The Trusts community presence has continued to grow over the last six months with a
100% increase in Work Experience placements with the provision of 40 placements
during the last year. These placements have been for a range of ages from 16 to 19 in
clinical and non-clinical settings. In October 2019 we commenced a Cadet programme
for Level 3 Health & Social Care Students in partnership with Bolton College. The
experience reported from students was outstanding and we are currently exploring how
we can grow this during 2019/20 and provide more opportunities which can be the start of
a pathway into employment upon completion of their education.

•

•

Following a successful pilot reported in the last progress report, we continue to run a rolling
cohort of Pre-Employment Programmes in partnership with Job Centre Plus. Further
work is now needed to spread these beyond the services on the Prestwich site. In addition
we have run 3 Traineeships since October and continue to work with services to embed
these successfully.
The Trust continues to be a participant in the NHS Improvement Retention Pilot. For the
continuation of the programme the Trust is refreshing its approach to retention to align the
Trusts vision for leadership development recognising the need to support front-line
managers in supporting a positive staff experience. Turnover for the Trust has positively
faced a downward trend over the last 12 months with the largest reductions being seen
with our registered nursing posts, as demonstrated below.

Focus for next six months
The focus for the next six months will be to further embed the actions above and to move
forward the following:
Triangulated vacancy management - As at April 2019 the Trust reports a total of 499 Full
Time Equivalent vacancies which equates to an 11% vacancy rate of our budgeted
establishment. Current methodology for the calculating the number of vacancies is held
against the finance ledger and our ability to be able to report on vacancies in this way has
significantly strengthened over the last six months. To move forward the Trust will develop its
ability to manage vacancy data through the Electronic Staff Record (“ESR”) to ensure that this
information can be triangulated to finance data and can therefore support more effective
workforce planning.
Time to hire – The Trust continually reviews administration processes to support slick and
effective recruitment processes. Going forward into the next six months the Trust will
commence a values based assessment centre approach to recruitment to ensure talent pools
are available for the wide spread generic posts which will aid speedier recruitment.

2. Creating an outstanding place to work
Progress since October 2018
•

•

Absence rates have reported slightly above the Trust target of 5.6%, however, have
shown an overall reduction in the Trust wide percentage since 12 months ago. The Trust
is working in partnership with Trade Unions to review our approach to managing sickness
absence and also review the support we offer to staff who may be suffering with mental
health issues.
The GMMH Inclusive Network has developed in scope and brings together
representatives from all of the staff networks that the Trust has or is developing to
encourage and grow our approach to intersectionality. The BAME Staff Network has
become a valuable source of support for staff, with over 95 active members, and the
Executive Management Team (EMT) has recently signed up to a Reverse Mentoring

•

•

•

•

•

•

•

Scheme whereby members of the BAME network will mentor EMT members and other
senior leaders across the organisation. The LGBT Staff Network has recently been
relaunched, and a Disability Staff Network is due to be launched following feedback from
staff.
We have run 3 Schwartz Rounds with a consistent average attendance of 36 staff. The
events have evaluated well and the Schwartz Round Committee continues to grow and
develop this important aspect of health and wellbeing support for staff.
Trust Appraisal rates have grown from 65% to 81% completion in the past 12 months,
and is reporting a much more stable rate of higher completion as opposed to larger peaks
and troughs which may have suggested appraisals weren’t taking place as a matter of
course.
The Freedom to Speak Up Guardian (‘the Guardian’) has continued to publicise her role
and engage with services to encourage speaking up to become normal every day
practice. Following an extensive marketing campaign supported by proactive FTSU
engagement visits by both the Chief Executive and the Guardian the Trust has seen an
increase in the number of concerns raised. Where concerns have been raised directly
with the Guardian the majority of employees have been supported to raise their concerns
locally, with only 2 requiring an investigation or intervention from a senior leader of the
organisation.
The Violence and Aggression Task and Finish Group has developed into a Mutual
Respect Working Group. Chaired by the Director of Nursing and Governance with
members of the Positive and Safe Team, Trade Unions and Psychology Services the
group has engaged with service users to identify ways in which incidents of violence and
aggression can be reduced. Working in partnership with our Communications Team we
have been able to develop materials which reinforce key messages based on the
principles of our Shared Values that will aim to reduce violence and aggression from
service users to staff.
In response to the Staff Survey 2018 the Trust held a listening event specifically focussing
on the employment experience of disabled staff and those with long term health
conditions. In addition to this, as a result of participating in a Health and Wellbeing Audit,
coordinated by the GM Health and Wellbeing Group we have increased awareness at our
Trust Welcome Day to ensure disabled staff commencing in the organisation are
supported in getting reasonable adjustments set and in place at the earliest possible
opportunity, utilising support of others external organisations such as Access to Work and
Remploy.
The Staff Health & Wellbeing Champions Network has been refreshed and is active
across the Trust with approximately 50 members of staff taking on the role. New initiatives,
led by our champions, have included walking groups, improving staff health and wellbeing
information boards, lunchtime yoga and applications to the staff health and wellbeing small
bids fund to support sustainable projects aimed at improving the health and wellbeing of
staff.
Our Apprenticeship numbers have doubled in size with a number of staff undertaking
opportunities to gain qualifications in Health and Social Care, Leadership & Management,
Technical Pharmacy Skills and a number of other areas. We have been able to support
10 senior managers complete a Level 7 (Masters Equivalent) in Leadership in partnership
with Chester University and will support these individuals to develop their careers within
the Trust. We continue to exceed the Public Sector Target with 4.2% of employees
engaged on an apprenticeship programme.

Focus for next six months
The focus for the next six months will be to further embed the actions above and to move
forward the following:
Strengthening our work around Equality, Diversity and Inclusion – embedding the work
arising from the Workforce Race Equality Standard, launching the Workforce Disability
Equality Standard, launching the NHS Rainbow Badge initiative and reviewing our governance
arrangements for Equality and Diversity.
Health & Wellbeing – Transforming our approach to sickness in partnership with Trade
Unions and reviewing the development needs of a line manager to ensure an employee feels
supported in work and recognising the valuable role of a manager in creating a positive culture
of health and wellbeing.
Ensuring Supervision becomes an effective tool to support a positive staff experience through
the development of quality supervision principles and expectations, together with a central
approach to support the monitoring and progress of supervision.
Mental Wellbeing – Going live with the Mental Health First Aider programme.
Redesign of appraisal process – an initial review of pay progression requirements has been
completed, but further work to ensure positive quality conversation takes place

3. Transforming our workforce
Progress since October 2018
•

•

•

•

Developed strong partnerships to support specific workforce transformation needs. For
example engaged with AQuA to support workforce transformation within the newly
tendered Bolton CAMHS Team; worked with Prospect Consulting to pilot the Population
Centric Tool for workforce modelling as part of the Nurse Associate implementation plan.
Adapted workforce development requests to sit within the Health Education England
Star (model outlined below) to ensure understanding of workforce requirements against
the requirements of the wider healthcare system.

The Trust has now fully implemented NHS Professionals to manage the supply of its
temporary workforce. Work is underway to embed operational processes with a
governance framework that supports this, as well as continually reviews our use of Bank
and Agency staff to reduce costs as far as possible.
A review of Advanced Clinical Practice has taken place and work will now commence to
embed the learning and build into a more rounded workforce plan taking into account all
new roles that are currently in existence across the organisation.

Focus for next six months
A priority area which will underpin and support many other areas within the Strategy and in
particular this areas is to define our approach for workforce modelling and put in place a
plan which produces a Strategic Trust Wide Workforce Plan ready for launch in April 2020.
Outstanding leadership and management development
Progress since May 18
•

•

•

•

Agreed the launch of the Shadow Board Programme which combines modular learning
with deep experiential learning for Associate Directors. The programme supports talent
management and will embed positive leadership competencies at a senior level which as
leaders grow and develop will positively impact on those leaders that report to them and
so on.
The Trust internal coaching network has launched having provided 7 members of staff
with the opportunity to gain a formal coaching qualification, delivering over 300 coaching
hours to staff. All are engaged in Coaching relationships and 56 members of staff have
been supported with formal coaching sessions. The coaches will complete their formal
qualification at the end of June 2019. As an ILM Accredited centre we will launch a further
development opportunity later in the year to develop an additional cohort of coaches, using
our internal resources to ensure value for money. In recognition of the wide geographical
footprint the Trust also partnered with Cumbria Partnership to ensure all staff could readily
access coaching support.
The Opening Opportunities Programme was launched last year with the first cohort of
12 BAME staff members completing their development programme in January 2019. Of
the members of staff who were engaged on the programme, 5 have been promoted into
new roles, 2 have been accepted onto the “Stepping Up” Programme run by the National
Leadership Academy with a further 2 people waiting for the next intake and 3 have
participated in regional networking events that were promoted as a result of being on the
programme. A further cohort will be launched later in the Summer with the opportunity for
a bigger cohort of staff to attend.
Staff Engagement Forums have been rolled out to many areas across the Trust. The
Forums provide an opportunity for local senior management to engage with frontline staff
with support from the Trade Unions and create a free flow of communication and actions
on issues that are affecting the day to day working lives of staff. The Trust reported that
85% of staff knew who senior managers were in the 2018 staff survey compared to 82%
in the 2017 survey, with the largest increase of 6% in Trafford, Manchester and City Wide
services.

Focus for next six months
To ensure the successful growth of outstanding leadership behaviours across the Trust we
will continue with the engagement programme to develop the brand and identity of a GMMH
Leader with the aim to launch a formal suite of Ward to Board development (both formal and
informal) by September 2019.
Recommendation
Board members are asked to note and comment upon the progress report.

Juliette Tait
Associate Director of HR and OD
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REPORT SUMMARY:

The purpose of this report is to provide the Board with an overview of
Research and Innovation Strategy implementation with a particular focus
on integration with clinical services.
Aim: To maximise the opportunities for service users, carers and staff to participate
in high quality, meaningful research and ensure the research improves clinical
services.
Indicators in terms of research income, integration with services, processes for
maximising access, increased numbers of interventional studies and participants
recruited suggest that GMMH is making progress towards this goal.
Our strategy for having impact on services involves a number of approaches,
examples of which are detailed in the report. These approaches include:
Impact on local services via:
Educational and CPD events and training courses for mental health professionals in
specific evidence-based interventions
Contributions to service design and development initiatives
Provision of additional resources to teams (e.g. providing access to psychological
interventions in areas where resource is limited)
Emphasising principles of and demonstrating benefits of coproduction with service
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users
Impact on national and international services via:
Involvement of research units and clinical academics in guideline and policy
development and contribution to evidence base
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Progress with implementation of the R&I Strategy – June 2019
Overview
The NHS Constitution for England requires us to offer patient access to research and
innovative treatments and recent evidence suggests that research-active Trusts deliver
higher quality care overall which is reflected in the development of research indicators within
the CQC inspection framework. The level of research activity within GMMH sets us apart
from the majority of mental health Trusts nationally and integration with clinical services is an
important part of enabling the Trust to deliver against R&I strategic aims.
Background
The R&I Strategy was finalised in December 2017 with the following 6 key aims:
•
•
•
•
•
•

Ensure our research and innovation activity is relevant to Trust, NHS and service
user and carer priorities
Maximise the opportunities for the community served by GMMH to participate in
research and to benefit from developments in both research and innovation
Ensure that clinical services are informed and improved by research involvement,
dissemination and translation and innovation adoption
Ensure the Trust maximises financial opportunities and income from research and
innovation while ensuring value for money
Ensure the Trust becomes a world-leading organisation for mental health research
and innovation
Ensure our research includes an emphasis on prevention in addition to treatment of
established mental health problems

Progress has been made against all strategic aims during 18/19 despite an absence of Trust
funding in 2018/19 to support R&I infrastructure. Trust funding has, however, been
confirmed for 19/20 which will be vital is supporting further growth.
During 2018/19, GMMH recruited over 1850 research participants to 73 NIHR portfolio
studies with additional opportunities being offered to services users to participate in student
and internally funded studies.
Research Capability Funding and Research Units
In 2018/19 the Trust received £767,608 in Research Capability Funding (RCF) which has
been invested in both core R&I infrastructure and initiatives to support the growth of
research across the Trust. The Trust will receive over £1m in RCF for 2019/20. The Trust
also received £2,976,045 in NIHR project/grant income in 2018/19 and will receive at least
£3,658,794 in 2019/20.
Areas of investment include bridging funds for skilled researchers between grants to ensure
we optimise our research workforce, support for early career researchers to develop external
grant and fellowship applications and continued support for established research teams and
lead investigators. The particular focus has been on supporting the continued development
3

of the 5 new research units in addition to the well-established Psychosis Research Unit. The
Units have all been tasked with demonstrating clear service user involvement, alignment
with clinical services and applications for external funding. All 5 new Units are now in the
second year of funding and some key examples of successes to date are summarised
below.
Youth Mental Health Research Unit (YMHRU)
A key development within YMHRU has been the collaboration with Dr. Shermin Imran
(Consultant Psychiatrist and Clinical Lead for CAMHS services at GMMH) to carry out a
service evaluation and audit of the physical health of young people at J17 & the Gardener
Unit to assess the effectiveness of physical health monitoring and assessment in adolescent
inpatient settings with finding disseminated within the Senior Leadership Team meetings and
filtered into the ward team meetings and across all staff groups. The report has triggered
multiple discussions about the physical health assessment and interventions offered within
this environment and has been adopted by the team as a Quality Improvement (QI) target. A
group has been established to take this forward and members of the YMHRU have been
asked to join the group to facilitate the highest impact on patient care informed by the
findings. The second stage of the project is now underway to seek to understand these
findings from service user and staff perspectives via qualitative methods.
Not only does this evaluation directly impact upon those using adolescent inpatient services
at GMMH but as Dr. Imran is a member of the National Tier 4 CAMHS CRG (NHSE) and
CAMHS Clinical Advisor for Greater Manchester & Eastern Cheshire Strategic Clinical
Networks this work has maximum chance of reach far beyond the organisation. Additionally,
we have also secured the collaboration of Dr. David Shiers OBE (GP and Consultant Carer)
who has been greatly influential in moving the national strategy for physical health
assessment and interventions in young people with first episode psychosis to understand
better how this work can inform a national strategy across the wider NHS footprint.

Patient Safety Research Unit (PSRU)
The PSRU enables GMMH to broaden their portfolio of research to include a focus on the
suicide prevention and medication safety research agendas. Recent examples of PSRU
joint-working with clinical services are:
• A series of working groups with our colleagues within Substance Misuse Services (Dr
Jonathan Dewhurst and Dr Chris Todd). Within these developmental discussions, we
have shaped a clear and shared ambition to sustain a dedicated research
programme focused upon preventing suicide and self-harm by individuals engaging
in GMMH SMS. With further RCF support having been made available, an output
from this collaboration will be the submission of an application for NIHR funding.
• Within our medicines safety project team, links with clinical services have helped
develop grant applications. The PSRU is continuing to support a focus upon
improving patient safety in prisons, which thus far has been a relatively neglected
area of research/policy. We are working particularly closely with the clinical teams
responsible for the provision of prison healthcare services across GMMH.
• Within our ongoing CARMS trial, we are routinely organising CPD and training events
to support GMMH frontline staff to positively engage with individuals at risk of
suicide. “Let’s talk about suicide” is proving to be a valued CPD event that is offering
clinical staff an opportunity to raise their anxieties about opening a supportive
conversation with individuals at risk of suicide.
• We supported a learning event focused upon Bereavement by Suicide, primarily for
GMMH staff working across Manchester CMHTs. Prof Nav Kapur, Dr Sharon
McDonnell and a family member who has been bereaved by suicide presented at the
event, alongside GMMH’s new Suicide Bereavement nurse specialist, Paula Smith.
4

• Prof Nav Kapur is leading ‘research into practice’ sessions where the latest research
findings and policy developments are fed back directly to clinical teams and aspects
of quality improvement are discussed. Initial meetings have taken place with all
liaison psychiatry teams in GMMH. This will be expanded to Crisis Resolution Home
Treatment teams during the next 12 months and other teams in due course. We are
well placed to successfully deliver on this initiative. The Centre for Mental Health
and Safety at the University of Manchester is world-leading in terms of the health
service aspects of suicidal behaviour and Prof Kapur leads NICE Guidelines and sits
on the National Suicide Prevention Advisory Group at the Department of Health and
Social Care.
On a national perspective, our research is influencing practice through NHS England’s
Flagship suicide prevention QI initiative which Prof Nav Kapur co-leads. Prof Kapur’s role is
to provide evidence and oversight for the STP plans and advise on implementation.
Specifically working with the mental health trust in each area to support implementation of
NCISH’s 10 points to Safer Mental Health Services and improve assessment and aftercare
for people who self-harm. New work includes engaging men through sporting events and
developing outreach services for people who self-harm. The Health Secretary’s emphasis
on inpatient safety (Zero Suicide on Psychiatric Wards) is also be included in this initiative.
Strategies for integrating our world-class research into local services will, at a GM-wide level,
be facilitated through GM’s involvement in this national suicide prevention Quality
Improvement initiative. A list of priorities are available here https://www.gmhsc.org.uk/wpcontent/uploads/2018/05/GM-Suicide-Prevention-24.02.17.pdf

Dementia Research Centre
Dr Ross Dunne has recently taken over as Centre Director and is embedded in Older Adults
clinical services. Dr Dunne has developed a proposal for the ADVANCE Brain Health Unit
(Alzheimer Diagnositc Verification & Novel Cognitive Enhancement) which will serve both as
a Greater Manchester Long Term Cohort Study of prodromal/preclinical Alzheimer Disease
and a source of recruitment for disease modifying drugs. There is significant buy-in from
Academia and Industry and it is likely this will grow within the Trust. Other developments
include the formation of Dementia Research Champion groups to champion research within
clinical services, collaboration with Dementia United and involvement in Dementia Early
Detection Framework (DEDF) Group (a consortium of Clinical, Academic and Industry
partners).

Complex Trauma and resilience Research Unit (C-TRU)
C-TRU is working closely with clinical teams to increase ‘trauma awareness’ and promote
trauma informed approaches across various services in the Trust. Activities include:
• A monthly journal club open to all GMMH staff to read, discuss and critique the latest
research into complex trauma, resilience, and therapeutic interventions in this area.
• A conference to launch our research unit hosted in collaboration with the GMMH
Psychological Forum. The conference was open to all GMMH staff and was fully
booked within a week of registration opening; 100 delegates attended, the majority of
whom were clinical staff from psychological services within the Trust. We conducted
online polls with delegates throughout the day; there was widespread support for
routinely asking clients about trauma, and a great deal of interest in making GMMH
and its services more trauma-informed leading to continued collaboration with the
GMMH Psychological Forum and a follow-up conference in the autumn of 2019
focusing on implementing Trauma-Informed Care in mental health services
• Integration and engagement with specific services including working within the team
at Gaskell House, gaining input into funding applications via psychotherapy services
away days, contributing to “Beyond IAPT: Managing complexity” CPD event for IAPT
5

•

•

staff with a presentation on the impact of childhood adversities on treatment outcome
of IAPT clients.
Engagement with the Trust Quality Improvement Committee leading to involvement
in a working group which aims to integrate trauma-informed care within ongoing
acute inpatient programme within GMMH, in particular the “Safe Wards” initiative.
Teams
Consultation with the Recovery Academy regarding setting up a teaching module on
the British Psychological Society’s ‘Power Threat Meaning Framework’, which is a
trauma-informed theoretical framework for approaching mental health and working
non-diagnostically with distress, of which two of CTRU members are
authors/contributors (Longden & Allsopp).

Digital developments including the CAMHS.Digital Research Unit
CAMHS.digital have had input to the Reform Think Tank report (soon to be published) on
Data Driven Technologies for Mental Health and have contributed to group discussions for
the Topol Review for Health Education England, ‘The Digital Future of Mental Healthcare
and its Workforce’. Current plans include:
• Running (starting summer 2019) a CAMHS.Digital seminar series for clinical services
staff with invited speakers to present and discuss various approaches to digital
mental health and wellbeing. These seminars will provide a forum for discussion with
staff about how CAMHS.Digital can best serve the needs of the Trust.
• ‘Drop-in’ CAMHS.Digital research clinics where clinical services staff can talk to
members of the CAMHS.Digital unit to hear about the work we are doing and suggest
research ideas and collaborations for CAMHS.Digital to take forward.
• From the GMMH Nursing Academy Conference, CAMHS.Digital are exploring how to
take forward a self management app with colleagues across the Trust.
Other digital developments include the ongoing implementation of ClinTouch in four CMHTs
in GMMH. ClinTouch is a smartphone-based platform which can be integrated into a Trust
EPR system to enable people with serious mental illness (SMI) to manage their own
symptoms and allow very early intervention to prevent relapse. To our knowledge, it was the
first mental health app in the UK. It monitors symptoms and problems in real time and we
have been developing and testing it since 2009 as a collaboration between clinicians, staff
and service users of the original Manchester MHSC Trust, and leading academics and
software engineers at the University of Manchester, initially supported by Medical Research
Council funding. Its aim is to achieve a step change in the quality and efficiency of care in
SMI in two main ways: enabling self-management of symptoms; enabling very early
intervention for relapse. Research has shown that it is acceptable, safe and feasible for
people with SMI over extended periods and as a result of this work, twelve Trusts nationally
have expressed an interest in adopting it and it is awaiting roll out at scale.
Psychosis Research Unit
The Psychosis Research Unit (PRU) has several clinical trials ongoing or recently completed
that deliver psychological therapies (Cognitive Behaviour Therapy (CBT), attention training
and talking with voices therapy) to service users with psychosis and young people at high
risk of developing psychosis within GMMH. In adiition, a large clinical trial will commence in
July which will deliver CBT for people with psychosis using Virtual Reality (a virtual therapist
will facilitate CBT targeting fears about going out in the real world), in order to improve
quality of life for our service users. The intervention will be delivered by peer support
workers. The study also involves a phase following the trial that will focus on roll-out across
the NHS, involving commissioners, policy makers and providers. These clinical trials should
help increase access to psychological therapy for people with psychosis, which the National
Clinical Audit of Psychosis clearly demonstrated was required within GMMH. Our trials
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PRU has 4 service user researchers with lived experience of psychosis who are closely
involved in every project to ensure relevance to people with psychosis. They were also
integral to the ‘climbing the ladder of co-production’ event (see below), which aimed to
disseminate good practice in facilitating coproduction and user-led initiatives to wider Trust
membership. PRU staff have been working with Health Education England and GMMH’s
Psychological Therapies Training Centre to develop and deliver a shorter course to develop
CBT for psychosis skills in our workforce as well as other Trusts across the North of
England. PRU staff are also collaborating with Dr Hany El-Metaal and other staff from our
Forensic services to develop a grant application to evaluate the motiv-8 project to promote
health and well-being in forensic inpatient populations and staff from library services and
Lisa Brown (Practice Education Facilitator) to develop a grant application to evaluate the
living library approach to reducing stigma associated with mental health difficulties.
PRU’s work continues to have national influence on NHS guidance and policy. For example,
the recent access and waiting standard for early intervention for psychosis requires delivery
of CBT to people at risk of developing psychosis; this requirement is on the basis of
evidence from 6 clinical trials (2 conducted by PRU, 2 more utilised the treatment manual
developed at PRU).
Other developments
Professor Karina Lovell has recently completed a programme of research that examined
approaches to increasing involvement of service users in the development of care plans
(EQUIP). Prof Lovell and service user researchers from the EQUIP team have been
collaborating with Care Hub and Recovery College staff in order to provide training in the
developed approaches for GMMH staff.
The Metacognitive Therapy (MCT) research group (led by Prof Adrian Wells, the originator of
MCT) currently has 2 active research grants with the goal of improving quality of care and
evaluating evidence based treatments to improve outcomes and recovery rates. Prof Wells
is well known for his research in developing innovative psychotherapy, which has been
recommended in NICE guidelines for social anxiety disorder and generalized anxiety
disorder. Prof. Wells is working with the psychological therapies for long-term conditions
service in order to improve access to evidence-based psychological therapies.
We have appointed an Innovation Manager starting in July 2019 (with funds from Health
Innovation Manchester) who will work closely with Trust services and teams, in collaboration
with GMMH’s quality improvement programme, in order to identify exemplars of innovative
practice that can be disseminated and implemented across GMMH. This will include
reviewing initiatives previously funded by Dragon’s Den.
Events/Conferences
Recent Trust-wide events have included a collaboration between R&I and the GMMH
Nursing Academy to showcase current nurse-led research activity and encourage further
engagement in research from the nursing workforce. The event was extremely well received
and has led to plans to utilise future RCF funding to strengthen the leadership in this area to
further develop nurse-led research within GMMH.
An event in May showcased the ladder of co-production in research. The programme was
led by service-users and service user researchers showcasing their involvement in research
in GMMH from leading clinical trials to contributing to the design, delivery and dissemination
of research across a range of areas from psychosis to dementia.

Prepared by Sarah Leo/Tony Morrison/Damien Longson (June 2019)
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REPORT SUMMARY:

The Trust continues to perform in line with expectations. The report highlights the
following exceptions in relation to performance.
Financial Performance (p4) - The financial performance at the end of April 19 was a
surplus of £311k which is in line with the planned control total. The on plan
performance includes £124k of Provider Sustainability Funding for achieving our
control total in month.
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 (WLI) in Salford
are contributing towards access and RTT on entry to service improvement in Q1 2019.
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
April. Recovery/action plans continue to be operationalised to address issues in
Salford and Manchester.
Early Intervention in Psychosis – Treatment within 2 weeks (p7) – Manchester
missed the target in April. The issues reported in previous months in relation to some
delays in referral on to the EI service continue to impact in April. A number of these
delayed referrals were accepted onto the pathway in month. This resulted in a higher
number of people accepted as well as a higher number of breaches. Work has
continued with other services to reinforce the importance of timely referrals and the
number of delayed referrals is decreasing.
Sickness Rate (p13) – All divisions with the exception of Bolton, Manchester South
and Trafford, Psychological Therapies and Corporate services reported sickness rates
above the Trust target of 5.6%. The Trust has commenced a review of the Sickness
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Absence Policy and has been working in partnership with our Trade Unions to explore
ways to support staff with mental wellbeing.
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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. There is also 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.
Please note a further review of the content of this performance report and the quarterly Quality Board report will take place to
support the implementation of the Quality Improvement Strategy.

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

Page

Financial Performance (p4) - The financial performance at the end of April 19 was a surplus of £311k
which is in line with the planned control total. The on plan performance includes £124k of Provider Sustainability Funding for achieving our control total in month.

4

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 (WLI) in Salford are contributing towards access and RTT on entry
to service improvement in Q1 2019. The impact of Manchester and Salford performance positions means
GMMH are reporting a non-compliant position for RTT at 6 and 18 weeks and recovery targets in April.
Recovery/action plans continue to be operationalised to address issues in Salford and Manchester.

6

Early Intervention in Psychosis – Treatment within 2 weeks (p7) – The report has been updated to
reflect the 19/20 target of 56%. Manchester missed this in April. The issues reported in previous months
in relation to some delays in referral on to the EI service continue to impact in April. A number of these
delayed referrals were accepted onto the pathway in month. This resulted in a higher number of people
accepted as well as a higher number of breaches. Work has continued with other services to reinforce the
importance of timely referrals and the number of delayed referrals is decreasing.

7

MHSDS – Data Quality Maturity Index (p7) – Please note due to national technical issues with submission platform there are no figures for inclusion this month.

7

Out of Area Placements (p10) – Sustained good performance can be seen in April in both reportable
and local OAPs. The target has been updated to reflect the 19/20 target of a 66% reduction from the
2017/18 position. The number of surge bed nights used in April have also been included in the commentary for this section.

10

Sickness Rate (p13) – All divisions with the exception of Bolton, Manchester South and Trafford, Psychological Therapies and Corporate services reported sickness rates above the Trust target of 5.6%. The
Trust has commenced a review of the Sickness Absence Policy and has been working in partnership with
our Trade Unions to explore ways to support staff with mental wellbeing.
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SOF Operational Indicators
Indicator
Apr-19
EI RTT 2 Wks
64.3%
MHSDS DQMI
IAPT Recovery
49.7%
IAPT RTT 6 Wks
53.5%
IAPT RTT 18 Wks
80.0%
OAPS (Bednights)
9
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Please note: Summary position to be reviewed and updated quarterly.

Safe

Indicator
Quality of Care

Plan
G

Q1
G

2019/20
Q2
G

Q3
G

Finance and use of resources
Single
Oversight Operational Performance
Framework Strategic Change
Leadership and improvement
Capability

G

G

G

A

G
G

G
G

G
G

G
G

G

G

G

G

GMMH
Requires
Improvement

Effective

Good

Caring

Good

Responsive

Good

Well Led

Outstanding

Trust Rating
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Financial Performance Month 1 2019/20
Executive Summary
1.1

Delivery Of Financial Control
Total

The financial performance at the end of April (month 1) was a surplus of £311k, which is in line with the planned control total. The on plan performance
includes £124k of Provider Sustainability Funding, for achieving our Control total in month.

1.2

Run Rate

In overall terms the April results were in line with plan , and in line with the month 12 run rate (before PSF and bonus PSF)

1.3

Comprehensive Income

The Comprehensive Income statement (Appendix 1) confirms an Operating surplus for the period of £310k, which is in line with plan.

1.4

Risk

1. Use of agency - The agency cap set by NHS I for the Trust for 2019/120 is £11.632m. At month 1, agency spend was £1.38m, £309k above the month
1 target of £969k, but £459k below the Trust internal plan of £1.837m. The majority of agency staffing relates to locum medical staff used to cover
consultant vacancies, and staff grade posts. In addition, there continues to be a high level of bank and agency costs for nursing and nursing support staff
to cover high levels of acuity across all our District services, resulting in increased levels of observations. The spend on bank staff in month 1 was
£1.092m, £205k above plan, due to migration from agency to NHSP bank.
2. Bolton, Salford and Trafford Substance Misuse Services - The services were £42k overspent at month 1 due to overspends on pay budgets in the main.
Organisational change processes have been finalised, but these are yet to impact on budgets. Further work is needed to ensure pay budgets are 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.
3. Manchester Prison Services were overspent £26k as at the end of April. The overspend is 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.
4. Out of Area Placements (OAPs) – The actual spend on OAPs for the first month of this financial year was slightly below plan, as there were no
reportable Out of Area placements. This is a positive financial position and is a result of the schemes implemented throughout 2018/19. Trust is working
with Commissioners to discuss the options around funding the cost of OAPs and the associated Acute Care Pathway in 2019/20. To date Commissioners
have identified additional non-recurrent funding of £2.6m within the 2019/20 contract.

1.5

CIP Performance

The Trust planned to deliver CIP of £161k to month 1. The Trust actual delivery against this plan was £161k.

1.6
1.7

Cash and Liquidity
Capital expenditure

Cash Balances at 30 April 2019 totalled £26,456k, £735k above plan.
Capital expenditure in month was £704k, £353k below plan due to slippage on the Harpurhey Well Being Centre refurbishment. The Trust is not
anticipating any slippage against the full year plan.
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Financial Performance Month 11 2018/19
1.8

Use Of Resources Metrics

As at 30th April (month 1), the Trust achieved an overall score of 2 for the Finance UoR ratings, which was an improvement on the planned UoR of 3.

Finance and use of resources rating
FULL YEAR

Plan

Plan

Actual

Plan

Plan

Plan

Actual

Actual

31/03/2020

30/04/2019

30/04/2019

30/04/2019

30/04/2019

Year ending

Month 1

Month 1

Month 1

Month 1

Number

Number

2
Capital service cover rating
Liquidity rating
I&E margin rating

1
1

I&E margin: distance from financial plan
Agency rating

4

Overall Score

3

Actual

Number

2.83

1

2.85

1

9.75

1
1

9.86
1.20%

1
1

1.20%

90.00%

1

-

1

4

42.21%

3

3

2

The Trust achieved an overall score of 2 for the finance ratings. The increased agency costs in month against the NHSI target resulted in a score of 3
being reported against the agency metric. The Trust could therefore only achieve an overall UoR score of 2 at the end of month 1.
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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.
2019/20

2018/19
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

72.2%

56.0%

Q1

Q2

Q3

Q4

Apr-19

64.3%

Position
3 month
from
rolling
Previous
(Average)
month
67.8%

↓

90.0%

b) Early Intervention in Psychosis services

56.0%

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

75.0%

3. Data Quality Maturity Index (DQMI) - MHSDS Dataset
Score.

92.6%

Please see page 7 for further details.
These indicators are measured via national annual audits that took place in 2018/19 with results
expected in summer 2019. Indicative internal results demonstrate that GMMH should achieve the
inpatient and community targets and the EI stretch target for smoking. GMMH may not achieve the
Early Intervention targets for Manchester although significant improvements have been made.
GMMH may also not achieve the EI stretch target for reducing weight gain. Please note national
results are awaited which may mean this position changes. The Board will be updated on the
national results and comparative performance with other Trusts as soon as this is available.

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

a) Inpatient wards

Comments

Published national data will be included as soon as it is available. April's DQMI results are expected
in July and monthly thereafter.

95.0%

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)

43.7%

50.0%

49.7%

46.9%

↑

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

62.4%

75.0%

53.5%

55.8%

↓

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

91.0%

95.0%

80.0%

82.9%

↓

Outturn

Target

Q1

Q2

Q3

Apr-19

YTD

5731

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

9

0

0

9

9

Indicator

5. Inappropriate out-of-area placements for adult mental
health services (Total number of bed days)
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Target:
Position
against
trajectory

↑

The overall recovery rate for GMMH shows a slight increase. The integrated Step 2 and Step 3 services
show excellent recovery, consistently above the 50% target. The Step 3 only services, show a recovery
rates of 47.4% and 38% in Salford and Manchester respectively. The model in both Manchester and
Salford is set up for GMMH to deliver a Step 3/3+ only service, which due to the complexities of their
presenting conditions, has a lower expectation in terms of the percentage of clients that enter recovery
(circa 40-45%). In an integrated Stepped Care model as in Trafford and Bolton this contribution is
supported by the less complex common mental health presentations at Step 2 which would ordinarily
deliver a recovery rate of circa (60-65%). The combination of two well performing steps would cumulatively
deliver a sustainable pathway contribution greater than 50%.
Six week RTT demonstrates a decrease Division wide. Bolton’s reduction in on exit from service
compliance was compounded by an artificially low figure in South Manchester relating to 18+ week
waiters, including a significant number of clients who had already breached but had been serviced as
part of a waiting list initiative. These clients have been discharged in April. Until all this client group have
been discharged they will continue to adversely effect on exit figures into May. To provide assurance
Bolton’s current on entry compliance is strong and South Manchester is also improving at the 6 week RTT
on entry. We see a similar situation in Salford (on-exit) as a result of clearing the 18+ waiters, although
again the service demonstrates improvement in the real time (on entry in April) figures, with as many as
66.5% (CBT) and 71.3% (Counselling) waiters being at 0-6 weeks. This compares favourably with the
historic position (late 2018) of having over 500 18+ week waiters. This figure has reduced to 15 clients as
at 03/06/19.
18 week RTT has reduced to 80% in April as a direct result of work undertaken to reduce the 18+ waiting
list. As outlined above the negative impact of a significant 18+ WLI is its effect on RTT on exit from service.
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 74.2% and Salford
42.5% is critical to moving the Trust to compliance with the 95% target. Recovery plans are in place, with
positive improvements in entry to service levels of 98.8% and 60.9% in South Manchester and Salford
respectively in April.

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 66% of Reportable OAPS bed nights from the 2017/18
position has been set nationally for 2019/20. 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

2018/19
69.1%
69.6%
93.2%
47.6%
0.0%
72.2%

Target

56.0%

56.0%

Apr-19
68.8%
41.7%
91.7%
80.0%
0.0%
64.3%

3 month
rolling to
Apr-19
82.9%
45.0%
97.0%
55.6%
0.0%
67.8%

Comments
The target has been updated to reflect the 19/20 target of 56% ( previously 53%). It should be noted that small
numbers mean percentages fluctuate on a monthly basis affecting achievement of the target.
Trafford: In April 4/5 people were accepted onto the EI pathway within 2 week. The one breach related to a referral from CAMHS with complex presentation and difficulties with engaging service user. Allocated to pathway and
ongoing support provided to relatives throughout.

Manchester: The issues reported previously continue to impact on April performance as a number of those with
delayed referrals into the team were accepted onto the pathway in month. This resulted in a higher number of
people accepted onto the pathway as well as a higher number of breaches. Work has continued with other services to reinforce the importance of timely referrals and the number of delayed referrals is decreasing.
Of the 14 breaches 8 were due to internal delays. Other reasons included MDT discussions required that happened outside of the RTT, patient DNA, acuity and engagement and one assessment outside of RTT.

2. MHSDS—Data Quality Maturity Index

Trust
GMMH
Pennine Care
Lancashire Care
North West Boroughs

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%

Comments
Published national data will be included as soon as it is available. April's DQMI results are expected in July and monthly thereafter.

Board Performance Report: April 2019

Final

7

NHSI Single Oversight Framework

3 IAPT—Clients Moving to Recovery and Treated Within 6 and 18 Weeks of Referral (RTT) - NHSI SOF Target
*Recovery—In Salford and Manchester GMMH do not provide the whole IAPT pathway which means the recovery position for the CCG will be higher than reported here.

2018/19 Target
Bolton - IAPT Step 2/3
% Moving to Recovery
% within <= 6 weeks
% within <= 18 weeks
Manchester - IAPT
% Moving to Recovery *
% within <= 6 weeks
% within <= 18 weeks
Salford - IAPT Step 3
% Moving to Recovery *
% within <= 6 weeks
% within <= 18 weeks
Trafford - IAPT Step 2/3
% Moving to Recovery
% within <= 6 weeks
% within <= 18 weeks
Military Veterans
% Moving to Recovery
% within <= 6 weeks
% within <= 18 weeks
GMMH
% Moving to Recovery
% within <= 6 weeks
% within <= 18 weeks

Q1

Q2

Q3

Q4

Feb

Mar

Apr

Position
From
3MR Previous
(Avg)
Month

51.5%
85.7%
99.9%

50
75
95

33.5%
46.6%
92.5%

50
75
95

31.9%
44.4%
88.4%

41.6%
41.9%
90.7%

38.0%
42.4%
88.7%

37.3%
42.9%
89.3%

↓
↑
↓

38.8%
38.1%
59.7%

50
75
95

50.0%
28.8%
35.1%

34.3%
33.8%
43.9%

47.4%
29.2%
42.5%

43.8%
30.6%
41.3%

↑
↓
↓

55.5%
70.5%
99.0%

50
75
95

55.5%
85.3%
98.7%

54.0%
82.0%
99.1%

65.7%
83.6%
97.6%

58.6%
83.4%
98.4%

↑
↑
↓

25.0%
90.2%
95.1%

50
75
95

50.0% 0.0% 44.4%
100.0% 100.0% 77.8%
100.0% 100.0% 88.9%

43.8%
87.5%
93.8%

↑
↓
↓

43.7%
62.4%
91.0%

50
75
95

46.9%
55.8%
82.9%

↑
↓
↓

52.5% 52.8% 49.0% 51.6%
73.4% 69.3% 65.7% 69.6%
100.0% 100.0% 100.0% 100.0%

45.0%
57.8%
84.0%

45.6%
56.5%
84.9%

49.7%
53.5%
80.0%

↓
↓
↔

Bolton: This combined IAPT Step 2 and 3 service experienced a dip in
achievement of Recovery and RTT at 6 weeks in April. The dip in recovery is
being investigated. Initial enquires suggest this relates to a higher proportion of
complex patients being discharged in month. The reduction in 6 week RTT came
as a result of an admin issue with clients entering therapy in the October/
November period of 2018, subsequently being discharged in March/April. To
provide assurance the May (real time) figures show that Bolton are back to achieving compliance across all indicators. The engagement work with Primary Care
colleagues around insufficient levels of referrals to achieve the prevalence target
is starting to increase referrals.

Manchester: Manchester continues to provide a recovery figure in the high
30% range. This is down slightly from March, although a period of consolidation
was expected as the recent improvements in recovery have been linked to improved clinical practice and supervision in the early months of 2019. The 6 week
RTT performance has plateaued (on exit) and compliance of 18 week RTT across
all three districts dipped. This is related to the start of treatment of many of Manchester longer waiters in late 2018 and early 2019 who are now starting to be
discharged. The positive result is the Manchester service now has minimal number of RTT relevant clients breaching 18 weeks. Waiting list initiatives have created a positive move towards compliance (on entry to service) initially at 18 weeks
(95.2%) and then at 6 weeks (54.2%) in April. Referral rates have improved considerably in month, although still lower than required levels. Work to improve this
continues with GMMH chairing a number of meetings with third sector partners,
and co-designed an implementation plan to improve engagement
and consistency of referrals.
Salford: Salford continues to provide an excellent recovery figures for a Step 3
only service. The service experienced a slight dip in both 6 and 18 week RTT (on
exit). Like Manchester this is directly related to the start of treatment of many of
Salford’s longer waiters in late 2018 and early 2019 who are now starting to be
discharged. The positive result is the Salford service now has minimal numbers of
RTT relevant clients breaching 18 weeks. Waiting list initiatives have created a
positive move towards compliance (on entry to service) initially at 18 weeks
(60.9%) and then 6 weeks (50.2%) in April. Aprils figures indicate that on average
69% of the Salford’s Step 3 waiting list is now within the 0-6 week range, which
demonstrates the transformation required is starting to be demonstrated. Referral
rates are still considerably above those commissioned which puts extra uncommissioned demand on the service. The service meets regularly with commissioners and provides a fortnightly report on service improvement/development and
WLI trajectories. Feedback from commissioners is particularly positive in relation
to the improvements made.
Trafford: The combined IAPT Step 2 and 3 service continue to demonstrate
full compliance across all indicators, access, RTT at both 6 & 18 weeks as well as
recovery. Issues remain around insufficient levels of referrals to achieve the 19%
prevalence target, although in April the Trafford Service achieved all performance
indicators. Action plans are in place to increase referral rates whilst reducing
attrition in order to support future prevalence stretch targets.
Military Veterans: The service had 18 completed treatments recorded in
month. Such low numbers mean that 1 or 2 clients missing 6 or 18 week RTT, can
have significant effect on performance. The service delivered a slightly lower than
expected recovery rate at 44.4%, although the service achieved compliance at the
6 week RTT & it fell short at 18 week RTT in month 89.9%.
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4 IAPT Commissioned Treatment Starts
Number of Clients Entering Therapy
Commissioned
Treatment
Monthly Target
Bolton
573
Manchester
672

Apr-19

May-19

Jun-19

Jul-19

Aug-19

Sep-19

Oct-19

Nov-19

Dec-19

Jan-20

Feb-20

Mar-20

523

Total
2019/2020
523
762

762

202
241
SalfordSalford
Target
202
202
202
Trafford
446
456
Targets based on the 19% CCG Pathway (except: Bolton 20%)
The targets reflect the agreements made with commissioners for GMMH.

202

202

202

202

202

202

202

202

202

241
456

Comments
Bolton:
Commissioning Model - The model is currently based upon GMMH providing 17.5% prevalence into a prime provider model with Silver wellbeing providing an additional 2.5%, into a local 20% stretch target pathway.
Prevalence performance - Bolton delivered 91.3% of the prime provider target in month, although this is below the commission 573 monthly treatment starts, this is set in the context of a significant over achievement in the January/March Q4 previously. The overachievement in the last four months has had an impact on increasing the waits between first and second appointments.
Salford:
Commissioning Model— The model is currently to provide 35% of the overall pathway treatment starts not new treatment starts “prevalence”.
Treatment Starts performance - The Salford Service continue to overachieve on access, delivering 241 treatment start against the 202 target in month. This has been a consistent theme this year and is directly
related to the waiting list initiative and recent phase 1 & 2 investment made by GMMH and the introduction Waiting List initiative/e-therapy solution (IESO).
Trafford:
Commissioning Model - The model is currently based upon GMMH providing 17% prevalence into a prime provider model with Self Help Services providing an additional 2%.
Prevalence performance - The Trafford Service continue to overachieve on access, delivering 456 treatment start against the 446 target in month. This has been a consistent theme this year as Trafford achieved
their Q4 targets, although this had had an impact on increasing the waits between first and second appointments.
Manchester:
Commissioning Model—The model is currently to provide 20% of new treatment starts into the overall pathway “prevalence” and 35% of Step ups from Step 2
Treatment starts performance—The Manchester service delivered 762 treatment start against the 672 target in month. This has been the first time since acquisition that the service has overachieved against its treatment starts target. Although this is set in the context of a significant investment into non recurrent capacity to deliver a waiting list initiative. Work continues to develop a practitioner level capacity and delivery report
to understand further where pockets of inefficiency can be identified and eradicated.
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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 66% reduction of Inappropriate Reportable OAPs comparing the end of 19/20 position to the 17/18 outturn.
Reportable OAPS
Bolton
Manchester
Salford
Trafford
GMMH
17/18
Full Year 66%
Reportable
Reduction
Bednights
Target
15,300
5,202

Apr-19
0
9
0
0
9

May-19

19/20 Bed Usage
as at the end of
April 2019
9

Jun-19

Jul-19

Current Target
for 66% as at
April 2019
434

Aug-19

Oct-19

Nov-19

Diffference to YTD % Reduction in
66% Target
Reportable OAPS
(Bednights)
compared to 18/19
-425
99%

Dec-19

Jan-20

Feb-20

Mar-20

YTD
0
9
0
0
9

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 66% reduction is applied
as a flat line.

Comments:

Inappropriate Reportable OAPs - Rolling 12 Months

Continued good performance can be seen in April for reportable and locally monitored
OAPs. In April a 66% reduction would have equated to using 434 bednights. As can be
seen GMMH only used 9 bednights, a 99% reduction.

1200

Bed nights used in month

Sep-19

1000

Please note:- All OAPs figures are refreshed monthly to reflect the update of any recording issues hence there may be minor changes to monthly activity from previous
reports.

800

600

Surge beds: In April 2019 29 surge bed nights were used for 20 patients. A 3 day
review was completed for each surge bed used and the agreed policy was used for
each admission.

400
200
0

Locally Monitored OAPS
Bolton
Manchester
Salford
Trafford
GMMH

Apr
68
384
43
44
539
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May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

0

0

0

0

0

0

0

0

0

0

Final
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YTD
68
384
43
44
539
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SOF Quality of Care Indicators - Summary
The NHSI are sourcing the performance against the Quality of Care Indicators from external origins (See Data Source column). The figures in the table below are sourced internally and should be used as an indication of
performance only until the official figures are published. Unless stated, no targets have been provided for the indicators. As no targets have been set, benchmarking information has been used for comparisons where
possible.
Indicator

2018/19
Q4

2018/19
March

Q1

Q2

2019/20
Q3

Written Complaints - Rate

Apr-19
57

Comments
Number of complaints received has been used to provide an indication of performance.

Quarterly figure only. Number of staff answering "Extremely Likely" or "Likely" as a
percentage of the total number of staff responding to the FFT question "How likely are
you to recommend this organisation to friends and family if they needed care or
treatment?". Target is national average for MH Trusts.

72.50%

All Providers

Staff Friends & Family Test - % Recommended Care

Q4

Occurrence of any Never Events

0

The list of Never Events covered by the Multi-Lateral Contract has been used.

NHS England/NHS Improvement Patient Safety Alerts
outstanding

Information is provided quarterly.

CQC Community mental health survey

Results of the 2018 survey have been considered at Board and Quality Improvement
Committee and show average results in comparison to other Trusts.

Mental health scores from Friends and Family Test - %
positive

68.3%

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

0

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.
This will be derived from the MHSDS in the future but is not yet publically available,
therefore this is the locally derived figure.

Mental Health Providers

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

97.06%

% clients in settled accommodation

% clients in employment

Target: 9.07%.GMMH position is 6% - 440 clients extracted from published data.
Please note the population is those on CPA between 16-19. The Target applied has
been updated to reflect the latest available published national figures as an indication of
performance and is the overall England result as at March 2019.

6.00%

Potential under-reporting of patient safety incidents

Board Performance Report: April 2019

Target: 58.5%. GMMH position is 64% - 4705 clients extracted from published data.
Please note the population is those on CPA between 18-69. The Target applied has
been updated to reflect the latest available published national figures as an indication of
performance and is the overall England result as at March 2019.

64.00%

TBC

Final
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Human Resources Indicators

Workforce Overview
Indicator
Staff in Post FTE
Staff in Post Headcount
Difference between contracted and budgeted FTE as at month end
Apprenticeships - Number on program
Apprenticeships - GMMH % (Public Sector Target 2.3%)
Mandatory training - Total Compliance (Target 85%)
Appraisal Compliance (Target 85%)

Apr-19
4,654
5,061
499
216
4.3%
84.0%
81.0%

May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

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-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20
599
124
166
246

Comments:

Workforce overview:
At the end of April the Trust employed 5,061 people who worked a total of 4,654 Full-Time Equivalent. The budgeted FTE exceeded the contracted FTE by 499.
As at the end of February there were 216 apprentices in GMMH. This represents 4.3% 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.
There are currently 124 candidates who have completed all clearances and have an agreed start date. 166 are currently in the pre-employment check stage.
The Trust is currently exploring ways to speed up time to hire processes to streamline the experience for candidates, this will include the introduction of assessment centres
for generic posts which are advertised on a regular basis.
Mandatory Training:
Mandatory training compliance falls just below the target at 84%. Performance against the training targets is monitored through the Operational Leadership Committee.
Board Performance Report: April 2019
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Sickness Rate

3.74
2.19

A

3.78
2.16

M

3.49
2.82

F

3.61
2.86

J

3.48
2.56

3.18

D

2.45

O

1.68

S

2.92

3.58

4.05

3.91
1.57

A

1.73

N

5.83

5.81

5.81

Directo rate Targe t

2018/19
GMMH - Shor t te rm

5.88

5.99

4.25

4.17

3.94

3.92

3.94

3.95

3.96

3.90

1.74

A

1.87

F

1.71

1.89

J

M

1.93

0.00
D

Psycho logical
Therap ies

1.00

1.92

SMS

Sickness Absence - Long Term

1.14

N

HJS

MCR North

Sickness Absence - Short Term

Target

2.00
1.74

1.90

1.13

0.00

1.81

O

1.46

1.85

1.87

5.93

3.00

S

2.02

5.86

1.87

1.69

5.85

A

1.95

NHS E

MCR & City

2.55

Salford

1.53

MCR S &
Trafford

1.56
Bolton

2.00

2.99

5.81

1.88

3.19

5.81

J

3.13

4.25

5.87

3.94

4.00
3.76

4.03

4.78

5.89

1.86

3.63

5.69

5.94

5.00
4.02

3.89

4.14

6.31

GMMH - Long term

J

3.69

3.84

4.32

5.99

5.90

1.88

6.27

5.49

5.56

6.47

6.03

GMMH Sickness Rate (%) - Rolling 12 m onths

7.00
6.23

3.67

3.67

J

SMS

HJS

3.25

Directo rate Targe t

%

4.66

5.58

6.10

2019/20

GMMH - Shor t te rm

GMMH

5.79

6.03

2018/19

Corpor ate

5.25

5.00

%

0.00

6.00

6.00

1.00

1.00

7.71

8.00

5.48

5.73

2.00

M

8.82

9.00

3.00

2.19

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

10.00

4.00

NHS E

MCR S &
Trafford

MCR North

MCR & City

Bolton

Salford

Sickness Absence - Long Term

Rehab

0.58

Sickness Absence - Short Term

7.00

1.45

3.99

2.87
1.76

0.00

3.00

2.56

1.37

3.13

2.66

5.04 5.40

4.00

%
2.93

1.82

4.86

J

2.94
1.75

6.00
5.00

3.74
3.39

2.00
2.39

4.01

3.58

3.00

1.00

5.93

3.24

5.09

3.89

5.07

Rehab

%

4.10
2.87

3.97

6.10

4.37

3.90

GMMH Sickness Rate (%) - In Month

7.00

6.85

5.40

5.00
4.00

7.49
6.55

1.61

5.26

6.83

Psycho logical
Therap ies

6.00

Divisional In Month Sickness Rates (%) - April 2019

Corpor ate

7.00

7.04

M

6.83

GMMH

8.00

2019/20
GMMH - Long term

Target

Comments:

Sickness:
At 5.99%, the total sickness rate for the 12 months ending April 2019 has increased from 5.88% in March. However the in month total has decreased by 0.01% and reports
at 5.93%. 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 April was due to anxiety/stress/depression/other psychiatric illnesses (30%), other musculoskeletal problems/back problems (11%), and injury and fracture (5%).
Sickness related to coughs, colds and flu has significantly decreased.
All divisions with the exception of Bolton, Manchester South & Trafford, Psychological Therapies and Corporate Services reported sickness rates above the Trust target of
5.6%. The Trust has commenced a review of the Sickness Absence Policy and been working in partnership with our Trade Unions to explore ways to support staff with
mental wellbeing.
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Turnover Rate—Staff group and Directorate
Turnover figures are the 12 month rolling turnover rate excluding end of fixed term contracts and TUPE.

GMMH Turnover
16.00%

14.00%
12.00%

10.00%
8.00%

6.00%
4.00%

2.00%
0.00%

GMMH Turnover (Directorate) - 2019-04
18.00%
16.00%
14.00%
12.00%
10.00%
8.00%
6.00%
4.00%
2.00%
0.00%

GMMH Turnover (Staff group) - 2019-04
18.00%
16.00%
14.00%
12.00%
10.00%
8.00%
6.00%
4.00%
2.00%
0.00%

Comments:

Turnover:

During April a total of 60 staff left GMMH. Reasons for leaving were: voluntary resignation – work life balance (15) and retirement (11), all other reasons were mainly due to
a variety of reasons for voluntary resignation. The Trust has extended plans to work with NHS Improvement to improve retention.
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Expenditure—Bank and Agency Spend
Expenditure Type

2019-04
1,091,707
1,378,222
2,469,929

Bank
Agency
Total

2019-05

2019-06

2019-07

2019-08

2019-09

2019-10

2019-11

2019-12

2020-01

2020-02

2020-03

Bank and Agency Spend
3,000,000
2,500,000
2,000,000
1,500,000
1,000,000

500,000
-

Bank

Agency

Total

Comments:

Bank and Agency Spend:
The highest spend was due to medical agency costs, followed by qualified nursing expenditure. The network with the highest bank and agency spend was Manchester, Trafford and City Wide.
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Friends and Family Test—Staff and Patient Feedback

Staff, Friends and Family Test - Quarter 4 (2018/19) - 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%

119,
9.4%

297,
23.4%

184, 14.5%
203, 16.0%

618,
48.6
%

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

Comments:

The results for the latest staff FFT from Q4 18/19 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.

528,
41.6%

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

Like ly
Unlikely
Don't Know

Like ly
Unlikely
Don't Know

Patient Feedback—Service User Friends and Family Test
YTD Period: April 2019
14,
11.4%

9,
7.3%
49,
39.8%

7, 5.7%

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

1 - Extremely Likely
2 - Likely
3 - Neither likely nor unlikely

9, 7.3%

4 - Unlikely
35,
28.5%

Board Performance Report: April 2019

Comments:
The Friends and Family Test (FFT) for service users has been fully implemented in all GMMH
services. There are a variety of ways in which the FFT question is asked and embedded in current
service user experience surveys i.e. electronic surveys and postcards. The FFT results provide
invaluable feedback on what service users think of care and treatment, this feedback helps us to make
improvements and scope how we deliver future services. For April 2019, the combined GMMH results
showed that of the 123 service users asked, 68% said they would recommend our services to friends
and family. This is an increase since March 2019 from 46.4% to 68%. There continues to be an
increase in service users choosing don’t know or, neither likely or unlikely, this month. If these figures
were removed, 80% 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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REPORT SUMMARY:

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

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

No new risks have been identified for inclusion in the Board Assurance Framework in
June 2019. One risk is recommended by the Executive Management Team (EMT) for
de-escalation from the Board Assurance Framework – Risk ID 2927 (IM&T (Paris in
Manchester)). This recommendation is made on the basis of the controls in place
and the positive assurances received, which have reduced the risk score to an
acceptable level relative to the agreed risk appetite. A rationale for the proposed deescalation of Risk ID 2927 is provided in the Board Assurance Framework, in addition
to confirmation of how the risk and any outstanding actions will be managed going
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forward.
It is also recommended that the risk scores for Risk ID 2606 (OAPs Usage) and Risk ID
2611 (Financial Sustainability) are updated as follows:
•

•

Risk ID 2606 (OAPs Usage) – current risk score reduced from 16 to 12, and
target risk score reduced from 12 to 8, based on the significant overachievement against the agreed 2018/19 OAPs reduction trajectory and
continuing robust management oversight
Risk ID 2611 (Financial Sustainability) – current risk score reduced from 20
to 16 based on the 2018/19 year-end achievement, current financial
position and forecast future plans

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
13.06.2019
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
12.06.2019
LEGAL IMPLICATIONS:

None identified

REGULATORY
IMPLICATIONS (CQC/NHSI):

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

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

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)
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PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board of Directors are asked to:
•
•
•
•

Assurance

x

Approval/Decision

x

Review the risks and confirm that they are an accurate representation of
the current significant risks to the delivery of the Trust’s strategic objectives
Confirm that the target risk score for each risk, once achieved and
sustainable, can be withstood
Approve the updated risk scores for Risk ID 2606 (OAPs Usage) and Risk ID
2611 (Financial Sustainability)
Accept the recommendation from the Executive Management Team to
accept Risk ID 2927 (IM&T (Paris in Manchester)) at its current level and deescalate from the Board Assurance Framework
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Board Assurance Framework 2019/20
June 2019

1

1.

Introduction

1.1

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

1.2

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

1.3

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

1.4

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

1.5

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

1.6

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

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

Strategic Objectives

2.1

The Trust’s current strategic objectives are:

Objective 1 – To promote recovery by providing high quality care and delivering excellent outcomes
Objective 2 – To work with service users and carers to achieve their goals
Objective 3 – To engage in effective partnership working
Objective 4 - To invest in our environments
Objective 5 – To enable staff to reach their potential and innovate
Objective 6 – To achieve sustainable financial strength and be well-governed
2.2

Work is underway to develop a new long-term Strategy for the organisation for approval by the
Board of Directors in June 2019. The above strategic objectives are being refreshed as part of
this work and the Board Assurance Framework will be reviewed in the context of any changes
made.

3.

Risk Rating Matrix

3.1

Each risk in the Board Assurance Framework is rated at an initial, current and target risk level
using the following matrix:
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3.2

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

3.3

A ‘Target Date’ and performance trajectory are provided for each individual risk indicating when
the identified controls and actions are expected to have reduced the risk to the target risk score.

4.

New Risks

4.1

No new risks have been identified for inclusion in the Board Assurance Framework as at June
2019. Work is continuing with the Trust’s Anti-Fraud Specialist to determine how best to
incorporate potential fraud, bribery and corruption risks into Trust Risk Registers.

5.

Risks Recommended for De-escalation from the Board Assurance Framework

5.1

Following a review undertaken by the relevant Executive Lead, the Executive Management
Team recommend that the Board consider accepting and de-escalating the following risk from
the Board Assurance Framework in June 2019:

Risk ID

Risk Description

2927

IM&T – Failure to deliver
the PARIS system in
Manchester will impact
on service delivery,
patient safety and the
Trust’s ability to meet
reporting requirements

Current Risk
Rating
High – 8
(4 x 2)

Rationale for Closure
• PARIS in Manchester
Project Closure –
successful ‘Go Live’ with
majority of post-‘Go Live’
issues resolved and
ongoing oversight of
outstanding issues via
Digital Strategy Board
(sub-group of Executive
Management Team)
• Target risk score achieved
• Current risk score below
agreed Trust tolerance
level

Future Management
Approach
Risk to be deescalated from BAF
for oversight of
delivery of
outstanding actions
via the Digital
Strategy Board and
management via
local (service and
IM&T) risk registers

6.

Board Assurance Framework Summary

6.1

A summary of the June 2019 Board Assurance Framework is provided below. A detailed
description of each risk is provided on page 7 onwards.
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Risk
Risk Description
Date
Current Risk
Executive Lead Committee
Risk
ID
Opened Score*
Lead
Response
Objective 1 – To promote recovery by providing high quality care and delivering excellent outcomes
2252
Safe Staffing (Bed-Based 17/09/15
High
Gill Green Quality
Reduce
Services)
12 (4 x 3)
Improvement
↔
Committee
2814
Future Workforce Supply 10/11/17
Extreme
Andrew
Executive
Reduce
16 (4 x 4)
Maloney
Management Team
↔
2606
OAPs (Usage)
16/01/17
High
Deborah
Executive
Reduce
12 (4 x 3)
Partington Management Team
↓
1490
Performance
01/04/11
High
Liz Calder Executive
Reduce
16 (4 x 4)
Management Team
↔
2816
Physical Health
10/11/17
High
Gill Green Quality
Reduce
12 (3 x 4)
Improvement
Committee
↔
2817
Positive and Safe
10/11/17
High
Gill Green Quality
Reduce
12 (4 x 3)
Improvement
Committee
↔
2819
Mental Health Act and
10/11/17
High
Gill Green Quality
Reduce
Mental Capacity Act
12 (4 x 3)
Improvement
Compliance
Committee
↔
Objective 2 – To work with service users and carers to achieve their goals
2821
Engagement
10/11/17
High
Gill Green Executive
Reduce
12 (4 x 3)
Management Team
↔
Objective 3 – To engage in effective partnership working
Objective 4 – To invest in our environments
2927
IM&T (PARIS in
15/11/17
High
Ismail
Executive
Accept
Manchester)
8 (2 x 4)
Hafeji
Management Team
↓
2609
Capital
16/01/17
High
Andrew
Executive
Reduce
16 (4 x 4)
Maloney
Management Team
↔
2732
Cyber Security
18/07/17
High
Ismail
Executive
Reduce
12 (3 x 4)
Hafeji
Management Team
↔
Objective 5 – To enable staff to reach their potential and innovate
1804
Mandatory Training
19/09/13
High
Andrew
Executive
Reduce
12 (4 x 3)
Maloney
Management Team
↔
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Risk
ID
2823

Risk Description

Date
Current Risk
Executive Lead Committee
Opened Score*
Lead
Cultural Alignment
10/11/17
High
Andrew
Board of Directors
12 (3 x 4)
Maloney
↔
Objective 6 – To achieve sustainable financial strength and be well-governed
2572
Agency Expenditure
15/09/16
Extreme
Andrew
Executive
20 (5 x 4)
Maloney
Management Team
↔
2876
OAPs (Expenditure)
14/11/17
Extreme
Ismail
Executive
16 (4 x 4)
Hafeji
Management Team
↔
2611
Financial Sustainability
16/01/17
Extreme
Ismail
Board of Directors
16 (4 x 4)
Hafeji
↓
2875
Future Commissioning
14/11/17
High
Liz Calder Board of Directors
Arrangements
12 (3 x 4)
and Ismail
Hafeji
↔
3131
General Data Protection 30/05/18
High
Ismail
Board of Directors
Regulation (GDPR)
9 (3 x 3)
Hafeji
↔
* ↑↔↓ - indicates changes to current risk rating since last review
7.

Recommendation

7.1

The Board of Directors are asked to:

Risk
Response
Reduce

Reduce

Reduce

Reduce

Reduce

Reduce

• Review the risks and confirm that they are an accurate representation of the current
significant risks to the delivery of the Trust’s strategic objectives
• Confirm that the target risk score for each score, once achieved and sustainable, can be
withstood
• Approve the updated risks scores for the following risks:
o Risk ID 2606 (OAPs Usage) – Current risk score reduced from 16 to 12, and target risk
score reduced from 12 to 8, based on the significant over-achievement against the
agreed 2018/19 reduction trajectory and the continuing robust management
oversight
o Risk ID 2611 (Financial Sustainability) – Current risk score reduced from 20 to 16 based
on the 2018/19 year-end achievement, current financial position and 2019/20
forecast plans
• Accept the recommendation from the Executive Management Team to accept Risk ID 2927
(IM&T – Paris in Manchester) at its current level and de-escalate from the Board Assurance
Framework for oversight of delivery of outstanding actions via the Digital Strategy Board and
management via local risk registers
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Risk ID.
Strategic Objective

2252
To promote recovery by providing high quality care and delivering excellent
outcomes
Risk Description
Safe Staffing (Bed-Based Services) – Failure to achieve the agreed safe staffing levels
in the Trust’s bed-based services will impact on clinical quality and safety of care.
Executive Lead
Gill Green, Director of Nursing and Governance
Lead Committee
Quality Improvement Committee (QIC)
Updates Since Last
• Review of Safe Staffing Procedure in progress
Review
• Implementation of new Resourcing Policy
• Refreshed six-monthly Safe Staffing to Quality Improvement Committee and
Board in June 2019, including approach to meeting requirements of ‘Developing
Workforce Safeguards’
• Quality Matters visits on hold during preparation for implementation of Quality
Improvement Strategy i.e. not an active current assurance mechanism
Controls
Positive Assurances
What are we currently doing
Evidence that shows we are effectively managing our risks
about this risk?
Established safe staffing
Internal:
procedure in operation across
• Six-monthly Safe Staffing Report to QIC and Board providing an
GMMH setting out escalation
overview of reporting/monitoring arrangements, staffing-related
procedures, exception
incidents and safe staffing exceptions. Q3 and Q4 Safe Staffing Report
reporting and use of Datix to
to Board and QIC in June 2019 demonstrates 50% reduction in Datixreport concerns/incidents.
reported safe staffing incidents, with no incidents reaching the
Complemented by new
threshold for external reporting via STEIS.
operational Resourcing Policy
• Monthly Operational Leadership Committee (OLC) and Network Hub
effective from May 2019.
monitoring of safe staffing exceptions and incident reports
• Board Finance Report - providing comparative analysis of bank and
agency expenditure versus vacancies and breakdown of expenditure
External:
• Finding of CQC Core Service with Well-Led Inspection (Sept. to Dec.
2017) – in context of high vacancy rates, bank, agency and locum staff
used to keep people safe. Overall Trust rating of ‘Good’
• No enquiries received from NHS England in relation to GMMH monthly
staffing submissions via Unify
Proactive monitoring of use of
Internal:
bank and agency
• Reports and data reviewed at monthly Executive Agency Committee
meeting to check progress with services
External:
• Positive feedback from NHS Improvement on actions being taken to
reduce agency expenditure
• MIAA ‘Use of Agency Staff Review’ – ‘Moderate Assurance’ report (Dec.
2019)
Internal:
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Workforce Strategy approved in
May 2018, setting out targeted
and proactive actions to
address supply, recruitment
and retention, including
targeted recruitment campaign
for doctors in partnership with
The Guardian Media.

• Oversight of delivery of Workforce Strategy via quarterly Workforce
and OD Strategy Forum and bi-annual reporting to Board – updated
report to Board in June 2019
• Sustained improvement in time to hire performance compared to
2017/18 position, including achievement of ‘appointable to clearances
completed target’
• Vacancy review and recruitment planning at Operational Leadership
Committee and Network Hub meetings
• Vacancy data reviewed by Board and OLC as part of monthly
Performance Reporting
External:

Challenging medical
recruitment in inpatient CAMHS
(Junction 17). Controls:

Internal:
• Good quality locums identified and established in MDT
• Support from CAMHS Lead Consultant
• Identified as key priority in Medical Workforce Strategy
External:

• Approach agreed to
managing pressures in the
short-term
• Migration to NHS
Professionals
• Focus of Guardian
recruitment drive
• Six-month Tier 4 CAMHS
Leadership Development
Programme in progress with
support from Associate
Director of Nursing and
Governance
• Ongoing work with NHS
Professionals to support
migration from agency to
bank/substantive
Gaps in Controls
What additional controls should
we implement?
• Review of Safe Staffing
Procedure to be completed
by Associate Directors of
Nursing and Governance
and Operations to
strengthen safe staffing
planning processes

Gaps in Assurances
What additional assurances should we seek?
• Complete baseline audit of observation levels to support ongoing
quality improvement in staffing levels
• Assurance on effectiveness of Tier 4 CAMHS Leadership Development
Programme
• Review and refresh six-monthly Safe Staffing Report to QIC and Board
to meet requirements of ‘Developing Workforce Safeguards’
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• Complete implementation
of agreed Tier 4 CAMHS
Leadership Development
Programme, including to
address pressures on
inpatient CAMHS medical
workforce
• Agree implementation of
Safe Care module on eRoster to enhance safe
staffing reporting

Consequence
Likelihood
Score

Initial
4
4
16

Risk Scores
Current
3
4
12

Target/Risk Appetite
3
3
9

Target Date
31.08.2019

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No. Action
Owner(s)
Due Date
Progress/Comments
1
Implementation of
Andrew Maloney Dec. 2018 to
Complete. Campaign to be
targeted recruitment
June 2019
formally evaluated and reported
campaign for doctors in
through Medical Workforce
partnership with The
Group
Guardian Media

9

2

Complete baseline audit
of observation levels

Gill Green

13.06.2019
Date of final
report to QIC

3

Complete
implementation of Tier 4
CAMHS Leadership
Development Programme

Chris Daly

31.08.2019

4

Complete review of Safe
Staffing Procedure

30.06.2019

5

Refreshed six-monthly
Safe Staffing Report to
QIC and Board to meet
requirements of
‘Developing Workforce
Safeguards’

Associate
Directors of
Nursing and
Governance and
Operations
Gill Green

6

Agree implementation of
Safe Care module on eRoster to enhance safe
staffing monitoring

13.06.2019 –
QIC

Baseline audit undertaken during
Quarter 3 2018/19. Focus of data
collection – PICU, adult acute and
older age wards. 430 clinical
records audited from the four
divisions. Preliminary report
produced providing baseline data
and highlighting any significant
variation across wards.
Terms of Reference for 6-month
Tier 4 CAMHS Leadership
Development Programme agreed
in Feb. 2019 and implementation
underway
New Resourcing Policy in place
from May 2019. Review of Safe
Staffing Procedure in progress in
context of Resourcing Policy and
wider system changes
On Board and QIC agendas for
June 2019

24.06.2019 –
Board

Gill Green

30.06.19

10

Review of Safe Care module
functionality in progress.
Recommendation to implement
to be considered by Quality
Improvement Committee and
Digital Strategy Board

Risk ID.
Strategic Objective

2814
Objective 1 - To promote recovery by providing high quality care and delivering
excellent outcomes
Risk Description
Future Workforce Supply - Failure to recruit and retain high quality staff will impact on
quality of care and staff satisfaction
Executive Lead
Andrew Maloney, Director of HR and Deputy Chief Executive
Lead Committee
Executive Management Team (EMT)
Updates Since Last • Continued improving performance trajectory against agreed Time to
Review
Hire/recruitment time standards
• Continued reductions in vacancy rates
• Time to Hire controls updated
• Gaps in controls and associated actions identified including in relation to
workforce modelling, recruitment to generic posts and vacancy monitoring
Controls
Positive Assurances
What are we currently doing about this risk?
Evidence that shows we are effectively managing our risks
Time to Hire:
Internal:
• Time to Hire data provided to Networks on basis
• Monitoring of Time to Hire performance
• Monitored at Trust Board via monthly Performance
Report against performance standards agreed by the
• Proactive engagement of Resourcing
Executive Management Team – sustained improvement
Manager with local recruiting managers to
in Time to Hire performance (current average 8.8 weeks
identify areas of support or training
from offer to start date compared to 11.8 weeks in Sept.
• Recruitment Team weekly huddles –
2018) and achievement of ‘Appointable to Clearances
recruitment cases reviewed ensuring
Completed’ target
action/focus on cases that may breach
External:
target timescales
• Ongoing work to streamline recruitment
process
• Membership of GM Recruitment
Streamlining Group – learning from best
practice and sharing tried and tested
improvement methods
Targeted recruitment activity across services
Internal:
in hard to fill posts e.g.
• Recruitment time and vacancy data monitored monthly
with services and at Board – continued reduction in
vacancy rate as at April 2019
• Trust-wide centrally-coordinated open
days held for nursing posts
• Successful appointments following open days and
collaboration with Pennine Care
• Active participation in ‘Bee a Greater
Manchester Nurse Campaign’
External:
• Collaboration with Pennine Care to fill
• Finding of CQC Core Service with Well-led Inspection
mental health liaison posts in Greater
(Sept. to Dec. 2017) – systems in place to manage
Manchester
vacancies and ensure sufficient staff. Overall ‘Good’
rating
Internal:
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Preceptorship support in place for newly
qualified staff, including Preceptorship Pack
which ensures Preceptorship Nurses receive
same quality standards of development
during their first six to twelve months in post
Workforce Strategy approved in May 2018,
setting out targeted actions to address four
High Impact Areas including supply,
recruitment and retention

•

•
•

•

•

•

Gaps in Controls
What additional controls should we
implement?
Implementation of actions identified to
support improvements in staff health and
wellbeing following 2018 Staff Survey –
including new Employee Wellbeing Policy,
new Health and Wellbeing Plan and
strengthened mechanisms for learning from
leavers
Improved support for Preceptorship Nurses
Establishment of regular joint forums
between Finance/HR/Service to enable
triangulated approach to establishment
management
Recruitment to generic posts to be
centrally-coordinated through routine
Assessment Centre approach
Agreement of approach to workforce
modelling to enable more effective
workforce planning
Implementation of vacancy monitoring by
WTE by staff group area and other key
demographics to enable strategic alignment
of recruitment activity

• Evidence of successful preceptorship completion rates
monitored via HR and Corporate Nursing
External:

Internal:
• Oversight of delivery of Workforce Strategy via
Programme Board via Workforce and OD Forum and biannual reporting to Board – most recent update to June
2019 Board of Directors meeting
External:
• Positive feedback received from NHSI on actions being
taken to address staffing issues
• Feedback received following GMMH’s participation in
NHSI’s Recruitment Collaborative – incorporated into
Workforce Strategy and associated action plan
Gaps in Assurances
What additional assurances should we seek?
• Effectiveness of recruitment process – including
benchmarking of service standards (time to hire data)
with other Trusts/providers
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Consequence
Likelihood
Score

Risk Scores
Current
4
4
16

Initial
4
5
20

Target/Risk Appetite
4
3
12

Target Date
31.12.19

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No. Action
Owner(s)
Due Date
Progress/Comments
1
Implementation of targeted
Andrew Maloney
Dec. 2018
Complete. Campaign to
recruitment campaign for doctors
to June
be formally evaluated
with The Guardian Media
2019
and reported through
Medical Workforce
Group
2
Benchmarking of Time to Hire data
Andrew Maloney
30.04.19
Complete. Limited data
with other GM Trusts/providers
available via TRAC:

3

Implementation of actions to
influence supply line as detailed in
Workforce and OD Strategy

Andrew Maloney
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31.12.19

• Shortlisting –
quickest (6.1 days),
slowest (9.3 days),
GMMH (8.5 days)
• Employment checks
– quickest (20 days),
slowest/GMMH (31
days)
Oversight via
Workforce Strategy
Programme Board

4

5

6

7
8

Implementation of actions to
support improvements in staff
health and wellbeing following 2018
Staff Survey results
Improved support for Preceptorship
Nurses to ensure retention of those
we recruit
Implementation of ESR
Establishment Control

Andrew Maloney

31.12.19

Oversight via
Workforce Strategy
Programme Board

Andrew Maloney

Ongoing

Andrew Maloney

31.12.19

Oversight via
Workforce Strategy
Programme Board
Pilot area to be defined
with initial test on a
discreet service.
Project plan to follow
to July Workforce
Strategy Programme
Board

Workforce Modelling toolkit to be
agreed and implemented
Establish Trust-wide Assessment
Centre approach for generic
vacancies

Andrew Maloney

31.08.19

Andrew Maloney

30.10.19
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To improve current
nursing recruitment.
Programme for
Healthcare Support
Worker vacancies to
follow.

Risk ID.
Strategic Objective

2606
Objective 1 - To promote recovery by providing high quality care and delivering
excellent outcomes
Risk Description
OAPs - Failure to reduce the number of OAPs will impact on patient safety and
experience and act as a barrier to recovery
Executive Lead
Deborah Partington, Director of Operations
Lead Committee
Executive Management Team (EMT)
Updates Since Last
• Achievement of agreed reduction trajectory for Greater Manchester and GMMH
Review
in 2018/19
• Agreement of further reduction (66%) by end 2019/20
• New control – ‘GMMH Procedure for Responding to Surges in Inpatient Demand’
(from April 2019)
• Proposed reduction in current risk score and target risk score based on 2018/19
performance
Controls
Positive Assurances
What are we currently doing about this risk?
Evidence that shows we are effectively managing our risks
Management oversight of OAPs enabled by:
Internal:
• Monthly OAPs summary report and finance report to EMT
for monitoring and agreement on onward action
• Weekly internal OAPs Meeting
(performance, finance and DTOCs)
• Monthly Board Performance Report demonstrating OAPs
performance
• Dedicated Strategic Lead for Patient Flow
• OAPs Year-end Performance Summary to May 2019 Board
• 10-point plan in current action plan
of Directors meeting - demonstrating achievement of
• Daily bed capacity reporting – focused on
agreed reduction trajectory for reportable OAPs for
capacity and contingency planning for next
2018/19 (GMMH achieved 63% reduction against 33%
24 hours
target)
• Daily teleconference with all divisional
• Manchester Transformation Programme Closedown
Heads of Operations to plan contingencies
Report to Board in Jan. 2019 – 90% of OAPs PTIP tasks
for the overnight period
completed with responsibility for ongoing actions with
• Live 24/7 centralised Patient Flow/Bed
RIBs Network Hub and Patient Flow Meeting
Bureau in operation
• Weekly DTOC data and daily bed capacity reports
• DTOC reporting processes – enabling
External:
identification of stranded service users,
• Finding of CQC Core Service with Well-led Inspection
action on discharges and improvements in
(Sept. 2017 to Dec. 2017) – effective systems in place to
patient flow
monitor OAPs and plans to address performance. Overall
• New ‘GMMH Procedure for Responding to
rating of ‘Good’
Surges to Inpatient Demand’ (operational
• NHS England monthly data publication – GMMH
from April 2019)
demonstrating a downward OAPs trajectory in contrast to
performance elsewhere in country
Increased bed capacity:
Internal:
• Monitoring of uptake via OAPS summary report to EMT
• Priory, Cheadle - capacity increased
• MacColl and Griffin Wards being fully used for
following conclusion of Maryfield Court
Manchester service users
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contract in March 2019, though overall
reduction in externally contracted beds
• MacColl Ward and Griffin Ward
• 8-bedded move-on service (Beech Range)
in Levenshulme, in partnership with Home
Group - referral pathway managed to
ensure flow in system
GM OAPs Group established, chaired by
GMMH Director of Operations, enabling
whole system approach to management of
OAPs. (Group meets monthly as whole
system and monthly as a provider-only
forum.)

GMMH-wide bed bureau – live with effect
from 14.01.19, including IPFM (patient flow
monitoring) system allowing
real-time bed capacity and demand
management
Enhanced Community Model (ECM)
implemented in Manchester from Dec. 2018,
including 24/7 Home-Based Treatment (HBT)

Gaps in Controls
What additional controls should we
implement?
• More regular and up to date reporting
processes, enabling real-time
understanding of patient flow
• GMMH systems to monitor/understand
real time data and action required changes
to promote flow and capacity
• Agree contracted bed needs (number and
location) for 2019/20 with commissioners

• Governance mechanisms in operation to
manage/optimise use of Priory contract
External:
• Assurance provided to CCGs on use of non-GMMH beds
via monthly data reporting and contract performance
update – no concerns raised
Internal:
• Monthly OAPs summary report to EMT enabling
monitoring and agreement on onward action
• Monthly Board Performance Report demonstrating OAPs
performance, including achievement of agreed GM and
GMMH reduction trajectory in 2018/19
External:
• GM OAPs definition and agreed trajectory applied across
GM from 1 April 2018
• 10-point plan provides a framework for GM OAPs Group
agenda and actions
• DTOC definition agreed and applied, with local systems
established to enable regular CCG/LA discussion of DTOCs
Internal:
• Significant improvement in terms of numbers of
reportable OAPs compared to previous year’s position
• Improving use of locally monitored OAPs
External:
•
Internal:
• Improving pathways between CMHTs and the bed
bureau
• Ongoing monitoring of impact of new model via
reporting processes and monitoring of KPIs
External:
•
Gaps in Assurances
What additional assurances should we seek?
• BI (Business Intelligence) reporting system that delivers
data for use both internally and externally as assurance
• Evaluation of impact of Manchester Transformation
programme
• Achievement of 2019/20 OAPs reduction trajectory
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• Identification of sustainable community
options in each locality to improve service
user flow
• Complete implementation of IPFM (Patient
Flow Monitoring) system

Consequence
Likelihood
Score

Risk Scores
Current
4
3
12

Initial
4
5
20

Target/Risk Appetite
4
2
8

Target Date
31.03.20 –
Achievement of
19/20 66%
reduction target

Risk Score

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

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No. Action
Owner(s)
Due Date
Progress/Comments
1
Evaluate impact of Manchester
Deborah
31.08.19
Interim evaluation to be
Transformation Programme
Partington
followed by full evaluation
of clinical model.

2

3

Development of ‘Surge in Demand’
process to further strengthen OAPs
management
Agree contracted bed needs for
2019/20 with commissioners

Deborah
Partington

30.06.19

Deborah
Partington

31.03.19

17

To note - Action incorporates
previous actions re Home
Group and ECM evaluation
Complete – in operation
from April 2019
Complete

4

5

Identification of sustainable
community options in each locality
to improve flow
Complete implementation of IPFM
system

Deborah
Partington

30.06.19

In progress – review at end
of Q1 2019/20

Deborah
Partington

31.03.19

First version to go live with
effect from 01.04.19
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Risk ID.
Strategic Objective

1490
Objective 1 – To promote recovery by providing high quality care and delivering
excellent outcomes
Risk Description
Performance – Failure to meet national and local targets and regulatory standards
will impact on quality of care and could incur financial penalties and/or intervention
from regulators
Executive Lead
Liz Calder, Director of Performance and Strategic Development
Lead Committee
Executive Management Team (EMT)
Updates Since Last
• New control – Sustainability and Quality Improvement Group (SQuIG) established
Review
to ensure preparedness for CQC inspection and achievement of regulatory
standards
• Performance in line with expectations at 2018/19 year-end
• Work underway to develop more connected performance reports and datasets to
provide further assurance and enable quality improvement
• New gap in control - NHSE requirement to complete access assessments prior to
admission to CAMHS beds
Controls
Positive Assurances
What are we currently doing about
Evidence that shows we are effectively managing our risks
this risk?
Performance Management
Internal:
Framework in place (approved April • Monthly Board Performance Reports and Divisional Performance
2018) supported by Operating
Reports demonstrating continued performance in line with
Procedures setting out data
expectations and achievement of key targets e.g. OAPs 2018/19
definitions and recording, reporting
reduction trajectory
and monitoring arrangements.
• Quality Account 2018/19 Quarter 4 Progress Report to Quality
Performance monitoring via:
Improvement Committee in May 2019 - demonstrating positive
progress against Quality Improvement Priorities (QIPs)
Performance monitoring via:
• CQUINs – Quarter 4 Quality Report to Board and 2018/19 Quality
• Board of Directors
Account demonstrating positive year-end position against 2018/19
• Quality Improvement
CQUINs
Committee (QIC)
External:
• Executive Management Team
• Commissioner review and feedback on performance via
(EMT) – including close scrutiny
Commissioner Quality and Performance monitoring and
of OAPs and IAPT performance
Commissioner Contract meetings – no significant concerns raised
• Operational Leadership
that are not being addressed by business cases/improvement
Committee (OLC)
plans
• Hubs and Senior Leaderships
• MIAA audit of Board Performance dashboard – ‘Significant’
Teams
assurance opinion
• CQUIN Steering Groups
• KPMG Quality Account Opinion 2018/19 – Clean ‘Limited
Assurance’ Opinion with regard to content and quality indicators
• Performance Measures and
Data Quality (PMDQ) meeting
New operational structure
Internal:
implemented across GMMH, with
• Targeted performance review at PMDQ, SLT and OLC meetings
divisional SLTs in place in
enabled by new structures/identified leads
19

Manchester and identified
performance management leads

Performance hotspots - Workstreams established, action plans
agreed and (as required) business
cases funded to address identified
performance hotspots (e.g. OAPs,
IAPT and EI). Bespoke performance
reporting also developed in
conjunction with service leads with
weekly review and oversight.
Regulatory standards - Weekly
Executive-led Sustainability and
Quality Improvement Group
(SQuIG) established to ensure
operational and corporate
preparedness for upcoming CQC
core service with well-led
inspection

Gaps in Controls
What additional controls should we
implement?
• Implementation of
improvement plans to address
identified performance hotspots
• Development and agreement of
business cases to enable
achievement of new IAPT
targets for 2019/20
• Procurement of data
visualisation tool for
implementation in 2019/20
• Compliance with NHSE
requirement to complete access
assessment prior to admission
to CAMHS Tier 4 beds –
development of implementation
plan and communication across
system

External:
• Feedback from commissioners – comprehensive local district
commissioners reports, including exception reporting, inform
discussion with commissioners and quality leads
Internal:
• Board Performance report demonstrating improvements in
performance e.g. reductions in numbers of reportable and locally
monitored OAPs and achievement of IAPT access and recovery
targets in Bolton and Trafford. Overall GMMH IAPT performance
as at April 2019 – Recovery (49.7% cf 50% target), 6-week RTT
(53.5% cf 75% target) and 18-week RTT (80% cf 95% target).
External:
• Majority of required Five Year Forward View (FYFV) investment
agreed with commissioners
Internal:
• Feedback received from frontline staff during preparatory phase
and following core service visits
• Outcomes of desk-top well-led review and self-assessment against
CQC domain and KLOEs
External:
• Outcome of most recent CQC Core Service with Well-Led
Inspection (Sept. to Dec. 2017) – overall ‘Good’ rating
• Feedback from commissioners – CQC action plan shared with
commissioners at recent Quality and Performance Meeting
Gaps in Assurances
What additional assurances should we seek?
• Achievement of IAPT targets in Salford and Manchester – recovery
plans being implemented and regular progress reports provided to
EMT, Board and commissioners
• Achievement of EI targets – ongoing discussions with
commissioners about investment in Trafford to reflect service
requirements and NICE guidance
• Outcome of 2019 CQC Core Service with Well-led Inspection
• Development of more connected performance reports and
datasets for assurance and quality improvement
• Impact of requirement to complete access assessment prior to
admission to CAMHS Tier 4 service
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Consequence
Likelihood
Score

Initial
5
4
20

Risk Scores
Current
4
4
16

Target/Risk Appetite
4
2
8

Target Date
31.03.20

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

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

2

Implementation of specific actions to address
identified performance hotspots

Deborah
Partington/Liz
Calder

Development and agreement of business cases
to enable achievement of new IAPT targets for
2019/20
21

Liz Calder

OAPs –
31.03.20

2018/19 reduction
trajectory achieved.
66% target for
2019/20

IAPT –
31.03.20

IAPT due date linked
with achievement of
new IAPT access,
recovery and
prevalence targets for
2019/20

EI –
31.03.20

GMMH Task and Finish
Group being
established to review
EI processes.
Business case
development in
progress. Expected

31.07.19

3

Development of more connected performance
reports and datasets for assurance and quality
improvement

Liz Calder

31.03.20

4

Procurement of data visualisation tool for
implementation in 2019/20

Liz Calder

Oct. 2019

5

Development of implementation plan and
Deborah
communication across system to comply with
Partington
NHSE requirement to complete access
assessment prior to admission to CAMHS Tier 4
beds
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31.05.19

completion date by
end of July 2019, with
submission to follow
to CCGs in Aug. 2019.
In progress – Director
Working Group
established. Digital
Strategy includes
developing a business
case to extend the
data warehouse as a
priority
Procurement in
progress.
Implementation to
follow.
Complete. Monitoring
in system underway to
ensure ongoing
compliance.

Risk ID.
Strategic Objective

2816
To promote recovery by providing high quality care and delivering excellent
outcomes
Risk Description
Physical Health – Failure to improve the Trust’s assessment and treatment of
physical conditions will impact on service user wellbeing and lead to poorer
outcomes
Executive Lead
Gill Green, Director of Nursing and Governance
Lead Committee
Quality Improvement Committee (QIC)
Updates Since Last Review • Early assurance to Quality Improvement Committee on GMMH smoke-free
approach, with future areas of focus identified
• Uptake of new cardio-metabolic training package
• Completion of deep-dive into transfers of care with findings shared with
QIC
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our risks
risk?
Physical Health identified as a continuing
Internal:
focus within 2019/20 Quality Account
• Quality Account 2018/19 Quarter 4 Progress Report to
Improvement priorities – ‘To Improve
Quality Improvement Committee in May 2019 Outcomes’ and ‘To Integrate our Care
demonstrating positive progress against physical health
around the Person’ – and new Quality
priority
Improvement Strategy
• Findings of Positive and Safe deep dive audit – providing
assurance on physical healthcare
• Physical health included as a focus in CQC peer reviews
(PICU and adult acute wards)
External:
• Findings of CQC Core Service with Well-led Inspection (Sept.
to Dec. 2017) – CQC found that patients’ physical health
care needs were assessed and responded to appropriately
• MIAA Audit of Physical Health in Mental Health Settings
(May 2018) – physical health agenda found to be
embedded in teams visited
Standard of physical health care checks
Internal:
undertaken across GMMH and health
• Uptake of cardio-metabolic training package across all
training package developed for GMMH
services – launched in Q4 2018/19 with 45% uptake by key
services to support cardio-metabolic
staff by end of Q4
assessment and treatment (National CQUIN External:
N3a)
• Cardio-metabolic assessment and treatment for people
with psychosis (Single Oversight Framework) – GMMH
performance better than the national average in 2017/18
and significant progress made against 2018/19 national
CQUIN
Internal:
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Consistent standards/approach to Infection
Prevention and Control (IPC) across GMMH,
overseen by designated Director of IPC

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

• IPC Annual Report 2017/18 to QIC and Board of Directors
(July 2018)
• No infection outbreaks in Quarter 4 2018/19, with 1 nonGMMH reportable infection managed effectively
• Uptake of flu vaccination programme (National CQUIN N1c)
– 75% target achieved as at end of Feb. 2019. GMMH
achieved 77.25% uptake – higher than the national average
of 71%.
External:
• MIAA Quality Spot Checks (Infection Control) (to Audit
Committee in Dec-18) - areas of good practice identified
but ‘Limited Assurance’ overall
Internal:
• Quarterly update to Board on progress in delivering Risky
Behaviours CQUIN – all milestones (tobacco and alcohol)
met as at Q4 2018/19
• Post-implementation review of GMMH Smoke-Free
approach to QIC in May 2019 – early implementation
found to be generally successful with majority of
challenges/issues raised managed effectively. Ongoing
areas of focus for next 12 months identified.
• Internal analysis of audit data for the Early Intervention in
Psychosis cardio-metabolic CQUIN indicates that 10% of
service users that received a smoking intervention quit
smoking.
External:

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

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

Completion of 90-day collaborative with
NHS Improvement to close the gap on
mental and physical health, including
implementation of ‘Motiv-8’ quality
improvement project

Internal:

Gaps in Controls
What additional controls should we
implement?
• QIC deep-dive focused on diabetes
management - implementation of action

External:
• Motiv-8 project - winner of the collaborative ‘Expert by
Experience Award’. Two cohorts completed and third in
progress. Presentation to QIC on Motiv-8 in May 2019.
Gaps in Assurances
What additional assurances should we seek?
• Updates to QIC on implementation of diabetes deep-dive
action plan – Diabetes Working Group leading action plan
with support from Consultant Diabetologist and Diabetes
24

plan to address findings of deep-dive,
including re-audit in August 2019

Consequence
Likelihood
Score

Initial
4
4
16

Specialist Nurse. Initial focus on inpatients in the Adult
Forensic Service.
Risk Scores
Current
Target/Risk Appetite
Target Date
4
4
31.01.20
3
2
12
8

Mapping of Currrent Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No. Action
Owner(s)
Due Date Progress/Comments
1
Completion of QIC deep-dive into
Rebecca
13.06.19 Headline findings presented
transfers of care
McCarren
to QIC in May 2019 with full
report to follow in June 2019
2
Implementation of action plan to
Rebecca
12.09.19 Action plan approved by QIC
address findings of diabetes
McCarren
in Jan. 2019
management deep dive
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Risk ID.
Strategic Objective

2817
To promote recovery by providing high quality care and delivering excellent
outcomes
Risk Description
Positive and Safe – Failure to minimise the use of restrictive practices will
impact on patient safety and experience
Executive Lead
Gill Green, Director of Nursing and Governance
Lead Committee
Quality Improvement Committee (QIC)
Updates Since Last
• Positive and Safe Group - Terms of Reference and membership updated
Review
• Continued reduction in use of restrictive interventions, seclusion and rapid
tranquilisation
• Pilot of Rapid Tranquilisation care bundle in progress
• Sustainability and Quality Improvement Group – oversight of implementation
of short- and medium-term Positive and Safe improvements
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our risks
risk?
Governance/leadership structures:
Internal:
• Positive and Safe Group monitoring and analysis of overall
practice, including via assurance reports from service areas
• GMMH Positive and Safe Group in
operation, co-ordinating
• Bi-annual reports from Positive and Safe Group to QIC – Feb.
programme of sustainable
2019 report demonstrating progress with implementation of
improvement-oriented activities
Safewards programme and correlating reduction in the use of
(including following CQC Mental
restrictive interventions
Health Act visits)
• Findings of Positive and Safe deep dive audit (reported to QIC
• Positive and Safe Group Terms of
and Board in March 2018) – providing assurance on GMMH use
Reference and membership
of de-escalation, use of seclusion, physical healthcare, patient
updated in late 2018/19
reported safety and use of debriefs following incidents.
• Positive and Safe Lead in post,
• Progress in implementation of Positive and Safe deep-dive
overseeing implementation of
action plan reported to QIC on a quarterly basis as part of
SafeWards
Quality Account – as at May 2019, all actions have progressed
with a number relating to e.g. trauma-informed care, postincident debriefs and PMVA training carried forward into
2019/20
External:
• Findings of CQC Core Service with Well-led Inspection (Sept. to
Dec. 2017) – overall positive feedback on management of
violence and aggression and use of restrictive practice
• Positive and Safe deep dive audit – performance positive
compared to national benchmarks in a number of areas
• CQC Mental Health Act Visits – Provider Action Statements
submitted advising how restrictive practice concerns will be
addressed
Internal:
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Management oversight to enable
identification of improvement
priorities:
• Regular review of Datix reports –
monitoring trends and trajectories
• Clinical reviews undertaken following
positive and safe episodes and
reported via Datix
• Additional structured support and
training, where required, offered by
Positive and Safe Group
Monitoring of episodes of prone
restraint, seclusion and rapid
tranquilisation and recording of
rationale

Provision of PMVA training

Rapid tranquilisation:
• Agreed protocols for out of hours
implementation across GMMH
• PRN (Pause, Reflect, Next Steps)
Strategy for medication usage
• Rapid Tranquilisation QI Project
Group established
• Rapid Tranquilisation care bundle
being piloted prior to full rollout
• Harmonised Rapid Tranquilisation
Policy updated in line with NICE
guidelines and approved through
Medicines Management Group
Participation in national initiatives:

• Assurance reports from clinical areas to Positive and Safe Group
outlining steps being taken to ensure practice is as least
restrictive as possible
External:
• Benchmarking with Mersey Care

Internal:
• Quarterly Quality Performance Report to Board demonstrating
use of restraint techniques, including internal benchmarking –
continued downward trend in use of restraint, seclusion and
rapid tranquilisation over the last two years. Reductions – use
of restraint (15%), use of prone restraint (25%), use of seclusion
(13%) and rapid tranquilisation (6%).
External:
• CQC Insight Report – performance assessed against national
benchmarks
Internal:
• Uptake reported and monitored via Board Performance Report
– compliance increased to 76% cf to target of 85% as at March
2019
• Sufficient training capacity in place
External:
Internal:
• Use of rapid tranquilisation (including internal benchmarking)
reported in quarterly Quality Performance Report to Board –
continued downward trajectory in use of rapid tranquilisation as
at Quarter 4 2018/19
External:

Internal:
27

• GMMH part of two-year National
Quality Improvement Collaborative
commissioned by NHS Improvement
and led by Royal College of
Psychiatrists which aims to reduce all
restrictive interventions – focus is on
Irwell Ward
• Member of National Reducing
Restrictive Practice Network
• Participation in national forum
focused on practical implementation
of new reporting guidelines
Gaps in Controls
What additional controls should we
implement?
• Actions agreed at Workforce
Development Committee to achieve
85% compliance rate for PMVA
training – scrutiny via Operational
Leadership Committee and with
support from Positive and Safe Group
• Improvement actions identified as an
outcome of Positive and Safe deep
dive audit
• Development of a psychological
service for the acute wards to
support further embedding of
Safewards
• Complete roll-out of PRN Strategy
• PMVA – introduction of psychological
skills-based training for staff who are
unable to provide physical restraint
interventions
• Sustainability and Quality
Improvement Group (SQuIG) completion of short- and mediumterm actions to strengthen approach
to Positive and Safe, including
targeted action in outlying areas (see
April 2019 Board Report)
• Further development of PMVA
training in line with new guidelines
and to achieve accreditation

• Overall use of restrictive interventions at lowest since MMHSCT
acquisition
• Reduction in incidents seen on Irwell Ward – progress
monitored by Positive and Safe Group with learning/best
practice shared across services
External:

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

Risk Scores
Current

4
4
16

3
4
12

Target/Risk
Appetite
3
3
9

Target Date
31.03.20

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No. Action
Owner(s)
Due Date
Progress/Comments
1
Implementation of actions to
Andrew Maloney
30.06.2019 Actions agreed at Workforce
improve PMVA training
Development Committee
compliance and achieve 85%
and in progress. Compliance
target
rate is increasing.
2
Positive and safe benchmarking
Gill Green
Ongoing
Data shared with Mersey
with Mersey Care
Care for benchmarking
purposes
3
Implementation of improvements Tim McDougall
31.03.20
Follow-up audit to be
identified as an outcome of
completed in 12 months’
Positive and Safe deep dive audit
time. Progress monitored on
a quarterly basis via QIC with
a number of actions carried
forward into 2019/20
4
Development of a psychological
Steph Kennedy
Sept. 2019 Initial meeting has taken
service to the acute wards to
place. Trauma-informed care
enhance embedding of Safewards
in inpatient services to be
progressed through Positive
and Safe Group
29

5

Complete roll-out of PRN Strategy

Tim McDougall,

Sept. 2019

In progress

6

PMVA - Introduction of
psychological skills based training
for staff unable to provide
physical restraint interventions
Sustainability and Quality
Improvement Group (SQuIG) completion of short- and mediumterm actions to strengthen
Positive and Safe approach
Further development of PMVA
training in line with new
guidelines and to achieve
accreditation

Tim McDougall

31.03.20

Training materials developed
and awaiting implementation
of systems for delivery

Tim McDougall

30.06.2019

In progress

Chris Daly and Tim
McDougall

Dec. 2019

In progress

7

8

30

Risk ID.
Strategic Objective
Risk Description

Executive Lead
Lead Committee
Updates Since Last
Review

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

• Chris Daly, Medical Director added as joint Executive Lead
• Sustainability and Quality Improvement Group – oversight of implementation
of short- and medium-term MHA and MCA improvements
Controls
Positive Assurances
What are we currently doing about
Evidence that shows we are effectively managing our risks
this risk?
Systems and governance:
Internal:
• Assurance report to Board of Directors in January 2019 on actions
taken following CQC MHA monitoring visits
• Full MHA administration across
GMMH
• Quarterly Quality Performance Report to Board – including data on
admissions to hospital under the MHA, themes identified in CQC
• Designated Non-Executive
MHA-focused visits, Section 49 Reports and DoLS applications
Director lead for MHA
• MHACC scrutiny of MHA administration
• Mental Health Act and Mental
Capacity Act Compliance
External:
Committee (MHACC) – bi• CQC MHA review reports – reviewed by the Executive Management
monthly meeting, sub-group of
Team with actions plans agreed
Quality Improvement
• Thematic analysis of CQC MHA Monitoring Visit Reports shared
Committee
with Board and QIC in Jan/Feb 2019 – majority of reports evidence
• Multidisciplinary MHA Quality
positive feedback from patients on their experience
Improvement Group – sub• Finding of CQC Core Service with Well-Led Inspection (Sept. to Dec.
group of MHACC, established to
2017) – staff understood their roles and responsibilities under the
support spread and
MHA and MCA. Overall Trust rating of ‘Good’
sustainability of improvements
• MIAA audit of Implementation of the Mental Health Act –
following CQC MHA Monitoring
‘Substantial’ audit opinion
Visits
Maintaining training compliance
Internal:
across the organisation – actions
• Monthly Board Performance Report demonstrating training
agreed by the Workforce
compliance – MHA Code of Practice and Mental Capacity Act
Development Committee to address
training compliance at 76% and 78% respectively (cf 85% target) in
current under-performance in
March 2019
relation to mandatory training
External:
(including MHA training) and
• CQC inspection outcomes
achieve required compliance rate
External:
Internal:
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MHA compliance – T2, T3 and SOAD • Series of audits and rapid improvement cycles undertaken in Q1
(Second Opinion Appointed Doctor)
2019/20 demonstrating improving compliance with T2, T3 and
requests:
SOAD requests
External:
• Improved Consent to Treatment • Feedback from CQC MHA Monitoring Visits – including
Policy in operation
identification of errors in processes
• Reminders issued via PARIS
• Clarity of roles in MDTs in
relation to MHA paperwork
Gaps in Controls
Gaps in Assurances
What additional controls should we
What additional assurances should we seek?
implement?
• Completion of outstanding
‘should do’ actions in GMMH
CQC action plan themed under
Mental Health Act
• Sustainability and Quality
Improvement Group (SQuIG) completion of short- and
medium-term actions to
strengthen performance in
relation to MHA and MCA (see
April 2019 Board Report)
Initial
Consequence
Likelihood
Score

3
5
15

• Improve compliance with mandatory training – also see Risk ID
1804
• Evidence of impact of MHA Quality Improvement Group
• MHA compliance (T2, T3 and SOAD requests) – compliance to be
re-evaluated following completion of rapid improvement cycles

Risk Scores
Current
3
4
12
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Target/Risk
Appetite
3
2
6

Target Date
31.08.19

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No. Action
Owner(s)
Due Date
Progress/Comments
1
Completion of outstanding ‘Should
Chris Daly and Gill
31.07.19
Sustainability being
Do’ actions relating to Mental Health Green
monitored by MHACC
Act in CQC Action Plan
and new MHA QI Group,
with oversight via
Sustainability and
Quality Improvement
Group
2
Assess impact of six-month MHA
Chris Daly and Gill
31.08.19
Quality Improvement Group
Green
3
Sustainability and Quality
Chris Daly and Gill
31.07.19
In progress – oversight
Improvement Group (SQuIG) Green
via Sustainability and
completion of short- and mediumQuality Improvement
term actions to strengthen
Group
performance in relation to MHA and
MCA
4
MHA compliance (T2, T3 and SOAD
Chris Daly
31.07.19
requests) – compliance to be reevaluated following completion of
rapid improvement cycles
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Risk ID.
Strategic Objective
Risk Description

2821
Objective 2 – To work with Service Users and Carers to Achieve their Goals
Engagement – Failure to engage effectively with service users and carers in
Manchester will impact on the Trust’s ability to transform services for the benefit of
the wider population
Executive Lead
Gill Green, Director of Nursing and Governance
Lead Committee
Executive Management Team
Updates Since Last
• New Executive Director lead as user and carer engagement in Manchester now
Review
‘business as usual’ and aligned with wider GMMH engagement approach
• Update on MWF performance – over 130 projects funded
• Monthly Community Engagement Group paused – new monthly ‘links’ meeting
established with Macc identified as new control
• City-wide Manchester User and Carer Forum no longer meeting as User and
Carer meetings established on a locality basis and reporting into the CARE Hub.
Locality groups to be consulted on whether a Manchester city-wide forum should
be convened
• Target date extended – further review of embeddedness of systems and
relationships at end of Q2 2019/20
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our risks
risk?
Leadership:
Internal:
• Regular updates/assurance provided to EMT and progress
monitored through existing programme governance
• Senior Operational Managers identified
structure
as User and Carer Engagement Leads in
each of the three Manchester divisions
• Manchester Transformation Programme closure report to
Board (Jan. 2019) – 94% of tasks completed in Community
• Approach to user engagement by Senior
Engagement work-stream
Leadership Teams (SLTs) in Manchester
is aligned with GMMH-wide approach
• New GMMH-wide Service User Engagement Strategy 2018
to 2021 - monitored via CARE Hub and corporate leads i.e.
• Oversight of user engagement in
assurance on engagement in Manchester provided via
Manchester now responsibility of GMMH
established GMMH governance mechanisms
User Engagement Team - ‘Business as
Usual’ following closure of Manchester
• Divisional User and Carer Groups meeting on operational
transformation programme
service footprints
• Dedicated post recruited to liaise with
• Regular liaison between Service User Groups and
independent User Groups across the city
nominated staff
and link with CARE Hub
• GMMH providing written updates for service users and
• Senior GMMH staff attending bi-monthly
responding to concerns via Customer Care
Mental Health Liaison Group with
• Manchester User Network attendance at GMMH Board in
commissioners and service user groups
March 2019 with dedicated time for Q and As
External:
• Finding of CQC Core Service with Well-led Inspection (Sept.
to Dec. 2017) – established systems for involving carers and
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New monthly group established in
conjunction with Macc to develop and
strengthen links and joint working
arrangements between GMMH and local
Voluntary, Community and Social
Enterprise (VCSE) sector groups
Regular User and Carer engagement
meetings in operation on a locality basis
(including three locality meetings in
Manchester)

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

service users, Manchester transformation plans
demonstrate true co-production. Overall rating of ‘Good’
• Ongoing engagement by GMMH in joint meetings with
commissioners and Service User Groups in Manchester e.g.
meeting on 15 May 2019
Internal:
• Assurance on effectiveness via established GMMH service
user engagement governance processes
External:
• Good VCSE sector engagement in new group
• Engagement activities shared with commissioners
Internal:
• Reports to GMMH CARE Hub from locality-based user and
carer meetings
• Support for groups through established GMMH systems for
service user engagement.
External:
Internal:
• Updates to Manchester and Trafford Network Hub and
GMMH CARE Hub on MWF performance
• Mid-point performance report prepared for EMT
External:
• 130 projects funded from MWF across the city. Based on 50
project reports received – over 4,000 individuals engaged,
over 20,000 participant hours and over 17,000 volunteer
hours generated. 2018/19 MWF budget fully used at yearend.
Gaps in Assurances
What additional assurances should we seek?

Gaps in Controls
What additional controls should we
implement?
None identified
• Development of local action plans for
the delivery of Service User Engagement
Strategy
• Agreement and initiation of new joint
working approaches with VCSE and Macc
Risk Scores
Initial
Current
Consequence
3
3
Likelihood
5
4
Score
15
12
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Target/Risk Appetite
2
3
6

Target Date
30.09.19

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No. Action
Owner(s)
Due
Progress/Comments
Date
1
Refresh of Manchester User and Carer
Tom Woodcock
31.03.19 Forum has been
Forum Terms of Reference
replaced by localitybased service user and
carer meetings and
Terms of Reference
therefore not updated.
Service users are being
consulted on whether a
city-wide forum should
be convened.
2
Agreement and initiation of new joint
Tom Woodcock
31.03.19 Complete. New meeting
working approaches with VCSE reps and
established in
Macc
conjunction with Macc.
Meeting has met three
times and is wellattended by VCSE
representatives and
GMMH operational
leads in Manchester
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Risk ID.
Strategic Objective
Risk Description

2927
Objective 4 – To invest in our environments
IM&T – Failure to deliver the PARIS system in Manchester will impact on service
delivery, patient safety and the Trust’s ability to meet reporting requirements
Executive Lead
Ismail Hafeji, Director of Finance and IM&T
Lead Committee
Executive Management Team (EMT)
Updates Since Last
• PARIS in Manchester Project Closure agreed by Digital Strategy Board in March
Review
2019
• Achievement of target risk score and recommendation to de-escalate from the
BAF for oversight of delivery of outstanding issues via the Digital Strategy Board
Controls
Positive Assurances
What are we currently doing about this risk?
Evidence that shows we are effectively managing our risks
Implementation of PARIS in Manchester,
Internal:
taking into account lessons learned from
• PARIS business case reviewed and approved at Board on
previous PARIS implementation
30.10.17 with investment sign-off
• PARIS in Manchester ‘go live’ completed as planned by 4
Dec. 2018 with no significant issues
• PARIS update to Board in Jan. 2019 confirming successful
‘Go Live’
• Project Closure Report to Board in May 2019 – majority of
post-‘Go Live’ issues resolved with oversight of
outstanding issues via Digital Strategy Board
External:
Project governance structures established,
Internal:
including PARIS Project Board and Project
• Project Board oversight of project implementation
Steering Group, and recruitment of PARIS
• PARIS in Manchester ‘go live’ completed as planned by 4
trainers
Dec. 2018 with no significant issues
• PARIS Project Board agreement of Project Closure in
March 2019
External:
Ongoing capital investment in IT
Internal:
infrastructure, as per approved Capital
• Quarterly updates to Board of Directors on delivery of
Programme 2019/20
Capital Investment Programme
External:
Gaps in Controls
Gaps in Assurances
What additional controls should we
What additional assurances should we seek?
implement?
Resolution of outstanding issues relating to
MHA data migration, carers notes, Teams
reconciliation and duplicate demographics
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Consequence
Likelihood
Score

Risk Scores
Current
4
2
8

Initial
4
4
16

Target/Risk Appetite
4
2
8

Target Date
31.03.19

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

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

Month
Current Score

Target Score

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

Action
Formal project closure
agreed by Paris Project Board

Owner(s)
Ismail Hafeji

Due Date
31.03.19

2

Resolution of outstanding
issues identified in PARIS
Project Closure Report to
Board

Ismail Hafeji

30.09.19
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Progress/Comments
Complete. Project
Closure approved by
PARIS Project Board in
March 2019
Oversight to be
provided by Digital
Strategy Board

Risk ID.
Strategic Objective
Risk Description

2609
Objective 4 – To invest in our environments
Capital – Failure to invest in and improve estates standards will impact on patient
experience and quality of care
Executive Lead
Andrew Maloney, Director of HR and Deputy Chief Executive
Lead Committee
Executive Management Team (EMT)
Updates Since Last
• Capital Investment Programme 2019/20 approved
Review
• Implementation of actions to address environmental risks/issues identified
through Sustainability and Quality Improvement Group deep-dive
Controls
Positive Assurances
What are we currently doing about this risk? Evidence that shows we are effectively managing our risks
Implementation of agreed 2019/20 Capital
Internal:
Investment Programme
• Capital investment programme reviewed and approved
by Board of Directors
• Quarterly update to Board on capital expenditure
External:
Park House, North Manchester:
• Wave 4 Capital Scheme Bid for the
replacement of Park House developed but
prioritised for Wave 5
• Backlog maintenance works underway at
Park House
• Contribution to development of NMGH
Site Masterplan through representation on
the NMGH Strategy Board and Master
Planning Sub-Group

SLA meetings being held with Host Trusts
and performance management structure
agreed

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

Internal:
• Review of capital programme performance at Capital
Investment Group (CIG) and quarterly update to Board
• Completion of first phase of environmental
improvements at Park House
• Increase in capital budget for Park House environmental
improvements and ECM environmental adjustments to
achieve required scheme objectives
External:
• Support from all parties involved in the development of
the NMGH Masterplan for GMMH’s Wave 4 Capital
Scheme Bid
Internal:
• Reports generated demonstrating compliance in relation
to statutory testing and national auditing requirements
External:
Internal:
• PLACE assessments undertaken quarterly and action
plans produced
• Annual Fire Safety Assurance Statement - June 2018
Trust Board
• MIAA audit of safety and suitability of premises (Feb.
2018) – ‘Significant Assurance’ opinion
External:
Internal:
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Ongoing implementation of action plan to
address identified weakness in Capital,
Estates and Facilities compliance regime and
resourcing

• Assurance provided to Dec. 2018 Audit Committee on
progress with action plan – actions on track
External:
• MIAA update to Dec. 2018 Audit Committee on progress
with actions identified in Estates Maintenance audit
Engagement in work to develop Greater
Internal:
Manchester Estates Strategy and GMMH
• Regular updates to the Executive Management Team on
Estates Strategy, which will enable delivery
development of strategies and focused sessions
of the Trust’s clinical and strategic ambitions
scheduled with Currie and Brown
External:
• Comments/concerns raised by GMMH addressed in draft
estates strategies
Ongoing implementation of action plan to
Internal:
address environmental risks/issues identified • Regular reports to executive-led SQuIG on progress
through Sustainability and Quality
• Updates to Board on preparedness for CQC inspection
Improvement Group (SQuIG) deep dive
External:
review
Gaps in Controls
Gaps in Assurances
What additional controls should we
What additional assurances should we seek?
implement?
• Finalisation of GMMH Estate Strategy
• Agreement of capital funding for replacement of Park
House – Wave 4 bid deferred to Wave 5 on basis of
• Agreement of GM-wide Estates Strategy
continued uncertainty around the GM-wide Estate
• Completion of action plan to address
Strategy and NMGH Masterplan
weaknesses identified in Capital, Estates
• Assurance that actions to address weaknesses in CEF
and Facilities (CEF) compliance regime
compliance regime have been implemented
and resourcing
• CQC core service with well-led inspection outcome
• Continue to raise awareness of
environmental challenges faced at Park
House and Laureate House at a national
level
Risk Scores
Initial
Current
Target/Risk Appetite
Target Date
Consequence
4
4
4
31.03.20
Likelihood
4
4
2
Score
16
16
8
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Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No.
Action
Owner(s)
Due Date
Progress/Comments
1
Development and
Andrew Maloney
GMMH –
Final draft received
agreement of GMMH and
31.07.19
with further work
GM-wide Estates Strategies
required to make
meaningful for GMMH
GM-wide –
31.07.19

2

3

4

5

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

Andrew Maloney

TBC

Andrew Maloney

30.06.19

Development and approval
of GMMH 2019/20 capital
plan
Continue to raise
awareness of
environmental challenges

Andrew Maloney

31.03.19

Neil Thwaite/Andrew
Maloney

Ongoing
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Work ongoing – early
drafts reviewed and
commented on by
GMMH
Capital bid deferred
to/prioritised for
Wave 5
Ongoing. Recruitment
to new posts
completed with
recruitment of
replacement Associate
Director of CEF in
progress.
Complete – approved
at Board in May 2019
Paper to Board in June
2019 providing an
updated position – to

at Park House and Laureate
House at a national level

be shared externally
post-Board
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Risk ID.
Strategic Objective
Risk Description

2732
Objective 4 – Invest in our environments
Cyber Security – susceptibility to a cyber-attack may lead to data breaches
and compromise patient safety and quality of care
Executive Lead
Ismail Hafeji, Director of Finance and IM&T
Lead Committee
Executive Management Team
Updates Since Last Review • MIAA audit of ICT Infrastructure Sustainability – ‘Substantial Assurance’
opinion
• New assurance identified – complete penetration test
Controls
Positive Assurances
What are we currently doing about this risk? Evidence that shows we are effectively managing our risks
The following security measures are in place: Internal:
• Monitoring reports available on all systems and
computers accessing all resources, with alerts on
• Anti-ransomware software
malware/ransomware accessed/threats
• Anti-virus/anti-malware systems
• Third party-monitored threat management • Managed service monitoring alerts – maintained by
Chess Cyber Security. GMMH self-assessed as compliant
gateway
with eight out of ten new Data Security and Protection
• Updated and controlled perimeter devices
Requirements (DSPR) standards in May 2018
e.g. firewalls and intrusion detection
demonstrating organisation’s strong position in terms of
devices
cyber resilience
• Fully-implemented network access control,
External:
limiting access of foreign devices to
• ISO 27001 accreditation, highlighting rigorous physical
GMMH network
security, documented and updated patching
• ATP (Advanced Threat Protection) system
cycles/procedures
enabled
• New firewalls procured, implemented and • MIAA cyber security audit (Oct. 2017) – which found
areas of good practice in relation to the design and
updated
maturity of the technical elements of the Trust’s cyber
• Upgrading of computers to newest version
defence framework
of Windows 10 – 97% complete
• MIAA audit of Critical Applications (Emails) (reported
• Centrally-controlled asset management
April 2018) – ‘Significant Assurance’ opinion
software implemented – this manages all
computer hardware and perimeter devices • MIAA audit of Critical Applications (Datix) (reported April
2018) – ‘Significant Assurance’ opinion
(e.g. switches, printers) and lists all
• MIAA audit of ICT Infrastructure Sustainability (reported
firmware, software, version control on all
April 2019) – ‘Substantial Assurance’ opinion
devices
• External penetration testing completed by Chess Cyber
• Centrally-controlled patching solution
Security – all recommendations completed by Jan. 2019
which monitors and patches all software
on computers and servers, including third
party software
Microsoft enterprise agreement – allowing
Internal:
newer versions of Microsoft products to be
• Monitoring reports available to show installation options
installed which are less susceptible to
in place with the trust, by computer
attacks
External:
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Desktop hardware migration of MMH
domain completed in Dec. 2017

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

Consequence
Likelihood
Score

Initial
4
4
16

• Enterprise agreement contract signed with Microsoft
until 2019
Internal:
• Updated project plan confirming migration complete
• Asset reports confirming number of computers active
within the Trust and MHSC domain discontinued
External:
• External audit of licences and hardware undertaken to
validate hardware in place at GMMH
Gaps in Assurances
What additional assurances should we seek?
• Ensure all suppliers of patients systems are compliant
with appropriate accreditation
• Additional external accreditation to be achieved
• Complete penetration test
Risk Scores
Current
Target/Risk Appetite
Target Date
4
4
30.09.19
3
2
12
8

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No.
Action
Owner(s)
Due Date
Progress/Comments
1
Ensure that all suppliers of the
Ismail Hafeji 30.06.19
In progress
Trust’s patient systems are
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2

compliant with the appropriate
accreditation
Achieve Cyber Essentials Plus
accreditation

Ismail Hafeji

30.06.19

3

Complete Firewalls upgrade

Ismail Hafeji

31.03.19

4

Complete upgrade of all
computers to newest version of
Windows 10
Complete NHS Secure Email
accreditation
Complete MIAA ICT
Infrastructure Sustainability
audit
Complete penetration test

Ismail Hafeji

30.06.19

Ismail Hafeji

31.08.19

Ismail Hafeji

30.04.19

Ismail Hafeji

30.09.19

5
6

7
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Cyber Essentials Plus
accreditation has not
been achieved.
Awaiting remedial
actions to achieve
Cyber Essentials
accreditation
New firewalls
implemented
97% of upgrades
complete as at
23.05.19
In progress
Complete. ‘Substantial
Assurance’ opinion

Risk ID.
Strategic Objective
Risk Description

1804
Objective 5 - To enable staff to reach their potential and innovate
Mandatory Training - Failure to achieve compliance with mandatory training
requirements will impact on quality of care and staff satisfaction
Executive Lead
Andrew Maloney, Director of HR and Deputy Chief Executive
Lead Committee
Executive Management Team (EMT)
Updates Since Last Review • Assurance on training compliance and IPDR uptake – improvement in
compliance rates to 84% average as at April 2019
• New actions identified – development of new appraisal system and system
for recording and monitoring supervision
• Assurance received on operation of agreed ILS clusters
Controls
Positive Assurances
What are we currently doing about this risk? Evidence that shows we are effectively managing our risks
Mandatory training standards for staff
Internal:
groups developed through engagement with • Reports against the standards are produced and
Trust subject matter experts, agreed and set
provided to services monthly
out in policy
• Learning Hub functionality enables local managers to
monitor compliance
External:
• GMMH is fully aligned to Core Skills Framework –
meeting all national standards for mandatory training
Access to training:
Internal:
• Mandatory training uptake reported to Board and the
Operational Leadership Committee (OLC) on a monthly
• Access to all mandatory training is via the
basis and further cascaded through Network Hubs and
central Learning Hub
Senior Leadership Teams
• Sufficient e-learning and classroom based
provision is in place to deliver the agreed • Improvement in compliance rates seen for mandatory
training – overall achievement of 84% compliance rate cf
85% compliance level
85% target as at April 2019
• ‘Over-booking’ protocol in operation for
• DNA rate has improved
classroom-based learning
External:
• Alignment with Core Skills Framework
enables staff within GM to transfer to
• GMMH is fully aligned to Core Skills Framework –
GMMH without needing to repeat
meeting all national standards for mandatory training
mandatory training
All staff are entitled to have an annual
Internal:
appraisal (IPDR) which enables the individual • Current data shows that 81% (cf 85% target) of staff
to plan with their manager their training
received an annual appraisal – improving position
needs
External:
Monitoring of uptake of mandatory training
and IPDR at Board, through the Operational
Leadership Committee (OLC) and via the

Internal:
• Mandatory training uptake reported to Board and the
OLC on a monthly basis
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Executive Management Team (Director-level
ownership of compliance)

Gaps in Controls
What additional controls should we
implement?
• Development of new appraisal/IPDR
system
• Agreement of ILS (Intermediate Life
Support) training clusters

Consequence
Likelihood
Score

Initial
3
5
15

• Improvement in compliance rates seen for both
mandatory training and IPDR
External:
• Finding of CQC Core Service with Well-Led Inspection
(Sept. to Dec. 2017) – although some areas of noncompliance with mandatory training targets, the Trust
has taken steps to ensure sufficient skilled staff to
provide care. Overall Trust rating of ‘Good’
Gaps in Assurances
What additional assurances should we seek?
• Implementation of divisional improvement plans to
improve mandatory training and IPDR compliance –
progress monitored by Operational Leadership
Committee (OLC)
• Assurance on operation of ILS training clusters
• Development of process for more effective recording
and monitoring of supervision
Risk Scores
Current
Target/Risk Appetite
Target Date
3
3
30.09.19
4
2
12
6

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score
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Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No. Action
Owner(s)
Due Date
Progress/Comments
1
Data on fill rate and DNA rate for the Andrew Maloney
30.04.19
Competed – now
classroom-based courses to be
business as usual
monitored via OLC
2
Development of a new appraisal
Andrew Maloney
30.09.19
In progress. Appraisal
system which considers the timing
process to be reviewed
for completion and whether the
in light of recently
Trust should move towards a
agreed pay progression
focused appraisal season to improve
procedures to ensure
compliance
that it is fit for purpose
3
Implementation of divisional
Deborah Partington
Ongoing
Oversight via OLC
improvement plans to improve
mandatory training and IPDR
compliance
4
Agreement of ILS training clusters
Gill Green
31.05.19
Complete – assurance
and assurance on operation of
provided to SQuIG on
clusters via audit
29.05.19
5
Development of process for
Andrew Maloney
June 2019
recording and monitoring
supervision
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Risk ID.
Strategic Objective
Risk Description

2823
Objective 5 - To enable staff to reach their potential and innovate
Cultural alignment - Failure to establish a healthy and open culture will impact
upon the Trust’s ability to attract and retain a high quality workforce and achieve
its strategic goals
Executive Lead
Andrew Maloney, Director of HR and Deputy Chief Executive
Lead Committee
Board of Directors
Updates Since Last
• Promotion of FTSU Guardian completed with plan to develop Ambassador
Review
roles
• Additional control identified in relation to Staff Forums with plan to roll-out
more widely and strengthen partnership working with Trade Union colleagues
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our risks
risk?
Alignment of core values has been
Internal:
completed with key stakeholders • Core values embedded via communications activity,
launched at 2017 Annual Members
recruitment activity and within key Trust strategies
Meeting
External:
• Picker-led NHS quarterly Friends and Family Test results – Q4
2018/19 results:
• % staff recommending care or treatment – 72.5%
• % staff recommending work – 64.7%
• Findings of CQC Core Service with Well-led Inspection (Sept.
to Dec. 2017) – staff proud to work for GMMH, spoke highly
of the culture and felt respected supported and valued. Trustlevel well-led rating of ‘Outstanding’
Senior Leaders Group – development
Internal:
activity framed around the core values
• Outputs of Senior Leaders development activity informed
Trust-wide Workforce and OD Strategy and associated action
plan
External:
Staff forums in operation in many areas Internal:
across the Trust in partnership with
External:
Trade Union colleagues
Quality governance systems have been
reviewed and streamlined to ensure
one system of reporting and feedback

Freedom to Speak Up (FTSU) Guardian
role in place with focus on embedding
open and transparent routes for staff to
raise concerns

Internal:
•
External:
• MIAA report on SUIs – significant assurance opinion
(Oct.2017)
Internal:
• Report to Board in July 2018 – feedback from FTSU survey
demonstrates positive work to embed a culture where staff
feel able to raise concerns locally. Also assurance on FTSU
Guardian response to concerns raised
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•

•

•

•

Gaps in Controls
What additional controls should we
implement?
Agree a set of measures to track
performance in terms of cultural
alignment
Establishment of mechanism for
undertaking more frequent ‘pulse
check’ of staff experience
Identification of ‘Ambassadors for
Speaking Up’ from current trusted
roles
All areas to establish mechanisms to
run Staff Forums and develop local
partnership working arrangements

Consequence
Likelihood
Score

Initial
5
4
20

• Outcomes of Freedom to Speak Up self-review reported to
Board in Nov. 2018
• Six-monthly update to Board in May 2019 on FTSU activity
and implementation of self-review action plan
• Progress against FTSU action plan reviewed on a quarterly
basis with Chair, CEO, Senior Independent Director and
Director of HR
External:
• National Benchmark data report by CQC shows number of
GMMH reported FTSU cases to be in line with mental health
average
• Findings of CQC Well-Led and Core Service Inspection (Sept.
to Dec. 2017) – open and transparent culture in place at
GMMH, staff understand the duty of candour. Trust-level
well-led rating of ‘Outstanding’
• Staff Survey 2018 – demonstrates above average
performance with 72.1% of staff feeling secure raising
concerns. This is an improvement on 2017 results
Gaps in Assurances
What additional assurances should we seek?
• Further data and objectives measures are required to assess
effectiveness of measures

Risk Scores
Current
4
3
12
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Target/Risk Appetite
4
2
8

Target Date
31.03.20

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No.
Action
Owner(s)
Due Date
Progress/Comments
1
Continue to promote and Juliette Tait
30.06.19
Complete
embed work of FTSU
Guardian
2
Identification of
Juliette Tait
29.10.18
See Action 6
representative from
clinical/medical
workforce to support
Freedom to Speak Up
Guardian
3
Agree measures to track
Andrew Maloney
30.07.19
Data to be agreed as
cultural alignment – e.g.
part of establishing
more frequent ‘pulse
Workforce Strategy
check’ of staff experience
programme
- as part of Workforce
governance
Strategy implementation
4
Identification of
Juliette Tait
31.08.19
In progress
Ambassadors for
Speaking Up
5
Establish mechanisms for Juliette Tait
30.09.19
In progress
local Staff Forums and
partnership working with
Trade Unions
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Risk ID.
Strategic Objective
Risk Description

2572
Objective 6 - To achieve sustainable financial strength and be well-governed
Agency Expenditure - Failure to reduce the Trust’s reliance on agency workers will
impact on the Trust’s financial performance, NHS Improvement risk ratings and
quality of care
Executive Lead
Andrew Maloney, Director of HR and Deputy Chief Executive
Lead Committee
Executive Management Team (EMT)
Updates Since Last
• New governance arrangements in operation
Review
• Gaps in controls identified in relation to increased EMT scrutiny of agency
expenditure, refresh of retention action plan and eradication of agency usage for
certain staff groups
• Continued participation in NHSI Retention Collaborative for further 12 months
• Target date extended to March 2020 given the above
Controls
Positive Assurances
What are we currently doing about this risk? Evidence that shows we are effectively managing our risks
Governance – New governance arrangements Internal:
agreed following engagement of NHS
• Reports and data reviewed at both monthly and
Professionals. Quarterly Executive Agency
quarterly meetings to check progress with services
Monitoring Group chaired by the Director of
• Agency expenditure reported to Board on a monthly
HR/Deputy CEO, supported by a monthly
basis demonstrating variance against agency cap target
Operational Agency Group chaired by the
• Performance monitoring at divisional Senior Leadership
Associate Director of HR and OD
Team (SLT) meetings and Operational Leadership
Committee
External:
• Finding of CQC Core Service with Well-led Inspection
(Sept.to Dec. 2017) – agency, bank and locum staff used
to keep people safe in context of high vacancy rates.
Overall rating of ‘Good’
• MIAA audit on use of agency staff – ‘Moderate’
assurance report (Dec. 2018)
Implementation of actions to improve time to Internal:
hire performance
• Data monitored monthly with services and HR staff and
reported to Board – ongoing improving position
reported in time to hire/recruitment performance
External:
All agency workers procured through
Internal:
Framework agreement and via internal
• Price cap breaches continue to be limited mainly to
escalation process
medical staff
External:
•
Participation in NHSI Retention Collaborative Internal:
to reduce staff turnover and the need to fill
• Vacancy data reviewed by Board and OLC as part of
vacancies with temporary staff
monthly Performance Reporting
External:
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Engagement of NHS Professionals to provide
temporary resourcing and direct engagement
service – in operation for all staff groups with
effect from Feb. 2019 Migration plan for
agency staff in place.

•

•
•
•

Gaps in Controls
What additional controls should we
implement?
Strategic influence on supply and targeted
action on recruitment and retention –
including targeted recruitment campaign
for doctors in partnership with Guardian
Media (see Risk ID 2814)
Increase Executive Management Team
(EMT) scrutiny of agency expenditure
Eradicate use of agency for specific staff
groups e.g. administrators and HCAs
Trust to participate in NHSI Retention
Collaborative for a further twelve months
due to non-achievement of forecast
reductions in turnover – action plan to be
refreshed

Consequence
Likelihood
Score

• Feedback from NHSI on progress
Internal:
• Implementation completed in Feb. 2019
• Agency expenditure reported to Board on a monthly
basis demonstrating variance against agency cap target
• Performance monitoring at divisional Senior Leadership
Team (SLT) meetings and Operational Leadership
Committee
External:
• Feedback from NHS Improvement on Trust
commitment/actions being taken to reduce agency
spend via Quarterly Review Meetings
Gaps in Assurances
What additional assurances should we seek?
• MIAA ‘Use of Agency Staff Review’ - ‘Moderate
Assurance’ report (Dec. 2018). Completion of internal
audit recommendations

Initial

Risk Scores
Current

4
5
20

4
5
20
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Target/Risk
Appetite
4
3
12

Target Date
31.03.20

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No. Action
Owner(s)
Due Date
Progress/Comments
1
Completion of 4 outstanding actions Andrew Maloney
30.04.19
Complete. All
Standard Operating
following MIAA Bank and Agency
Procedures have
Review in 2016/17
moved to NHSP with
supporting Resourcing
Policy agreed and
operation from May
2019
Evaluation to be
2
Evaluation of impact of NHS
Andrew Maloney
30.09.19
completed with NHSI
Professionals project
Agency Team after
end of Q1
3
Implementation of internal audit
Andrew Maloney
30.06.19
Progress report to
Audit Committee in
recommendations following ‘Use of
April 2019 – 3
Agency Staff’ review
outstanding actions
partially implemented
4

Increase EMT scrutiny of agency
expenditure

Andrew Maloney

From
30.06.19

5

Consult on and develop a plan to
eradicate use of agency for specific
roles e.g. administrators and
Healthcare Assistants

Juliette Tait

30.09.19

6

Refresh retention action plan
Juliette Tait
through continued engagement with
NHSI Retention Collaborative

30.06.19
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Monthly reporting to
EMT to commence
from end June 2019
To be managed
through Monthly
Operational Group
reporting to Executive
Agency Group

Risk ID.
Strategic Objective
Risk Description

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

Initial
4
5
20

Risk Scores
Current
4
4
16

Target/Risk Appetite
4
3
12

Target Date
30.09.19

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No.
Action
Owner(s)
Due Date
Progress/Comments
1
Agreement of recurrent
Ismail Hafeji
30.06.19
Discussions continuing
financial support from
with commissioners.
Manchester commissioners for
2019/20 onwards
Non-recurrent support
agreed for 2019/20
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Risk ID.
Strategic Objective
Risk Description

2611
Objective 6 - To achieve sustainable financial strength and be well-governed
Financial Sustainability – Failure to deliver the Trust’s financial plans will
impact on the Trust’s ratings and long-term sustainability and its ability to
deliver quality improvements
Executive Lead
Ismail Hafeji, Director of Finance and IM&T
Lead Committee
Board of Directors
Updates Since Last
• Current risk score maintained at 20 following Board review in March 2019
Review
– reflective of continued risk around long-term financial sustainability
• Proposed risk score reduction to 16 as at June 2019
• 2019/20 contract negotiations are continuing – no major issues foreseen in
agreeing sign-off
Controls
Positive Assurances
What are we currently doing about this
Evidence that shows we are effectively managing our risks
risk?
Transitional funding agreed with
Internal:
commissioners for Manchester
• Manchester Transformation Programme Closure Report to
Board in Jan. 19 providing an update on use of transitional
funding. All financial objectives achieved.
External:
• Independent Auditors opinion on MMHSCT acquisition
Board monitoring and oversight of financial Internal:
performance - financial performance
• Monthly finance reports to Board demonstrating year to
reported in monthly Board Finance Report
date performance against plan – achievement of ‘3’ score
along with forecast risks and mitigations
against Finance ‘Use of Resources’ metric at 2018/19 year(Forward Look)
end in line with plan
• Achievement of 2018/19 Control Total and delivery of
operating surplus of £7.428million before impairments at
year-end
External:
• Award of bonus and incentive Provider Sustainability
Funding (PSF) from NHSI for achievement of 2018/19
Control Total
• NHSI Oversight and Quality Review Meetings – no
significant concerns raised regarding financial position
• Finding of CQC Core Service with Well-led Inspection (Sept.
to Dec. 2017) – Trust managing to maintain a strong
financial position following the quick acquisition of a
failing Trust. ‘Outstanding’ rating for well-led.
2019/20 contract values agreed with
Internal:
commissioners
• Contract sign-off provides assurance that funding in place
• Board self-certification on compliance with condition CoS7
(Availability of Resources) of NHS Provider Licence in May
2019
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Implementation of action plans to reduce
the rate of overspend on OAPs and agency
staffing, supplemented by use of nonrecurrent income and corporate resources
to manage pressure
Agreement of 2019/20 Control Total and
Operational Plan to deliver Control Total

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

Consequence
Likelihood
Score

Initial
5
5
25

External:
•
Internal:
• Action plans impacting on and reducing rate of overspend
on OAPs and agency staffing
External:
• Additional non-recurrent support agreed with
commissioners in Manchester for OAPs in 2019/20
Internal:
• Monthly finance reports to Board demonstrating year to
date performance against plan
External:
•
Gaps in Assurances
What additional assurances should we seek?

Risk Scores
Current
4
4
16

Target/Risk Appetite
4
2
8

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

Month
Current Score

Target Score
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Target Date
31.03.20
In line with
Operational
Plan

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No.
Action
Owner(s)
Due Date
Progress/Comments
1
As per Risk ID 2606
(Expenditure on OAPs)
2
Sign-off of 2019/20 contracts, Ismail Hafeji
30.06.19
In progress – no
including FYFV investment
major issues
plans
outstanding and no
mediation required
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Risk ID.
Strategic Objective
Risk Description

Executive Lead
Lead Committee
Updates Since Last Review

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

Update on progress with NCM (New Care Models) approach – launch of
new national approach to establish Lead Provider Collaboratives
• NHSE/GMHSCP have confirmed that GMMH will need to bid to become
the Lead Provider for Medium Secure and Low Secure services under
the new arrangements
• Information on Lead Provider Collaboratives is emerging – the scope
will include Medium/Low Secure Services (including Learning Disability
and Autism) and also CAMHS and Eating Disorders as two other
streams of work
• Current risk score maintained at 12 (3 x 4) to reflect the above
• Target date extended to end March 2020 to reflect timeframe for
development of Lead Provider Collaboratives
• GMMH’s involvement in CAMHS pathway redesign work being led by
Pennine Care identified as new control
Controls
Positive Assurances
What are we currently doing about this risk?
Evidence that shows we are effectively managing our
risks
CCG/LA level:
Internal:
• Agreement of FYFV investment plans
• Report to Board in June 2019 on ‘Clinical Contracts and
CQUIN Performance Requirements 2019/20’
• Contract sign-off
demonstrating agreed contractual arrangements and
• Salford – implementation of alliance
additional investment for 2019/20
model from April 2019 with GMMH
• Report to Board in March 2019 on ‘Integrated Care’
contracted directly by the CCG
summarising arrangements in each of GMMH’s four
• Manchester – bilateral contracting
localities and the GMMH ‘offer’
arrangement agreed for 2019/20
External:
• Contribution to 100-day commissioning
• 2019/20 contracts – Manchester contract and Bolton,
review
Salford and Trafford contract signed. NHSE contract
received 24.05.19
Specialised Commissioning level:
Internal:
• Proactive involvement in Greater
• Timely updates on progress/developments provided to
Manchester-wide work on Perinatal
Board via CEO Brief and Board Report (March 2019)
Mental Health
• Report to Board in June 2019 on ‘Clinical Contracts and
CQUIN Performance Requirements 2019/20’
•
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• Proactive involvement in Greater
Manchester-wide work on CAMHS –
GMMH partner in CAMHS pathway
redesign work being led by Pennine Care
• GMMH contribution to mental health subgroup of GM Specialised Commissioning
Oversight Group (SCOG)
• New Care Models (NCM) and Establishing
Steady State Commissioning (ESSC)
approaches for medium secure and low
secure pathways:
• Preparatory work undertaken in
2018/19 with a view to GMMH ‘Going
Live’ as Lead Provider in shadow form
in 2019/20
• Oversight Board established with
membership from all partners to
oversee planning, implementation and
delivery
• Clinical Pathways Redesign Task and
Finish Group and Contracting,
Commissioning and Finance sub-group
also established
• NCM risk assessment completed and
key controls identified (shared with
Board in March 2019). Scope and
impact of Lead Provider Collaboratives
being assessed.
Gaps in Controls
What additional controls should we
implement?
• Greater Manchester Transformation Fund
– recurrent implications not clear beyond
2020/21. To be addressed through
contract negotiations
• Agreement of contracts for 2019/20,
including FYFV investment
• Agreement of Memorandum of
Understanding (MOU) with partners to
mitigate quality and financial risks
associated with NCM approach and
complete business case. Adapt approach
to reflect new Lead Provider Collaborative
approach once information is available

• Report to Board in March 2019 on development of
NCM Lead Provider approach, including risk assessment
External:
• GMMH invited by GMHSCP and NHS England to take on
Lead Provider roles
• NHS England New Care Models Team supportive of
NCM preparatory work
• Contribution of commissioners and provider partners
to local NCM governance structures
• GMHSCP have confirmed arrangements for Lead
Provider Collaboratives as part of the devolved
arrangements for Low Secure, CAMHS and Eating
Disorder services

Gaps in Assurances
What additional assurances should we seek?
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Consequence
Likelihood
Score

Initial
4
4
16

Risk Scores
Current
4
3
12

Target/Risk Appetite
3
3
9

Target Date
31.03.20

Mapping of Current Risk Score to Target Score
Risk Score

25
20
15
10
5
0

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No.
Action
Owner(s)
Due Date
Progress/Comments
1
Conclude negotiations with
Liz Calder
31.03.19
Complete – included
Trafford around Primary Care
in the signed
Mental Health provision (incl.
2019/20 BST
IAPT) and sign-off contract
multilateral contract

2

Agreement of contracts and
FYFV investment for 2019/20

Liz Calder

30.06.19

3

Drafting of Memorandum of
Understanding (MOU) with
partners to mitigate quality
and financial risks associated
with NCM approach

Liz Calder

30.06.19
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Majority agreed but
some still
outstanding
Now to be named
Lead Provider
Collaborative. Joint
NHSE project support
being secured. MOU
is currently being
drafted – will include
NHSE, GMMH,
GMHSCP and all
other partners.

4

5

Develop proposal to become
Lead Provider Collaborative in
line with national proposals
Develop NCM (Lead Provider
Collaborative) detailed
business case

Liz Calder

31.07.19

Liz Calder

31.03.20
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Risk ID.
Strategic Objective

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

Gaps in Controls
What additional controls should we
implement?

•
Internal:
• Progress against GDPR action plan reviewed by Audit
Committee in Sept. 2018
External:
• MIAA sign-off of Data Security and Protection Toolkit
with ‘Significant Assurance’
Gaps in Assurances
What additional assurances should we seek?

• Complete implementation of GDPR
action plan

Consequence
Likelihood
Score

Initial
5
4
20

Risk Scores
Current
3
3
9

Target/Risk Appetite
4
2
8

Target Date
30.06.19

Mapping of Current Risk Score to Target Score
25

Risk Score

20
15
10
5
0

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

Month
Current Score

Target Score

Mitigating Actions
Actions required to address gaps in controls or assurances and enable progress towards target risk score
No.
Action
Owner(s)
Due Date
Progress/Comments
1
Implementation of action plan Ismail Hafeji
31.03.19 – Positive progress
to address gaps in compliance
for all but
against GDPR action
with GDPR
one area
plan. Requirements
(‘Children’) in outstanding area
to be implemented in
2019/20 in line with
PARIS upgrade.
Young Persons
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Privacy Notice has
been drafted and
included on the
website in advance
of PARIS being
compliant with the
national PDS (Patient
Demographic
Service)
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Board of Directors – Part 1
TITLE OF REPORT:

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

6 Monthly Nursing Safe Staffing Report: Report on Outcomes of Reviews and
Evaluations in Relations to Staff Numbers and Skill Mix - Quarter 3 and Quarter 4
2018/19
Monday 24 June 2019
13
Gill Green, Director of Nursing and Governance
Tim McDougall, Associate Director of Nursing and Governance
This report summarises the current process for governance of inpatient nursing
staffing within GMMH. It includes an overview of staffing related incident reports;
an overview of complaints and other feedback related to staffing levels.
The report covers the period from 1st October 2018 to 31st March 2019 and makes
comparisons with the last 6 monthly report noted by Operational Leadership
Committee and Quality Governance Committee in January 2019.
To help contribute to maintaining safe staffing levels and a positive safety culture
GMMH staff are encouraged to report any concerns they have about staffing levels
being unsafe by using the ‘unsafe staffing levels’ field in the Trust’s incident
reporting system.
A total of 124 DATIX reports related to staffing levels were received during Q3 and
Q4. This is a 50% reduction on Q1 and Q2 when 241 incidents were reported. None
of the unsafe staffing incidents during Q3 and Q4 reached threshold for external
reporting to commissioners as part of the NHS Strategic Executive Information
System (STEIS). Reports have included:
•

Inability to meet minimum staffing levels due to unplanned sickness.

•

Bank and Agency staff failing to attend for duty or cancelling at short notice.

•

Additional demands on staffing due to clinical emergencies requiring
emergency transfer to acute care.

1

GMMH are intending to pilot MHOST (Mental Health Optimal Staffing Tool) within
the Audit Forensic services in Q2. The Developing Workforce Standards were
published in October 2018 and, as required, a Safe Staffing Action Group has
recently been established. This group will report to the quality Improvement
Committee and Workforce Development Programme Board.
The following actions will be taken forward in Q1 and Q2:
1.

Local staffing reviews to be undertaken across all inpatient areas as part of the
GMMH annual review of staffing levels

2.

Capability of Health Roster Safe Care module to be explored to further enhance
the planning of staffing levels

3.

Ongoing reconciliation of establishments, rostering templates and budgets.

4.

Developing Workforce safeguards will be taken forward via the Safe Staffing
Action Group

5.

MHOST will be piloted

6.

Quality Improvement project to strengthen governance of supervision

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
x

REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
Quality Improvement Committee
Thursday 13 June 2019
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
LEGAL IMPLICATIONS:

REGULATORY
IMPLICATIONS (CQC/NHSI):

2

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

Yes

If ‘yes’:
DATIX ID

2252

Strategic Objective
Description (as per BAF)
To promote recovery by
Safe Staffing (Bed-Based Services) – Failure to achieve the
providing high quality care and agreed safe staffing levels in the Trust’s bed-based services
delivering excellent outcomes will impact on clinical quality and safety of care.

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board are asked to note this report.

x

Assurance

x

Approval/Decision

3

6 monthly Nursing Safe Staffing report:
Report on outcome of reviews and evaluations in relation to staff numbers and skill mix
Quarter 3 and Quarter 4 2018/19

1

Introduction

This report summarises the current process for governance of inpatient nursing staffing within GMMH. It
includes an overview of staffing related incident reports; an overview of complaints and other feedback
related to staffing levels.
The report covers the period from 1st October 2018 to 31st March 2019 and makes comparisons with the
last 6 monthly report noted by Operational Leadership Committee and Quality Governance Committee in
January 2019.
Plans for Q1 and Q2 (2019/20) are included which include the application of the Developing Workforce
Safeguards which strengthen accountability for safe, sustainable and productive staffing across all staff
groups; and piloting of the Mental Health Optimal Staffing Tool (MHOST) which has recently been
approved by Health Education England as a recognised Safer Nursing Care Tool (SCNT).
2

Background

GMMH is committed to ensuring that all our clinical areas are staffed to a safe and effective level. The
Trust follows the Safe, Sustainable and Productive Staffing guidance produced by NHS Improvement
(2018) on behalf of the National Quality Board (NQB). This purpose of the NQB guidance is to ensure
delivery of safe, effective, caring, responsive and well-led care on a sustainable basis.
All wards within GMMH have an agreed safe staffing establishment and skill mix which is displayed in
ward areas. Each ward has a standard staffing profile which can be adjusted according to acuity, demand
and professional judgement.
Safe and sustainable staffing is dependent on many variables beyond numbers of staff. Staffing levels and
skill mix are also influenced by ward specific guidance including AIMS accreditation and other quality
standards. The Trust also monitors a range of staff related indicators (e.g. job satisfaction); service user
related indicators (e.g. restrictive interventions); and process related indicators (e.g. complaints) with
work ongoing to triangulate these as part of quality reports.
GMMH uses an e-rostering system to plan and monitor staffing levels and report monthly staffing levels
to NHS Digital using the Strategic Data Collection Service (SCDS).
The Trust has committed to review staffing levels on a 6 monthly basis or more frequently if there are
changes to the clinical requirements of the service.
3

Governance

There is a standard operating procedure for reporting and monitoring safe staffing across GMMH. This is
complemented by a GMMH Resourcing Policy which was approved by Operational Leadership Committee
in June 2019.
The GMMH Associate Directors of Nursing and Governance and Operations are jointly responsible for
ensuring systems are in place for reporting and monitoring staffing levels across the organisation. The
Associate Directors for Operations provide updates to the Operational Leadership Committee via the
minutes from each Network Hub meeting (with any exceptions being highlighted); and the Associate
Director for Nursing and Governance provides a report to the Quality Improvement Committee on a six
monthly basis.
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The Associate Directors review staffing incident reports on a monthly basis in the Network Hub meetings.
Where there are concerns about safe staffing the Hubs will support the SLT to take appropriate remedial
action. The Network Hubs are also responsible for analysing data and trends. Where there is a repeated
trend in exception or incident reporting the Hub may commission a review and analysis through the
respective Divisional SLT.
3.1

Safe staffing exception reporting

The GMMH policy on safe staffing sets out guidance on reporting safe staffing exceptions and breaches
related to staffing numbers, skill mix and Registered Nurse cover.
Safe staffing exceptions are when the planned and actual nursing staffing levels do not match. This is
usually due to observation levels which fluctuate on an unpredictable basis, or unplanned sickness and
absence. Previously, GMMH managers manually reported exceptions on Sharepoint but this facility is no
longer required as the Trust Health Roster system now produces this information automatically.
Exceptions between planned and actual staffing levels are generated through the monthly Care Hours Per
Patient Day (CHPPD) report which is now the Nationally recognised staffing report in use across the NHS.
This monthly report is reviewed by the responsible Associate Directors identified in section 3 before being
approved for uploading to NHS Digital. The process for local validation has recently been refreshed,
confirming the current responsible ward managers and Heads of Operations.
Fill rates refer to the extent that planned staffing levels match actual staffing levels. The table below
shows the percentage fill rates per ward aggregated from care hours. The Trust publishes these staffing
levels on a monthly basis on the Safe Staffing page of the externally facing website (see
https://www.gmmh.nhs.uk/safe-staffing).
The table below shows fills rates for the month of May 2019. Rates above 100% are accounted for by
additional observations. Where fill rates are marginally lower (shown in amber) or below the 90%
standard threshold set by GMMH and other Mental Health Trusts (shown in red), commentary from
service leads is included. Where fill rates are greater than 150% service managers have been asked to
undertake establishment reviews. The following table shows that most wards met or exceed their planned
staffing levels. Fill rates of over 100% were generally on account of increased observations which are
consistently high across some of our older adult and PICU wards which requires further evaluation in the
respective clinical networks. The comments section also gives an explanation of the local analysis of
staffing levels.
During the last 6 months, the fill rate for the Adult Forensic wards, identified below 90% in May, are
beginning to show a consistent picture that maintaining planned staffing levels is challenging. It has also
been identified in May that the staffing demand templates of the Specialist Network need to be reviewed.
Significantly, due to increased clinical activity in the acute wards in Adult Forensic wards, the demands of
increasing numbers of high risk escorts are impacting on the maintenance of staffing levels within the
service. The service has consequently been identified as the first pilot site in GMMH for the MHOST
(Mental Health Optimal Staffing Tool) which has recently been published. This will occur in Q2.
Overall, the wards in Manchester, Trafford and City-wide and Rehab, Bolton and Salford, during the last
6 months have maintained their expected fill rates.
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Division

Ward

North
Manchester

South
Manchester

Bolton

Salford

Acacia Unit
Safire Ward
Anson Road
Elm Ward
Juniper Ward

Average
Fill rate for
days
(Registered
Nurses and
Care Staff)
111%
125%
108%
103%
162%

Average
Fill rate for
nights
(Registered
Nurses and
Care Staff)
100%
132%
105%
109%
176%

Laurel Ward
Maple Ward

107%
149%

124%
175%

Mulberry
Ward
Poplar
Redwood
Anderson
Ward
Blake Ward
Bronte Ward
Cavendish
Ward
Beech Ward
Maple House
Oak Ward

104%

110%

118%
98%
129%

104%
99%
148%

106%
91%
106%

124%
97%
126%

96%
104%
148%

127%
108%
165%

Bramley
Street

86%

100%

Copeland
Ward
Chaucer Ward
Eagleton
Ward

109%

100%

123%
108%

133%
89%
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Comment

The local team reviews its observations
each morning in the daily huddle. The
higher percentage is due to consistent
challenge with acuity of patients on
Juniper (PICU) Ward over the past 3
months. Local hub discussion requires
consideration to sharing of resource
across the network to support PICU
wards. The average increase relates to
just over 3 staff extra per shift.
The local team reviews its observations
each morning in the daily huddle. The
higher percentage is due to consistent
challenge with acuity of patients on Later
Life Wards. Local hub discussion requires
consideration to sharing of resource
across the network to support these
wards. The average increase relates to
just over 2/3 staff per shift respectively.

There have been 2 service users requiring
constant observations throughout the
month
Due to vacancies/sickness level and low
acuity some shifts have been covered
with 1 qualified member of staff.

There was a period where we had
difficulty filling the bank shifts we had put

Trafford

Adult
Forensic
Services

out. At this time Eagleton received
support from other wards.

Keats Ward
MacColl Ward
Delamere
Ward
Holly Ward

103%
131%
148%

106%
107%
147%

183%

170%

Hazelwood
Ward
Brook Ward
Irwell Ward
Medlock
Ward
Greenway
Ward

129%

103%

114%
108%
113%

100%
107%
102%

‘

144%

206%

Bollin Ward

150%

114%

Borrowdale
Ward

89%

86%

Buttermere
Ward
Coniston
Ward
Dovedale
Ward
Eskdale Ward

126%

128%

The local team reviews its observations
each morning with the unit Matron. Peer
reviews with South Manchester have also
commenced to try to offer additional
support with decision-making. The
higher percentage is consistent with
other Later Life Wards.
The local team reviews its observations
each morning with the unit Matron. Peer
reviews with South Manchester have also
commenced to try to offer additional
support with decision-making. The
higher percentage is consistent with
other Later Life Wards.
MSU Lvl 2 treatment & recovery ward.
Low acuity. In May the ward operated on
reduced patients in the build up to
closure for redevelopment and staffing
levels where reduced accordingly but
demand template not adjusted to reflect
this. Staff also supported incidents and
unplanned high risk escorts on acute
wards and the women’s service.
MSU Women’s lvl 1 acute admission.

117%

117%

104%

115%

159%

143%

Ferndale
Ward

83.%

85%

Hayeswater
Ward
Keswick Ward

115%

127%

93%

53%
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The local team will undertake a focused
review of observations

MSU Lvl 2 male treatment & recovery
ward.
MSU Lvl 1 male acute admission ward
MSU Lvl 1 male acute admission ward.
High acuity in May including seclusions
and high risk escorts.
MSU Male Long term ward. Low acuity.
Staff moves took place due to responding
to acuity on other areas and unplanned
high risk escorts.
WEMS
MSU Male Pre discharge ward. Low
occupancy in May. Staffing levels

Rydal Ward

85%

107%

Silverdale
Ward
Ullswater
Ward

103%

100%

79%

93%

Delaney Ward
Isherwood
Ward

111%
57%

106%
100%

Kingsley
Newland
Ward
Rockley House
Wentworth

121%
113%

111%
105%

162%
76%

104%
100%

SMS

Chapman
Barker Unit

71%

71%

CAMHS

Gardener Unit
Griffin Ward

144%
110%

101%
120%

J17 - Pegasus
Ward
J17 - Phoenix
Ward

118%

101%

83%

98%

John Denmark
Unit

81%

100%

Low Secure
Services
and Step
Down

MHD
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adjusted in proportion with occupancy
levels but demand template not updated
to reflect this.
MSU Lvl 1 acute admission. Relatively low
acuity in May. Staff moves due to
unplanned high risk escorts and
responding to acuity in other areas..
MSU Lvl2 male treatment & recovery
ward.
MSU Pre discharge ward. Low acuity.
One occasion of staff below planned
numbers. Support provided from another
ward.
Staff moves due to unplanned high risk
escorts on acute wards.
Low Secure Male ward
Low Secure Acute admission ward.
Demand template for days incorrect and
therefore reporting as below numbers.
One occasion of staff below planned
numbers. Support provided from another
ward.
Staff moves due to unplanned high risk
escorts.
Low Secure women’s ward.
MSU Male Step down
MSU Female Step down.
MSU Women’s lvl 2 treatment and
recovery ward offering enhanced
relational support in the community. Low
acuity in May. Due to vacancies and low
acuity some shifts with 1 qualified.
Inpatient Drug and alcohol detox unit and
RADAR. Flexes staffing to reflect demand.
Low occupancy for May. Staffing levels
adjusted in proportion with reduced
occupancy levels. Demand template not
adjusted.
MSU Male Adolescent ward.
Female aged 18-24 acute admission
ward.
General adolescent ward.
General adolescent ward. Bed occupancy
reduced to 90% and staffing levels
adjusted accordingly. Demand template
not adjusted.
Mental Health and Deafness. No staffing
DATIX. No shifts below planned. Staff
from CBU have been providing shifts due
to low occupancy there not recorded on
JDU healthroster. Service manager to
address this.

3.2

Incident reporting

To help contribute to maintaining safe staffing levels and a positive safety culture GMMH staff are
encouraged to report any concerns they have about staffing levels being unsafe by using the ‘unsafe
staffing levels’ field in the Trust’s incident reporting system.
A total of 124 DATIX reports related to staffing levels were received during Q3 and Q4. This is a 50%
reduction on Q1 and Q2 when 241 incidents were reported. In Q3 (2017/18) the DATIX module for unsafe
staffing was expanded to include a function to record ‘No ILS Trained Clinician’. In Q3 and Q4 there was
one report of this nature on Keats ward at Meadowbrook in Salford which was a reduction on 8 reports
in Q1 and Q2. This incident was resolved by a Registered Nurse from an adjacent ward being moved to
Keats ward.
The table below summarises safe staffing incidents by division, ward or service during Q3 and Q4. These
came from both ward and community services, and although community staffing levels are not externally
reportable they are included for completeness.
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South Manchester & Trafford

Child and
North
Central
Forensic Adolescent Mental Mancheste Mancheste Reh Low Secure
Health
r
r
ab
Unit

Unsafe Staffing incidents by directorate and location
1

Delaney Ward (LSU)

2

Loweswater Ward (LSU)

2

Isherwood Ward (LSU)
Anson Road

1

Central West Area Team

1

Mental Health Home Treatment Team Central

1

Adult Oupatient Department Central

1

Park House Administration

1

Laurel Ward

1

Mulberry Ward

1

Pegasus LSU

1

Bolton CAMHS

1
3

Phoenix Ward (CAMHS)

4

Griffin Ward (Manchester)

5

Gardener Unit Ward (CAMHS)
Adult Outpatient Department South

1

All Laureate House Inpatient Wards

1

Manchester Engagement Team (MET)

1

Moorside Unit - Brook Ward

2

Moorside Unit - Medlock Ward

2

Greenway Ward

2

Andersen Ward (Perinatal)

3

Moorside Unit - Irwell Ward

3
4

Moorside Unit
Keats Ward

Salford

Unsafe Staffing levels
No ILS Trained Clinician

1
1

Home Based Treatment (Salford)

2

Woodlands - Hazelwood ward

3

Woodlands - Delamere Ward

7

MSU

Woodlands - Holly Ward
Hayeswater Ward (MSU)

1

Dovedale Ward (MSU)

1

Edenfield Centre

1

Eskdale Ward (MSU)

1
3

Ullswater Ward (MSU)
Ferndale Ward (MSU)

6

Coniston Ward (MSU)

6

Borrowdale Ward (MSU)

6
8

Bolton

cjs

Edenfield Newland Ward (MSU Stepdown)
HMP Garth (CJS)

1

Beech Ward

1

Mental Health Liaison - Bolton

1

Elms Suite (136)

2

Home Based Treatment (Bolton)

2

Maple House Ward

2
23

Oak Ward
0

5

10
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Service Managers for Oak Ward in Bolton confirmed that there had been some local misunderstanding of
the safe staffing reporting requirements. It transpired that staff had been reporting shortfalls in staffing
which did not amount to safety concerns or adversely affect the delivery of care. The reporting
requirements have since been clarified with the Oak ward team by the Service Manager.
3.3

Themes and impacts of incident reports

None of the unsafe staffing incidents during Q3 and Q4 reached threshold for external reporting to
commissioners as part of the NHS Strategic Executive Information System (STEIS). Reports have included:
•
•
•

Inability to meet minimum staffing levels due to unplanned sickness.
Bank and Agency staff failing to attend for duty or cancelling at short notice;
Additional demands on staffing due to clinical emergencies requiring emergency transfer to acute
care

In February 2019 NHS Professionals took over the responsibility for bank and agency nursing. This will
provide a more consistent approach to non-attendance or cancellation by bank or agency nurses at short
notice.
4

Triangulation

As well as reviewing staffing levels the Trust reviews other information related to quality and safety.
Future reports will build on the triangulation information contained in this report.
4.1

Complaints

The Trust received four complaints about staffing in Q3 and Q4 which were all from service users in our
adult forensic wards. This was a reduction on 8 complaints in the previous reporting period. Three
complaints were investigated and not upheld; and one was upheld as a service user was unable to take
planned leave due to staffing shortages on Borrowdale ward.
4.2

Mental Health Safety Thermometer

In Q3 and Q4 the vast majority of service users (94%) confirmed that they felt safe on GMMH wards.
There were two occasions when service users on Dovedale and Ullswater wards (both adult forensic
wards) specifically reported feeling unsafe specifically due to staffing levels. This is a reduction in relation
to Q1 and Q2 (2018/19) when on six occasions service users described feeling unsafe due to staffing levels.
In both cases the ward managers confirmed that steps had been taken on their wards to support the
service users to feel safe.
5

Care Hours Per patient Day (CHPPD)

NHSI asked all Trusts to start recording Care Hours Per Patient Day (CHPPD) in May 2018 and the Trust
has been meeting the reporting requirements since this date. This included a brief period of reporting
registered and non-registered Allied Health Professionals between September 2018 and April 2019 when
this specific requirement ceased. This was because most Mental Health Trusts deploy AHPs who work
peripatetically across a number of wards, sites and services as is the case at GMMH.
6

Mental Health Optimal Staffing Tool (MHOST)

The Mental Health Optimal Staffing Tool (MHOST) is a multi-disciplinary, evidence based system which
enables ward based teams to:
a) assess patient acuity and dependency
b) convert acuity and dependency data into staffing requirements.
Page 8 of 9

The National Quality Board recommends that the MHOST (or any evidence based workforce method)
should be undertaken alongside professional judgement and quality metrics to be most effective. Such
quality measures include readmission rates, Patient Reported Outcome Measures (PROMs), medicine
omissions and staff engagement feedback. The MHOST was formally approved by the Shelford Group
which represents ten of the largest teaching and research NHS hospital trusts in England. GMMH will pilot
the use of this tool in Q1 and Q2 within our Adult Forensic Services.
7

Supervision and training

Systems are in place to monitor supervision for registered nursing staff. A Quality Improvement project
will commence in Q1 to expand this system to cover all professional groups and support workers.
8

Workforce development

Staffing levels and skill mix are aligned with strategic and operational plans to sustain high quality care
within GMMH.
The number of mental health professionals in training is soon expected to fall short of demand which is a
National trend. The Trust is working closely with all four local Universities to maximise opportunities for
the supply and retention of key professional groups. One significant development has been the
introduction of Registered Nursing Associates (RNAs) with the first GMMH RNA taking up post on
Hayeswater ward in May 2019. The Trust currently has 39 trainee NAs in training and plans are underway
to recruit a further 20.
The Developing Workforce Standards were published in October 2018. They reinforce how to define safe
staffing and strengthen accountability for safe, sustainable and productive staffing across all staff groups.
In order to ensure that the Trust is meeting the requirements contained within the Developing Workforce
Safeguards a multi-disciplinary Safe Staffing Action Group (SSAG) has been established. The first task of
the SSAG will be to review the recommendations in order to establish a gap analysis of required actions,
and a full action plan developed and progress summarised in future reports. The group will be led by the
Associate Director of Nursing and report directly into the Quality Improvement Committee and Workforce
Development Programme Board.
9

Summary

The following actions will be taken forward in Q1 and Q2 (2019/20):
1. Local staffing reviews to be undertaken across all inpatient areas as part of the GMMH annual
review of staffing levels
2. Capability of Health Roster Safe Care module to be explored to further enhance the planning of
staffing levels
3. Ongoing reconciliation of establishments, rostering templates and budgets.
4. Developing Workforce safeguards will be taken forward via the Safe Staffing Action Group
5. MHOST will be piloted
6. Quality Improvement project to strengthen governance of supervision to commence
Tim McDougall, Associate Director of Nursing and Governance
Juliette Tait, Associate Director of Workforce
Matt Paterson, Associate Director of Operations
Clair Carson, Associate Director of Operations
Adam Young, Associate Director of Operations
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7. The GMMH internal audit for MCA/DoLS evidenced that staff awareness had
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8. The GMMH internal audit for Patient Rights showed a 3% improvement in
numbers of patients being informed of their rights in comparison with 2017.
9. The GMMH internal audit for Consent to Treatment showed a decrease from
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10. Mersey Internal Audit Agency (MIAA) undertook an audit of MHA CoP
compliance in September 2018, which provided significant assurance to the
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1 Introduction
1.1

MHA Report 2018

This is the second Mental Health Act (MHA) report since the formation of Greater
Manchester Mental Health NHS Foundation Trust. The report offers a summary of the
Trust’s performance in relation to the MHA 1983 (as amended 2007) from 1st January
2018 to 31st March 2019. 2018 and early 2019 has been a period of consolidation,
where we commenced reviewing and harmonizing the different MHA processes within
the two previous organisations. This report provides a timely overview of activity and
progress thus far and has been extended to make reference to the review of the MHA
and the Mental Health Units (Use of Force) Act, also known as “Seni’s Law.

2 Executive Summary
2.1

There has been a marginal increase of 0.1% in terms of formal admissions
under a section of the MHA in 2018 as compared to 2017.

2.2

Admission under s.2 has decreased by 5% from 2017 with an equitable
increase in s.3 admissions by 5%.

2.3

Use of s.5(2) in 2018 has decreased by 19% from 2017, with the reduction
being consistent across the Trust.

2.4

The number of patients made subject to a CTO has decreased by 23% in 2018.

2.5

There has been a significant increase in the use of s.136 by 21% from 2017

2.6

Numbers of Mental Health Tribunals and Hospital Manager Hearings have
increased substantially in 2018 as compared to 2017; Mental Health Tribunals
have increased by 21% and Hospital Manager hearings by 27%.

2.7

The GMMH internal audit for MCA/DoLS evidenced that staff awareness had
risen from 89% in 2017 to 90% in 2018.

2.8

The GMMH internal audit for Patient Rights showed a 3% improvement in
numbers of patients being informed of their rights in comparison with 2017.

2.9

The GMMH internal audit for Consent to Treatment showed a decrease from
last year’s achievement of 90% to 89% in 2018, therefore narrowly missing the
compliance threshold. However, 100% of records audited had evidence of the
RC having assessed the patient’s capacity to consent to or refuse treatment at
the end of the first 3 months.

2.10

Mersey Internal Audit Agency (MIAA) undertook an audit of MHA CoP
compliance in September 2018, which provided significant assurance to the
Trust.

3 The Legislative Landscape
There have been several key legislative developments in 2018, some of which will
have particular relevance for GMMH over the next year or two. Significant policy and
legislative developments are outlined below.
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3.1

The Policing and Crime Act 2017

This Act, known as PACA, came into force in December 2017 bringing changes to the
MHA in relation to s.135, s.136 and s.138. In 2018, GMMH ensured that designated
places of safety were available in each division alongside arrangements with local
acute Trust A&E departments. These arrangements ensure that we are able to
provide a responsive, timely and comprehensive service to individuals who have been
detained under S. 136 of the MHA.
3.2

The Independent Review of the MHA

The outcome of the review led by Sir Simon Wessely; ‘Modernising the Mental Health
Act, Increasing Choice, Reducing Compulsion’ was published on 6th December 2018.
At this stage, the Government has accepted only two of the 154 recommendations;
• Replacing the Nearest Relative with a ‘Nominated Person,’
• Introducing Statutory Advance Choices Documents (ACDs).
It is not currently known what the timescales may be for implementation or what other
recommendations may be accepted.
3.3

The Mental Capacity (Amendment) Bill

Arising from the Law Commission’s proposals for a scheme to replace DoLS, The
MCA (Amendment Bill) completed its passage through Parliament on 24th April 2019.
A number of Government amendments have been added, including clarifying that
independent hospitals will not be responsible bodies under the Liberty Protection
Safeguards (LPS). Instead the LPS authorisations must be given by the local authority
in which the hospital is situated.
On 2nd April, the Government made two significant changes to the Bill:
• The proposed definition of deprivation of liberty was withdrawn in favour of
remaining with the "acid test" as defined in the ‘Cheshire West’ case. The
Code of Practice will incorporate case studies to help identify when a
deprivation of liberty is/is not taking place.
• There will be a time limit of 72 hours after an LPS authorisation is granted
for the detained person to be informed of the authorisation. There is no
equivalent statutory time frame for this aspect in DoLS.
The Mental Capacity (Amendment) Bill is expected to come into force on, or around,
1st May 2020 and a draft Code of Practice is currently being developed along with
regulations for training requirements.
3.4

Mental Health Units (Use of Force Act) 2018

The Mental Health Units (Use of Force) Act, also known as “Seni’s Law” after Olaseni
Lewis who tragically died aged 23, after being restrained on a mental health ward by
police officers, received Royal Assent on 1 November 2018. Under this Act, each
mental health unit is required to have a policy that sets out the steps to be taken to
reduce the use of force by staff. Other key requirements are in relation to patients’
rights information when force is used, the provision of training that considers the
specific concerns arising from the use of force and the recording and reporting
requirements in regards to occasions where such techniques are used.
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GMMH has identified Tim McDougall, Associate Director of Nursing and Governance,
as the ‘Registered Manager’, which is a requirement of the Act. In regards to the
implementation of the Act, the Trust’s Positive and Safe Group have established an
action plan to develop relevant training, patients’ rights information, police liaison and
the recording and reporting requirements. A task and finish group is also currently
developing a specific policy as required by the Act.

4 Governance Arrangements
4.1

Scheme of Delegation

The Mental Health Act 1983 allocates responsibility for various functions to ‘the
hospital managers’, which, for an NHS foundation trust, means the Trust Board. The
Act allows for most of these functions to be delegated to nominated officers of the
Trust via a Scheme of Delegation (CoP ch.37). The Scheme of Delegation was
approved by the Trust Board in 2017 and was further reviewed in 2018 to ensure that
all delegations were correct. Amendments were ratified by the MHACC in March 2019
and will be presented to the Trust Board for approval in May 2019.
4.2

Mental Health Act and Mental Capacity Act Compliance Committee

The Mental Health Act and Mental Capacity Act Compliance Committee (MHACC)
was relaunched in mid-2017 along with updated Terms Reference. The MHACC
ensures that mechanisms are in place to provide Trust-wide assurance to the Board
regarding compliance with the MHA and its Code of Practice, the MCA and DoLS. The
MHACC meets bi-monthly and is a sub-committee of the Quality Improvement
Committee. During 2018, the MHACC has successfully reviewed the membership and
agenda to ensure that the committee is able to appropriately discharge its function.
4.3

Mental Health Act and Mental Capacity Act Quality Improvement Group

The Mental Health Act and Mental Capacity Act Quality Improvement Group (MHAQI)
is a new sub-group of the MHACC. The group meets monthly and has a varied
membership of operational staff, senior managers and MHA staff. The MHAQI aims
to provide assurance of proactive oversight, monitoring and review of CQC MHA Visit
reports and Provider Action Statements. This process facilitates the identification of
themes and areas for further focus and improvement, thus supporting the development
of systems, processes and procedures to support and embed sustainable quality
improvements in practice and support robust governance around our legislative
frameworks.
4.4

Local Mental Health Act Monitoring Meetings

Each local area has established Mental Health Act Monitoring Meetings to ensure that
services are appropriately adhering to the statutory frameworks. The Monitoring
meetings consist of multi-professional discussions around local MHA issues to
improve information flow to and from the MHACC to ensure that actions agreed in the
MHACC are embedded in local services.
4.5

Mental Health Act Department

The centralised MHA Department was created in mid-2017 when the five MHA
Departments were brought together under Corporate Services. The three MHA
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manager posts are aligned to each Network Hub and are responsible for co-ordinating
divisional MHA administration work, being the point of contact for services, delivering
training and supporting the Trust in terms of the legislative frameworks.

5 Workforce Development
5.1

Current arrangements and Compliance

E-learning packages are currently available for all staff. Trust compliance at the end
of March was as follows:
•
•
•

MHA Code of Practice – Trust compliance 80%
MCA – Trust compliance 78%
DoLS – Trust compliance 80%

The MHA Code of Practice e-learning has recently been updated and other e-learning
packages relevant to the MHA and MCA have also undergone a scoping exercise to
determine their suitability.
A face-to-face session regarding the Mental Capacity Act, Mental Health Act and
Deprivation of Liberty Safeguards is delivered within the Trust’s Preceptorship day
and, locally, there are a numerous training sessions available for staff to receive faceto-face training in the above areas. Such training includes; delivery of training by
AMHPs, social care leads, medical staff and MHA Managers. AMHPs also access
continuous professional development via accredited training at the University of
Manchester alongside local and regional AMHP forums.
5.2

Training for Associate Hospital Managers

Two training events were held for Associate Hospital Managers in 2018. The first
focussed on Chairing Hospital Manager hearings with the second providing refresher
training and legal updates alongside a useful discussion around appraisal. The first
training session of 2019 will be held in April, with the key focus being, ‘Considering
Communication.’ This session will provide learning around undertaking hearings with
people who have communication needs, which will be presented by staff from the John
Denmark Unit. Further training sessions will be developed from appraisal feedback.
5.3

Appraisals for Associate Hospital Managers

To ensure that there is a robust appraisal process in place, a new programme of peer
appraisals has been introduced. This method of appraisal was explored in the AHM
training day held in November 2018 and then approved by the Trust as an appropriate
means of evidencing the competency of AHMs and providing assurance to the Board.
Recruitment of a panel of appraisers subsequently took place in February 2019 with
the appraisal programme commencing in March 2019.

6 Mental Health Act Activity
Formal detentions under the MHA in 2018 are detailed below with comparisons made
against formal detentions in 2017.
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6.1

Formal Detentions

There were 1,553 formal admissions under the MHA 1983 to GMMH during 2018,
which is a marginal 0.1% increase in comparison with 2017, in which there were 1,551
formal admissions. However, it is significant to note that there has been a decrease in
admissions under s.2; 67% of formal admissions were under s.2 in 2018 whilst 72%
of admissions were under s.2 in 2017. There has also been a concomitant increase
in admissions under s.3; 27% in 2018 and 22% in 2017. Comparisons between 2018
and 2017 detentions under the MHA are demonstrated in fig. 1.
The rationale for the decrease in number of s.2 admissions is unclear and may be due
to various factors including greater awareness of Code of Practice guidance and
‘inappropriate’ s.2 applications being the focus of several key meetings across the
Trust in 2018. Equally, the Independent Review of the MHA recognised ‘overuse’ of
s.2 as an issue and made recommendations for the Government to consider. Whilst
acknowledging that there are issues around the completeness of the data contained
in the ‘Mental Health Act Statistics, Annual Figures 2017-18 1’, it is positive to note that,
GMMH is not in line with the national picture of increased usage of s.2.
Fig.1 – Variations by each detention type
Bolton/Salford Trend
Section Details
2018

Manchester/Trafford
2018

Trend

Specialist
Services 2018

Section 2

459 (545)

538 (500)

49 (67)

Section 3

199 (107)

171 (155)

42 (78)

Section 4

4 (10)

2 (1)

0 (0)

Section 35/36

0 (0)

4 (0)

0 (2)

Section 37

1 (2)

4 (0)

15 (4)

Section 37 notional

0 (0)

1 (0)

9 (11)

Section 37/41

0 (3)

2 (0)

7 (11)

Section 47

0 (0)

1 (1)

11 (1)

Section 47/49
Section 48/49

0 (0)
0 (2)

0 (0)
0 (0)

16 (32)
11 (11)

Section 48

2 (1)

2 (2)

3 (5)

6.2

Trend

Use of holding powers under Sections 5.2 and 5.4

Section 5 MHA provides holding powers to prevent those who have been admitted to
hospital informally under s.131 from leaving the hospital. S.5(2) is a temporary holding
power that can be invoked by the ward doctor or an Approved Clinician for up to 72
hours in relation to a patient who is already admitted to hospital. S.5(4) is the nurse's
holding power which lasts for up to 6 hours.
Fig. 2 shows comparisons between the usage of holding powers across the Trust
under s.5(2) during 2018 and 2017. In 2018 S.5(2) was invoked on 387 occasions,
which is a reduction of 19% from the usage of s.5(2) in 2017, with the reduction in use

1

Mental Health Act Statistics, Annual Figures 2017-18, Data Tables
https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-act-statistics-annual-figures/201718-annual-figures#resources
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of s.5(2) being consistent across all Network Hubs and also again, being in contrast
with the national figures which show an increase in use of s.5(2) in 2018.
Fig 2: Use of s.5(2) Holding Powers
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In regards to s.5(4), as seen below in Fig 3, overall use in 2018 remained consistent
with the usage in 2017. However, in 2018, there was increased use of s.5(4) in both
Manchester/Trafford and Bolton/Salford of 8% and 43% respectively, which was offset
by the reduction in use within the SSN of 73%.
Fig.3: Use of s.5(4) Holding Powers
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In summary, there has been an overall reduction of 18% across the Trust in the use
of s.5 MHA in (referring to both s.5(2) and s.5(4)) which may be related to fewer
informal patients as compared to those already detained under s.2 or s.3.
6.3

Use of Community Treatment Orders (Supervised Community Treatment)

Community Treatment Orders (CTOs) under s.17A MHA 1983 facilitate service users
receiving treatment in the community rather than under detention in hospital and are
intended to support the maintenance of stable mental health outside of hospital and
promote recovery. A new harmonized CTO policy was completed in 2018 to ensure
that staff have access to appropriate guidance and, in line with national trends, usage
of Supervised Community Treatment (CTO) has reduced across the Trust in 2018.
Fig 4 shows that there were 187 individuals whom were made subject to a CTO in
2018 as compared to 242 in 2017, which is an overall reduction of 23%. This is
perhaps a result of clinicians viewing CTOs as an ineffective legal framework and the
power of recall not being as convenient as previously due to bed availability.
Fig.4: CTO’s by Network Hub in 2018 and 2017 (in brackets)
Bolton/Salford
Trend
Manchester/Trafford
Trend
2018
2018
86 (113)

6.4

Specialist Services
2018
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Trend

11 (8)

Usage of section 136

Section 136 MHA 1983 gives the police the power to remove a person from a public
place, when they appear to be suffering from a mental disorder, to a place of safety.
The timescales for detention under s.136 were reduced from 72 hours to 24 hours
under the Policing and Crime Act 2017. As shown in Fig 5, S.136 was used on 1123
occasions in 2018, which is a 21% increase from 2017, when there were 931
detentions under s.136.
Fig.5: Utilisation by the Police of S.136 by Network Hub in 2018 and 2017
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In terms of outcomes of s.136, further data analysis was not possible for the purposes
of this report due to missing information. Paris being used across the Trust throughout
2019 will facilitate accurate data interrogation to provide enhanced understanding of
s.136 outcomes and usage of Places of Safety.
6.5

Mental Health Tribunals

Mental Health Tribunals are independent, quasi-judicial bodies that operate under the
MHA and Tribunal Procedure (First-tier Tribunal) (Health, Education and Social Care
Chamber) Rules 2008. Fig.5 shows the relationship between the number of hearings
processed and those that result in a formal MHT hearing. Hearings are cancelled for
various reasons; the service user is discharged by the RC or transferred to another
inpatient service, is placed on a section of the MHA such as a CTO against which they
do not wish to appeal or the service user may not wish to pursue the appeal and
withdraw.
As seen in Fig.6, In 2018, there were 816 applications and referrals made to the Mental
Health Tribunal. Of these, 8% of hearings were adjourned, 15% of patients withdrew
their application and 17% of patients were discharged under s.23 MHA or transferred
to another inpatient service prior to the hearing. The tribunal discharged 3% of
patients, which is lower than the national average of around 7%.
Fig.6: MHT Hearings processed and heard in 2018
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Hospital Managers Hearings

Service users detained under the MHA on treatment sections have the right to appeal
to the Hospital Managers as the Trust is statutorily required to ensure Hospital
Managers are available to conduct hearings on behalf of the Trust Board.
There were a total of 562 applications and referrals to the Hospital managers in 2018,
which is a 27% increase from the 441 applications in 2017. Of these, the Managers
discharged less than 1% (6) of patients from detention under the MHA.
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Fig. 7: Numbers of Hospital Managers Hearings
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Court Related Activity

2018 saw an increase in Court related activity requiring the involvement of the Trust’s
legal advisers.
6.7.1 Section 49 Reports and the Court of Protection
Section 49 of the MCA Act 2005 provides the Court of Protection (CoP) the power to
call for reports when the CoP is considering any question relating to someone who
may lack capacity and the report must deal with ‘such matters as the court may direct.’
An order under section 49 of the MCA places an obligation on the relevant person, or
public body (Local Authority or NHS trust) to comply and determine who the
appropriate person is to complete the report, which will usually be a Consultant
Psychiatrist. Equally, there is no right to charge a fee for preparing a section 49 report.
Prior to 2018, there had been only one instance (in 2017) where a report under s.49
had been requested. In 2018, five reports were requested from GMMH, with a further
five being requested between January and March 2019, although one of these
requests was diverted to another Trust as GMMH was not the correct body to complete
the report. Completion of s.49 reports is a significant task, which, if not completed
appropriately, can result in the author being required to attend Court. However, all
reports were completed in accordance with ascribed timescales and were of a
standard required by the CoP.
Due to challenges presented in relation to the management of such requests, a ‘Senior
Officer’ to receive requests from the Court has been identified (Christine Diamond), a
process has been developed for the receipt and management of s.49 reports and
guidance and training has been developed and delivered to support clinicians in
producing the reports. The Trust’s legal team has also provided positive feedback in
regards to the steps taken in that the Trust is far ahead of most other Trusts in terms
of how s.49 reports are received and managed.
6.7.2 Judicial Review
Two pre-action protocol letters were received in 2018, one for an inpatient in
Manchester and the other for a service user in Salford. Both were protracted cases
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requiring legal support to address issues raised. Both cases were successfully
resolved without the need for the matters to be dealt with formally in Court.

7 DoLS
Since the formation of GMMH, DoLS data has been manually gathered from across
the divisions. However, there have been consistent concerns that information is not
routinely provided to facilitate accurate data gathering. The process for reporting
DoLS has now been strengthened to ensure that DoLS data is correct and that there
is oversight of DoLS applications awaiting approval with Local Authorities. To facilitate
this, the new Mental Capacity Act and Deprivation of Liberty Safeguards Policy has
introduced a new process whereby all DoLS applications are forwarded to a central
email account. Upon receipt of an application, the requisite notification will also be
sent to the CQC to ensure compliance with the regulatory framework.
Fig 8 demonstrates that there is limited application of the DoLS framework within
GMMH, which is to be expected of a Mental Health Trust. According to the data
presented below, there has been a 46% decrease in the number of DoLS applications
made in 2018 from 2017. In relation to DoLS applications being approved by Local
Authorities, 54% were approved in 2018 as opposed to 50% in 2017.
Fig.8: DoLS Applications – 2018 and 2017
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8 Complaints
Basic data regarding complaints was gathered for the purposes of this report. There
were only a small number of formal complaints regarding the MHA in 2018 (28), with
access to leave being the single most complained about issue as seen in fig 9 below.
In terms of complaints by division, SSN had the largest number of complaints with
32%, closely followed by Bolton with 29%, Trafford 21%, Manchester 11% and Salford
7%.
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Fig.9: Complaints and concerns by division
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9 CQC MHA Monitoring Visits
The Mental Health Act Department has a robust system in place to ensure that
completed provider action statements are returned promptly to the CQC and an email
receipt obtained.
Between 1st January 2018 and 31st March 2019 the CQC undertook 41 Mental Health
Act monitoring visits to the following GMMH services:
•
•
•
•
•
•

Bolton: Maple, Beech, Oak.
Manchester: Laurel, Redwood, Maple, Mulberry, Safire, Blake, Elm, Bronte,
Anderson, Cavendish.
Salford: Hazelwood, Delamere, Holly, Eagleton, Chaucer, McColl.
Trafford: Irwell, Medlock, Brook, Bollin and Greenway.
Rehab: Oak Lodge, Bramley Street, Copeland, Honeysuckle Lodge, Acacia.
Specialist services: Phoenix, Griffin, Silverdale, Pegasus, Buttermere,
Loweswater, Coniston, Newland, Dovedale, Delaney, Isherwood, Rockley,
Hayeswater.

Fig.10 identifies themes that were identified as a result of the CQC visits in 2018 and
a Thematic Analysis was conducted of five of the key themes. A new sub-group of the
MHACC was subsequently established; the Mental Health Act and Mental Capacity
Act Quality Improvement Group (MHAQI). This group is tasked with progressing
actions to address key themes and related areas to provide assurance of quality
improvement to the MHACC. Current activities within the MHAQI have seen a new
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process approved to strengthen the reading of rights under s.132, review and monitor
Provider Action Statements and revise and develop checklists for the receipt and
scrutiny of section documents.
Fig.10: Themes identified by CQC MHA visits
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10 Audits
Alongside monthly data quality checks undertaken by the MHA managers in relation
to the MHA, internal audits were conducted by GMMH and by Mersey Internal Audit.
10.1 GMMH Internal Audits
The following audits were conducted in 2018 and action plans have been developed
in response.
10.1.1 Audit - Staff awareness of MCA/DoLS
Improvement in outcomes from this audit were noted in comparison to 2017. There
had been an increase in response from 57 staff in 2017 to 128 in 2018. Staff
awareness had risen from 89% in 2017 to 90% in 2018. 90% of staff reported that
they had received training in comparison to 86% in 2017. Both Bolton and Manchester
Divisions achieved 100% of all staff being aware of the process of undertaking Mental
Capacity Assessments and Best interest assessment, Salford also achieved
compliance in this area with 91%.
10.1.2 Audit – s.132 Patients’ Rights
38 fewer audits were returned than in 2018 compared to 2017 but 99% of the sample
had a record that the patient had been informed of their rights, which was a 3%
increase from the 2017. Equally, in 2017, 68% of inpatients had a record that staff
first attempted to inform patients of their rights within 1 week whilst the 2018 audit
result was 71%. 95% of the information was recorded as being in writing as well as
verbal, which was an improvement of 15% from 2017. When there was a change in
the care team, 100% of patients had their rights re-read, which was a 39%
improvement from 2017.
10.1.3 Audit – Consent to Treatment
88 audits were returned, which was an increase of 24% from 2017. The trust scored
89% for having a written record to show that there had been an assessment of the
patient’s capacity to consent to, or refuse, treatment at admission for detained
patients. This was a decrease from last year’s 90% achievement and narrowly failed
to meet the compliance threshold of 90%. However, Rehab, Specialist Services and
Trafford all achieved 100% in that a capacity assessment at the time of admission was
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evident and where an assessment of capacity to consent to or refuse treatment was
completed, these were evidenced within the patients records in 100% of cases. Where
the Responsible Clinician assessed the patient’s capacity to consent to or refuse
treatment at the end of the first 3 months, evidence of this was located within the
patient records in 100% of cases. After 3 months, 100% of patients’ records, where a
treatment order was required, had evidence that the patient’s treatment had been
authorised by the Responsible Clinician or a SOAD. Of the 59 patients that required
a treatment order, 100% had a T2/T3/S62 attached to their drug card and 100% of the
medications written on the drug chart were authorised on the relevant T2/T3/S62.
In regards to advanced statements, 83% of records had a statement of treatment
preference or refusal recorded in the patient’s record, which was an improvement of
47% from 2017, although improvement is still required to achieve compliance.
10.2 Mersey Internal Audit Agency
MIAA undertook an Internal Audit of GMMH’s Compliance with the Mental Health Act
1983 Code of Practice in September 2018. Wards identified for inclusion in the audit
were:
• Edenfield Centre – Dovedale, Ferndale
• Meadowbrook Unit - Copeland
• Moorside Unit – Brook, Bollin
• Park House - Elm Ward, Mulberry
• Laureate House – Cavendish, Blake
Areas of focus for the audit had been identified as follows:
• Patient rights (CQC inspection report 23.02.18)
• Legal power of detention (section / informal) ( CQC inspection report
23.02.18)
• Consent to medical treatment. (MIAA risk assessment)
• Quality of care plans ( CQC inspection report 23.02.18)
• Risk Assessments – Section 17 leave (MIAA risk assessment)
The outcome of the audit was generally positive and provided significant assurance to
the Trust, showing improvements across all domains. 49 out of 50 records audited
had fully completed legal powers of detention documents.
In relation to Patient
rights, 31 out of 50 were completed in line with Trust policy although it was noted that
there was some confusion for staff around timescales for repeating rights. Consent to
Treatment showed great improvement with 49 out of 50 completed in line with Trust
policy. In terms of the quality of care plans, all patients had a care plan although one
patient did not have an MDT care plan in place. 44 out of 50 records were completed
appropriately in relation to s.17 leave and all seclusion documentation fully complied
with Trust policy. A management response was provided to MIAA and further actions
identified to address key areas.
Further audits will be undertaken in 2019 to support ongoing quality improvement in
regards to compliance with legal frameworks.
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11 Summary of MHA Department Activity 2018
11.1

Prestwich

The MHA team within the SSN Division saw the recruitment of a new Band 6 MHA
manager in March 2018. The team has also played an integral part in developing the
harmonised systems now in place across all the MHA offices to ensure that sections
and Mental Health Tribunal hearings are effectively recorded and tracked. This
provides a robust mechanism for the issue of section renewal reminders to clinicians
and also facilitated the removal of whiteboards in the Manchester department that
were being used for such purposes. The team relocated to the newly refurbished
Knowsley building in October and, shortly afterwards, a new Tribunal venue became
available for use at the new Oakwood building. There has been extremely positive
feedback in regards to this facility, which adheres to the minimum Tribunal
specifications.
11.2

Bolton and Salford

In April 2018, a long-serving staff member retired and there was the opportunity to
review the structure of the Salford MHA team. A new member of the team was
recruited to work across both Meadowbrook and Woodlands and this role is working
well. All staff have been providing training to ward staff around MHA paperwork and
the legal framework, which has received excellent feedback. Staff now have a good
working relationship with the MHA teams and now know where to go for help and
advice. The MHA manager for Salford/Trafford established the MH systems for the
opening of Honeysuckle Lodge; ensuring the legal transition of patients into the unit
and creating databases to establish a streamlined process for MHA documentation.
This system can now also be operated effectively remotely.
11.3

Manchester and Trafford

Since the Organisational change in 2017, the Manchester MHA team have worked to
develop relationships across the Trust including the trust-wide MHA teams, clinical
and medical staff. In December 2018, Amigos was migrated to PARIS. Staff adapted
well to the transition and are now trained and efficient in the key areas including the
legal tiles. There has been an inconsistency of MHA administration in the Moorside
Unit in Trafford. To resolve this issue, experienced MHA staff from Manchester
covered the role. This developed relationships with administration and operational
staff at the Moorside unit and these positive relationships have continued. One MHA
staff member’s objective in her IPDR was to study for a legal qualification. In October
2018 the staff member enrolled and commenced on the Certificate of Mental Health
Law course at UCLAN. In 2019, this course will be considered for other MHA
administrators within the trust.
11.4

General Activity

The centralised MHA department has regularly participated in the delivery of training
to staff across the divisions and have played a key part in the introduction of the local
MHA monitoring meetings. All MHA teams now have access to a central N drive which
holds ‘trackers’ containing key information which supports cross cover of services.
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The MHA managers have participated in task and finish groups in respect of policy
development and are members of the Trusts MHACC and MHAQI
The allocation of Hospital Managers to hearings have been effectively handled and all
tribunal hearings have had either a tribunal clerk or a MHA administrator in attendance.
Renovations to the Tribunal suite at Park House were completed in January 2018, a
new Tribunal Suite was available for use from October 2018 in the newly built
Oakwood building, Prestwich, and work commenced to refurbish the reception area
and Tribunal suite at Meadowbrook, Salford, in October 2018.
Work to harmonise MHA policies continued in 2018, with the majority being completed
by the end of the year, including policies for Consent to Treatment, Section 132
Patients Rights, Community Treatment Orders, Hospital Managers Hearings and s.5
Holding Powers. A task and finish group commenced in 2018 to develop a new Mental
Capacity Act and Deprivation of Liberty Safeguards Policy, which was ratified in March
2019.
The MHA department has a key role in the development of quality within the Trust.
MHA input has been essential in relation to Quality Walkrounds, such as Anderson
Ward, Loweswater and Redwood, identifying relevant issues that can be speedily
resolved on the micro level or areas that require further and wider focus.
The migration of Amigos to Paris in December 2018 created errors in the MHA legal
tile on Paris that had not been envisaged prior to the migration. The errors potentially
affected any patient who had a current or previous record on Paris and resulted in
issues such as; duplicated sections, incorrect end dates of previous sections, informal
episodes being created, section dates being incorrect and consent to treatment
records not being transferred across. The MHA managers undertook a scoping
exercise to understand the scale of the problem and an action plan has been created.
With support from IM&T, sufficient IT equipment has been installed at Park House and
the MHA managers have been working to address the issues.

12 Forward Planning 2019 – 2020
12.1

MHA Department

The MHA Department’s priorities are guided by the MHACC work plan, which will
inform the team’s activities for the coming year. Key priorities for the department in
2019 are to resolve staffing challenges in relation to the Manchester and Prestwich
division due to staff vacancies and absences, continue to work on the negative impact
on the MHA tile of the Amigos migration to Paris and to focus on key themes that have
arisen from CQC inspections.
12.2

Policies

The development of a Trust-wide Place of Safety Policy encompassing s.135 and
s.136 of the MHA is a priority area of policy development for 2019.
12.3

Future Workforce Development Planning

Scoping of the implications and requirements of the Mental Capacity (Amendment)
Act and the associated LPS scheme will commence in 2019. The direction of travel in
regards to workforce development planning will also become evident as information
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emerges regarding Government intentions from the Independent Review of the Mental
Health Act.
In respect of existing training arrangements, these will be reviewed to ensure that
relevant e-learning and face-to-face training is available for staff and that they have
access to the training and support around the legislative frameworks that is necessary
to provide safe and effective delivery of care and treatment.
12.4

Associate Hospital Managers

A new peer appraisal process has been developed for AHMs that will provide
assurance of competency to the Trust Board. A thematic analysis will also be
completed to identify key themes arising from the AHM appraisals.
The process for allocating hearings to AHMs was centralised in January 2019 and a
new system for the provision of reports for hearings has been explored. In respect of
GDPR, reports will be sent to AHM using Secure File Transfer, which significantly
reduces risks around personal identifiable data.
12.5

Service Development

The Service Level Agreement for the funded provision of MHA administration services
to Bolton Royal Foundation Trust was reviewed in 2018. It is intended to continue with
this provision for a further twelve months. Similar arrangements are in place for
Honeysuckle Lodge in Bolton, which opened in 2018. Scoping of opportunities to
undertake similar arrangements with other external providers will continue to be
explored during 2019.
12.6

MHA Annual Report 2019

The provision of quantative data for the purposes of this report has been extremely
challenging due to the dual systems of Paris and Amigos that were used for most of
2018. This meant that different information was recorded in different ways on both
systems and not all data has been pulled through to Paris correctly following migration.
It is anticipated that, following remedial work to Paris, the 2019 MHA annual report will
benefit from a broader range of statistical, comparative data from across the Trust that
has not thus far been available, for example in relation to s.136 and places of safety
usage.. The 2019 report will aim to include analysis of protected characteristics and
section changes to provide greater oversight of how the Trust performs in relation to
the MHA 1983, MCA 2005 and DoLS.
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REPORT SUMMARY:

This report considers issues around the appraisal process for Associate Hospital
Managers (AHMs). It also discusses how the feedback obtained will support the
Trust in ensuring that Hospital Manager hearings operate appropriately,
professionally and in the best interests of patients. The report also discusses issues
identified from the appraisal process and how these will inform future planning for
AHMs and Hospital Manager hearings.
Executive Summary of Report:
1. In January 2019, AHMs were amalgamated into one pool and therefore now
work across all divisions. The allocation of hearings is now managed centrally by
the Prestwich office.
2. From 1st January 2019 no reports for HM hearings have been sent via the postal
system to reduce risks around the loss of sensitive patient information.
3. Approval for the introduction of a new system of Peer Appraisal was given by
EMT on 9th January 2019. A panel of AHM Peer Appraisers was appointed on
21st February and a training event was held on 27th February 2019. Appraisals
commenced on 4th March 2019.
4. Feedback from appraisers and appraisees evidences that the Peer Appraisal
process has enabled positive reflection and discussions with the aim of
improving practice and the patients’ experiences of Hospital Manager hearings.
5. The appraisal process has been essential in identifying training needs of AHMs,
which will be incorporated into the annual training schedule.
6. A large number of appraisal documents referenced adherence and
demonstration of Trust values by AHMs in the context of Hospital Manager
hearings.
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7. 43% of appraisals were completed at the time of writing this report. All
appraisals are anticipated to be completed by the end of July 2019, following
which the data will be reviewed and an updated report produced
8. The appraisal process has thus far provided significant assurance of the
competency of AHMs to undertake Hospital Manager hearings on behalf of
GMMH. The level of assurance will be reviewed following completion of all
appraisals.
9. A thematic review of AHM appraisals will be added to the Head of MH
Legislation and Policies reporting schedule for each biannual appraisal cycle.
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Thematic Analysis of Associate Hospital Manager Appraisals
1.
1.1

2.

Introduction
This report aims to consider issues around the appraisal process for Associate Hospital
Managers (AHMs). It will also discuss how the feedback obtained will support the Trust
in ensuring that Hospital Manager hearings operate appropriately, professionally and
in the best interests of patients. The report will also discuss issues identified from the
appraisal process and how these will inform future planning for AHMs and Hospital
Manager hearings.
Background

2.1

The MHA 1983 defines Hospital Managers as, ‘the organisation (or individual)
responsible for the operation of the Act in a particular hospital (e.g. an NHS trust, an
NHS foundation trust or the owners of an independent hospital).’ The Act provides
various functions to HMs, including powers to discharge unrestricted patients under
s.23 MHA. These powers are delegated to a Hospital Manager panel, consisting of
three or more people who are appointed for this purpose and who must not be
employees of the Trust, or have a financial interest in it.

2.2

There are forty-one AHMs who have been appointed by The Trust and who are from
a range of professional backgrounds. Twelve of the AHMs have historically
undertaken HM hearings in Manchester alone, with the remaining twenty-nine working
across the previous GMW footprint; Bolton, Salford, SSN and Trafford.

2.3

In January 2019, all AHMs were amalgamated into one ‘pool’ that is operational across
the GMMH divisions. Allocation is now via a rota system managed centrally by the
Prestwich MHA office. This facilitates greater opportunities for AHMs to work in
different areas of the Trust alongside other AHMs they have not previously sat with.
The system also ensures an equitable distribution of hearing allocations to AHMs,
including ensuring that all AHMs develop skills in Chairing HM hearings.

2.4

Previously there were differences in the allocation of hearings to AHMs in Manchester
and those working across the old GMW footprint. In Manchester, the system was
historically on a “first come first served” basis, whereas for Bolton, Salford, Trafford
and SSN, allocation was via a rota system. There was also a disproportionately
smaller number of AHMs in Manchester than in the rest of the Trust. Given the large
numbers of hearings in Manchester, the twelve AHMs working there undertook a
significantly higher proportion of hearings each than their GMW counterparts did. Due
to the differences in those systems, any comparison of numbers of hearings per AHM
across the two former Trust areas prior to the centralisation will be skewed.

2.5

From a review of previous AHM appraisals, it was evident that the appraisal process
used at that time did not provide evidence of competency. Appraisals were part of the
agenda at a formal AHM training event held by GMMH in November 2018. This
generated a frank and helpful discussion where it was agreed that a peer appraisal
process would be the most meaningful method of appraisal.

2.6

Following approval to introduce a new appraisal process, formal interviews were held
for AHMs who had expressed interest in becoming a Peer appraiser. From 11

1

candidates a panel of 4 appraisers were selected. Each had demonstrated the key
skills required alongside awareness and understanding of potential challenges in
appraising one’s peers.
2.7

A training event for the Appraisal panel was held on 27 February 2019. This
incorporated formal learning and role-plays and was well received by the attendees.

2.8

There are two distinct parts to the appraisal process; a self-assessment using Form 1
and the Observation of Practice whereby the AHM is appraised whilst acting as Chair
of a Hospital Manager hearing using Form 2.

2.8.1 Form 1 is a self-rating questionnaire using a Likert scale of 1 to 5 (1 = strongly
disagree, 5 = strongly agree). The appraisee completes this questionnaire prior to
attending the appraisal. The questionnaire comprises of a series of 26 questions
designed to encourage the AHM to reflect on all aspects of their performance in the
role of AHM. The questions range from objective, technical questions to those
relating to behaviours and values. Sections are also provided in Form 1 to elicit
further comments and self-identified training needs.
2.8.2 Form 2 consists of two parts; the appraiser completes the first section during the
observation of the AHM undertaking the role of Chair at a Hospital Manager hearing.
The hearing must be one in which the patient attends (rather than a paper review)
as this ensures that the appraisee is fully able to demonstrate their skills and
knowledge in the context of an appraisal. Section 1 of Form 2 comprises of 23
questions with Yes or No answers to provide an overview of the AHMs performance
within the Hearing and how they performed in the role of Chair. The second section
is completed by both appraiser and appraisee at a post-appraisal meeting. The
Form enables provision of a brief summary of the case being heard to give the
context, provides space for recording both appraiser and appraisee comments,
identification of training needs and whether or not the AHM is competent to continue
in the role. There is an expectation that, in the post-appraisal meeting, the appraiser
will facilitate reflection on the AHM’s performance, provide feedback, clarify any
issues and offer support if required.
2.9

3.
3.1

Appraisals commenced on 4th March. Progress has been slower than anticipated,
largely due to the availability of AHMs to undertake hearings. It has been clear that
some AHMs are far more active than others in being available to sit on panels and
volunteering at short notice. Equally, some hearings that were arranged as full
appraisals were then changed to ‘paper reviews” due to the patient not wishing to
attend. It is not appropriate for appraisals to be undertaken at paper reviews, as this
does not afford the appraisee with the opportunity to demonstrate their full range of
skills and knowledge.
Summary of Findings
This section of the report summarises the key themes that emerged from analysis of
the AHM appraisals completed by mid-May 2019.
Analysis of appraisals was conducted using the two forms used in the process (Form
1 – Self Reflection tool and Form 2 – Formal Appraisal Document) and verbal feedback
received from both Appraisers and appraisees following the appraisal processes.

2

3.2

Key Themes
Knowledge, Skills and Values
35% of AHMs scored the maximum in relation to the self-rating questionnaire in terms
of how they rated their knowledge, skills and values in undertaking the role of AHM.
Their own perceptions of their ability appeared to be largely related to them all having
performed in that role (or previously in similar roles such as for Tribunal panels) for a
number of years. The narrative provided by the appraisers for those AHMs also
appeared to correspond to the self-evaluations, with positive comments being recorded
such as, “exceptional Chair, thorough understanding of issues, demonstrated Trust
Values,” and, “very experienced and competent.”
Aside from the appraisal process demonstrating that the Trust has a group of
experienced and knowledgeable AHMs, it was also reassuring to see that a large
number of appraisal documents referenced adherence and demonstration of Trust
values by AHMs in the context of Hospital Manager hearings.

Training
Since 2018, training has been delivered to AHMs in several sessions on a range of
topics including; Chairing Hospital Manager Hearings, Legal Updates and
Communication and Deaf people. The latter session was held in April 2019 and
received extremely positive feedback. The training sessions are generally well
attended with a good amount of audience participation.
The appraisals provided good feedback regarding training. Even those AHMs who
had rated themselves highly in Form 1 offered some useful thoughts about training that
AHMs would like the Trust to deliver including; managing disagreements, Cultural
awareness, MCA and DoLS, Children and Young People, Chairing Hospital Manager
Hearings and the New Mental Health Act. In terms of one AHM raising Chairing as an
issue for training, this individual had attended the in-depth session regarding this topic
in 2018. However, the appraisal also highlighted that this AHM experiences a lack of
self-confidence in their ability, which was reflected in their low self-assessment marks
on Form 1. Indeed, this AHM scored the lowest of all AHMs included in this thematic
analysis, scoring 90 out of 130. In contrast, the appraiser did not find any evidence of
a lack of self-confidence during the hearing and had no concerns about the AHMs’s
knowledge, ability or competence in conducting hearings. The AHM has since
discussed with the author that the appraisal process has resulted in them having more
confidence in undertaking this role and that the process has been very helpful indeed.
No appraisals thus far have highlighted any concerning behaviours or conduct and
there have been no concerns raised regarding skills and knowledge deficiencies. The
appraisees themselves have largely identified training needs, rather than this being
identified by appraisers because of issues raised in a Hearing.
Reports for Hearings
Several appraisees commented that they had found it dificult to collect reports in
person from the MHA offices. Many of them preferred the previous system whereby
reports were posted via Royal Mail. This is no longer viable due to data protection and
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an alternative form of report delivery has been trialed using encrypted mail. However,
a number of AHMs are not able to open the encrypted documents on their devices
without undertaking a number of technical steps, which many feel unable to do. As
reports are not now posted out, those AHMs who wish to do so can collect reports in
person whilst others continue to receive reports via encrypted mail.
The Hearing Decision
Some AHMs felt that the outcome of the hearing; the Decision, should be taken into
the post-appraisal review for comment and reflection. They felt that this would facilitate
a greater overall view of how that individual managed the Hearing, including the
feedback of the Decision to the patient. One of the appraisers also concurred with this
view.
Attendance by Professionals
There were comments made relating to issues around the attendance by professionals
at Hospital Manager Hearings. One in particular stated that there was poor evidence
provided by the RC and that there was a ‘stand-in’ for the Care coordinator. Whilst not
desirable, it can sometimes be unavoidable that authors of reports are unable to
attend. This can be due to factors such as the hearing being arranged for a date when
an author is on leave, or due to sickness etc.
3.3

Perspectives on the Appraisal Process
As this is the first time that AHMs have been appraised using this new Peer Appraisal
system, it is not unexpected that almost all appraisees and appraisers have
commented on the process itself.
Appraisees’ Perceptions of the Appraisal Process
Virtually all appraisees commented that they found the new appraisal process to be a
positive means of assuring competency. One of the most common words used to
describe the appraisal experience was that it had been, “fair”. Other positive
comments were made such as, “I was comfortable with the process and the appraiser,”
and, “the appraisal process was interesting and helpful and encourages selfreflection,” and, “a thorough, reflective process, found it nerve racking but received
positive feedback.”
All appraisees seemed to value the post-appraisal review, particularly as this provided
the opportunity for a 1:1 discussion regarding the AHM’s performance as Chair of the
Hearing. A number of appraisees stated that they felt anxious prior to the appraisal
but the post-appraisal review helped to alleviate anxiety; providing positive feedback,
assurance and helpful advice. Appraisees responded positively to any constructive
comments made by appraisers and there have been no reports of any conflict or
differences of opinion regarding the appraisal feedback.
The only negative comments received on appraisal forms were largely in relation to
administrative processes or attendance by professionals at hearings.
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Appraisers’ Perceptions of the Appraisal Process
A review meeting was held with the appraisers approximately 6 weeks after the
appraisals commenced. The appraisal document was slightly amended based on
useful comments received and feedback regarding the appraisal process was
extremely positive. The appraisers felt that the peer appraisals provided excellent
opportunities for self-reflection, with the post-appraisal meeting between appraisee
and appraiser facilitating positive discussion with the aim of improving practice and the
patients’ experiences of Hospital Manager hearings. All appraisers commented that
undertaking the appraisals had been an extremely useful learning process for each of
them, further adding that undertaking this role had provided each of them with unique
opportunities to view practice from a different perspective alongside meeting other
AHMs they had not sat on panels with previously.
None of the appraisers have reported any difficulty in appraising individual AHMs thus
far but they are aware that any concerns should be raised directly with the Head of MH
Legislation and Policies so that these can be managed appropriately.
AHM resignations
Following introduction of the appraisal process, six AHMs have resigned from this role.
It cannot be assumed that this was directly attributable to the introduction of the new
system as each individual provided full rationales of why they could no longer continue
in the role, for example, physical health issues, caring responsibilities and other
commitments. The resignations have resulted in there now being a pool of 41 AHMs,
which appears to be a sufficient number for the requirements of the Trust.
3.4

Areas of assurance
It is apparent that the introduction of the new Peer Appraisal process has proven
successful so far. Further assurance in relation to key themes is provided below.
Training
Further training dates for 2019 have been arranged that will consist of Hospital
Manager Hearings involving Children and Young people and additional legal updates.
Feedback from the appraisals has consistently evidenced that the AHMs feel that the
training provided by the Trust is invaluable. It was also apparent that many of the
AHMs are also undertaking the same role in other Trusts and regularly attend the
training offered by those Trusts. Equally, some AHMs are also ensuring that they
attend relevant training offered at the GMMH Recovery Academy to further develop
their skills and knowledge.
Training suggested from feedback received will be included in future training sessions.
Reports for hearings
An alternative means of providing reports via Secure File Transfer (SFTP) has been
explored and is likely to offer a solution to ensure that reports can be sent electronically
via a secure system that all AHMs should be able to access. This new process will be
discussed with AHMs at the next training event in July.
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The Hearing Decision
This issue has been discussed with the appraisers. It is not appropriate to include the
decision in the overall appraisal process as it is a decision made jointly by all panel
members, rather than just the Chair of the Hearing. As such, it is not open to review
or question by the appraiser and cannot be seen as evidence of competency for just
one member of the panel. This will be fed back to the AHMs at the next training event
in July.
Attendance by Professionals
Whilst it sometimes can be unavoidable that authors of reports cannot attend hearings,
feedback will be provided to line managers where relevant and particularly for those
individuals where there is a pattern of non-attendance.
Appraisal Process
A further review of the process will be held following completion of all AHM appraisals.
This will incorporate a formal meeting with the appraisers and full discussion at the
Hospital Manager training in July. The review will enable better understanding of
whether or not the appraisal documentation needs to be amended in any way and to
ensure that the process remains fair and applicable.

4.

5.

Recommendations
•

A further review of the appraisal process and the outcomes will be undertaken with
the Appraisers following completion of all appraisals.

•

Any amendments to the appraisal process will be discussed at the AHM training in
July to ensure that there is a robust and transparent process in place ahead of the
appraisal cycle in 2021.

•

The 2021 appraisal period will commence from January 2021 to allow sufficient
time for all appraisals to take place whilst mitigating for cancellations or changes
to the type of hearings arranged.

•

This report is to be reviewed and updated following completion of all appraisals to
ensure that the findings accurately represent feedback and outcomes.

•

A thematic review of AHM appraisals will be added to the Head of MH Legislation
and Policies’ reporting schedule, although this will be on a biannual basis as per
the appraisal process.
Conclusions

Based on feedback received and the quality of information provided within the
appraisal documentation, the introduction of a Peer Appraisal Process for AHMs in
GMMH appears to have been successful. The main issues encountered have been in
relation to actually arranging the appraisals. This can be delayed by several factors
including AHM availability, with some individuals undertaking far fewer hearings than
others due to their competing demands. Equally, full hearings becoming paper reviews
has reduced availability of sessions for appraisals. However, it has been noted that
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despite such issues arising, both appraisees and appraisers have been extremely
accommodating and have remained positive and supportive throughout.
The appraisals that have taken place thus far provide significant assurance that those
AHMs are competent to undertake Hospital Manager hearings on behalf of the Trust.
The level of assurance provided will be subject to further review following completion
of all AHM appraisals, which are anticipated to be complete by the end of July 2019.
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REPORT SUMMARY:

The Equality, Diversity and Inclusion (EDI) agenda continues to evolve across the
organisation. We continue to work with staff, service users, carers and stakeholders
to realise a personalised, fair and diverse health and social care system. GMMH has
strengthened its regional EDI networks and established relationships with the LGBT
Foundation and the Caribbean African Health Network.
This past year has been instrumental in developing our EDI strategy. In 2018, the trust
board requested an update regarding the work plan for Equality and Diversity, and
this was well received. It continues to be evident that the organisation has committed
to ensuring our future EDI priorities are realised.
Report Summary
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•

In May 2018, the Equality & Diversity Leads consulted with service users,
carers and staff to develop the organisations Equality, Diversity and Inclusion
Strategy for 2019-2021

•

Each division has met a number of their local equality objectives for 2018/19
(this report will highlight some examples of these).

•

We have seen the development of the BAME staff network, Opening
Opportunities programme, Inclusive staff network and positive steps towards
developing a LGBT staff network.

•

We have positively increased our BAME staff recruitment figures; however
acknowledge there is still significant work to do in relation to our Workforce
Race Equality Standard and associated actions.

•

There continues to be an issue with the recording of our service users
protected characteristics and the organisation has set up a task and finish
group to address and included this priority in the upcoming EDI strategy.

•

We have made significant steps to ensure our service users communication
needs are identified, flagged, shared and addressed via a number of trust
wide and local initiatives.

•

We have developed an Autism Strategy, which aims to deliver high quality
care to individuals with autism across the organisation.

•

During this year we have launched the Service User Engagement Strategy and
Carer, Family and Friends Strategy whereby engaging with service users and
carers from diverse backgrounds is a GMMH priority moving forward.

The organisation has continued to prioritise EDI and ensure it is embedded in the
culture of the organisation. During this year, we have made significant steps to
develop our EDI Strategy and are delighted to be launching this in 2019.
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1.

Equality information

The Equality Act 2010 public sector equality duty (PSED) requires the trust to publish annually our
equality information. This report includes information, disaggregated by service, on the protected
characteristics of our workforce from 1 October 2017 to 30 September 2018 and our service users as
at September 2018. We aim to publish our annual equality report in January each year in line with
statutory requirements set out in equality legislation.
Summaries of the proportional make-up by protected characteristics of the local populations of Bolton,
Salford, Trafford, Greater Manchester and the North West from the 2011 census are also included to
enable comparison of the protected characteristics of our workforce and service users with those of the
general populations.
2.

2018/19 Trust’s Equality Objectives

The Public Sector Equality Duty requires the trust to publish equality objectives at least every four years.
The trust’s corporate equality objectives April 2016-April 2019 are:
Objective
To strengthen data collection of the
protected characteristics of our service
users

Progress
This remains an ongoing issue and further
recording issues have been identified as
Manchester has changed their clinical
recording systems. Some areas have made
some improvements, yet overall this is still a
priority area. A working group has been set
up and this has been added to our Equality,
Diversity and Inclusion Strategy.
To strengthen data collection of the Improvements have been made in the
protected characteristics of our workforce
collection of data related to protected
characteristics for our workforce, through
the roll out of MyESR in the trust. Staff are
now able to access their own ESR record
and amend the details themselves
To collate and monitor data on the protected Protected characteristics of complainants
characteristics of our service users who are routinely recorded on the complaints
make complaints
database and this data is reported in the
annual equality report.
To set local equality objectives in our Some divisions have set equality objectives
business development plans
in their business plans, however to
streamline this process and address this
issue as a priority we have added this to our
2019-2021 strategy.
To undertake equality impact assessments There is a process in place to ensure all
on our policies and business development policies and business development plans
plans to ensure they meet the needs of, and have EIA’s. Training for the business
do not disadvantage, service users of any Managers, E&D and HR leads has been
protected characteristics.
delivered, however ongoing training is
currently being sourced.

Through analysis of the equality data set out in this report, alongside other available information on the
equality challenges within the local health economies, services will set local equality objectives to run
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alongside 2019/20 business plans. These local equality objectives will be published on the trust’s
webpage in April 2019.
3.

Equality Delivery System 2 (EDS2)

EDS2 is an assessment tool designed to measure NHS equality performance with an aim to produce
better outcomes for people using and working in the NHS and to gather equality evidence that
demonstrates compliance with the Public Sector Equality Duty (PSED) of the Equality Act (2010).
3.1

EDS2 Workshops

GMMH has refreshed the EDS2 process to ensure a more accessible model across the organisation.
During 2018/19, the trust introduced a new method for delivering EDS2 and conducted a corporate
EDS2 Grading in January 2019. Members of the trust’s Inclusive Network, EDI Leads, Human Resource
and Communications Team and staff attended the EDS2 grading forum.
The workshop aimed to consider what the trust is doing in relation to one goal and outcome, conduct a
grading for EDS2 and identify actions that would enhance equality and diversity within our trust.
Participants received presentations from managers about work relating to one outcome and were then
asked to grade the trust based on the information presented and their professional experience of the
outcome.
The goal we considered was; a representative and supported workforce
The outcome we considered was:
•

Staff report positive experiences of their membership of the workforce

EDS 2 Grading result: Underdeveloped

3.2

Identified actions

No. Action
1
Review the dissemination strategy for staff FFT
and survey results and consider how these are
used to identify good practice and areas that
require further support.
3
Develop a system whereby staff feedback is
monitored and triangulated with other trust
intelligence.
4
Inclusive Network to publicise the outcome of the
EDS2 Grading
5
Monitor action plan

Lead
Juliette Tait

Target date
March 2019

Juliette Tait

March 2019

Rob Booth

March 2019

Juliette
Tait/Cathy
Lovatt

Ongoing

RAG

See appendix 1 for a breakdown of the results.
3.3

Next steps

The corporate EDS2 presentation will be delivered across our services in 2019 by our trust Equality
leads. Equality leads will be tasked to include evidence relating to their respective services, which will
be graded in March / April 2019.
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4.

Key Equality Achievements 2018

4.1

All protected characteristics

4.1.1 Communication
GMMH’s Communications Team is vital in promoting the different events that staff and service user
from different cultures want to mark. The organisation has an events calendar that marks the vast
array of diversity events and festivals and these are promoted on our intranet, in our staff enewsletter, on our website, via our social media channels and as display adverts on staff computers.
Equality Diversity and Human Rights Week (14-18 May 2018) was celebrated in the organisation to
highlight our work to create a fairer, more inclusive NHS for service users and staff. There was a series
of events to promote the theme of ‘diverse, inclusive, and together’. From roadshows that gathered
service users and carers feedback to yoga meditation, resource sharing and even a staff survey asking
our colleagues views.
As part of EQW2018, we revamped the equality and diversity pages on our intranet to include Ted
Talks on equality, links to inclusion materials and EQW2018 resources.
The Communications Team also regularly promotes the trust’s Inclusivity Network events, such as the
trust’s first BAME (black, Asian, and minority ethnic) Leadership Development event in July 2018. A
BAME member of the Communications Team is a member of the Inclusivity Network and takes a lead
on promoting Inclusivity Network activities and their leadership programme, so that GMMH staff know
about the network and all their events and activities. This is promoted through all the trust’s channels,
as mentioned above.
The Communications Team also highlights key messages through all the trust’s internal and external
channels in relation to GMMH’s membership of Stonewall’s Diversity Champions programme, our
LGBTQIA staff network and attendance at the many local Gay Pride events each year.
The trust is a Living Wage Employer and highlight this status prominently on our website and intranet.
As part of the Living Wage Foundation celebrations for the NHS 70th Anniversary, we were asked to
be a case study. We provided information from our Director of HR for a blog that talked about why the
living wage is vital for wellbeing. We also took part in Living Wage Week (5-10 November 2018)
highlighting GMMH’s commitment to improving the lives of others, by paying the staff helping to
provide high quality care enough to have healthy, happy lives themselves. This message was
promoted through all the trust’s channels.
Service users, carers and people with lived experience are involved in the production of every Recovery
Academy prospectus when we collaborate with them as tutors to co-produce and co-deliver our courses
as well as develop wording for the course description that is displayed in the prospectus. This is one of
the Academy’s core principles.
As part of National Apprenticeship Week (NAW 2018) – 5 to 9 March 2018 – we celebrated the success
of apprenticeships and encouraged people to choose apprenticeships as a pathway to a great career.
Our social media campaign demonstrated that this training is open to everyone and anyone –
encouraging staff to enter an apprentice into their service and encouraging lower paid staff to undertake
an apprenticeship.
We undertake ongoing promotion of GMMH’s service user and carer involvement scheme, advertising
the various ways service users and people who look after someone can get involved with the trust.
We know it is important that as many service users and carers from as wide a range of backgrounds
and social groups as possible are able to take part in our involvement scheme and are supported
properly to do this. We encourage services to advertise widely when they have roles available and
complete our role templates to ensure consistency across our services and provide service users and
carers with an indication of what they will be expected to do. Current opportunities are listed on our
website and/or advertised by flyers and on noticeboards in the services where roles are available.
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In 2018, the communications team began a piece of work to support our mental health and deafness
service (John Denmark Unit - JDU) to communicate with service users and carers. Our National
Centre for Mental Health and Deafness is one of only three NHS providers offering community and
inpatient mental health treatment for deaf adults in the UK.
We are working with the service to develop two 2-minute videos:
1) One is a physical tour of the JDU
2) Introduction to key staff
These video will be in British Sign Language with subtitles and a voice over to provide potential
service users and carers with an introduction to our JD unit and the staff that will be involved in their
care.
Towards the end of 2018, we worked with Manchester City Council to run an internal and external
campaign to highlight how people living with mental health conditions in Manchester could get council
tax reductions. Promotion included; a news story on our website and intranet, promotion over our
social media channels, a council tax reductions banner placed on our website and intranet and a
poster displayed in relevant services.
4.1.2

Splash screens

The trust produces monthly equality and diversity splash screens. The aim of these is to engage staff
and communicate religious days, festivals and observances for the coming month and special days that
relate to protected characteristics. The splash screens appear on all trust staff desktops for three days
at the beginning of the calendar month.
Splash screens in 2018 have included information about age, ethnicity, faith, disability and sexual
orientation.
4.1.2.1 Examples of splash screens

4.1.3
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Carers

The Carer, Family and Friends Strategy 2018-2021 was launched in December 2018. The priorities set
out in the Strategy are: Identification and Recognition, Involving Carers in Care, Communication with
Carers, Support for Carers and Young Carers.
There is a specific section to support staff who are in a caring role and the trust Carer Lead has been
involved in the GM toolkit for working carers.
GMMH has also developed a resource pack for carers containing; a Carers and Confidentiality guide,
a Carer assessment factsheet, Community Treatment Orders factsheet and Looking after someone
leaflet. This resource is available on our website and is provided to staff to share with carers and support
staff in their carer engagement role.
GMMH remains compliant to its Triangle of Care two star accreditation (Carers Trust).

4.1.4

Service user and carer engagement

The Service User Engagement Strategy was launched in July 2018. The priorities set out in the strategy
are collaborative care planning, obtaining feedback, responding to feedback, communicating issues,
shared decision making, learning from experience, shaping service delivery and culture change.
All services now have their own local action plan that details how they will meet these priorities over the
next three years. In addition, a new role has been created – ‘Service User and Carer Engagement
Facilitator’, who will connect with local service user groups, mental health forums and third sector
organisations supporting vulnerable people from diverse groups, in order to listen to their feedback and
ensure this reaches Executive Management and Board level within the trust.
As part of our service user and carer involvement scheme, service users and people who look after
someone can get involved with the trust in the following ways:
•
•
•
•
•
•

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

Between October 2017 and September 2018 there have been 960 service users and carers involved in
the activities above, compared to 496 the year before.
We know it is important that as many service users from as wide a range of backgrounds and social
groups as possible are able to take part in our involvement scheme and are supported properly to do
this. We encourage services to advertise widely when they have roles available and complete our role
templates to ensure consistency across our services and provide service users and carers with an
indication of what they will be expected to do. During 2018, we shared some of our engagement
opportunities to Caribbean African Health Network and the LGBT Foundation.
Current opportunities are listed on our website and/or advertised by flyers and on noticeboards in the
services where roles are available.
4.1.5

Volunteers

GMMH has 112 volunteers working across the trust in a variety of roles that encourages better
engagement with our service users and carers. 31 of these volunteers are in post as Volunteer Peer
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Mentors and so have lived experience of mental health and/or addiction problems in order to provide
mentorship and support to others who may not be as far on their journey of recovery as they are. There
is now evidence (published in the Lancet, July 2018) that peer support cuts readmission to crisis and
in-patient services.
Other volunteer roles include Volunteer Activity Assistant’s which was a role developed in direct
response to feedback from service users about boredom in the in-patient environment. In patient areas
also have Volunteer Visitor Liaison roles to support carers visiting their loved ones.

4.2

Age

4.2.1

Young people and social media

During 2018, GMMH acquired Bolton Child and Adolescent Mental Health Community Services. This
service is for five to eighteen year olds and works with GPs, hospitals and other professionals, such as
teachers, to assess, treat and support young people and children, and provide support to their parents
or carers
The trust regularly posts an average of 30 messages on Facebook and Twitter per week, plus
interactions with social media users. Content includes trust updates, news and events, as well as
popular culture articles and blog posts around the topics of mental health and substance misuse, to
target young people. The trust has also launched several YouTube video campaigns to target young
people with specific trust-related messages.
Following a successful Dragons Den bid in 2018, Young Voices -Bolton FM, has engaged with young
carers in Bolton. The work includes live radio shows, a dedicated webpage and the production of
short podcasts. Young Voices has featured in a number of Bolton News articles including the one
below from Young Carers Awareness Day. www.theboltonnews.co.uk/news/17405890.young-carersshare-their-stories-on-the-airwaves/

4.3

Disability

4.3.1

Dementia

GMMH has a number of dementia services and is a beacon for dementia care. Open Doors project in
Salford, run a monthly dining club for people living with early onset dementia in Salford. The dining club
provides a way for people living with young onset dementia to take part in a social activity that will help
improve their self-esteem and meet people in a similar situation. The Open Doors Young Onset
Dementia Dining Club takes place on the first Wednesday of every month in restaurants of the groups
choosing across Salford.
To mark Dementia Action Week (20 - 26 May), we showcased a series of films exploring the changing
face of Salford over the decades featuring people living with dementia. The films were produced as part
of the joint Economic and Social Research Council and National Institute of Health Research
Neighborhoods and Dementia Study, led by the University of Manchester in collaboration with GMMH’s
Open Doors service.
The trust also hosted and promoted events across the trust in partnership with CCG’s, Councils,
Alzheimer’s Society, and other NHS trusts around Bolton, Salford and Trafford, and ran free courses
for people affected by dementia
Wythenshawe older adult services also hold a weekly dementia café.
GMMH also backed and promoted a new campaign aiming to get more people in Greater Manchester
involved in NHS research. Join Dementia Research (JDR) are calling on people to take their own action
against this life-changing condition by joining JDR. Greater Manchester has been selected to spearhead
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the JDR campaign due to the outstanding dementia clinical research already being carried out in the
region. The campaign, titles Embedding Research in Care (ERICA), is part of the government’s
Dementia 2020 strategy.
4.3.2 Learning Disability
The organisation continues to implement the Greenlight Toolkit (GLTK) and monitor relevant action
plans.
Progress has been made in 2018 to source easy read materials and share these across the
organisation. GMMH have shared and encouraged staff to be aware and sign up to Mencap’s ‘Treat
Me Well Campaign’
4.3.3 Autism
GMMH has a number of autism services (district and specialist services) and clinical pathways. During
2018, GMMH’s Autism leads developed an Autism Strategy for the organisation. The strategy is aimed
at improving staff awareness, compliance to NICE guidance, developing clinical expertise and ensuring
service users with autism have their voices heard when delivering services.
4.3.4 BSL friendly
Service users continue to feedback about the Friends and Family Test with an improved BSL designed
postcard.
We continue to promote the BSL, subtitled film that provides an overview of all the services GMMH
provides. The film sits on the ‘Our Services’ section of our website and is available on GMMH’s YouTube
channel. We have also developed a way on our website to enable British Sign Language users to
contact us using a Sign Language interpreter, through the Interpreters Live! Service, provided by Sign
Solutions.
We ensure Sign Language interpreters are present at all major trust events, such as our Celebration of
Learning & Volunteering event, Annual Members Meeting, Launch of our Service User Engagement
Strategy etc.
4.3.5

Accessible Information Standard

We continue to implement and conform to the Accessible Information Standard, which has been
implemented since the 31 July 2016.
The NHS England interactive e-learning resource is now essential to job role for GMMH staff and
compliance is monitored and added to a staff member’s learning record.
We have also developed an internal performance management mechanism to ensure all service users
have had their communication needs assessed and a process whereby this is checked annually.
4.3.6 Staff Disability Passport
GMMH has launched its disability passport and HR are working on establishing systems to evaluate its
use and develop processes moving forward.
4.4

Race

4.4.1 BAME staff network
During 2018, the BAME staff network has been developed to provide staff a forum to share
experiences and facilitate future learning and development. The forum provides a strong support
system for BAME staff and encourages staff with personal and professional goal attainment. The
BAME staff network also works with key people to foster a culture in the organisation that embraces
diversity, inclusivity and equality. The network continues to go from strength to strength and have
achieved the following:
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·
In July 2018, the network held a networking event that offered BAME staff to reflect and identify
what they felt an inclusive organisation looked like. This enabled an action log for GMMH to work
towards to become an inclusive employer.
·
The BAME staff network have been instrumental in the organisations staff health and wellbeing
offer.
·

The network are now key members at the Inclusive Network Steering Group

·
BAME committee continue to support the Workforce Race Equality Scheme and act as a ‘critical
friend’ to the organisation

4.4.2 Opening Opportunities Programme
GMMH have ran a targeted development programme for BAME colleagues at Bands 5-7, Opening
Opportunities. The programme was developed with members of the Inclusive network and was
promoted at our network events. Twelve members of staff from across the organisation attended the
first cohort. Of the twelve participants:
•
•
•

Five have been promoted into new roles (four internally, one externally)
Three have been accepted on to the ‘Stepping Up and ‘Ready Now’ Programme run by the
National Leadership Academy- a further two people are currently applying for the next intake
Three people have attended regional networking events that were promoted through Opening
Opportunities

Next steps are to run the programme again and widen the participants to thirty, including all members
of staff from minority communities.

4.4.3

Refugee and Asylum Seekers

The trust’s Asylum-Seeker Mental Health Consultation Service is unique in the UK, providing specialist
mental health assessment, management and prescribing advice and consultation to Salford GPs
referring patients who are asylum-seekers and refugees.
The service also has access to Clinical Psychology and Counselling via the Primary Care Psychology
Service. The team includes two GPs with special interests in mental health, an outreach worker, a
dedicated administrative worker and team manager. It is co-located with the Primary Care Psychology
Service in a new, welcoming, appropriate and accessible base next to Salford precinct. The service is
recognised regionally and nationally for its specialist knowledge and culturally sensitive care of asylumseekers with mental health problems.
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4.5

Religion and Belief

4.5.1

Chaplaincy communication

The chaplaincy department have commenced the consultation process for a Spiritual Care Strategy.
There will be six priority areas; promoting the trust vision statement on spirituality for all our service
users, staff and carers, continuing to develop the Recovery Academy Spirituality and Recovery
Course, establishing a Spiritual Care hub on the Prestwich main site , setting up a multidisciplinary
network of staff committed to implementing spiritual care, increasing the diversity of faiths and nonfaiths in the Chaplaincy and spiritual care team and continuing to build good relations across GM with
all faith and non-faith communities . There is a planned launch date for April 2019.
We continue to provide an excellent Chaplaincy service to Pennine Care NHS FT and this has been
contractually agreed for a further year.

4.6

Sexual orientation

4.6.1

Pride

As a Proud Employer, GMMH attends many of the local Gay Pride events over the summer months to
demonstrate how we are a LGBT-friendly employer and Diversity Champion NHS trust.
In August 2018 over 300 staff attended Manchester Pride representing GMMH
In September 2018, GMMH held a stall at the Bolton Pride community expo event for the third year
running. The aim of the expo was to challenge homophobia and showcase many LGBT services.
Staff from the Bolton Division and the HR team worked together in supporting a recruitment and staff
information stall, along with offering advice about GMMH’s mental health services to the local people
of Bolton.
Our Unity Substance Misuse Services in Cumbria has attended Cumbria Pride in Carlisle for the past
four years. They attended this year's event in September 2018, to provide advice and support around
drug and alcohol issues to people attending the event.
Achieve in Salford have contributed to Salford’s Pink Picnic and Manchester Pride. Salford won the
community prize for Salford’s float.
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4.6.2

LGBTQIA staff network

The trust is encouraging our Lesbian, Gay, Bi-sexual, Questioning, Intersex, Allies (LGBTQIA) staff to
meet as a group in order to raise LGBTQIA awareness and champion our ongoing LGBTQIA initiatives.
We are in the process of meeting with a number of LGBTQIA community groups within the footprint of
the trust and are looking at ways in which we can work together around issues affecting the LGBTQIA
community.
We will also be looking at the different ways we engage with our LGBTQIA service users and sharing
areas of best practice with staff.
4.6.3

Stonewalls Diversity Champions Programme

GMMH is proud to be taking part in Stonewalls Diversity Champions Programme. The Programme is a
best practice-sharing forum in which organisations receive support from Stonewall with their work
towards lesbian, gay, bi and transgender equality, with the aim of creating a fully inclusive workplace
for all staff.
We believe that our staff have the right to be treated with dignity and respect and that the workplace
should be free from discrimination and harassment. By taking part in the Diversity Programme, we will
be able to measure how inclusive the trust is and help monitor our policies, actions, values and services.
Enabling us to further support our staff and service users.
We are currently working with Stonewall and the trade unions in making sure our policies are as
inclusive as possible.
4.6.4 Transgender
Transgender issues have frequently been discussed at the trust Equality and Diversity Group. Changes
have been made to the organisations electronic patient records to reflect legislation surrounding
transgender service users. We have also introduced a gender identify session at the Recovery
Academy, whereby service users with lived experience co-facilitate the session. Plans are in place to
commission transgender training in May 2019.
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5. Equality Monitoring
Service user data has been extracted in September 2018. During this period there were 53,000 service
users receiving care and treatment in GMMH services. Greater Manchester census information is
available to compare the statistics.
•

Age

Trust-wide data

13%

4%

5%

9%

5%

11%

7%
11%

8%
9%

10%

8%

16-20
21-25
26-30
31-35
36-40
41-45
46-50
51-55
56-60
61-65
66-70
71+

Greater Manchester Age Census

12%

9%
9%

5%
7%

9%

7%
8%

7%
9%

9%

9%

16-20
21-25
26-30
31-35
36-40
41-45
46-50
51-55
56-60
61-65
66-70
71+

There are no significant differences between trust wide service users’ age and Greater Manchester’s
population.
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•

Disability

Trust-wide data

17%
11%

Disabled
Not Disabled
Unknown

72%

Greater Manchester Census Disability

0%
19%
Disabled
Not Disabled
Unknown
81%

There are 17% of service users recorded as being disabled this year compared 35% last year.
72% of service users’ disability status was recorded as unknown, up from 46% in 2017. The recording
of disability has significantly reduced since the changeover of patient recording systems.
•

Race

Trust-wide data

7%

3%

2%
Asian

6%
10%
72%

16

Black
Chinese/Other
Mixed
Unknown
White

Greater Manchester Census 2011 Ethnicity

9%

3%

2%

2%

0%

Asian
Black
Chinese/Other
Mixed
Unknown
White

84%

There is a slightly higher percentage of BAME service users (18%) using trust wide services compared
to 16% of Greater Manchester’s population. This figure has increased from 15% last year.
There is a smaller percentage of Asian service users using trust wide services (7%) compared to
Greater Manchester’s population (9%), although this has risen from 6% last year.
The service users whose race status is recorded as unknown has increased from 4% last year to 10%
this year.
•

Sex

Trust-wide data

Greater Manchester 2011 Census Gender

17

Male

49%
51%

Female

There is a no significant difference between the trust’s gender split compared to Greater Manchester’s
population (51%).
•

Sexual Orientation

Trust-wide data
0%

0% 1%

BI-SEXUAL

6%
HETEROSEXUAL
43%
42%

HOMOSEXUAL
NOT APPROPRIATE TO
DISCUSS
NOT KNOWN

6%
0%

2%

NOT RECORDED

There is no Greater Manchester Census to compare. This was not included in last year’s report,
therefore unable to compare. 42% of service users have not had their sexual orientation recorded. This
is partly due to Manchester changing electronic systems and the overall need to improve on asking and
recording. In the GMMH Equality, Diversity & Inclusion Strategy there is a priority to improve recording
and education surrounding recording sexual orientation.
•

Religion and Belief

Trust-wide data
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0%

0%

Buddhist
Christian

38%

Hindu

38%

Jewish
Muslim
No religion

1%

18%

0%
4%

1%

Other religion
Religion not stated

Greater Manchester 2011 Census

0% 0%

0%

Buddhist

6%

Christian
Hindu

21%

Jewish
Muslim

9%
1%

62%

1%

No religion
Other religion
Religion not stated
Sikh

This was not included in last year’s report, therefore unable to compare. 38% of service users have
either not been asked or stated their religion. In the GMMH Equality, Diversity & Inclusion Strategy there
is a priority to improve recording and education surrounding recording religion and belief.

5.1 Local Equality Monitoring
Please see appendix 2 for service equality monitoring reports. Actions arising from these will be
highlighted in the Trust Equality, Diversity & Human Rights meeting.
5.2 Equality Monitoring of Complaints
Data was collected from October 2017 – September 2018, during which 739 complaints were logged.
See embedded document for a data breakdown.

Complaints.doc.xlsx

5.3 Equality Monitoring Next Steps
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Improving the recording of protected characteristics is a priority in the Equality, Diversity and Inclusion
Strategy for 2019-2021.

6. Equality and Diversity GMMH Workforce
6.1 Trust Board Equality Monitoring
Board composition was drawn from the trust’s position at September 2018.
Age
•

50% of the trust’s Non-Executive Directors are aged between 56 and 60 compared to 7% of
Greater Manchester’s population over the age of 16

•

78% of the trust’s Executive Directors are aged between 41 and 60 compared to 34% of Greater
Manchester’s population

Disability
•

17% of Non-Executive Directors are disabled.

•

11% of Executive Directors disability status is recorded as unknown, which has decreased from
43% in 2016

Race
•

17% of Non-Executive Directors are recorded as BAME compared to 16% of Greater
Manchester’s population

•

11% of Executive Directors are recorded as BAME compared to 16% of Greater Manchester’s
population

Sex
•

33% of Non-Executive Directors are male compared to 49% of Greater Manchester’s population

•

44% of Executive Directors are male compared to 49% of Greater Manchester’s population

Trust Board equality
monitoring as at Sept
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6.2. Workforce Equality monitoring
The data used in this report has been taken from the 2018 Equality, Diversity and Human Rights
Schedule, which is an annual submission in November to our Commissioners. Workforce data was
drawn from the trust’s position at September 2018. There were 5,043 staff members employed by
GMMH.

Age of Greater Manchester's population as per 2011 census

5%

12%

9%

7%

9%
8%

9%

8%

9% 9%

0%

1%

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

9%

7%

Age of Trust's workforce as at September 2018

10%

11%
13%
13%

14%
12%

Disability of Trust's workforce as at September 2018

19%

10%
Disabled

5%
No
Not declared

17%

Not Disabled

Unspecified
68%

81%

Race of Greater Manchester's population as per 2011 census

3%

White
2%

9%

5%

2%
White

7%

Mixed

Mixed
Asian

Asian

Black

Black

84%

Chinese/Other

83%

Not stated

Chinese/Other

Sex of Greater Manchester's population as per 2011 census

Sex of Trust's workforce as at September 2018

Male

26%

49%
51%

Yes

Race of Trust's workforce as at September 2018
1%

2%

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

5% 6%

15%

Disability of Greater Manchester's Population as per 2011 census

2%

0%

Male

Female

Female
74%

•
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There are proportionally more 36 to 45 year olds employed at trust wide (25%) compared to the
Greater Manchester’s population (17%)

•
•

•

27% of trust wide’s workforce have not recorded their disability status. This has increased from
23% last year.
There is a lower percentage of BAME staff working trust wide (15%) compared to Greater
Manchester’s population (16%). However, this has positively increased by 2% compared to last
year.
There is a smaller percentage of Asian (5%) people working trust wide compared to Greater
Manchester’s population which is 9%

•

There are proportionally fewer male staff trust wide (26%) compared to Greater Manchester’s
population (49%)

6.3 Equality monitoring of race and pay banding
Non-Clinical
% BAME

Band
Band 1
Band 2
Band 3
Band 4
Band 5
Band 6
Band 7
Band 8A
Band 8B
Band 8C
Band 8D
Band 9
VSM
6.4

16
12
7
8
12
7
0
5
0
0
0
11

Clinical
% BAME
0
26
11
8
16
11
10
7
10
4
0
0
N/A

Equality monitoring of sex and pay banding

Band
Female
Male
Band 1 (LW)
66%
34%
Band 2
67%
33%
Band 3
75%
25%
Band 4
85%
15%
Band 5
73%
27%
Band 6
72%
28%
Band 7
71%
29%
Band 8 A
75%
25%
Band 8 B
66%
34%
Band 8 C
68%
32%
Band 8 D
53%
47%
Band 9
54%
46%
M&D
40%
60%
Other
80%
20%
Link to trust gender pay gap report:
https://www.gmmh.nhs.uk/gender-pay-gap-reporting
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6.4. Trust wide equality monitoring of recruitment and selection in 2018
Applicants by Age
0.6%

55%

52%

50%

0.5%
0.4%

41%

36%

32%

0.3%
0.2%
0.1%

11%

8%

0%

8%

5%

Applications

Interviewed
< 24

25 - 39

3%

2%
Offered/appointed

40 - 54

55 >

Disability
100%

88%

88%

87%

80%
60%
40%
20%

9%

0%

9%

3%

Applications

Yes

4%

Offered/appointed

Interviewed
No

8%

4%

Not Disclosed

Ethnicity
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

78%

72%

26%

76%

20%

19%
5%

3%

2%
Applications

Interviewed
BME

White

Offered/appointed

Not Disclosed

Gender
80%

76%

74%

73%

70%
60%
50%
40%
30%

26%

24%

26%

20%
10%
0%

Applications

Interviewed
Female

23

Male

Offered/appointed

Sexual Orientation
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

84%

82%

7%

6%

3%

78%

Applications

8%

8%

2%

Interviewed
Bisexual

Heterosexual

11%

10%

1%

Offered/appointed

Gay/Lesbian

Not Disclosed

Maritial Status
60%

54%
48%

50%
40%

31%

30%

41%

37%

43%

20%
10%

3%

0%

0%

6%

6%

7%

2%

7%

3%

0%

Applications

Interviewed

Civil partnership

Married

Single

3%

0%

9%

Offered/appointed
Divorced / Separated

Widowed

Not Disclosed

Religious Belief
50%

44%

44%

43%

40%
30%
20%
10%
0%

20%

24%

20%
7%
1%

1%

Applications
Athiesm

Hinduism

11%

6%

5%
0%

Interviewed
Christianity

17%

15% 14%

13% 14%

Islam

Offered/appointed
Not Disclosed

Other

7. Equality & Diversity/Human Rights Training
Equality and Diversity training is mandatory for all staff. All staff have a session on unconscious bias
during their induction to the trust; subsequent training is then delivered via ELearning modules. The
content of the training is comprehensive, covering all protected characteristics, the trust’s obligations
regarding the Public Sector Equality Duty, and the expectations on staff.
% workforce achieving trust’s specific level of competency as of December 2018
Division

Bolton Services
Salford Services
Manchester Central Services
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Required

Completed
%
397
366
503
458
319
271

92%
91%
85%

Manchester North Services
Manchester South Services
Trafford Services
Forensic Mental Health
Substance Misuse Service
Smaller SSN
Corporate Services
Trust total

567
295
279
495
234
783
660
4556

484
269
251
439
221
726
605
4109

85%
91%
90%
89%
94%
93%
92%
90%

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

9.

Workforce Race Equality Standard Work Plan

The Workforce Race Equality Standard was adopted by the trust in September 2015. The table below
details key indicators and key actions the trust has committed to for 2018 / 19.

WRES-action-plan-20
18-Final-approved.pdf
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Appendix 1
Equality Diversity System 2 (EDS2) Grading Report 2018 / 19
1.

Introduction

The Equality Delivery System 2 (EDS2) duty directs NHS trusts to engage with staff, service users,
carers, voluntary sector organisations, and partners to assess how well they are doing meeting the
needs of people with protected characteristics,. The process benchmarks these in relation to four
specific goals- better health outcomes, improved patient access and experience, a representative and
supported workforce and inclusive leadership.6
This year we considered Goal 3: A representative and supported workforce and Outcome 6: ‘Staff
report positive experiences of their membership of the workforce’
2.

Presentation and evidence

Rob Booth Organisational Development and Learning Manager delivered a presentation to the trust’s
Inclusive Network and the trust’s Equality Leads. The presentation is embedded below:

EDS2
presentation.pptx

3.

Grading

Attendees of the grading were asked: How would you describe arrangements for the trust’s staff report
positive experiences of their membership of the workforce?
3.1

Grading result

Position
Underdeveloped

Developing

Achieving

Excelling

3.2

Description
People from all protected
groups fare poorly compared
with people overall OR
evidence is not available
People from only some
protected groups fare as well
as people overall
People from most protected
groups fare as well as people
overall

Grading
66%

33%

0%

People from all protected 0%
groups fare as well as people
overall

Comments

A number of comments were recorded at the event including:
‘At this point the trust does not have enough evidence to score better’
‘Hopefully the Inclusive Network supports the trust in doing better in the future’
26

‘Systems are in place but people are unsure about what happens to survey results’
‘We need a coherent system to make sense of feedback from staff, which all staff have access to’.

4.

Next steps

There is a corporate action plan and the trust Equality Leads will interpret the corporate
presentation and deliver this to their local services. Results from local grading’s will be
incorporated into this report once they have been concluded.

27

Appendix 2
Local services –Equality monitoring of service user, workforce and action plan updates. Please
contact Cathy Lovatt cathy.lovatt@gmmh.nhs.uk for divisional equality reports if the document you are
accessing is not a word document.

AFS Equality
report.doc.docx

SMS Equality Report
2018.docx
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Bolton equality
report.docx

SSN equality
report.docx

Central Manchester North Manchester
equality report.docx equality report.docx

Salford Equality
Report.docx

South Manchester
andTrafford Equality R

Appendix 3
Staff survey outcomes 2017 published in 2018

Full GMMH NHS
staff survey 2017.pdf
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Board of Directors – Part 1
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AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):
REPORT SUMMARY:

Self-Certification on Compliance with the NHS Provider Licence Governance
Conditions
Monday 24 June 2019
17
Neil Thwaite, Chief Executive
Kim Saville, Company Secretary
NHS foundation trusts are required to self-certify their compliance with three key
conditions of the NHS Provider Licence after year-end. In May 2019, the Board of
Directors reviewed the requirements of Conditions G6 and CoS7 of the Provider
Licence and confirmed compliance with each. This paper outlines the requirements
of the third condition, Condition FT4 (NHS Foundation Trust Governance
Arrangements), and proposes a range of supporting evidence to enable the Trust’s
self-certification.

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

x

REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
Quality 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 NHS Act 2006, the Health and Social
Care Act 2008, the Health Care Act 2009 and the Health and Social Care Act
2012
Compliance with the requirements of the NHS Provider Licence

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

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

Assurance

RECOMMENDATIONS:

The Board of Directors are asked to:

x

Approval/Decision

x

•

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

•

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

2

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

1.

Introduction

1.1

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

1.2

In May 2019, the Board of Directors reviewed the requirements of Conditions G6
(Compliance with Licence Conditions) and CoS7 (Availability of Resources) of the Provider
Licence and confirmed compliance with the requirements of each. The Board of Directors
are now asked to self-certify against Condition FT4 (NHS Foundation Trust Governance
Arrangements). This paper outlines the requirements of Condition FT4 and proposes a range
of supporting evidence to enable self-certification. Alongside this, the Board is also asked to
self-certify on training of governors i.e. whether governors have received enough training
and guidance to enable them to carry out their role.

1.3

NHS Improvement (NHSI) require self-certification under Condition FT4(8) to be completed
by 30 June 2019. Providers are no longer required to submit self-certifications to NHSI.
Instead, NHSI will retain the option of contacting a select number of NHS foundation trusts
to seek evidence of self-certification.

2.

Condition FT4 – NHS Foundation Trust Governance Arrangements

2.1

The following table (Table 1) outlines the requirements of Condition FT4. To self-certify, the
Board are invited to confirm compliance, or otherwise, as at the date of the Board’s review
and for the future financial year (2019/20).

2.2

A proposed response to each requirement (‘confirmed’/’not confirmed’) is set out in Table 1,
along with any identified risks and mitigating actions. In considering their response, it is
suggested that the Board take into account the assurance and evidence provided through
reports/documents which have previously been considered at Board including:
•

Recent desk-top review against the Care Quality Commission Well-led Key Lines of
Enquiry (KLOEs) (April 2019) – providing examples/evidence of the Trust’s corporate
governance framework and systems of accountability, leadership capacity and

3

•

•

•

•

•

•

•
•
•
•

•

capability; culture and approach to risk management, performance management and
engagement;
Updates to Board on preparation for the upcoming CQC Core Service with Well-led
Inspection, including the Trust’s self-assessment against the CQC’s core domains and
KLOEs;
Annual Report 2018/19, including overview of working relationship between the Board
of Directors and Council of Governors and description of the Trust’s system of internal
control set out in the Annual Governance Statement. Receipt of ‘Substantial Assurance’
opinion in 2018/19 from the Director of (Internal) Audit;
‘Comply or explain’ disclosures against the NHS Foundation Trust Code of Governance
(May 2019) as reported in the Annual Report 2018/19 – compliant with all but two
provisions 1;
Quality Account 2018/19 (May 2019) providing assurance on progression of key quality
improvement priorities. Unqualified audit opinion received on the 2018/19 financial
statements and ‘Clean’ opinions received with regard to use of resources, the content
of the Quality Account and the Quality Account indicators
Board Performance Reports (Regulatory and Workforce, Quality, Finance and new
performance commentary) – providing timely, accurate and comprehensive information
on quality of care and financial position and enabling effective and informed decisionmaking. Plans underway to develop more connected performance reports and datasets;
Board Assurance Framework – setting out current key risks to achievement of the
Trust’s strategic objectives, mitigating controls and assurances on the effectiveness of
identified controls. Reviewed by designated lead committees and the Board on a
quarterly basis;
Board Committee structures, Terms of Reference and Committee Chair’s assurance
reports to Board – enabling effective systems of accountability for quality of care;
Operational Plan 2019/20 (May 2019), informed by robust annual business planning
process;
Six-monthly Safe Staffing reports to Board – updated in June 2019 in line with
‘Developing Workforce Safeguards’ requirements;
Draft GMMH long-term strategy and supporting strategies including the Quality
Improvement Strategy, Workforce and Organisational Development Strategy, Digital
Strategy, Service User Engagement Strategy, Research and Innovation Strategy, and
Equality, Diversity and Inclusion Strategy; and
Update reports to Board on delivery of key strategic priorities e.g. Manchester
Transformation Programme.

With regard to provision B.1.2, the Trust’s constitution provides for parity between executive and
non-executive directors. Provision D.1.1, which relates to performance-related pay for executive
directors, is not applicable.
1
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Table 1 – Proposed Self-Certification Response
Key Statement

Response

Risks and Mitigating Actions

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

Confirmed

None identified

Confirmed

None identified

Confirmed

None identified

Confirmed

None identified

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

Response

Risks and Mitigating Actions

Confirmed

None identified

Confirmed

The following are identified as
risks on the current Trust’s
Board Assurance Framework:
• Risk ID 2814 (Future
Workforce Supply) –
controls include monitoring
of time to hire performance,
targeted recruitment activity
and targeted actions to
address supply, recruitment
and retention as set out in
6

Key Statement

Response

Risks and Mitigating Actions
the Workforce and
Organisational Development
Strategy.
• Risk ID 2572 (Agency
Expenditure) – controls
include engagement of NHS
Professionals, review of
agency usage, workforce
management and
procurement processes via
monthly Executive Agency
Committee, and continued
participation in NHSI
Retention Collaborative
• Risk ID 2252 (Safe Staffing
(Bed-Based Services)) –
controls include operation
of safe staffing procedure
and new Resourcing Policy,
proactive monitoring of
bank and agency usage (as
per Risk ID 2877) and
targeted actions to address
supply, recruitment and
retention as set out in the
Workforce and
Organisational Development
Strategy.
• Risk ID 1804 (Mandatory
Training) – controls include
provision of sufficient elearning and classroombased provision, agreement
of learning standards with
monthly reports on
compliance and monitoring
of training uptake at Boardlevel and through the
Operational Leadership
Committee.
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3.

Training of Governors

3.1

The Board is required to self-certify that, during the financial year most recently ended
(2018/19), it has provided the necessary training to its Governors as required under s151(5)
of the Health and Social Care Act. This is to ensure that governors are equipped with the
skills and knowledge needed to undertake their role.

3.2

During 2018/19, the Chair, other members of the Board of Directors, the Head of Corporate
Affairs and Company Secretary have continued to support governors to deliver their role.
Key development activities have included:
•

•

•

•
•

A series of Governor development sessions facilitated by Executive Directors and
Associate/Deputy Directors focused on, for example, workforce strategy, service user
and carer engagement, homelessness and mental health in Greater Manchester, use of
social media, the digital agenda, quality improvement and the Trust’s future strategic
plans.
A series of Governor development sessions facilitated by Non-Executive Directors
focused on the role of the Audit Committee, Quality Governance Committee and
Charitable Funds Committee, the role of the designated Non-Executive Director in
relation to Associate Hospital Managers and the outcomes of the independent review
of the Mental Health Act (MHA).
Regular Chief Executive and Executive Director briefings – for example on performance,
progress with the Manchester Transformation programme, the Trust’s Operational
Plan, Five Year Forward View (FYFV) investments, the role of the Freedom to Speak Up
Guardian and the new Long-Term Plan for the NHS.
Briefings from external partners.
Continued access to external training and networking opportunities for Governors,
including those facilitated by NHS Providers – GovernWell.

3.3

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

4.

Recommendations

4.1

The Board of Directors are asked to:
•
•

Review the requirements of Condition FT4 of the Provider Licence and confirm
compliance with all key statements
Review the Trust’s approach to training of governors and confirm compliance
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EXECUTIVE SUMMARY:

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

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

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

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

X

No

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

1

Executive summary
1.1

The purpose of this report is to provide assurance to the Board that the arrangements for Medical
Appraisal and Revalidation have been operating effectively for the appraisal year, April 2018 –
March 2019.

1.2

In 2018/19, 95.9% of doctors with a prescribed connection to Greater Manchester Mental Health
Trust (GMMH) had a completed appraisal. This is an increase from the previous year of 94.3%.
The national average for rates of completed appraisal over the same period have not yet been
published, however the previous year was 91.3%.

1.3

Revalidation recommendations to the General Medical Council (GMC) were all carried out in a
timely manner. In total 27 recommendations were completed.

Purpose of the Paper
2.1

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

2.2

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

Background
3.1

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

3.2

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

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

•

checking there are effective systems in place for monitoring the conduct and performance
of their doctors;

•

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

•

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

1

The Medical Profession (Responsible Officers) Regulations, 2010 as amended in 2013’ and ‘The
General Medical Council (Licence to Practise and Revalidation) Regulations Order of Council 2012’
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Governance Arrangements
4.1

4.2

4.3.

The Board has appointed a Responsible Officer (RO) who is responsible for the delivery of the
arrangements needed to support revalidation. Arrangements, including monitoring completion
of appraisals and validation of the list of doctors with a prescribed connection to the Trust, are
overseen by the Appraisal and Revalidation Lead.
The RO, Medical Director, Medical Staffing Manager, Associate Director for HR and A&R Lead
meet quarterly to discuss and share information relating to doctors with concerns, under
investigation and formally managed health problems. This is a formal and confidential forum
where issues and action plans are discussed and information for the purposes of appraisal and
revalidation is noted. From
2019/20 the meeting will include a lay non-exec director.
The Responsible Officer meets with the Trusts GMC Liaison Officer following each concerns
meeting. The scheduling of the meetings ensures the most current and relevant information is
exchanged between the GMC and the Trust.

Medical Appraisal
5.1

An accurate record of all licensed medical practitioners with a prescribed connection to GMMH
is monitored on a regular basis and at 31 March 2019, 169 doctors had a prescribed connection
to GMMH. Of this group, 162 (95.9%) had a completed appraisal during the appraisal year, which
is an increase from the previous year. There was a total of 7 doctors who did not have a medical
appraisal during 2018/19. This was due to 1 doctor being on maternity leave, 1 doctor on a career
break and 5 doctors being on long term sickness absence so were unable to be appraised during
the year.

Table 1 summary of completed appraisals by doctor type for appraisal cycle 2018/19.

Consultants
Staff Grade, Asociate
specialist, specialty
doctor
Temporary or short
term contract holders
Total

Number of
Prescribed
Connections
133

Completed
Appraisals
127

Approved
incomplete or
missed appraisal
6

Unapproved
incomplete or
missed appraisal
0

Total
133

33

32

1

0

33

3
169

3
162

7

0
0

3
169

Table 2 breakdown of approved incomplete or missed appraisals
Doctor factors (total)

Number

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

1

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

5

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

0

Suspension during the majority of the ‘appraisal due window’

0

3

New starter within 3 month of appraisal due date

0

New starter more than 3 months from appraisal due date

0

Postponed due to incomplete portfolio/insufficient supporting
information

0

Appraisal outputs not signed off by doctor within 28 days

41

Lack of time of doctor

0

Lack of engagement of doctor

0

Other doctor factors

1

(describe)

5.2.

The Trust appraisal team comprises 47 Medical Appraisers which is sufficient for the number of
prescribed connections. All appraisers have received specialist training on joining the appraisal
team and then regular top-up training. Update/Refresher session was delivered to all Trust
Appraisers in the first half of the appraisal year 2018/19.

5.3

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

5.4

Each Appraiser carried out between 3 and 6 appraisals in 2018/19 which is in line with GMMH
appraisal policy. All appraisals were carried out using the Medical Appraisal Form (MAG) which is
an interactive PDF document through which the portfolio is evidenced and organised. Training
on using the MAG is delivered to all new doctors to the Trust.

5.5

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

5.6

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

5.7

An appraisal feedback form that doctors complete after their appraisal meeting was sent to all
doctors on receipt of their signed off appraisal summary during the 2018-19 appraisal year, 60%
return rate was received. This feedback is presented to the RO and used to inform the appraisers
during the update sessions the following year. Should an appraiser receive poor feedback this is
reported to the RO and managed by the A&R Lead with development plans as necessary.

5.8

An audit of completed appraisals reviewed 25% of appraisals carried out in 2018/19 (a total of
49) at least one per appraiser. A numerical score is applied to determine the quality of the output.
The data is then calibrated to ensure consistency. Appraisers are provided with copies of the
audit scores and pro-forma for feedback, reflection and learning. We also request appraisers add
this to their own appraisal portfolio.

5.9

Appraisal dates are regularly monitored to ensure appraisals are not repeatedly moved or
postponed. The RO will be notified if there are persistent problems with the scheduling and /or
rescheduling of appraisals. Non-engagement concerns are escalated to the RO.
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Revalidation Recommendations
6.1

27 recommendations were made to the GMC during the reporting period. All recommendations
were made on time and were positive recommendations
Table 3 breakdown on recommendations to the GMC

Year
12-13 13-14 14-15 15-16 16-17* 17-18 18-19
No of recommendations 10
24
40
23
9
22
27
No of deferrals
0
1
3
4
3
2
1
No of non-engagement
0
0
0
0
0
0
0
6.2

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

Serious Untoward Incidents (SUIs) & Complaints
7.1

SUI data is provided annually to each doctor to assist in the appraisal process and for discussion
in the appraisal.

7.2

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

7.3

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

7.4

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

7.5

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

7.6

Every revalidation submission is screened by the A&R Lead to ensure the necessary supporting
evidence is present with relevant appraisal outputs sent to the RO prior to the submission being
made

7.7

The Trust upholds the standards of sharing information between organisations.

Governance - Responding to Concerns and Remediation
8.1

See paragraph 4.2 for concerns meeting details.

8.2

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

8.3

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

8.4

The Trust is currently developing a remediation policy and is awaiting approval from LNC.
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Recruitment and Pre-employment checks
9.1

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

Peer Review
10.1

The Responsible Officer Regulations describe the statutory responsibilities of designated bodies
and their responsible officers. The peer review process is intended to support responsible officers
and their teams in meeting these responsibilities in line with the Framework of Quality Assurance
(FQA) core standards specifically to provide designated bodies with a model of invited peer
review.

10.2

In October 2018 GMMH undertook a peer review as part of a cluster of 4 mental health trusts in
the region over the next few years. The primary aim of this peer review process is to provide a
developmental and learning opportunity for the RO and the A&R Lead providing a review of
policies and an appraisal of our revalidation system.

10.3

The report noted good practice in Governance and found really good systems in place. There was
evidence of good medical involvement in governance structures and the quality and safety
agendas in the Trust with Associate Medical Directors and Lead Consultants tied in.
The three Trust committees (Quality Governance Board, Medical Leadership and Concerns) were
working well and provided triangulation of SI’s, concerns and complaints.
All incidents are recorded in Datix and automatic reminders are sent to the doctor to reflect and
their manager (to support). There is a link through from Business Development Plans / objectives
in the autumn to job planning CPDs and PDPs in January – March and then appraisal April –
December and CPD. With regards to appraisal, the real-time quality assessment and feedback
scores to appraisers was noted.

10.4

The Recommendations which have been adopted include inviting a lay person to the quarterly
Concerns meeting. To review and update polices so they are in date. To draft Remediation policy
and to make appraisal feedback mandatory to ensure a complete picture for the Trust.

Recommendations
•

To accept the contents of the report

•

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

Joanne Smith
April 2019
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Appendix 1 – Statement of Compliance
Designated Body Statement of Compliance
The board of Greater Manchester Mental Health NHS Trust has carried out and submitted an annual
organisational audit (AOA) of its compliance with The Medical Profession (Responsible Officers)
Regulations 2010 (as amended in 2013) and can confirm that:
1. A licensed medical practitioner with appropriate training and suitable capacity has been
nominated or appointed as a responsible officer;
Comments: Yes
2. An accurate record of all licensed medical practitioners with a prescribed connection to the
designated body is maintained;
Comments: Yes
3. There are sufficient numbers of trained appraisers to carry out annual medical appraisals for all
licensed medical practitioners;
Comments: Yes
4. Medical appraisers participate in ongoing performance review and training / development
activities, to include peer review and calibration of professional judgements (Quality Assurance
of Medical Appraisers or equivalent);
Comments: Yes
5. All licensed medical practitioners 2 either have an annual appraisal in keeping with GMC
requirements (MAG or equivalent) or, where this does not occur, there is full understanding of
the reasons why and suitable action taken;
Comments: Yes
6. There are effective systems in place for monitoring the conduct and performance of all licensed
medical practitioners1, which includes [but is not limited to] monitoring: in-house training, clinical
outcomes data, significant events, complaints, and feedback from patients and colleagues,
ensuring that information about these is provided for doctors to include at their appraisal;
Comments: Yes
7. There is a process established for responding to concerns about any licensed medical
practitioners1 fitness to practise;
Comments: Yes
8. There is a process for obtaining and sharing information of note about any licensed medical
practitioners’ fitness to practise between this organisation’s responsible officer and other
2

Doctors with a prescribed connection to the designated body on the date of reporting.
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responsible officers (or persons with appropriate governance responsibility) in other places
where licensed medical practitioners work;
Comments: Yes
9. The appropriate pre-employment background checks (including pre-engagement for Locums) are
carried out to ensure that all licenced medical practitioners 3 have qualifications and experience
appropriate to the work performed; and
Comments: Yes
10. A development plan is in place that addresses any identified weaknesses or gaps in compliance
to the regulations.
Comments: Yes
Signed on behalf of the designated body
Name: _ _ _ _ _ _ _ _ _ _ _

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

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

3

Doctors with a prescribed connection to the designated body on the date of reporting.
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REPORT SUMMARY:

The Board of Directors are asked to note the ratified minutes of the Audit
Committee meeting held on 29 April 2019 and the Committee Chair’s Assurance
Report on the meeting held on 20 May 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
20.05.2019
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 29 April 2019 (Ratified)
Committee Chair’s Assurance Report on the meeting held 20 May 2019

2

RATIFIED
MINUTES OF THE AUDIT COMMITTEE MEETING
HELD 29 April 2019 AT 2.30PM
ROOMS 1 & 2, 1ST FLOOR, THE CURVE
Present:
Andrea Harrison
Anthony Bell
Pauleen Lane

-

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

In Attendance:
Rob Fenton
Gill Green
Lesley Silcock

-

Andrew Maloney
Adele McKie
Neil McQueen
Rupert Nichols
Ruth Parker
Kim Saville
Janine Taylor
Neil Thwaite
Diana Paul

-

Manager, KPMG
Director of Nursing and Governance
Senior Technology Risk Assurance Manager, MIAA
(attended for items 29/19 to 32/19)
Director of HR/Deputy CEO
Assistant Director of Finance – Financial Services & Procurement
Anti-Fraud Specialist, MIAA
Chair
Senior Audit Manager, MIAA
Company Secretary
Associate Director of Finance
Chief Executive Officer (until 3pm)
Executive PA to Director of Finance and IM&T (Minutes)

No.
24/19

Item
Declaration of Interests

Action
Noted

25/19

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

Noted

All Committee members were in attendance.

26/19

Apologies for absence were received from:
Darrell Davies, Assistant Director, MIAA
Ismail Hafeji, Director of Finance and IM&T
Rob Jones, Director, KPMG
Minutes of the Previous Meeting held 4 February 2019

Noted

27/19

The minutes of the previous meeting held on 4 February 2019 were accepted as
a true and correct record.
Matters Arising from the Previous Meeting

Noted

The Audit Committee noted the updates to the action log and noted that actions
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28/19

had either been completed or were in progress.
Technical Update

Noted

Rob Fenton, KPMG presented KPMG’s Technical Update. He drew the
Committee’s attention to the main technical updates which will have an impact
on the Trust, including the updates to the NHS Foundation Trust Annual
Reporting Manual (ARM).

29/19

The Committee noted the Technical Update.
Internal Audit Progress Report

Noted

Ruth Parker, MIAA presented the Internal Audit Progress Report. She advised
that 4 reports have been finalised since the last meeting, all of which received
Substantial Assurance. She also summarised the outcomes of the completed
audits and the recommendations for improvement.

30/19

The Committee noted the report.
Director of Audit Opinion and Annual Report

Noted

Ruth Parker, MIAA, presented the Director of Audit Opinion and Annual Report
to the Committee. She advised that the Trust had received a ‘Substantial
Assurance’ opinion for the financial year 2018/19, which verifies that there is a
good system of internal control designed to meet the organisation’s objectives
and that controls are generally being applied consistently.

31/19

The Committee noted the Director of Audit Opinion and Annual Report.
Annual Internal Audit Plan 2019/20

Noted

Ruth Parker, MIAA informed the meeting that following scrutiny and approval at
the February 2019 meeting this document is the proposed final Internal Audit
Plan for the Trust.
Ruth Parker briefed the Committee on a number of changes to the plan,
including with regard to narratives and timings.

32/19

The Committee approved the Internal Audit Plan for 2019/20.
Anti-Fraud Progress Report

Noted

Neil McQueen, Anti-Fraud Specialist, MIAA presented the Anti-Fraud Progress
Report which provides an overview of the work undertaken by Anti-Fraud on
behalf of the Trust over 2018/19 and which have been reported to previous
Audit Committees. He also highlighted 3 investigations proposed as being
carried over to 2019/20, one of which has since been closed.

33/19

The Committee noted the update.
Anti-Fraud Bank/Nursing Fraud

Noted
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Neil McQueen, Anti-Fraud Specialist, MIAA updated the meeting on the work
that has been undertaken to date regarding this incident and as to the current
status of the investigation.
He also provided an update on the processes that have been put in place to close
the loophole, which was exploited in this incident.
Gill Green, Director of Nursing and Governance requested the wording relating
to Safe Staffing be amended to reflect the management report. She confirmed
that the records recording the number of staff on shift were correct, the issues
were isolated to the payment process.

34/19

The Committee noted the report.
Management Update on Bank/Nursing Fraud
Andrew Maloney, Director of HR/Deputy CEO presented a report that outlines
the work undertaken to address gaps around assurances with regard to systems
and processes for authorising bank and agency shifts.

Noted

The Committee noted the impact of the appointment of NHS Professionals
including all bank/agency staff requests to be approved and booked through the
new system. NHS Professionals also do their own checks and staff will paid on a
weekly basis through this system.
An internal review of processes regarding escalation of issues to be undertaken
to ensure the necessary Directors/Managers are aware and updated on any
issues.

35/19

The Committee noted the report.
Anti-Fraud Investigations Briefing

AM

Noted

Neil McQueen, Anti-Fraud Specialist, MIAA noted there are no other issues to be
raised with the Committee at this time.

36/19

The Committee noted the verbal update.
GMMH – NHS Counter Fraud Authority Standards for Providers 2018/19

Noted

Neil McQueen, Anti-Fraud Specialist, MIAA, drew the Committee’s attention to
the following areas rated amber within the report, all other areas have been
classified green.
Standard 1.4 - new standard risk assessment this states that all fraud risks have
now to go through the Corporate Risk Assessment.
Standard 2.4 – Code of Conduct – the Trust has put together a draft Code of
Conduct Suite of policies, effectiveness of which will be evaluated during
2019/20.
Standard 4.3 – organisation shows commitment to pursuing appropriate
sanctions – amber as there have been no sanctions issued during the financial
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year.

37/19

The Committee noted the report.
Unaudited Accounts for the Year Ended 31 March 2019

Noted

Janine Taylor, Associate Director of Finance, presented the unaudited accounts
for the financial year 2018/19. She informed the meeting the draft accounts
were submitted to NHS Improvement on 24 April 2019 with the final submission
to take place on 29 May.
The report highlighted the significant issues the Committee were asked to
consider in relation to the financial statements. The report analyses the Trust’s
performance against the 2018/19 financial year plan and also a comparative
analysis of the 2018/19 figures with the 2017/18 annual accounts.
A summary of the financial performance:
•

•

The Operating Surplus of £7,428k excluding impairments is above the
NHS Improvement (NHSI) control total of £2,292k. This is a result of
receiving bonus and incentive Provider Sustainability Funding (PSF) for
meeting the agreed control total. The Trust received notification of this
award from NHSI on 18 April 2018;
The total Comprehensive Surplus after movements direct to reserves was
£4,836.

Cash Balances
Cash Balances in total were £29,578k at the 31 March 2019.
The Finance and Use of Resource metric for the year was planned at a rating of 3.
The Trust is reporting a rating of 3 at the end of March 2019. The rating of 3
occurs because of the agency metric calculating a score of 4, which means that
the highest the Trust can achieve is a 3.
Primary Statements:
Janine Taylor drew the Committee’s attention to the four primary statements in
the accounts:
• Statement of Comprehensive Income
• Statement of Financial Position
• Statement of Changes in Taxpayers Equity
• Statement of Cash Flows
Revaluation and Impairment
IAS16 (34) requires that the accounts reflect changes in asset values. Where
insignificant, a revaluation may be necessary only every 3 to 5 years. In NHSI’s
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view, property assets are likely to require a full revaluation at least every 5 years,
with which the Trust complies.
The Trust’s most recent full revaluation took place in February 2017 for inclusion
in the accounts to 31 March 2017. A desk-top valuation was undertaken during
February 2019 which resulted in an overall decrease in the value of the Trust’s
land and building of £1,533k comprising a revaluation gain (recorded in the
revaluation reserve) of £4,378k an impairment (recorded in the revaluation
reserve) of £3,723k and an impairment (recorded as operating expenses) of
£2,190k.
Building Decommissioned
No buildings have been decommissioned during the year.
IFRS15 (Revenue) and IFRS 9 (Financial Instruments)
These accounting standards are applicable for the financial year 2018/2019.
IFRS15 (revenue from contracts and customers) is a new accounting standard
and establishes the principles to be applied in the reporting of the nature,
amount and timing of revenue. The timing of recognition of the Trust’s income
has not been impacted by the application of the accounting standard.
IFRS9 (Financial Instruments) replaces the previous accounting standard (IAS39) –
financial instruments; recognition and measurement). The Trust has applied the
standard in determining its provision for impairment of receivables.
Laureate House (Part of Manchester University Foundation Trust –previously
UHSM) PFI Scheme
The Trust accounts for its occupation of Laureate House as an operating lease as
assessed against the criteria detailed within IFRS16 (Leases). A value of this
prepayment as at 31 March 2019 is £10,393k.
Greater Manchester Pension Fund (GMPF)
The Trust is required under IA19 (Employment Benefits) to account for and
disclose the post-employment benefits of those social care staff who TUPE
transferred to Manchester Mental Health and Social Care, and who are members
of a Local Authority Pension Scheme i.e. GMPF. This is a defined benefit scheme
and therefore pension benefits must be accounted for in the period in which
they are earned rather than the period in which they are paid or become
payable.
The value of the Trust’s liability in respect of the GMPF pension benefits is
determined by an actuarial calculation of the present value of the expected
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future payments required to settle the obligations arising from the employees’
service in current and prior periods.
The value of this liability as at 31 March 2019 is £2,174k and is shown within noncurrent payables in the Statement of Financial Position.
Borrowings
As at 31 March 2019 the Trust has the following loans outstanding:
Capital Investment Loan - £2,451k – A loan of £4.8m was taken out in 2010/11
for a term of 14 years 9 months at an interest rate of 1.9%, to fund the Inpatient
Pathway Redesign (IPR) capital scheme. As at 31 March 2019 £2,451k remains
outstanding of which £326k is repayable during 2018/19 and is shown within
current borrowings.
Revenue Support Loan – Nil (2017/18 £5,438k – This loan was agreed with DH
during 2015/16 to support MMHSCT’s deficit positon. It was drawn down in
March 2016 and repaid in May 2018.
External Audit
The Trust’s external auditors KMPG Ltd started their statutory audit on 25 April
2019 and are due to complete their audit on 10 May 2019.
The audited accounts and the external auditors report to those charged with
governance will be presented to the Audit Committee on 20 May 2019 for
recommendation for approval to the Trust Board.
Neil Thwaite queried the reduction in the Trust’s cash balances. Assurances were
received this is due to capital spend of £9.9m and the repayment of the revenue
support loan of £5.4m in May 2018. In addition debtors have slightly increased,
due to the cut off date for invoice payments being brought forward to 24 March
2019 which has resulted in a higher level of debtors. Audit Committee members
received assurance that the majority of debtors had paid in April, with the
exception of the PSF accrued income which will be paid in May 2019.
Pauleen Lane, Non-Executive Director asked if the Trust’s capital/ liquidity rating
had been impacted by the cash position. Janine Taylor stated that the Capital
ratio ended on a 1, which is an improvement on previous months.
Neil Thwaite asked how cash will be impacted in 2019/20. Janine Taylor
responded that the current cash balance of £29m is projected to be lower at
around £23m for 2019/20, mainly as a result of the capital plan spend of £11.2m
Neil Thwaite, CEO, thanked Janine Taylor for a comprehensive report and the
Checklist (Appendix C) which supported the annual accounts and asked for his
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and the Committee’s thanks to be passed on to the Team.
Andrea Harrison, Chair noted that the outturn is aligned with the recent forecast
information which the Committee and Board have received.
Andrea Harrison, Chair enquired about the final accounting treatment for the
former Trust HQ buildings, which have been brought back into use. Janine Taylor
confirmed that the reversal of the accelerated depreciation has been accounted
for through reserves, following advice from KPMG.

38/19

The Committee noted the unaudited accounts for 2018/19.
Draft Annual Report 2018/19 (including Annual Governance Statement)

Noted

Kim Saville, Company Secretary stated there has been little change to the
content and format of the Annual Report for 2018/19 from the previous year.
She drew the Committee’s attention to the summary of work undertaken by the
Audit Committee, which is in line with the Audit Committee Annual Report, and
also the draft Annual Governance Statement.
She invited Committee members to judge whether the Annual Governance
Statement is consistent with the Committees view on the system of internal
control.
Ruth Parker, MIAA stated that the Partnership working arrangements outlined in
the report are robust and acknowledged that the Annual Report also looks to be
a robust document, which reflects internal audit findings.
Kim Saville advised that, subject to a few final updates, the report would be
presented for approval to the Board of Directors meeting on 20 May. Comments
received at this meeting will be factored into the final draft for Trust Board, any
further comments to be forwarded to Kim Saville for consideration.

39/19

The Committee noted the report and the good work undertaken by the Trust
over the past year.
Draft Audit Committee Annual Report 2018/19

Noted

Andrea Harrison, Chair, presented the draft Audit Committee Annual Report
which demonstrates the Committee’s work in support of the Annual Governance
Statement and in fulfilling the duties required by Board.

40/19

The Committee noted the report.
Presentation: Risk Management Process

41/19

The Committee agreed to defer this item to the May meeting.
Annual Risk Management Assurance Report

Deferred

Noted

Gill Green, Director of Nursing and Governance, presented a high-level overview
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of the progress and activities of the Risk Management Committee during the
period 1 January to 31 December 2018.
The Director of Nursing and Governance highlighted the following key areas
within the report:
•
•

All risk registers are now electronic and accessible to staff via Sharepoint.
There has been an increase of RIDDOR reportable incidents compared to
the previous year which equates to an increase of 3.7%.

The report also highlighted the priorities of the Risk Management Committee for
2019.

42/19

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

Noted

Gill Green, Director of Nursing and Governance, informed the meeting that a fact
sheet had been developed to provide a guide for staff on Risk registers.

43/19

The Committee noted the Chair’s report on the Risk Management Committee
meeting held on 7 February 2019.
Draft Staff Conduct Framework

Noted

Andrew Maloney, Director of HR/Deputy CEO stated the framework has been
developed to demonstrate the mechanisms by which the Trust is enabled to hold
its employees to account for their conduct within the workplace.
He confirmed that Trade Unions will be engaged in finalising the document.
Discussion was had regarding the document and it was agreed for the following
to be considered for inclusion:
•
•

Anti-Fraud and Bribery Policy to be included
Document to include the Trust’s expectations of corporate support staff
in terms of professional qualifications and behaviours.

Andrew Maloney agreed to review the section on the Trust’s contract of
employment and amend this to reflect/capture the above points regarding
corporate support staff.

44/19

The Committee noted the report and agreed for an updated reported reflecting
the above to come back to the July meeting.
Annual Review of Register of Interests – Other Decision-Making Staff

Andrew
Maloney

Noted

Kim Saville, Company Secretary presented the report and informed the meeting
the report details the entries as at 16 April 209 for groups of staff outlined in the
report.
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She confirmed that the definition of decision-making staff was updated following
a MIAA review of the Trust’s approach to ‘Managing Conflicts of Interest’ in
2017/18. Declaration of interest of any new starters who fall into the category of
decision-making staff are also now captured as part of the pre-employment
checking process.

45/19

The Committee noted the report.
Annual Review of Register of Gifts and Hospitality

Noted

Kim Saville, Company Secretary presented the current Register of Gifts and
Hospitality for the period 1 April 2018 to 31 March 2019. She acknowledged that,
the number of declarations is low for a Trust of this size even though various
communications have gone out to staff. The Committee acknowledged the
progress made with regard to Conflicts of Interest and discussed further
awareness raising mechanisms.

46/19

The Committee noted the report.
Annual Report on breaches of Conflicts of Interest Policy

Noted

47/19

The Committee noted there has been no breaches within 2018/2019.
Sealing of Document (Corporate Seal)

Noted

Kim Saville, Company Secretary presented the report and informed the meeting
that the seal had been used twice in the period 26 January 2019 to 19 April 2019.

48/19

The Committee noted the report.
Any Other Business

Noted

Losses & Special Payments from 1 January 2019 to 31 March 2019
Adele McKie, Assistant Director of Finance presented the report which covered
the following areas, Patient and Security Damage Payments, Ex-gratia Payments,
Bad debt write-offs and Losses of Cash.
The Committee noted the report.

50/19

Minutes of Private Audit Committee Meeting held on 4 February 2019
The minutes of the private part of the meeting held on 4 February 2019 were
accepted as a true and correct record.
Date and Time of Next Meeting

Noted

Monday 20 May 2019 at 10.00am in Rooms 1 & 2, 1st Floor, The Curve.
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Certified as a true record of the meeting

…………………………………………………………
Committee Chair – Andrea Harrison

Date
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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

Status

29/4/19
Still awaiting to
hear from
Pennine Care.
Focus Group has
been set up for
Mental Health.
Discussions to be
had with
Executives re
Improvement and
Benchmarking.
16.

July-18

83/18

Matters Arising –
Code of Conduct

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

03/09/18

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

Andrew Maloney,
Director of HR and
Corporate Affairs

3/12/18
Bring to the
February
meeting.
4/2/19
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No

31

42

Meeting Minute Item
No.

Feb 19

April 19

04/19

34/19

Capital, Estates,
Facilities
Structure costs

Management
Update on
Bank/Nursing
Fraud

Action

Agreed
Forecast
Update
Timescale Completion
Juliette Tait is
drafting the paper
and Andrew
Maloney will
share with
members before
the next meeting.

Impact
of
additional
investment to be realised in
2019/20. Further review to
be undertaken once all
appointments have been
made.

20/5/19

An internal review of
processes regarding
escalation of issues to be
undertaken to ensure the

1/7/19

29/4/19
Further work to
be done and
come back to the
July meeting
29/4/19
Update on estates
recruitment to
come back to July
meeting.
Also noted Jon
Campbell will be
leaving the Trust
end of June.

Owner

Status

Ismail Hafeji, Director
of Finance & IM&T
Andrew Maloney,
Director of
HR/Deputy CEO

Andrew Maloney,
Director of
HR/Deputy CEO
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No

Meeting Minute Item
No.

Action

Agreed
Forecast
Update
Timescale Completion

Owner

Status

necessary Directors/
Managers are aware and
updated on any issues.
43
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:

24 June 2019

Date of Committee Meeting:

20 May 2019

Committee Chair:

Andrea Harrison, Non-Executive Director and Audit
Committee Chair

Date of Assurance Report:

28 May 2019

Date of Next Committee Meeting: 1 July 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:

Limited Assurance – The Committee considers that there are some gaps/weakness in
controls in respect of the following matters, which are of sufficient concern to require
escalation to the Board for information at this stage
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 :
-

-

-

-

Other Items for the Board’s Attention:
Audited Accounts for the Year Ended 31 March 2019:
The Committee received KPMG’s draft ISA 260 Audit Highlights Memorandum 2018/19 and Long Form Audit
Report 2018/19, in addition to the Management Representation Letters on the financial statement and
Quality Account. The Trust has been issued with an unqualified audit opinion on the financial statements
and ‘clean’ opinions with regard to use of resources, the content of the Quality Account and the Quality
Account indicators. The Committee noted a number of post-audit presentational adjustments to the Annual
Accounts and updates to the Annual Report (specifically the Remuneration Report). Taking into account the
audit opinion, the Committee agreed to recommend approval of the Annual Report and Accounts 2018/19
to the Board of Directors.
1

Audit Committee Objectives 2019/20:
The Committee agreed the following objectives for progression during 2019/20:
1. To drive continuous improvement in the Trust’s risk management system by seeking assurance that
the Board Assurance Framework is operating effectively and that appropriate controls and
assurances are in place;
2. To maximize 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;
3. 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; and
4. To ensure that internal audit, and other assurance mechanisms in operation across the organisation,
are focused on supporting sustainable quality improvement.
Objectives 1 to 3 are a continuation of objectives progressed by the Committee during 2018/19.
Anti-Fraud Progress Report:
The Committee received a progress report on anti-fraud work, including an update on the investigation into
fraudulent claims for bank shifts not worked. Assurance was provided by the Director of Nursing and
Governance on safe staffing in relation to this investigation. The Committee noted that NHS Counter Fraud
have launched a national Procurement Fraud Exercise, which the Trust’s Head of Procurement and AntiFraud Specialist will participate in.

2

Board of Directors – Part 1
TITLE OF REPORT:

Quality Improvement Committee:
• Minutes of the Meeting held 9 May 2019 (Ratified)
• Committee Chair’s Report on the Meeting held 13 June 2019

DATE OF MEETING:

Monday 24 June 2019

AGENDA ITEM:

20.01 and 20.02

PRESENTED BY:

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

AUTHOR(S):

Gill Green, Director of Nursing and Governance
Emily Green, 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 9 May 2019 and the Committee Chair’s
Report on the meeting held on 13 June 2019.

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

x

REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
Quality Improvement Committee
13.06.19
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
1

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 9 May 2019
(Ratified)
Committee Chair’s Report on the meeting held 13 June 2019

2

Minutes of the Quality Improvement Committee
Held on
Thursday 9th May 2019
9.30 until 12.00
Meeting Room 1 & 2, First Floor, The Curve
Present
Chair

Name
Julie Jarman
Dr Chris Daly
Gill Green
Helen Dabbs
Andrew Maloney
Julie Bodnarec
Tony Morrison
Clair Carson
Dr Sean Lennon
Dr Remy McConvey
Dr Hany El-Metaal
Dr Josanne Holloway
Bridget Hughes
Patrick Cahoon
Elizabeth Calder
Jane Wilson
Rebecca McCarren

In
Ingrid Small
attendance:

Job Title
Non-Executive Director
Medical Director
Director of Nursing and Governance
Non-Executive Director
Director of HR and Corporate Affairs
Deputy Director of Governance
Associate Director of Research and
Innovation
Associate Director of Operations
Lead Consultant,
AMD TMC Network
Lead Consultant Specialist
AMD
Head of Operations
Head of Quality Improvement
Director of Performance and Strategy
Associate Director of Pharmacy
Head of Integrated Healthcare

Division
Corporate
Corporate
Corporate
Corporate
Corporate
Corporate
Corporate

Clinical Lead Dietitian

Corporate

RIBS
Later Life, Manchester
TMC Network
CAMHS
SSN
Central Manchester and Citywide
Corporate
Corporate
Medical /Pharmacy
Corporate

1. Apologies
Apologies were received from: Dr Alice Seabourne, Dr Jonathan Dewhurst, Dr Boben Benjamin, Dr Matthew Miller, Dr
Rosie Clarke, Tim McDougall and Deborah Partington.
2. Minutes of the Previous Meeting
The minutes of the meeting dated the 14th March 2019 were agreed as an accurate record subject to correction of
typing error on page 4, which should read “board rounds”.
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3. Matters Arising
All matters arising were picked up as part of the agenda.
3.1 Diabetes Deep Dive
The diabetes deep dive action plan update is due at the Committee in June 2019.

Action: Rebecca McCarren

3.2 NHS Benchmarking Update
The Committee were advised that an update in regards to this has been submitted to the GMMH sustainability group
by Dr Chris Daly.
3.3 Extra Ordinary Quality Improvement Committee Meeting – 25th April 2019
Julie Jarman advised the Committee that an extra ordinary meeting took place on the 25th April 2019. During the
meeting, the three Hubs delivered quality improvement presentations to the Committee. The focus was on safety and
quality improvement. Feedback received was positive and was perceived as a useful opportunity for services to report
on quality improvement within services. It was agreed to have this meeting approach on a quarterly basis. Currently
there are ten QIC meetings over the 12-month period and it was decided to use the two free months for the new
group and arrange another two dates over the year.
4. Conflicts of Interest
No conflicts of interest were declared at the Committee.
5. Quality Improvement Committee Terms of Reference
The Committee received the updated Terms of Reference, amendments to the terms of reference were suggested to
improve clarity and governance arrangements of the subcommittee and governance structures of meetings across the
Trust.
These amendments were as follows:
1. Recommendations in Chairs’ reports to QIC to be highlighted to the Committee.
2. Quality Improvement CCG and CARE Hub to be included in ToR.
The Committee approved the terms of reference pending amendments as highlighted above, for Trust board approval
in May 2019.
Action: Patrick Cahoon
6. Motiv-8 Health and Wellbeing Project in AFS
Dr El-Metaal and Ingrid Small presented the “Motiv-8 Health and Wellbeing Project in AFS”. This project won an award
at the recent NHS(i) collaborative on “Closing the Gap” in regard to physical health.
The project was supported by funding via the GMMH “Dragon’s Den” initiative. The project sets individual physical
health and levels of fitness goals for individuals. On completion of the course, the participant receives a certificate and
a voucher.
There have been 3 cohorts of patients participating in this course. 12 people have undertaken the course with 8
completing with a marked improvement in baseline fitness and significant weight loss recorded.
Discussion took place in regard to the transferability of the course in more generic community settings and an
opportunity to undertake research. It was agreed that the Motiv-8 programme will continue and the Committee
discussed expansion of the Motiv8 programme. The Committee agreed to disseminate this through the network hubs.
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7. Transfer of Care Deep Dive
A brief presentation was presented by Rebecca McCarren. The presentation summarises the headline findings of
the Transfer of Care Deep Dive Audit, which was completed during March and April 2019. The audit encompassed
a review of transfers of care across GMMH and included:
•
•
•

Service users in Urgent care across Bolton Salford Trafford and Manchester, with transfers between
RAID/Mental Health Liaison, home based treatment and inpatient services.
Service users in inpatient services across all divisions with transfers of care to acute providers.
Service users who have experienced out of area transfers and have subsequently been repatriated to
GMMH services.

The audit included a review of the electronic care records against that standards noted in both National and local
guidance regarding transfers of care. It also included a review of six individual transfer of care cases and utilised a
structured judgement review methodology (SJR). In addition to this, the audit cross-referenced against incident and
complaints data held in the GMMH DATIX system to establish areas of good practice and areas of improvement
which are translated into a number of recommendations. A full briefing report will be brought back to the
Committee in June 2019.
Action: Rebecca McCarren
8. Quality Improvement Strategy – Phase One (Draft)
The final draft of the GMMH Quality Improvement Strategy – Phase one was presented to the Committee by
Gill Green.
Following a number of conversations with staff and service users, 3 overarching priorities have been indentified.
They are:
1. To improve outcomes
2. To deliver safest care
3. To integrate out care around the person
To help us to progress the 3 QI priorities, 3 key enablers have been identified. They are:
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
ward/team
£500K investment has been identified to enable the development of the GMMH QI approach. The final draft
will be presented at the May Trust Board which will culminate in approval by Trust Board in June.
The Committee supported the principles identified in this draft QI strategy. This will be taken onward
through May Trust Board.
Action: Gill Green/Chris Daly
Following this discussion, the Committee considered if there needed to be other representatives at the QIC
to support the QI approach.
Action: All to consider, for further discussion
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9. Quarterly Quality Report: Quarter 4 2018 - 2019
The Committee reviewed the final draft quarter 4 quarterly report prior to submission to the May Trust Board. The
report is changing to reflect a focus on QI with the balance of assurance.
Headlines include:
1. Pg 12 – 16. With the further embedding of Safewards, there now appears to be a positive correlation between
the reduction of violence and aggression, use of rapid tranquilisation and seclusion with the use of Safewards.
2. Overall positive achievement of CQUINs and an improved uptake in regard to cardio-metabolic assessment
and Treatment for Patients with Psychosis.
3. Seasonal flu successful achievement of target of 77.57% against the 75% target.
10. Allied Health Professionals Strategy
The Allied Health Professionals Strategy for 2019-2022 was presented by Ingrid Small, Clinical Lead Dietitian.
This strategy has been developed by a multi-professional group of allied health professionals (AHPs) working
across the whole of Greater Manchester Mental Health NHS Foundation Trust (GMMH). Allied health
professionals are uniquely placed to support service users and carers on their journey through our services,
addressing integrated care needs holistically across both mental and physical health.
The Allied Health Professionals Strategy for 2019 – 2022 comprises of 6 key objectives of:
- Resources: Access and Equity
- Evidencing the Impact of Allied Health Professionals
- Raising the profile of Allied Health Professionals
- Workforce development
- Structure and leadership
The committee commented that the strategy needed to reflect more inclusion of the developing new roles in
the workforce development of Allied Health Professionals. Ingrid will discuss this with the AHP workforce group,
in priniciple the Quality Improvement Committee supported the planned launch in June 2019 with the provision
of this discussion being reflected in the strategy.
Action: AHP Workforce Group
11. Quality Account Update
The Quality Account Update was presented at the Committee by Patrick Cahoon. QIC was informed the first
draft of the Quality Account is now complete. The Quality Account has been produced alongside the developing
QI strategy. The format of the Quality Account follows strict mandated contents, as set out in guidance. There is
a new section this year providing details on freedom to speak up arrangements, set out in part 2.
Following any local revisions, a further draft has been shared with commissioners, Healthwatch and Local
Authority Scrutiny Committees. Each external stakeholder will have 20 working days to review and provide
narrative comments as part of the external feedback process. Feedback will be included as verbatim. Regular
updates on production have been provided to each of the stakeholders.
The draft Quality Account will also be shared with KMPG at the same time. Arrangements are currently being
made with the auditors to undertake the disclosure and consistency checks. This involves checks against Trust
Board minutes, complaints reports, staff and patient surveys and the most recent CQC inspection report.
Action: Patrick Cahoon
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12. CQC Sexual Safety Report
The CQC Sexual Safety Report was presented to the Committee by Rebecca McCarren. This paper has been
produced in response to a review of sexual safety on mental health wards which was published by the CQC in
September 2018 and submitted to the QIC in November. The paper reviews sexual safety data from GMM,
benchmarked against data reported by the CQC in their report.
A task and finish group has been established and monthly meetings monitor actions such as reviewing Datix,
safeguarding reviews, environmental audits and personal alarms. The group review how we categorise
recording harm.
Discussion took place in regard to Datix recording and how the impact was recorded for both service users and
carers. An action was agreed at the Committee for Rebecca to link in with the CARE Hub for discussions in
regard to this. This report will be noted at the CQC Sustainability and Quality Improvement Group on the 15th
May 2019.
Action: Rebecca McCarren
13. Procedure for managing surges in demand for Adult In Patient Services
The procedure for managing surges in demand for Adult Inpatient services was presented by Clair Carson and
noted by the Committee. The procedure has been developed in wide consultation with clinical, medical,
governance and operational staff to provide a robust framework around options to manage the demands of
surges in the need for inpatient adult beds.
The production of such a procedure is not a confirmation that as a Trust this is the approach we wish to take
but an acknowledgement that on occasion we are faced with a difficult situation when capacity does not meet
demand and we have to manage the clinical safety and risk of some very unwell service users as a result.
The Trust will continue to strive to streamline and develop the effectiveness of pathways to enable better flow
in the system and realise the ambition of improved occupancy rates on all our wards so such a policy would not
be required. In the meantime, this gives our staff and service users the safety of a robust framework that
supports the decision making in very difficult circumstances.
It also needs to be noted that all staff know that the use of an OAP bed, contracted or reportable, should still be
considered as per the procedure attached. The surge procedure is not designed to remove the use of an OAP
bed as an option in the clinical decision-making process. As an agreed action, the front sheet to be amended to
clarify adults of working age and PICUs – not Later Life or CAMHS.
Action: Clair Carson
14. Smoke Free Post Implementation Review
The smoke free post implementation plan was presented by Patrick Cahoon. The paper summarises the steps
that were taken to introduce the GMMH Smoke Free approach across Bolton, Salford, Trafford and Manchester.
The adult forensic services at Edenfield and the majority of NHSE commissioned services at Prestwich were
already Smokefree ahead of the implementation date. It also provides a 3-month post implementation review
following the launch date. The GMMH Smoke Free Strategy was approved by the Trust Board in March 2018.
The implementation review has had a specific focus on challenges relating to GMMH Smoke Free status,
smoking related incidents, smoking cessation support and service user and carer experience.
Implementation of the Smoke Free approach across GMMH districts came into effect on 1st October 2018 and
early stage implementation has generally been successful.
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Following the launch, there have been a range of challenges, specifically around enforcement of the smoke free
policy, use of Section 17 leave, littering on Trust premises/boundaries, patients with mobility challenges and
some issues in relation to fire risk and unwanted fire alarms.
Clinical leads have recommended that the use of e-cigarettes continues to be allowed in single occupancy
bedrooms. It is felt that the use of e-cigarettes generally supports efforts to quit smoking. In addition, in the
recently published NHS Long Term Plan, there is reference to a new universal smoking cessation offer available
for specialist mental health services and on the advice of Public Health England; this will include the option to
switch to e-cigarettes while in inpatient settings.
The Committee noted this report and a further update will be scheduled at Quality Improvement Committee for
June 2020.
Action: Patrick Cahoon
15. Action Plan – Mental Health Units (Use of Force) Act 2017
The Mental Health (Use of Force) Act Action plan was presented by Gill Green. Following Parliamentary
approval in November 2018, the Use of Force Bill received Royal Assent and has now become law. It contains
requirements for training, reporting and liaison with the police service with an aim of reducing the use of force
in mental health units. The attached implementation plan has been proactively developed and will be
monitored through the Positive and Safe Group.
The Committee noted the GMMH Use of Force Action plan and this will be scheduled for Quality Improvement
Committee in November 2019. The chair proposed consideration of sharing this with the NHS(I) as an example
of proactive work.
Action: Tim McDougall
16. Reports of Sub Groups
16.1. Infection Prevention and Control Committee
The sub group assurance report was noted at the Committee. Annual environmental audits have been completed.
16.2. Physical Health Care Committee
The sub group assurance report was noted at the Committee.
16.3. Trust Joint Safeguarding Group
The sub group assurance report was noted at the Committee
16.4. Mental Health Act Compliance Committee
The sub group assurance report was noted at the Committee
16.5. Post Incident Review Panel
The sub group assurance report was noted at the Committee. The Committee discussed the implementation of
learning from deaths guidance, it was identified that a briefing paper will be scheduled at the Committee in June 2019.
Action: Julie Bodnarec
16.6. Medicines Management Group
The sub group assurance report was noted at the Committee
16.7. Mortality Review Group
The sub group assurance report was noted at the Committee.
16.8. Research and Innovation Committee
The sub group assurance report was noted at the Committee.
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16.9. Positive and Safe Group
The sub group assurance report was noted at the Committee. The excellent work done on Irwell ward and the
reduction of rapid tranquilisation was noted.
17. Any Other Business
No other business noted.
18. Date and Time on Next Meeting
The next meeting will take place on Thursday 13th June 2019 at 9.30am until 12.00 noon in Meeting Room 1 & 2,
First Floor, The Curve.
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Quality Governance Committee Action Log
Purpose
Action Title
Action
of Action
An update position paper including finance, IM&T and HR policies to be brought
Agenda
Policy Harmonisation
back the committee in June.
Draft Quality
Update
To be taken to board in May 2019
Improvement Strategy
Transfer of Care Deep
Agenda
Full briefing report to be scheduled at June QIC
Dive
Agenda
Safe Staffing Update
Next 6 monthly safe staffing report to include the consultation with the workforce.
Agenda

Research and Innovation

Update

Trauma Informed Care

Update
Agenda

Trauma Informed Care
Learning from Deaths

Agenda

Positive Risk Taking

Agenda

Deep Dive into
Employment

Update

Handover Audit

Update
Update

Spiritual Care Strategy
2019-2021
CQC Sexual Safety
Report

Agenda

Use of Force Action Plan

Agenda

Smoke Free Update

Lead

Due Date

Julie Bodnarec

13/06/2019

Gill Green/Chris Daly

13/06/2019

Rebecca McCarren

13/06/2019
13/06/2019

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.
A briefing paper to be brought to the Committee in July 2019
Further update in regards to actions and work completed in regards to the positive
risk training following the Committee in January 2019.

Gill Green/Tim McDougall
Tony Morrison/Damien
Longson
Tim McDougall/Stephanie
Kennedy
Stephanie Kennedy
Julie Bodnarec
Paula Solomon and
Caroline Pickwell

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 Provider Forum

Tim McDougall/Alice
Seabourne

12/09/2019

To consider the spiritual care team name

Cathy Lovatt

12/09/2019

Discussions with the CARE hub in regards to Development of Datix Tool

Rebecca McCarren

12/09/2019

Tim McDougall

14/11/2019

Patrick Cahoon

Jun-20

Further update to be provided in July 2019

An update to the action plan to be brought back to the Committee in November
2019
A further update report scheduled for 12 months
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11/07/2019
11/07/2019
11/07/2019
11/07/2019
12/09/2019

RAG

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

Monday 24 June 2019

Date of Committee Meeting:

Thursday 13 June 2019

Committee Chair:

Julie Jarman, Non-Executive Director

Date of Chair’s Report:

Thursday 13 June 2019

Date of Next Committee Meeting:

Thursday 11 July 2019

Key
Developments

•
•

•
•

•

•

•

•

Any Risks
Identified and
Agreed Actions

•
•

The Committee discussed the Quality Account approval.
The Committee noted the policy harmonisation update. 83% of the
clinical policies are fully harmonised with a plan for full completion of
October 2019. The Committee noted progress with the HR policies and
progression of these policies is expected within the next 6 months.
The Committee noted the Dragon’s Den update and £150K has
ringfenced for the programme.
The Committee noted the Annual Infection Prevention and Control
Report. The report noted that all of GMMH services have been audited
against the HCAI framework, and compliance with this is 85%. Work is
ongoing in regards to cleanliness standards at HMP Manchester.
The Committee noted the Deep Dive Action Plan Update for Diabetes.
Work is ongoing against the Action Plan, which is being monitored
through the Physical Health Care Committee.
The Thematic Analysis of Associate Hospital Manager Appraisals was
noted at the Committee. This report detailed the introduction of the
peer appraisal process of the hospital managers and the positive
feedback in regards to this.
The Committee noted the Research and Innovation Bi-Annual Report
and agreed that the Research Team would have access to the PARIS
system to access appropriate case notes to support with research, in
particular the risk assessment tools.
The Committee noted the ‘zero suicide ambition plans’ and the Trust
compliance against this action plan.
The Committee noted the Coroner’s Regulation 28 Thematic Report.
The Committee reviewed the 4 designated risks in regards to Safe
Staffing, Positive and Safe, Physical Health Care and Mental Health Act
and Mental Capacity Act. The Committee recommend to Board that
these risk scores remain unchanged.
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•

•

•

•

•

Other Items for
the Board’s
Attention

•
•

The Committee noted the Quarter 4 2018-2019 CARE Hub Report. Key
headlines include recruitment to the service user involvement posts
funding by dragons’ den, substantial assurance awarded by Mersey
Internal Audit for complaints and annual achievement in the carers key
performance indicator. The Committee noted a decline in the number
of service user/carers likeliness to recommend GMMH if a friends or
family needed similar care or treatment. It was identified that further
qualitative work has been undertaken to ensure that safe, effective
and good quality of care is provided to our service users and their
carers. It was highlighted that the number of impartial responses has
increased and this is largely due to detained patient feedback.
However, further work is ongoing in regards to this.
The Committee noted the Equality and Diversity annual report. The
Committee noted the positive work ongoing across the Trust in
regards Equality and Diversity, in particular the BAME network. A
schedule for surveys is being undertaken across the Trust in regards to
accessibility of Trust building, which will inform the Estates and
Facilities scheme of work. A quarterly progress update will be brought
to the Committee.
The Mental Health Act and Mental Capacity Act Annual Report was
noted at the Committee. This report detailed the changes in the use of
informal and formal admissions under the Mental Health Act and
Mental Capacity Act. The Committee discussed the trends in the use
of the Mental Health Act and Mental Capacity Act.
The Committee noted the full briefing report into the transfer of care
deep dive and action plan. The action plan will be monitored through
the Physical Health Committee.
The Safe Staffing Report for Q3 and Q4 2018-2019 was noted at the
Committee. The report identified that the number of Datix incidents
of ‘unsafe’ staffing had reduced by 50%, largely due to the
understanding of what constitutes as ‘unsafe’ staffing. Plans are in
place to continue to monitor safe staffing through the Metal Health
Optimal Staffing Tool and to implement a workforce safeguard via a
resourcing policy.
No conflicts of interests were declared at the Committee.
The Committee noted the sub group assurance reports for Physical
Health Care, Post Incident Review Panel and Equality and Diversity.
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