BOARD OF DIRECTORS (Meeting in Public)
Monday 22 July 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, Chair

02

Declarations of Interest

To Note

All

03

Service Presentation – Urgent Care in
GMMH

To Note

Emma Hinchcliffe, Service Manager
Community and Urgent Care Salford

TIME
1.00pm

1.05pm

Ana Sanderson, Service Manager –
Community Service, Early
Intervention Services and TES
(South Manchester and Trafford)
Dr Ross Overshott, Consultant of
Liaison Psychiatry, Salford
04

To Approve Rupert Nichols, Chair

05

Minutes of the Previous Meeting of the
Board of Directors held 24 June 2019
Matters Arising and Action Log

To Note

Rupert Nichols, Chair

06

Chair’s Report (Verbal)

To Note

Rupert Nichols, Chair

1.35pm

07

Chief Executive’s Brief – July 2019

To Note

Neil Thwaite, Chief Executive

1.40pm

08

STRATEGY AND POLICY
Service User Engagement Strategy (2018To Note
Gill Green, Director of Nursing and
Governance
2021) – One Year On

09
10

OPERATIONAL PERFORMANCE
Board Performance Report –
To Note
Liz Calder, Director of Performance
Regulatory and Workforce (May 2019)
and Strategic Development
IAPT Trust-wide Update (June 2019)
To Note
Deborah Partington, Director of
Operations

1.30pm

1.45pm

1.55pm
2.10pm

11
12
13
14

15

16

GOVERNANCE AND QUALITY
Safe Staffing Report: Fill Rates and Skill
To Note
Gill Green, Director of Nursing
and Governance
Mix - Quarter 1 (2019/20)
Infection Prevention and Control Annual
To Note
Gill Green, Director of Nursing
Report 2018/19
and Governance
Customer Care Annual Report 2018/19
To Note
Gill Green, Director of Nursing
and Governance
Learning from Deaths – Quarterly
To Note
Chris Daly, Medical Director
Mortality Review Dashboard
COMMITTEE REPORTS/MINUTES
Audit Committee:
To Note
Andrea Harrison, Non-Executive
Director and Audit Committee
Chair
15.01 - Minutes of the Meeting held 20 May
2019 (Ratified)
15.02 – Committee Chair’s Assurance Report
on the Meeting held 1 July 2019
Quality Improvement Committee:
To Note
16.01 - Minutes of the Meeting held 13 June
2019 (Ratified)

17

16.02 – Committee Chair’s Report on the
Meeting held 11 July 2019
Charitable Funds Committee:

To Note

17.01 – Minutes of the Meeting held 4
February 2019 (Ratified)

2.20pm
2.30pm
2.35pm
2.40pm

2.45pm

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

Anthony Bell, Non-Executive
Director and Charitable Funds
Committee Chair

17.02 - Committee Chair’s Report on the
Meeting held 1 July 2019
17.03 – Terms of Reference
18
19

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

The next Board of Directors’ Meeting in public will take place on Monday 30 September 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 24 June 2019
Monday 22 July 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 24 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
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 24 June 2019.

x

Approval/Decision

x

2

UNRATIFIED
IN PUBLIC BOARD OF DIRECTORS MEETING - MONDAY 24 JUNE 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 (Trafford) (until 2.20pm)
Head of Inspection, Care Quality Commission (CQC)
Consultant Forensic Psychiatrist, Edenfield Centre
Company Secretary (Minutes)
Associate Director of Finance
Public Governor (Bolton)

IN ATTENDANCE:
Gary Cooke
Brian Cranna
Dr Sandeep Mathews
Kim Saville
Janine Taylor
Emma Wood
No.
Item
164/19 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.
165/19 Declarations of Interest
Noted
There were no declarations of interest in agenda items.
166/19 Service Presentation – Manchester Transformation Programme
1

Noted

No.

Item
Action
The Board of Directors received a presentation on the Manchester
transformation programme from John Walker, Associate Director of Operations,
Adam Young, Associate Director of Operations, and Dr Remy McConvey,
Consultant Psychiatrist and Associate Medical Director. John Walker summarised
the background to the transformation and provided an overview of the planned
programme of change. He identified a collective leadership approach between
corporate, clinical and operational colleagues as critical to success and advised
that a focus on service user and carer engagement underpinned all activity.
Remy McConvey acknowledged the significant role played by his predecessor –
Dr Taseer Kazmi – in the transformation. He outlined key developments delivered
over the last two years and continuing challenges and actions. He identified
medical staffing and the environment at Park House as particular challenges. He
noted that OAPs have continued to reduce and advised that clinicians have
welcomed the Trust’s new Surge Policy, which provides a safe framework for
managing excessive demand.
Adam Young highlighted key achievements to date and shared positive feedback
from GPs in Manchester on the Enhanced Care Model (ECM) and ‘Call Psych’. He
noted the benefits of the new Section 136 suite at Park House in terms of savings
on police time and thanked Gary Cooke, Public Governor (Trafford) for his
contribution to the transformation work. He also summarised the planned
approach to evaluation.
John Walker concluded the presentation by reflecting on the quality and
commitment of the Manchester workforce, the shift to a more positive culture
and the significantly improved relationships with commissioners and other
providers in the City. Rupert Nichols, Chair, shared positive feedback from the
Manchester Health and Wellbeing Board on the progress made in Manchester.
In response to a question from Anthony Bell, Non-Executive Director, John
Walker identified the organisational change process and the implementation of
new systems as the most significant challenges faced during the transformation.
He noted that staff had welcomed the responsiveness of GMMH throughout this
process.
Neil Thwaite acknowledged the successes of the last two years and sought the
presenters’ views on issues/lessons learned to consider over the next two years.
Remy McConvey advised that time to consolidate the progress made before
deciding next steps would be vital. John Walker noted that it was necessary to
take time during the transformation to pause, reflect and adjust plans as
required.
Chris Daly, Medical Director, highlighted the strength of the Manchester
leadership team and the resilience of staff as indicative of future potential. All
Board members acknowledged the need to continue to support the Manchester
2

No.

Item
service in the next stage of its development.

Rupert Nichols thanked the presenters for their presentation.
167/19 Minutes of the Previous Meeting of the Board of Directors held 20 May 2019

Action

Approved

The minutes of the meeting held on 20 May 2019 were accepted as a true and
correct record.
168/19 Matters Arising and Action Log
Noted
The Board of Directors reviewed the action log, noting the progress made. In
terms of item 47/19, Andrew Maloney, Director of HR/Deputy CEO, advised that
the review of workforce data is being progressed by the Workforce Strategy
Programme Board as part of the wider work to refresh the Board Performance
Report.
With regard to item 128/19, Gill Green, Director of Nursing and Governance,
advised that the variance between the Service User Friends and Family Test
figures reported in the previous Board Performance Report and Quality Report
was due to the inclusion of ‘neutral’ responses in the Quality Report. Both figures
will be aligned in future reports.
169/19 Chair’s Report
Noted
Rupert Nichols briefed the Board on his recent attendance at the Manchester
Health and Wellbeing Board, the Greater Manchester Health and Care Board and
the NHS Confederation. He noted the increasing focus on mental health services
in all areas.
The Board of Directors noted the Chair’s Report.
170/19 Chief Executive’s Brief – June 2019
Neil Thwaite, Chief Executive, highlighted the following items from his Chief
Executive’s brief:
•

•

•

Interim People Plan – A full People Plan will follow the next Spending
Review. The priorities being progressed through GMMH’s Workforce and
Organisational Development Strategy align with the Interim People Plan.
Diversity in NHS Leadership – Neil Thwaite reflected on national trends
and highlighted the Trust’s commitment to increasing the number of
BAME staff in leadership positions by a minimum of 10% over the next
three years.
North West Region CEO Event – Neil Thwaite shared early feedback from
the first North West Region CEO Event being held at The Curve today. He
advised that Bill McCarthy, North West Regional Director for NHSE/I, had
visited the Trust’s low secure services and Cloughside College prior to the
event, which provided opportunity to discuss the Trust’s key strategic
priorities. He noted Bill McCarthy’s awareness of the Trust’s business
3

Noted

No.

Item

•

•

•

Action
case for Park House and the efforts to make this development part of
wider public reform.
Greater Manchester Drug and Alcohol Strategy – Neil Thwaite noted the
launch of the new Strategy and confirmed the Trust’s success in its
recent bid to provide substance misuse services in Bury in partnership
with Big Life Group and Early Break.
Greater Manchester University Mental Health Service Pilot – Neil
Thwaite advised that the contract value is £1.6million over the next two
years and the service is due to launch in September 2019.
CQC Core Service with Well-led Inspection – Neil Thwaite confirmed that
four core services have been visited to date with helpful feedback
received to date on one core service (adult and PICU). The well-led
interviews are due to take place on 1, 9 and 10 July 2019.

In response to a question from Helen Dabbs, Non-Executive Director, Chris Daly
advised that the Trust has been involved in the development of the Greater
Manchester Drug and Alcohol Strategy. He confirmed that reducing drug-related
deaths is a key strand of the strategy.
The Board of Directors noted the Chief Executive’s brief for June 2019.
171/19 Draft GMMH Strategy 2019 – 2024

Noted

Liz Calder, Director of Performance and Strategic Development, presented a first
draft of the emerging GMMH Strategy 2019 – 2024 for the Board’s comments
and feedback. She summarised the engagement work undertaken to date in
developing the Strategy and the key feedback themes. She noted that over 600
comments have been received from staff with staff wellbeing being a dominant
feature. She drew the Board’s attention to the draft Summary Strategy,
highlighted the five proposed strategic objectives and associated priority
programmes of work and outcomes. She also referred the Board to the service
line strategies. In terms of next steps, Liz Calder confirmed that meetings are
being scheduled with commissioners, further discussion will take place at the
Executive Management Team (EMT) and that a Part 2 Board discussion on service
strategies is proposed for July 2019. The final draft Strategy will be shared with
the Board for approval in September 2019, along with a summary version setting
out the key messages for different stakeholders.
In response to a question from Rupert Nichols, Liz Calder confirmed that
engagement will also take place with local authorities and other key external
stakeholders over the next two months.
Stephen Dalton, Non-Executive Director, challenged the Board to find time to
consider and plan the Trust’s commercial strategy for the next three to five years.
Neil Thwaite confirmed that this will be factored into the July Part 2 discussion.
He agreed that Janine Taylor, Associate Director of Finance, will work with Liz Action: JT,
Calder on an analysis of service line reporting and financial contributions to LC
4

No.

Item
inform the Board’s discussion on commercial strategy.

Action

Julie Jarman, Non-Executive Director welcomed the progress to date on the
strategy development and supported a further Board discussion on future
priorities for existing service lines and potential new services.
Andrea Harrison suggested strengthening the focus on research and innovation,
with a strategic objective dedicated to this if it is the Trust’s ambition to become
a world leader in mental health research. She highlighted the impact of research
and innovation in terms of reputation, attracting and retaining talent, social
contribution and attracting funding.
Pauleen Lane identified the need to include more on the Trust’s plans to remain
a financially sustainable organisation and meet its workforce needs. She noted
that a local solution is needed to the current workforce challenges – retain,
sustain and grow our own – which interfaces with the Greater Manchester
agenda. Rupert Nichols advised that flexible working should also be addressed in
the Trust’s workforce plans.
The Board of Directors noted the progress made to date with the development of
the Trust strategy and supported the proposed next steps. Liz Calder confirmed
that the feedback received from Board members will be incorporated into the
next draft Strategy.
172/19 Workforce and Organisational Development Strategy – Update
Noted
Andrew Maloney provided an update on progress with the implementation of
the Trust’s Workforce and Organisational Development Strategy. He recognised
the radical solutions required to the challenges faced by the Trust and nationally
and the potential of the forthcoming People Plan. He advised that the Trust is
driving forward work in areas within its control and also attempting to influence
action in the local supply line and nationally.
Andrew Maloney advised that the focus during the first 12 months of strategy
implementation has been on supply, recruitment and retention. He noted the
progress being made on turnover and vacancies and the need to maintain this. A
focus for the next six months will be on triangulated vacancy management.
In terms of creating an outstanding place to work, Andrew Maloney highlighted
the support provided by the BAME Staff Network and the plans to accelerate
work on increasing the representation of BAME staff in senior leadership
positions over the next six months. He also highlighted the developing scope of
the Inclusive Network, the recent relaunch of the LGBT Staff Network and the
forthcoming launch of a Disability Network. He noted the significant evidence
base demonstrating the impact of this agenda on frontline delivery and
outcomes and reiterated the Trust’s commitment to supporting a representative
and diverse workforce.
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No.

Item
Action
Andrew Maloney advised that modelling work is underway to re-imagine the
Trust’s workforce, which will include pushing the boundaries of professional
groups. To create outstanding leader and support management development,
Andrew Maloney briefed the Board on the planned Shadow Board Programme
and the engagement with frontline staff to develop the Trust’s new Leadership
Strategy.
Julie Jarman sought further information on the steps being taken by the Trust to
support more flexible working, noting the potential impact on sickness levels.
Andrew Maloney advised that the Trust is involved in a Greater Manchester pilot
on job crafting and job redesign, which aims to support Trusts to think about the
workplace in a different way. He recognised the need to do more in this area.
In response to a question from Helen Dabbs, Non-Executive Director regarding
capacity to harvest and spread best practice initiatives, Andrew Maloney advised
that he has recently established Programme Management support to drive
forward the Workforce Strategy and identify where any further additional
resources are required.
Stephen Dalton noted the view emerging nationally that retention and turnover
are not necessarily the right metrics to use to measure success. Trusts should
expect the rate of turnover to be different now, particularly within the younger
workforce. Andrea Harrison acknowledged this but recognised the merits of
continuing to understand why individuals leave the Trust.
Pauleen Lane sought understanding of the Trust’s position with regard to pension
penalties for senior staff. Andrew Maloney advised that work is underway to
assess the risks and issues associated with deviating from current pensions
arrangements. He indicated that changes in national policy may benefit clinicians
but not necessarily managers.
Neil Thwaite referenced the evidence base linking a representative workforce
with quality of care. Andrew Maloney and Gill Green to look at profiling the Action:
AM, GG
Trust’s workforce on this basis and monitoring quarterly.

The Board of Directors noted progress update.
173/19 Research and Innovation Biannual Update
Chris Daly presented an update on the implementation of the Trust’s Research
and Innovation Strategy. He confirmed that progress has been made against all
strategic aims during 2018/19. He summarised recent key achievements
including the recruitment of over 1,850 research participants to 73 NIHR portfolio
studies during 2018/19 and the generation of over £1million Research and
Capability Funding (RCF) for 2019/20. He briefed the Board on the work being
taken forward by the Trust’s six Research Units and noted the appointment of an
Innovation Manager (starting in July 2019) who will focus on identifying
6

Noted

No.

Item
Action
exemplars of innovative practice that can be disseminated and implemented
across GMMH.
In response to a question from Stephen Dalton, Chris Daly advised that ClinTouch
is currently being rolled out across four CMHTs. The outcomes of research
projects are awaited to inform the next stage of roll-out.
Helen Dabbs identified the need to celebrate the Trust’s research and innovation
more both locally and at a national level. Chris Daly confirmed that this will be a
focus for the next six months.
Gill Green briefed the Board on the plans for the further development of nurseled research at GMMH and noted the appointment of a Senior Research Nurse
within the Trust’s Nursing Academy.

The Board of Directors noted the research and innovation biannual update.
174/19 Board Performance Report - Regulatory and Workforce (April 2019)

Noted

Janine Taylor, Associate Director of Finance, advised that the Trust delivered a
surplus of £311k at the end of April 2019, in line with the planned control total.
Liz Calder, Director of Performance and Strategic Development, presented the
other key headlines from the Board Performance Report (Regulatory and
Workforce) for April 2019:
•

•

•

Cardio-Metabolic Assessment and Treatment for People with Psychosis
– the Board Report will be updated with the national results and
comparative performance data as soon as this is available.
Early Intervention in Psychosis – the increased target (56% cf to 53%)
was met overall as at April 2019. The position in Trafford is improving
and focused work will now be extended to support improvements in
Manchester. Deborah Partington, Director of Operations clarified the
issued faced in Trafford and the actions taken to address these.
Improving Access to Psychological Therapies – Bolton’s performance
against the recovery target dropped below 50% in April 2019, though this
position has improved on entry in May 2019. Progress continues to be
made in Manchester, with all clients waiting over 18 weeks now seen and
progress made against the 6 weeks target too. The planned recovery plan
for Salford continues to be progressed. In response to a request from
Helen Dabbs, Liz Calder confirmed that a paper focused on IAPT will be Action: LC
shared with the Board in July 2019. Deborah Partington advised that live
data on entry is reviewed on a weekly basis enabled improved
monitoring of performance. Neil Thwaite requested that the
commentary on IAPT performance is strengthened in future reports to
Action: LC
provide assurance on the Trust’s ability to meet its agreed trajectories.
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Item

Action
Liz Calder noted the ongoing challenges in delivering the recovery plans.
Pauleen Lane questioned whether the Trust can do more to sustainably
improve IAPT performance. Liz Calder advised that the recently increased
oversight enables more timely escalation of issues. Deborah Partington
advised that the Trust has sufficient staffing to achieve the current target
and thought is now being given to how the Trust can meet the next
stretch target. Digital solutions are being considered by the Digital
Strategy Board as part of this work.
In response to a question from Julie Jarman on referral rates, Liz Calder
clarified that the numbers of people seen includes historical waiters and
advised that the Trust is working closely with GPs in an effort to increase
referral rates.
Liz Calder highlighted the addition of data on IAPT commissioned
treatment starts to the Performance Report.

•

Out of Area Placements – the Trust is well-placed to achieve the 66%
reduction trajectory agreed for 2019/20 given its significant overperformance against the 2018/19 target. Liz Calder highlighted the
inclusion of data on the use of surge beds in the OAPs narrative. Andrea
Harrison highlighted a variance between the OAPs numbers reported in
the Performance Report and the Finance Report. Liz Calder committed to
clarifying any variances in future reports.

•

Single Oversight Framework Quality of Care Indicators – Liz Calder
provided a nationally set definition for ‘employment’ in response to a
previous request from the Board. She advised that data on the underreporting of patient safety incidents is expected to be available to include
in next month’s report.

With regard to workforce, Andrew Maloney highlighted the improvement in
sickness rates in North Manchester (with the majority of cases being staff based
at Park House). He confirmed that work is continuing to strengthen the reporting
of turnover data and agency usage to Board.
Helen Dabbs suggested that it would be helpful to include data on Occupied Bed
Nights (OBNs) and Delayed Transfers of Care (DTOCs) in the Performance Report.
Deborah Partington confirmed that these measures are monitored locally on a
weekly basis. Liz Calder to consider inclusion of this in future reports as part of
the ongoing development work.
The Board of Directors noted the Performance Report (Regulatory and
Workforce) for April 2019.
175/19 Board Assurance Framework – June 2019
Approved
8

No.

Item

Action

Andrew Maloney presented the Quarter 1 Board Assurance Framework (BAF) for
the Board’s review. He advised that the BAF will be updated as soon as the new
Strategy is approved. He confirmed that no new risks have been identified for
inclusion on the BAF as at June 2019 and provided an update on progress made
in mitigating the four risks assigned to Board as Lead Committee. He highlighted
the proposal to reduce the risk score for Risk ID 2611 (Financial Sustainability) to
16 based on the 2018/19 year-end achievement, current financial position and
2019/20 forecast. Relative to Risk ID 2875 (Future Commissioning
Arrangements), Andrew Maloney briefed the Board on the new Lead Provider
Collaborative approach being taken by NHS England. He advised that a
procurement process is underway, though the Trust has already been designated
as the lead provider for medium and low secure services through GM devolution.
Neil Thwaite provided assurance that no other providers will be bidding for
medium and low secure and clarified that the aim of the procurement is to
determine the pace of change. A briefing paper on Lead Provider Collaboratives
Action: LC
will be prepared for July’s Board of Directors meeting.
The Board discussed the proposed reduction in score for Risk ID 2611 (Financial
Sustainability) and agreed to defer decision-making on this until the Part 2 review
of the Finance Report.
All Board members supported the proposal to reduce the current and target risk
scores for Risk ID 2606 (OAPs Usage) based on the sustained performance
improvements. The Board also supported the de-escalation of Risk ID 2927 (IM&T
(Paris in Manchester) from the BAF for oversight of delivery of outstanding
actions via the Digital Strategy Board.
Subject to a further Part 2 discussion on Risk ID 2611, the Board of Directors:
• Confirmed that the risks are an accurate representation of the current
significant risks to the delivery of the Trust’s strategic objectives
• Confirmed that the target risks score for each risk, once achieved and
sustainable, can be withstood
• Approved the updated risk score for Risk ID 2606 (OAPs Usage)
• Accepted the recommendation from the Executive Management Team to
accept Risk ID 2927 at its current level and de-escalate from the BAF
176/19 6 Monthly Safe Staffing Report: Report on Outcomes of Reviews and Approved
Evaluations in Relation to Staff Numbers and Skill Mix (Q3 and Q4 2018/19)
Gill Green presented the updated 6-monthly Safe Staffing Report for Quarters 3
and 4 2018/19. Neil Thwaite noted that the format of the Safe Staffing report to
Board has been strengthened based on feedback received from the Quality
Improvement Committee.
Gill Green confirmed the use of e-rostering to plan and monitor staffing levels
9
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Item
Action
and report to NHS Digital via the Strategic Data Collection service. She advised
that a Standard Operating Procedure for safe staffing is operational across the
Trust, which has been strengthened by the recently agreed Resourcing Policy.
Gill Green drew the Board’s attention to the RAG-rated analysis of fill rates for
May 2019, which demonstrates how safe staffing performance will be reported
going forward. She clarified that fill rates refer to the extent that planned staffing
levels match actual staffing levels and highlighted the particular challenges faced
in the Trust’s Adult Forensic Services (AFS). She confirmed plans to pilot the
MHOST (Mental Health Optimal Staffing Tool) in AFS during Quarter 2.
Gill Green advised that staff are actively encouraged to report any concerns they
have about staffing levels via Datix. 124 Datix reports related to safe staffing
were received in Quarters 3 and 4 2018/19, compared to 241 in Quarters 1 and 2
2018/19. This represents an approximate 50% reduction over the last six months.
Gill Green summarised the key themes emerging from the safe staffing incident
reports. In terms of complaints, she advised that four Level 2 complaints relating
to safe staffing have been received in the last six months. She noted that service
users report feeling safe in ward environments.
Gill Green advised that a Safe Staffing Action Group has been established to take
forward the new Developing Workforce Safeguards, which will report into the
Quality Improvement Committee and Workforce Strategy Programme Board.
Gill Green summarised the key actions relating to safe staffing to be taken
forward over the next six months, noting in particular the agreed quality
improvement project focused on strengthening the governance of supervision.
Pauleen Lane sought assurance that adequate management controls are in place
in the AFS following the recent bank and agency fraud. Deborah Partington
summarised the action taken and confirmed that the governance arrangements
have been strengthened by the new Resourcing Policy. Gill Green identified that
the ongoing work to reconcile establishment, rostering templates and budgets as
a further source of assurance.
Helen Dabbs noted that the report’s commentary relates to Quarters 3 and 4,
whilst the exception reporting on fill rates relates to May 2019. Gill Green agreed Action: GG
to bring a Quarter 1 Safe Staffing Report to the July Board of Directors meeting,
including a breakdown of fill rates in terms of qualified and unqualified staff for
day and night.
In response to a request from Julie Jarman, Gill Green committed to scoping out
mechanisms for reporting on safe staffing in the Trust’s community services. She Action: GG
noted, however, that the focus at a national level remains on bed-based services.
Helen Dabbs suggested that Home-Based Treatment Teams as a starting point.
10
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Item
The Board of Directors noted the 6 Monthly Safe Staffing Report.
177/19 Mental Health Act Annual Report – January 2018 to March 2019

Action
Noted

Gill Green summarised the Trust’s activity in applying the Mental Health Act
1983, Deprivation of Liberty Safeguards (DoLS) and Mental Capacity Act during
the period January 2018 to March 2019. She highlighted the significant (21%)
increase in the use of Section 136 compared to 2017, including in the context of
conversion rates to secondary care/specialist services and the questions this
raises in terms of the use of Section 136. She also welcomed the new Greater
Manchester Triage Service, but noted that this has had limited impact on the use
of Section 136 suites. She advised that she has raised these issues for
consideration at a Greater Manchester-level. In response to a question from
Pauleen Lane, Gill Green confirmed that the increase in use of Section 136 suites
commenced prior to the opening of the new suite in Manchester.
Gill Green highlighted the increasing numbers of Hospital Manager hearing and
tribunals, noting the rate of discharge following tribunals is lower than average.
She framed this finding in the context of the recent Professor Simon Wessely
MHA and the recommended changes in relation to Hospital Managers. She also
highlighted the Quality Improvement Committee’s recent agreement of a Seni’s
Law action plan for the Trust. She advised that the Trust is the first nationally to
proactively develop an action plan in response to the new law on Use of Force.
Gill Green confirmed that Mersey Internal Audit provided a significant assurance
opinion on the Trust’s MHA compliance during 2018/19.
In response to a question from Stephen Dalton, Non-Executive Director, Gill
Green committed to providing data to the Board on the % of people from a
BAME background detained under the Mental Health Act.
The Board of Directors noted the Mental Health Act Annual Report.
178/19 Thematic Analysis of Associate Hospital Manager Appraisals
Gill Green recognised the efforts of Julie Jarman and Chris Diamond, Head of
Mental Health Legislation and Policies in ensuring the quality of the Trust’s
Hospital Managers. She advised that the Trust now has a consolidated pool of 41
Hospital Managers and provided an overview of the work undertaken to develop
a new Hospital Managers’ peer appraisal system. She confirmed that the new
approach to appraisals has been rolled-out from March 2019 and has been wellreceived to date. Appraisals are due to conclude in July 2019. She highlighted the
value added by the new approach in terms of identifying training needs for
incorporation in the annual training schedule.
In response to a question from Stephen Dalton, Gill Green confirmed that 4 of
the current 41 Hospital Managers are from a BAME background.
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No.

Item
Action
The Board of Directors noted the thematic analysis of Associate Hospital
Manager Appraisals.
179/19 Annual Equality and Diversity Report
Noted
Gill Green noted the continued evolution of the equality and diversity agenda
across the Trust in line with the new Equality, Diversity and Inclusion Strategy
launched in February 2019. She advised that progress is being made, though their
remains a significant amount of work still to do. She highlighted the engaged
BAME Staff Network, the recently relaunched LGBT Network and the planned
new Disability Network. She confirmed that the Trust remains a Living Wage
Employer and is compliant with the Accessible Information Standard. She also
provided examples of progress being made in implementing the Service User
Engagement Strategy and highlighted the Trust’s services for refugees and
asylum seekers as relatively unique and in great demand. Looking ahead, she
summarised the future priorities including the Trust’s intention to strengthen the
support provided to transgender people and improve the uptake of equality and
diversity training.
Pauleen Lane heeded caution in the use of population level demographics, noting
the need to account for distribution across age groups.
Neil Thwaite and Gill Green to discuss options for external support in progressing
the Trust’s equality, diversity and inclusion agenda, including as part of the Action: NT
Board’s Development Programme.
and GG
The Board of Directors noted the Annual Equality and Diversity Report.
180/19 Self-Certification on Compliance with the NHS Provider Licence Governance Approved
Conditions
Neil Thwaite summarised the evidence presented to support self-certification
against Condition FT4 (NHS Foundation Trust Governance Arrangements) of the
Provider Licence and in terms of governor training. The Board of Directors
confirmed compliance with all key statements related to Condition FT4 and
confirmed that during the financial year most recently ended the Trust has
provided the necessary training to its governors as required under s15(5) of the
Health and Social Care Act.
181/19 Medical Appraisal and Revalidation 2018/19
Approved
Chris Daly summarised the key themes emerging from the 2018/19 programme
of medical appraisal and revalidation. He advised that 95.5% of doctors (162 of
169) with a prescribed connection to the Trust completed an appraisal in
2018/19, which represents an increase on the previous year’s position (94.3%).
He provided explanation for the 7 doctors who did not complete an appraisal. He
provided assurance that the number of Medical Appraisers (47) is sufficient for
the number of prescribed connections and that all Appraisers have received the
required specialist training. He drew the Board’s attention to the 27 revalidation
12

No.

Item
Action
recommendations made to the General Medical Council during the reporting
period and confirmed that these were all on time and positive. He also noted the
provision of SUI (Serious Untoward Incident) data to individual doctors to assist
in the appraisal process.

Based on the information presented, the Board of Directors confirmed that the
Trust is compliant with the Medical Director Profession (Responsible Officers)
Regulations 2010 (amended 2013). Rupert Nichols agreed to sign the required
Statement of Compliance on behalf of the Trust.
182/19 Audit Committee:
Noted
•
•

Minutes of the Meeting held 29 April 2019 (Ratified)
Committee Chair’s Assurance Report on the Meeting held 20 May 2019

The Board of Directors noted 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. Andrea Harrison highlighted the Audit
Committee’s agreement to recommend approval of the Annual Report and
Accounts 2018/19 to the Board of Directors. She also noted that the Audit
Committee’s agreed objectives for 2019/20 include a new focus on ensuring that
assurance mechanisms support sustainable quality improvements.
183/19 Quality Improvement Committee (QIC):
Noted
•
•

Minutes of the Meeting held 9 May 2019 (Ratified)
Committee Chair’s Report on the Meeting held 13 June 2019

The Board of Directors noted 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. Julie Jarman highlighted the Committee’s
review of the Equality and Diversity Annual Report and the decision to engage
the BAME Network in the review of the Trust’s Disciplinary Policy at the
Committee’s request. She summarised the challenges faced in completing the
transfers of care deep-dive and the actions agreed to improve future monitoring.
She noted that clinicians have been tasked with building better links with the
acute trusts as an outcome of the Quality Improvement Committee’s discussion.
184/19 Any Other Business
Noted
There were no items of other business.
185/19 Questions from the Public

Noted

There were no questions from the public.
186/19 Date and Time of Next Meeting

Noted

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
187/19 Resolution
Adopted
13

No.

Item

Action

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

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

……………………………………………………………
Date
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Action Log – Part 1
Meeting Minute
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

59/19

Charitable Funds
Committee

May-19

127/19

Paris in Manchester
Project Closure
Report

Updates on schemes supported through 22/07/19
the Trust’s charitable funds to be
provided to future Board meetings, for
example, through the Chair’s Report
Digital Strategy Board to clarify standards 31/08/19
for staff access to IT kit

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

25/03/19

30/09/19

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

31/12/19

Andrew Maloney,
Director of HR and
Deputy CEO
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Anthony Bell, NonExecutive Director

Janine Taylor, Associate
Director of Finance

Status
Draft report
prepared, with
further analysis
required. Board
report deferred
to September
2019 following
EMT discussion
on 12/06/19

To be addressed
as part of wider
review of Board
Performance
Report
Included in
Committee
Chair’s Report

Meeting Minute
No.
May-19 128/19

Item

May-19

128/19

Quarterly Quality
Report

May-19

128/19

Quarterly Quality
Report

May-19

132/19

May-19

June-19

Quarterly Quality
Report

Action

Agreed
Timescale
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

Forecast
Owner
Completion
Gill Green, Director of
Nursing and Governance
Gill Green, Director of
Nursing and Governance

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

134/19

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

Kim Saville, Company
Secretary

171/19

Draft GMMH Strategy Janine Taylor to work with Liz Calder on 22/07/19
2019 – 2024
an analysis of service line reporting and
financial contributions to inform the
Board’s Part 2 discussion in July 2019 on

Liz Calder, Director of
Performance and
Strategic Development
and Janine Taylor,
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Status

Chris Daly, Medical
Director

Statement has
been reviewed
and updated to
ensure
pharmaceutical
suppliers are
covered in
procurement
section
To be presented
as part of
presentation on
Long-Term

Meeting Minute
No.

Item

Action
services
strategy

Agreed
Timescale
strategies

and

commercial

June-19

172/19

Workforce
and
Organisational
Development
Strategy – Update

Andrew Maloney and Gill Green to look 30/09/19
into profiling how representative the
Trust’s workforce is and mechanisms for
monitoring this on a quarterly basis

June-19

174/19

Paper on IAPT performance to follow to 22/07/19
July’s Board of Directors meeting

June-19

174/19

June-19

175/19

June-19

176/19

Board Performance
Report – Regulatory
and Workforce (April
2019)
Board Performance
Report – Regulatory
and Workforce (April
2019)
Board
Assurance
Framework – June
2019
6
Monthly
Safe
Staffing Report

Commentary on IAPT performance to be
strengthened in future reports to provide
assurance on the Trust’s ability to meet
its agreed trajectories.
Briefing paper on Lead Provider
Collaboratives to be prepared for July’s
Board meeting
Gill Green to bring a Quarter 1 Safe
Staffing Report to the July Board of
Directors meeting, including a breakdown
of fill rates in terms of qualified and
unqualified staff for day and night.
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Forecast
Owner
Completion
Associate Director of
Finance
Andrew Maloney,
Director of HR/Deputy
CEO and Gill Green,
Director of Nursing and
Governance
Liz Calder, Director of
Performance and
Strategic Development

22/07/19
onwards

Liz Calder, Director of
Performance and
Strategic Development

22/07/19

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

22/07/19

Status
Strategy

On agenda

On agenda

On agenda

Meeting Minute
No.
June -19 176/19

June-19

179/19

Item

Action

Agreed
Timescale
6
Monthly
Safe Gill Green to scope out mechanisms for 30/09/19
Staffing Report
reporting on safe staffing in the Trust’s
community services
Annual Equality and Neil Thwaite and Gill Green to discuss 30/09/19
Diversity Report
options for external support in
progressing the Trust’s equality, diversity
and inclusion agenda, including as part of
the Board’s Development Programme.

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

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 July 2019.

x

Assurance

Approval/Decision
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Chief Executive’s
Monthly Brief
July 2019

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

National Update
•
•
•
•
•

NHS Long Term Plan Implementation Framework
Designing Integrated Care Systems in England
New NHS Patient Safety Strategy
National Performance on Mental Health Out of Area Placements (OAPs)
National Data on Dormitory-Style Wards

Regional Update
• CAMHS Mental Health Waiting Times
• CCG Ratings

Action required
For information

Local Update
•
•
•
•
•
•
•

Update on CQC Core Service with Well-led Inspection
National Co-Production Week
Clean Air Week
Lowry Unit – Collaborative Music Production Project
Admincontrol
Performance Overview
Finance Overview

CEO Brief July 2019
National Update
NHS Long Term Plan Implementation Framework
NHS England and NHS Improvement (NHS E/I) published the
‘NHS Long Term Plan Implementation Framework’ at the end
of June 2019. The Framework sets out the approach that
systems (STPs and ICSs) should take to create five-year
strategic plans covering the period 2019/20 to 2023/24 by
November 2019. Key points to note include:
•
•

•

•

Plans should be based on realistic workforce assumptions
and deliver the commitments set out in the Long Term Plan
Aggregate assumptions within system plans will inform a
national implementation plan to be published by the end
of December 2019
Each system plan is expected to be unique, as systems will
have substantial freedoms to respond to local need and
prioritise pace of delivery. Some commitments are,
however, ‘critical foundations’ for service transformation
and system development
Systems will need to demonstrate plans for organisational
financial recovery

• STPs will be asked to demonstrate how they will progress
against the integrated care system (ICS) ‘maturity matrix’
• Indicative and targeted funding allocations to deliver the
long term plan commitments over the next five years
include the national tariff price rising by 1.3% in 2020/21
and 2021/22 and then 0.9% in 2022/23 and 2023/24
• Funding to deliver mental health commitments set out in
the Five Year Forward View and Long Term Plan will be via
a mix of CCG baseline allocations and transformation
funding. System plans must set out how they will meet the
mental health investment standard and use the additional
funding. This includes to deliver against the patients and
carers race equality framework, which NHSE/I are currently
developing
• Funding allocations will be decided through the five-year
planning process
An initial system plan submission is required by 27 September
2019 with a final submission to follow by 15 November 2019.
Lead: Liz Calder, Director of Performance and Strategic
Development

CEO Brief July 2019
National Update
Designing Integrated Care Systems in England

It also sets out a new ‘Maturity Matrix’ to help system leaders
assess their progress as either emerging, developing, maturing
In late June 2019, NHSE/I published ‘Designing Integrated Care or thriving ICS against five agreed criteria:
Systems (ICSs) in England: An Overview of the Arrangements
Needed to Build Strong Health and Care Systems Across the • System leadership, partnerships and change capability
Country’. The document aims to support health and care • System architecture, strong financial management, planning
leaders to deliver the NHS Long Term Plan ambition of every • Integrated care models
• Track record of delivery
part of the country being an integrated care system by 2021.
• Coherent and defined population
The document includes a description of the possible functions
of partnerships at different levels of population within an ICS, The flexibilities/freedoms provided at each stage of maturity
are outlined in terms of oversight, finance, planning and
with the levels of vertical integration defined as:
support. GMMH is continuing to proactively support the
• Neighbourhood (30,000 to 50,000 population) – the development of its local integrated care systems in line with its
agreed integrated care ‘offer’.
‘cornerstone of integrated care’
• Place (250,000 to 500,000 population) – footprints likely to
match local council boundaries or existing natural
geographies
• System (1 to 3 million population) – provides strategic
leadership for the ICS
Lead: Liz Calder, Director of Performance and Strategic
• Region - NHSE/I improvement oversight and support
Development

CEO Brief July 2019
National Update
New NHS Patient Safety Strategy

To equip patients, staff and partners with the skills and
opportunities they need, a consistent system-wide syllabus,
NHS E/I’s new NHS Patient Safety Strategy outlines a vision for training and education framework will be created for the NHS,
the NHS to continuously improve patient safety according to with patient safety partners and specialists established.
patient needs and system priorities. The Strategy sits
alongside the NHS Long Term Plan (LTP) and LTP Actions to design and support programmes to deliver effective
Implementation Framework and identifies three key and sustainable change include delivering programmes for
national patient safety, maternity and neonatal safety,
objectives to achieve the vision:
medicines safety and mental health safety.
• To improve understanding of safety
• To equip patients, staff and partners with the skills and
opportunities to improve patient safety throughout the
system
• To design and support programmes to deliver effective and
Delivering the safest care is a key priority for progression in
sustainable change in the most important areas
the Trust’s new Quality Improvement Strategy. The Trust will
Actions to improve understanding of safety include the pick up the requirements of the national Patient Safety
adoption and promotion of key safety measurement principles Strategy as part of its local work.
and the introduction of a new safety learning system, a
framework for responding to and investigating incidents and a Lead: Gill Green, Director of Nursing and Governance and Chris
Daly, Medical Director
new medical examiner system.

CEO Brief July 2019
National Update
National Performance on Mental Health Out of Area
Placements (OAPs)
Ten mental health trusts have been singled out by NHS
England for failing to reduce inappropriate Out of Area
Placements (OAPs). The ten trusts accounted for the
majority of OAPs activity nationally, with the two worst
performing trusts (Lancashire Care NHS Foundation Trust
and Devon Partnership NHS Trust) accounting for just over
20% of out of area bed days in March 2019. Claire Murdoch,
NHS England’s national lead for mental health, has
demanded that ‘urgent action’ is taken and has warned that
future transformation funding will be denied if
improvements are not delivered.
Significant progress has been made in the reduction of OAPs
across GMMH, though this remains a key priority for the
Trust. Focus remains on eliminating the use of OAPs by
2021.
Lead: Deborah Partington, Director of Operations

National Data on Dormitory Style Wards
Recent data collected and shared by the CQC on dormitorystyle wards, suggests that GMMH has the second highest
number of beds on dormitory wards behind Leicestershire
Partnership Trust (134 and 166 beds respectively). In total,
there are currently 1,176 beds in use by mental health trusts
within dormitory wards, which accounts for approximately 7%
of all NHS mental health beds. Like GMMH, many trusts are
unable to replace these wards with more appropriate facilities
due to national constraints on capital funding. Future capital
expenditure budgets are to be confirmed in the 2019
Spending Review.
In June 2019, the Board of Directors
received a position paper on current
shared bedroom facilities and the
plans underway to eliminate these
facilities from the Trust estate.
Lead: Andrew Maloney, Director of
HR/Deputy CEO

CEO Brief July 2019
Regional Update
CAMHS Mental Health Waiting Times
Greater Manchester has committed to collate and publish
waiting time data for CAMHS services. Data for Quarter 4
2018/19 shows:
•
•
•

The average wait across GM for a first appointment was
7.81 weeks – Bolton CAMHS’ performance was 6.01 weeks
The average wait for a second appointment was 13.45
weeks – Bolton CAMHS’ performance was 13.38 weeks
The average wait for a third appointment was 5.13 weeks –
Bolton CAMHS’ performance was 4.27 weeks

All three waiting times have reduced since Quarter 3
GM continues to perform above the NHS England target
for access to services, with 35.7% of children and young
with a diagnosable mental health condition people
receiving treatment. The region is delivering the national
target two years ahead of ambition.
• Variation remains in performance across the region and
targeted improvement activities/pilot schemes are being
implemented to support improvements in access and
waiting times

•
•

The lead provider partnership in Bolton Community CAMHS
continues to work with commissioners to further enhance
performance and deliver an improved service offer to children
and young people in Bolton.
Lead: Deborah Partington, Director of Operations

CEO Brief July 2019
Regional Update
CCG Ratings
NHSE have recently published their annual ratings of CCG
performance across 50 different areas, including financial
stability, leadership and care quality services, in 2018/19.
Sixty three CCGs saw their overall performance ratings change
in 2018/19, with Bolton CCG newly rated as ‘Outstanding’.
Salford CCG retained their ‘Outstanding’ rating, whilst
Manchester and Trafford CCG retained their respective ratings
of ‘Good’ and Requires Improvement’.
Lead: Neil Thwaite, Chief Executive

CEO Brief July 2019
Local Update
Update on CQC Core Service with Well-Led Inspection
As part of their annual inspection, the CQC completed
inspections of the following four of the Trust’s ten core
services lines in June 2019:
•
•
•
•

Acute wards for adults of working age and PICUs
Specialist community services for children and young
people
Forensic inpatient secure services
Community mental health services for adults of working
age

Preliminary feedback was received following each visit.
A provider-level inspection of ‘well-led’ took place on 1, 9 and
10 July, comprising of interviews with members of the Board
of Directors, the Freedom to Speak Up Guardian, the Guardian
of Safe Working Hours and other senior leaders, plus focus
groups with a sample of Governors, Junior Doctors, Service
Managers, Heads of Operations and service users and carers.

Other stakeholders were also contacted by the CQC as part of
the inspection process and the CQC observed a number of key
trust meetings. Preliminary feedback on well-led is expected
week commencing 15 July 2019.
The CQC’s Ratings Approval Meeting (RAM) is scheduled to
take place week commencing 19 August 2019 with the Trust’s
first draft Inspection Report to follow, for factual accuracy
checking, by the end of August/early September.
Improvements identified through the inspection process will
be taken forward by the Sustainability and Quality
Improvement Group (SQuIG), with a focus placed on
sustainability and spread.
Lead: Neil Thwaite, CEO and Andrew Maloney, Director of
HR/Deputy CEO

CEO Brief July 2019
Local Update
National Co-Production Week
The Trust celebrated national Co-production Week from 1 to 5
July, taking the opportunity to share good practice examples
of co-production and recognise the contribution of service
users and carers to improving services. The theme for this
year’s Co-production Week was ‘Sharing Power’.
Lead: Gill Green, Director of Nursing and Governance

Clean Air Week
Clean Air Week celebrations took place across the Trust from
17 to 21 June. Activities included themed cake and face
painting, the chance to test ride a variety of bikes and for Dr
Bike to check that your bike is in full working order, a raffle to
raise money for a Bee Saviour vending machine, and quizzes.
All events aimed to raise awareness of the problems caused by
air pollution and offer simple ideas and solutions to improve
air quality at work and at home.
Lead: Andrew Maloney, Director HR/Deputy Ceo

CEO Brief July 2019
Local Update
Lowry Unit – Collaborative Music Production Project

Admincontrol

Lowry Unit service users have recently featured in the Royal
College of Psychiatrists’ ‘Quality Network for Forensic Mental
Health Services’ newsletter. The newsletter focused on
managing the diversity challenge with secure services with
Lowry Unit’s collaborative music production project
recognised a positive example. The project involved service
users and staff working together to write songs about the
recovery pathway, which were then recorded in different
musical styles to cater for all tastes.

Over the last couple of months, the Executive Management
Team (EMT) have been trialling the use of Admincontrol board
portal software to work ‘paperless’ and more efficiently in
their weekly meetings. This is a key deliverable for Year One of
the Trust’s new Digital Strategy 2019 – 2022, supporting the
achievement of Ambition 4 (Improve the Efficiency and Digital
Safety of our Organisation). The trial has been proved
successful overall with planning for wider ‘roll-out’ to other
key Trust meetings now underway.

Lead: Deborah Partington, Director of Operations

Lead: Neil Thwaite, Chief Executive / Kim Saville, Company
Secretary

CEO Brief July 2019
Local Update
Performance Overview

Financial Overview

The Trust continues to perform in line with expectations.
Exceptions include IAPT services due to the Manchester and
Salford position however the services are on track to deliver
agreed trajectories with commissioners.

For the 3 months ended 30 June 2019, the Trust achieved a
surplus of £674k. This is in line with plan and includes £372k of
Provider Sustainability Funding. The underlying operational
surplus, after excluding PSF was in line with plan.

The Trust also failed to achieve the target to follow up
inpatients discharged within 7 days this month at 94.19%
against a target of 95%. Services continue to make every effort
to contact service users within the time period. The number of
people leaving the country on discharge did impact this
month. Processes to follow up within 72 hours are currently
being developed to meet the requirements of a national
CQUIN.

The Trust continues to implement plans to reduce bank and
agency costs.

Lead: Liz Calder, Director of Performance and Strategic
Development

Lead: Ismail Hafeji, Director of Finance and IM&T

The risks to the Trusts delivery of the 2019/20 control total
will be the use of agency and bank staff to cover vacancies,
increased activity and the acuity of our service users. The Trust
continues to implement plans to reduce expenditure incurred
on OAPs.

Board of Directors – Part 1
TITLE OF REPORT:

Service User Engagement Strategy (2018-2021) – One Year On

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

Monday 22 July 2019
08
Gill Green, Director of Nursing and Governance
Cathy Lovatt, Head of Service User and Carer Involvement
Claire Watson, Service User Engagement Lead

REPORT SUMMARY:

This report provides the Board of Directors with a summary of progress with the
Service User Engagement Strategy. This was launched in July 2018, following
approval at Board in June 2018.
The purpose if this paper is to summarise progress a year on and highlight any areas
that require additional support from the Trust Board.
The report describes the progress and areas for development for each of the
following eight priority areas;
1. Collaborative Care Planning
2. Obtaining Feedback
3. Responding to Feedback
4. Communicating issues
5. Shared decision making
6. Learning from experience
7. Shaping service delivery
8. Culture change
Overall, we have already met or are on track to meet the service user engagement
strategic priorities.
We have not yet launched the Trust Service Recognition Scheme (whereby services
are awarded a kite mark for achieving the strategic standards) for service user and
carer engagement, however, a framework has been produced to collate all of the
1

standards that relate to service user and carer engagement into one place. In the
next six months, a proposal for the Service Recognition Scheme assessment will be
co-produced with service users and carers.
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
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Objective 6 – Achieve financial strength and
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x
x
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Service User Engagement Strategy (2018-2021) – One Year On

1

Introduction

This report provides the Board of Directors with a summary of progress with the GMMH
Service User Engagement Strategy. This was launched in July 2018, following approval at
Board in June 2018.
The purpose of this paper is to summarise progress a year on and highlight any areas that
require additional support from the Trust Board.

2

Background

The CARE Hub is responsible for delivering the Strategy. It supports services to improve
service user and carer experience. It includes GMMH volunteering scheme, customer care
services, service user/carer engagement and the Recovery Academy.
There are 60 commitments within the Strategy, which have been grouped into eight priority
areas and this report summarises progress against each priority area which are;
1.
2.
3.
4.
5.
6.
7.
8.

3

Collaborative Care Planning
Obtaining Feedback
Responding to Feedback
Communicating issues
Shared decision making
Learning from experience
Shaping service delivery
Culture change

Governance structure

All divisions have a designated Service User Engagement Lead. With the exception of IAPT
services, all divisions have a local action plan, which is monitored via the Trust Service User
Engagement meeting on a quarterly basis. The IAPT divisional action plan is currently being
finalised.
Outcomes from the Trust Service User Engagement meeting are communicated to services
via their local representative and up to GMMH senior leaders via the CARE hub meeting,
Quality Improvement Committee, Operational Leadership Committee and Council of
Governors. All divisions have service user and carer groups, which also have established
communication pathways to and from the GMMH CARE Hub.

4

Priorities:

1 – Collaborative Care Planning
Engage with service users and carers to develop personalised care plans. Ensure
service users and carers receive a copy (where possible)

1

During the last 10 months, we have made changes to the Paris care planning documentation
for bed based services in Bolton, Manchester, Salford and Trafford to support a collaborative
process. We have developed care planning materials both within bed based services (‘My
Care Plan’) and community services (‘Key information about my care’) to support service users
to know what a care plan is and to empower them in discussing, agreeing and getting the best
from their care plan.
Collaborative care planning training is currently being refreshed and will be embedded into
wider training plans across the Trust. This links in with the Type A and Type B training which
is being led by Trust Psychology leads. Type A training focusses on trauma informed care,
and Type B training more specific Psychosocial leads interventions. Collaborative care
planning and formulation skills will be integral, and the CARE hub, Psychology leads and the
Organisational Development team are producing plans for the Trust Workforce Strategy Board
to consider which will be available during Q3 2019.
The CARE Hub is working in collaboration with Trafford and Salford bed based services in
conjunction with NHS England to enhance standards for collaboration in care planning and
exploring the potential for ‘always events.’ This will be an appreciative enquiry approach in
sharing great practice across the organisation. Quality Improvements made so far are:
•
•
•

refining the named nurse model;
developing ward round information
establishing individualized care planning pathways for service users with complex needs.

These quality improvements will be rolled out across the Trust during Q3/Q4..

2 – Obtaining Feedback
Ensuring feedback is sought from all of our service users using a variety of methods.
The organisation has many different formats, including electronic, for both service users and
carers to give their feedback. Since the re-launch of the Strategy, we have developed a
business style card with an online web address for service users to give their feedback.
Local service user and carer forums exist in all divisions. During 18/19, a Service User and
Carer Engagement post was created via Dragons Den, with the aim to connect feedback
straight from service user and carer groups to the Board. This has been a successful role
development and the Salford division has recently advertised for a similar role.
The organisation has embedded processes for utilising service user and carer feedback to
deliver and shape services. The transformation of Manchester services had service user and
carer feedback at the heart of its delivery and more recently, during 2019, there has been a
series of workshops to review Acute bed based services, Home Based Treatment and
Community Mental Health Teams, whereby feedback was crucial.

3 – Responding to Feedback
Establishing communication channels to ensure service user’s feedback reaches our
service managers and frontline staff and feedback results in service improvements.
There are governance processes in place whereby service user and carer feedback is
circulated to Clinicians, managers and also discussed in Senior Leadership Meetings for
2

review and action. GMMH has a ‘You said, we did’ structure which is displayed in ward and
team bases.
The communications department have recently strengthened their method of promoting
GMMH engagement opportunities and will continue to share information quarterly. See below
as an example.

4 – Communicating Issues
Ensuring decisions and service improvements made as a result of service user
feedback is communicated to staff and service users.
In June 2019 the CARE hub Service User and Carer Engagement post holders applied for
Dragon’s Den funding to produce video diaries, short films, and newsletters to present service
user and carer stories in a creative form. They were successful and a project plan is in place
to see the first of their publications by September 2019.
The CARE hub has also started to produce 7-minute briefings from complaints. Discussions
are currently taking place with Governance and the communications department to agree a
communication strategy to share learning from incidents and complaints and to inform the
GMMH Quality Improvement Strategy during the first phase of the Strategy in Q3/Q4 2019.

5 – Shared Decision Making
Ensure there is service user representation at decision-making forums, meetings, audit
and inspection, as well as in the recruitment and selection of staff and business
planning, policy and procedure development and review.
The Service User and Carer Engagement Scheme goes from strength to strength and we
have had more service users and carers than ever involved in activities such as:
•
•
•
•

being a representative at meetings/away days;
consulting on Trust strategies, policies and procedures;
interviewing staff; audits/inspections;
Co-facilitating training.

3

The total number of service users and carers engaged in Trust wide activities has almost
doubled from 653 in 2017/18 to 1,220 in 2018/19. Recently 236 service users and carers gave
us their feedback in relation to the Trust Strategy and Quality Improvement priorities.
All resources to recruit and support service users and carers are available on staff net and
guidance has been issued to staff to ensure the implementation of Trust policies and
procedures so that our service users and carers feel valued for the contribution they make to
service development and service delivery.

6 – Learning from Experience
Maximising our opportunities to learn from people with lived experience of mental
health difficulties by co-facilitating learning and development opportunities both locally
and via the Trust Recovery Academies
The Trust Recovery Academy is thriving with the total number of students now registered
reaching 7067. For the very first time since the Recovery Academy started, the percentage
of those students who are service users/carers has reached 50%.
There are 97 trainers on the Tutor Bank, 33 of whom are people with lived experience.
Service users co-deliver advanced decisions and care planning training to all new preceptees
in the organisation.

7 – Shaping Service Delivery
Ensuring we engage with service users in service delivery by maximising opportunities
to introduce volunteer peer mentor and paid Peer Support Worker roles.
There are currently 123 volunteers working across the Trust, 32 of which are Peer Mentors.
These numbers are slightly lower than in previous years. However, previously, a high
proportion of volunteers and nearly all Peer Mentors were located in substance misuse
services. The reduction in numbers is a result of contract changes in both Lancashire and
Cumbria substance misuse services. The total figure now is more evenly spread across all
services with active volunteers and Peer Mentors across low and medium secure services,
rehabilitation units, Early Intervention Teams, older adult services, Manchester IAPT services,
and all acute bed based units, as well as substance misuse services. In addition, Central
Manchester and North Manchester CMHT’s are currently recruiting Peer Mentors.
We remain a member of the National Trailblazer Group looking to develop an apprenticeship
specifically in peer support.

8 – Bringing about culture change and tackling internal and social stigma
Operational divisions continue to work with their local advocacy services and Mind run a
monthly Patient Empowerment Group within AFS.
Links have been made with the DWP (Department for Work and Pensions) and their Disability
Employment Advisors and Work Coaches for Greater Manchester so they are aware of the
Trust engagement practices. They continue to update us on developments in relation to
Universal Credit so that we can update our policies and procedures when necessary. Some
4

of their staff attend Recovery Academy training to develop their knowledge and skills in relation
to working with people with mental health difficulties, and they themselves have recruited lived
experience partners to train and work alongside Work Coaches to raise awareness of mental
health difficulties and tackle stigma amongst staff and employers.
To raise awareness in a unique way, GMMH Recovery Academy, after proposing an original
idea to HEE, has successfully delivered the first of a series of MH Awareness raising days for
MPs and their offices. The first was held on 11 July 2019 and involved officers of MPs covering
the GMMH footprint. The day was co-produced by the Recovery Academy tutors. Feedback
has been very positive and further requests have been made to the Recovery Academy.
In June, we celebrated the National Festival of Learning and National Volunteer Week. Sixtyone people attended the event and 16 Volunteer of the Year certificates were awarded across
various Trust services. 179 student certificates of adult learning were celebrated at the event.
In July 2019, we joined the GMCA social media celebrations for National Co-production Week
publicising all of the engagement activity across GMMH services.

5.

Conclusion

We have already met or are on track to meet the service user engagement strategic priorities.
Our key objective in 2019/20 is to launch the Trust Service Recognition Scheme (whereby
services are awarded a kite mark for achieving the strategic standards) for service user and
carer engagement. A framework has subsequently been produced to collate all of the
standards that relate to service user and carer engagement into one place. In the next six
months, a proposal for the Service Recognition Scheme assessment will be co-produced with
service users and carers.

6.

Recommendation

The Board of Directors is asked to note this paper and the progress summarised within it
based on the first year of the Service User Engagement Strategy.
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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 May 19 was a
surplus of £484k which is in line with the planned control total. The on plan
performance includes £248k of Provider Sustainability Funding for achieving our
control total in month however it should be noted there are some significant
overspends within clinical and corporate divisions. Recovery plans have been
requested and the Executive Management team will monitor these.
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. The impact of Manchester and Salford
performance means GMMH are reporting a non-compliant position for RTT at 6 & 18
weeks and recovery targets. Recovery/action plans continue to be operationalised
to address issues in Salford and Manchester and the services is on track to deliver
agreed trajectories with commissioners.
Care Programme Approach (CPA) follow up within 7 days – The Trust has failed this
target In May at 94.19% against a target of 95%. This related to 15 breaches of
which a number related to clients who left the UK on discharge. Detailed reasons are
within the report. Divisions continue to make every effort to contact clients within
the 7 day period.
Sickness Rate (p13) – All divisions with the exception of Bolton, Manchester Central
and City Wide, Psychological Therapies and Corporate services reported sickness
rates above the Trust target of 5.6%. The Trust has commenced a review of the
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Sickness Absence Policy and has been working in partnership with our Trade Unions
to explore ways to support staff with mental wellbeing.

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

x
x

REPORT CONSIDERED AT THE FOLLOWING COMMITTEES/SUB-GROUPS:
Committee/Sub-Group:
Date:
Audit Committee
Quality Governance Committee
Charitable Funds Committee
Remuneration & Terms of Service Committee
Council of Governors
Executive Management Team
10th July 2019
LEGAL IMPLICATIONS:

N/A

REGULATORY
IMPLICATIONS (CQC/NHSI):

Compliance with NHSI targets, CQC standards and contractual KPIs

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

Yes

If ‘yes’:
DATIX ID
1490

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

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

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board is asked to note the report.

Y

Assurance

Y

Approval/Decision
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Executive Summary

Overview
The Board Performance Report is designed to provide assurance to the Trust Board on progress against a range of
key performance indicators and highlight any areas of concern. A review of the report has taken place and the
subsequent changes made. 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:Financial Performance (p4) - The financial performance at the end of May 19 was a surplus of £484k
which is in line with the planned control total. The on plan performance includes £248k of Provider Sustainability Funding for achieving our control total in month however it should be noted there are some significant overspends within clinical and corporate divisions. Recovery plans have been requested and the
Executive Management team will monitor these.

Page
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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. The impact of Manchester and Salford performance means GMMH are reporting a non-compliant
position for RTT at 6 & 18 weeks and recovery targets. Recovery/action plans continue to be operationalised to address issues in Salford and Manchester and the services is on track to deliver agreed trajectories with commissioners.

6

Care Programme Approach (CPA) follow up within 7 days (p11)– The Trust failed this target in May at
94.19% against a target of 95%. This related to 15 breaches of which a number related to clients who left
the UK on discharge. Detailed reasons are within the report. Divisions continue to make every effort to
contact clients within the 7 day period.
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Sickness Rate (p13) – All divisions with the exception of Bolton, Manchester Central and City Wide, 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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Single Oversight Framework Operational Indicators Summary – The RAG rating summary for the
SOF operational targets is shown below for the month and YTD:SOF Operational Indicators
Indicator
May-19
EI RTT 2 Wks
67.3%
MHSDS DQMI
IAPT Recovery
48.1%
IAPT RTT 6 Wks
55.5%
IAPT RTT 18 Wks
82.1%
OAPS (Bednights)
56

Board Performance Report: May 2019

Please note: The published MHSDS DQMI figures are
not available until July 2019.

YTD
65.1%
N/A
47.8%
55.2%
82.3%
66

Final
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Please note: February 2018
inspection results

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

Good

Area
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Financial Performance Month 2 2019/20
Executive Summary
1.1

Delivery Of Financial Control
Total

The financial performance at the end of May (month 2) was a surplus of £484k, which is in line with the planned control total. The on plan performance
includes £248k of Provider Sustainability Funding, for achieving our Control total in month. Although the Control Total has been delivered at month 2,
there are some significant overspends within the clinical and corporate divisions. Recovery plans have been requested from the overspending areas, and
the Executive Management Team will monitor these.

1.2

Run Rate

In overall terms, the May results were in line with plan.

1.3

Comprehensive Income

The Comprehensive Income statement) confirms an Operating surplus for the period of £484k, 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 2, agency spend was £2.8m, £0.862m above the month
2 target of £1.939m, but £0.9m below the Trust internal plan of £3.669m. 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 2 was
£2.451m, £682k above plan, due to migration from agency to NHSP bank.
2. Bolton, Salford and Trafford Substance Misuse Services - The services were £79k overspent at month 2 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. Health and Justice Services were overspent £60k as at the end of May. The overspend is due to the use of agency staff to cover vacancies. The
financial position of the Manchester Prison Service has seen continued improvement following implementation of its recovery plan. The Trust are in
negotiation with the Commissioners to agree additional funds for the Central Lancashire Prisons.
4. Out of Area Placements (OAPs) – The actual spend on OAPs to 31st May 2019 is £1.082m, slightly below plan. 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 £330k to month 2. The Trust actual delivery against this plan was £297k.

1.6

Cash and Liquidity

Cash Balances at 31 May 2019 totalled £24,320k, £1,145k below plan. Forecast outturn cash balances for the year is in line with plan.

1.7

Capital expenditure

Capital expenditure to 31 May 2019 was £1.544m, £0.327k below plan due to slippage on the Manchester Park House improvements schemes. The Trust
is not anticipating any slippage against the full year plan.
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Financial Performance Month 2 2019/20
1.8

Use Of Resources Metrics

As at 31st May (month 2), 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

31/05/2019

31/05/2019

31/05/2019

31/05/2019

Year ending

Month 2

Month 2

Month 2

Month 2

Number

Number

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

1
2

I&E margin: distance from financial plan
Agency rating

3

Overall Score

3

Actual

Number

2.70

1

2.61

1

9.85

1
2

10.16
0.90%

1
2

0.90%

89.00%

4
3

-

1

45.00%

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 2.
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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

Outturn

1. People with a first episode of psychosis begin treatment
with a NICE-recommended package of care within 2 weeks of 72.2%
referral (SDCS and MHSDS)

Target

Q1

Q2

Q3

Q4

56.0%

May-19

67.3%

Position
3 month
from
rolling
Previous
(Average)
month
69.0%

↑

90.0%

b) Early Intervention in Psychosis services

90.0%

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

75.0%

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

95.0%

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

This is the latest position taken from published data for GMMH for March 2019 data. Please see p7
for further comparative information.

76.1%

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%

48.1%

47.8%

↓

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

62.4%

75.0%

55.5%

55.2%

↑

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

Indicator

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

Board Performance Report: May 2019

91.0%

95.0%

Outturn

Target

Q1

Q2

Q3

5731

In line w ith
agreed
trajectory for
eliminating
OAPs by
2021

0

0

0

Final

82.1%

82.3%

Q4

May-19

YTD

0

56

66

↑
Target:
Position
against
trajectory

↑

The overall recovery rate for GMMH shows a slight decrease in month at 48.1%. The integrated
Step 2 and Step 3 services (Bolton and Trafford) show excellent recovery, consistently above the
50% target. The Step 3 only services, show a recovery rates of 46.2% and 36.1% in Salford and
Manchester respectively.
Six week RTT demonstrates an improvement in month (division wide) after a period of decline. The
decline in performance against target was due to WLI initiatives commenced earlier in the year,
which have eradicated long waiters. The long waiters are now being discharged from services which
has a short term negative effect on both recovery and RTT on exit. This is due to waits exacerbating
their condition or the drop out of clients easier to treat due to less complex presenting conditions.

The Trust position at 18 week RTT has increased slightly in May. As outlined above the negative
impact of a significant 18+ WLI has had an effect on RTT on exit in recent months. The Trust
performs well in Bolton, Trafford, North and Central Manchester. Given the relative size of the
services, improving the 18 week access times in both South Manchester (66.7%) and Salford
(42.4%) is critical to compliance with the 95% target. Recovery plans are in place for both areas,
with positive improvements on entry to service with 98.3% and 73.6% being achieved in South
Manchester and Salford respectively in May.
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%

May-19
71.4%
57.9%
76.9%
66.7%
0.0%
67.3%

3 month
rolling to
May-19
79.1%
49.1%
88.6%
66.7%
0.0%
69.0%

Comments
All services achieved the target in month. The actions taken to reduce the delays in internal referrals identified a
few months ago are in place and those identified with delayed referrals have been seen hence the impact on
RTT is reduced in May.
It should be noted that small numbers mean percentages fluctuate on a monthly basis affecting achievement of
the target.

2. MHSDS—Data Quality Maturity Index
MHSDS DQMI % Score (Proportion Valid & Complete)
Trust
Q2 2018-2019
GMMH
97.4%
Lancashire Care
98.2%
North West Bouroughs
98.8%
Pennine Care
98.0%

October 2018
81.9%
79.0%
94.1%
76.1%

November 2018
81.4%
78.8%
92.3%
76.1%

December 2018
83.9%
78.7%
93.5%
76.2%

January 2019
84.5%
78.4%
93.1%
76.3%

February 2019
84.5%
78.1%
93.4%
76.2%

March 2019
76.1%
75.5%
76.0%
76.9%

Comments
The above figures are taken from the latest published national data which is March 2019. It should be noted that in Q2 18/19 there were only 6 data items included in the
DQMI score. This number increased to 17 data items in October 2018, with a further increase to include 29 data items made in March 2019. As can be seen the changes to
the data items included impacted on the performance of all Trusts.
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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

Mar

Apr

May

Position
From
3MR Previous
(Avg)
Month

51.5%
85.7%
99.9%

50
75
95

33.5%
46.6%
92.5%

50
75
95

41.6%
41.9%
90.7%

38.0%
42.4%
88.7%

36.5%
39.7%
86.5%

38.6%
41.3%
88.5%

↓
↓
↓

38.8%
38.1%
59.7%

50
75
95

34.3%
33.8%
43.9%

47.4%
29.2%
42.5%

46.5%
32.9%
42.1%

43.3%
31.7%
42.8%

↓
↑
↓

55.5%
70.5%
99.0%

50
75
95

54.0%
82.0%
99.1%

65.7%
83.6%
97.6%

65.4%
83.3%
96.5%

61.6%
83.0%
97.7%

↓
↓
↓

25.0%
90.2%
95.1%

50
75
95

0.0% 44.4% 40.0% 40.0%
100.0% 77.8% 80.0% 80.0%
100.0% 88.9% 100.0% 93.3%

↓
↑
↑

43.7%
62.4%
91.0%

50
75
95

52.8% 49.0% 51.2% 51.1%
69.3% 65.7% 76.3% 70.8%
100.0% 100.0% 100.0% 100.0%

45.6%
56.5%
84.9%

49.7%
53.5%
80.0%

48.1%
55.5%
82.1%

47.8%
55.2%
82.3%

↑
↑
↔

↓
↑
↑

Bolton: The combined IAPT Step 2 and 3 service delivered
Recovery target (51.2%) and RTT at 6 weeks (76.3%) in May.
The engagement work with Primary Care colleagues around the
insufficient levels of referrals to achieve the 19% prevalence
target is starting to increase referrals to required levels.
Manchester: Manchester continues to provide a recovery figure
in the mid/high 30% range, achieving 36.1% in month, which is
down slightly on recent months. The service has seen recent
improvement in both the 6 and 18 week RTT (on exit) stall
across Manchester in May. This is directly related to longer
waiters in late 2018 and early 2019, who are now starting to be
discharged. The same waiting list initiatives have created a positive move towards compliance (on entry to service) as the majority of waiters now wait between 0-6 weeks. Recovery plan is
in place, with positive improvement on entry to service with
98.3% achieved in South Manchester.
Salford: Salford continues to provide excellent recovery figures
for a Step 3 only service. Mirroring the WLI in Manchester, Salford’s on exit figures are reflective of the long wait clients seen
in late 2018 and early 2019 who are now starting to be discharged. Recovery plan is in place, with positive improvement
on entry to service with 73.6% achieved in May. Referral rates
are still considerably above those commissioned which puts
extra un-commissioned demand/pressure on the service at a
time when the service strive to make in-roads into the historic
waiting list. We continue to discuss future business case requirements with Salford CCG.
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
the insufficient levels of referrals to achieve the 19% prevalence
target, although in May 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 a particularly low number of
completed treatments recorded in month, such low numbers
mean that the non-recovery of one client can have significant
effect on performance. The service delivered both at the 6 and
18 week RTT compliance.
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NHSI Single Oversight Framework

4 IAPT Commissioned Treatment Starts
Number of Clients Entering Therapy
Commissioned
Treatment
Monthly Target
Bolton
573
Manchester
672

Apr-19

May-19

523

573
551

762

Jun-19

202
241
314
SalfordSalford
Target
202
202
202
Trafford
446
456
454
Targets based on the 19% CCG Pathway (except: Bolton 20%)
The targets reflect the agreements made with commissioners for GMMH.

Jul-19

Aug-19

Sep-19

Oct-19

Nov-19

Dec-19

Jan-20

Feb-20

Mar-20

Total
2019/2020
1096
1313

202

202

202

202

202

202

202

202

202

555
910

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.
Performance - Bolton delivered 100% of the prime provider target in month, this is set in the context of a significant pathway over achievement since January. The overachievement in the
last four months has had an impact on increasing the waits between first and second appointments. The service is currently in discussions with commissioners about potential solutions to
reducing the secondary waits.
Salford:
Commissioning Model – The model is currently to provide 35% of the overall pathway treatment starts
Performance - Salford continue to overachieve on access, delivering 314 treatment starts 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%.
Performance - Trafford continue to overachieve on access, delivering 454 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
Performance – The Manchester service delivered 551 treatment starts against the 672 target in month. 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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NHSI Single Oversight Framework

5. Out of Area Placements (OAPS) - OAPS Bed Days - Reportable and Locally Monitored
The NHSI SOF focuses on the Total Number of Bed Days of Inappropriate OAPS, with the target being to eliminate all OAPS by 2021. An Inappropriate Reportable OAP is
where a client has been placed in a non-Greater Manchester bed due to no bed availability within Greater Manchester. An Inappropriate Locally Monitored OAP is where a
client has been placed in a non-GMMH bed within Greater Manchester due to no bed availability within GMMH. GM have now confirmed the NHSI SOF target will be measured by a 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
10
0
0
10

May-19
0
56
0
0
56

19/20 Bed Usage
as at the end of
May 2019
66

Jun-19

Jul-19

Current Target
for 66% as at May
2019
867

Aug-19

Oct-19

Nov-19

Diffference to YTD % Reduction in
66% Target
Reportable OAPS
(Bednights)
compared to 18/19
-801
97%

Dec-19

Jan-20

Feb-20

Mar-20

YTD
0
66
0
0
66

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

GMMH continue to show good performance and are operating well within the 66% reduction required, however a small increase can be seen in May in both local and reportable OAPs which can be attributable to pressure on PICU beds in this timeframe.

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: Surge beds: Surge beds were used on 49 occasions for a total of 83
nights. 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
69
386
44
44
543
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68
527
48
50
693
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Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

0

0

0

0

0

0

0

0

0

Mar

YTD
137
913
92
94
1236

10

NHSI Single Oversight Framework

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

Q1

Q2

2019/20
Q3

Written Complaints - Rate

Q4

Comments

Latest
position
93

Number of complaints received has been used to provide an indication of performance. Latest position: May 2019.

All Providers

Latest position: Q4 2018/19.
Staff Friends & Family Test - % Recommended Care

72.5%

Occurrence of any Never Events

0

NHS England/NHS Improvement Patient Safety Alerts
outstanding

2

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

The list of Never Events covered by the Multi-Lateral Contract has been used. Latest position: May 2019.

Latest position: Q4 2018/19.
Information is provided quarterly.
Results of the 2018 survey have been considered at Board and Quality Improvement Committee and show average
results in comparison to other Trusts.

CQC Community mental health survey

Mental health scores from Friends and Family Test - %
positive

83.7%

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?"
Latest position: May 2019.

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

0

There have been no under 16's admitted. Latest position: May 2019.
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

94.19%

Bolton, Trafford and Manchester divisions did not meet the target this month. There were 15 breaches across the
Trust. Trafford had 2 breaches out of 32 discharges, Bolton had 2 breaches out of 35 discharges and Manchester 11
breaches out of 130 discharges. Numerous attempts were made to contact all clients who breached, however this
was unable to be achieved within the timeframe. It should be noted that 4 of the 15 breaches were related to
discharges that left the UK before follow up could be achieved. 1 was discharged to London and the patient declined
contact. 2 were completed just outside the timeframe on day 8. Latest position: May 2019.
Target: 58.5%. The GMMH position is 64.19% - 4705/7330 clients extracted from published data. Please note the
population is those on CPA between 18-69.

% clients in settled accommodation

64.19%

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.
Latest position: March 2019

Target: 9.07%.The GMMH position is 6.00% - 440/7330 clients extracted from published data. Please note the
population is those on CPA between 18-69.
% clients in employment

6.0%

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.
Latest position: March 2019

Potential under-reporting of patient safety incidents
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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
879
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
4,671
5,079
899
211
4.2%
84.0%
79.5%

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
600
124
99
166

161

246

232

Recruitment Time
Indicator (All are in calendar days)
Advert Closed to Appointable (Target 21 days)
Appointable to Clearances Completed (Target 42 days)
Advert Closed to Start Date (Target 91 days)

Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20
35
33
38
42
115
101

Comments:

Workforce overview:
At the end of May the Trust employed 5,079 people who worked a total of 4,671 FTE.
At the end of May there were 211 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 99 candidates who have completed all clearances and have an agreed start date. 161 are 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.
Mandatory Training:
Mandatory training compliance remained unchanged from the previous month at 84%. Performance against the training targets is monitored through the Operational Leadership Committee.
Recruitment:
Following an internal audit review into the Time to Hire data in 2018/19, an error in reporting was identified for the months of October 18, January 19 and February 19. The
data reported to Board under-represented the overall performance by an average of 10 days for these months. This error has now been rectified.
The time to hire data shows that the recruitment process took 101 days from the advert closing to a starting. Whilst the period to undertake the pre-employment checks was
in line with the Trust targets, more work needs to be undertaken to shorten the time between an adverting closing and selecting the successful candidate. There were 7 newly
qualified new starters in May, which impacts upon the ‘advert closed to start date’ as they are usually offered the roles several months before completing their training.
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Human Resources Indicators

Sickness Rate

4.07
1.62

M

3.74
2.19

A

3.78
2.16

M

2.82

3.49

3.61

3.58
2.45

O

1.57

A

1.68

1.73

J

F
5.81

5.88

Directo rate Targe t

5.99

6.05

4.34

4.25

4.17

3.94

3.95

3.96

3.94

3.99

2018/19
GMMH - Shor t te rm

1.71

M

1.71

M

1.74

1.87

F

A

1.89

J

0.00

1.93

SMS

1.00

D

HJS

Sickness Absence - Long Term

1.18

1.92

NHS E

Sickness Absence - Short Term

1.11

5.81

2.00
1.71

N

1.36

1.68

Target

3.00

1.90

1.83

5.83

O

2.00

5.86

1.85

1.63

5.85

S

1.94

Salford

MCR & City

0.00

2.52

MCR S &
Trafford

1.46

MCR North

1.55
Bolton

2.00

3.08

5.81

1.87

3.40

5.81

A

3.32

4.34

5.69

5.00
4.00

4.08

5.87

1.88

5.11

5.54

Rehab

3.81

3.92

4.25

GMMH - Long term

J

3.99

4.51

6.05

5.89

4.03

3.94

6.32

5.76

5.75

5.93

GMMH Sickness Rate (%) - Rolling 12 m onths

7.00
6.47

5.94

2019/20

GMMH - Shor t te rm

GMMH

5.61

6.31

6.47

2018/19

Corpor ate

4.78

5.87

S

1.37

GMMH

SMS

0.00

Directo rate Targe t

Psycho logical
Therap ies

5.36

5.00

%

1.00

6.00

6.00

1.00

1.62

7.54

8.00

3.00

1.39

1.86

8.84

9.00

4.00

HJS

Sickness Absence - Long Term

1.15

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

10.00

7.00

0.42

1.17

Corpor ate

NHS E

Sickness Absence - Short Term

1.82

Rehab

1.97

Psycho logical
Therap ies

1.58
Salford

2.00
1.95
MCR S &
Trafford

Bolton

0.00

2.29
0.96
MCR North

1.69

MCR & City

1.00

3.00

6.03

2.86

3.05

2.00

4.05

4.07

3.91

3.70

3.76

4.60

3.67

4.00

7.28

3.77

J

3.33

5.58
3.98

J

3.00

4.20

%

%

4.57

4.00

3.67

5.00

5.00

6.10

J

6.00

6.03

3.92

5.69

5.73

3.48

4.44

5.40 5.48

2.56

5.75

5.04

D

4.88

6.00

3.90

5.74

3.18

6.14

4.72

5.57

2.92

6.86
5.02

GMMH Sickness Rate (%) - In Month

7.00

7.70

%

7.00

7.40

N

8.00

3.94

Divisional In Month Sickness Rates (%) - May 2019

9.00

2019/20
GMMH - Long term

Target

Comments:

Sickness:
At 6.05% the total sickness rate for the 12 months ending May 2019 has increased by 0.06% from the previous month. The in-month total has decreased by 0.24% and reports at 5.69%. 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 May was due to anxiety/stress/depression/other psychiatric illnesses (34%), musculoskeletal/back problems (16%), injury/fracture (5%).
All divisions with the exception of Bolton, Manchester Central and City Wide, Salford, Psychological Therapies and Corporate services reported sickness rates above the
Trust target of 5.6%. The Trust is continuing to review the Sickness Absence Policy and 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 - 2019/20
20.00%
19.50%
19.00%
18.50%
18.00%
17.50%
17.00%
16.50%
16.00%
15.50%
15.00%

GMMH Turnover (Directorate) May 2019
35.00%
30.00%
25.00%
20.00%
15.00%
10.00%
5.00%
0.00%

GMMH Turnover (Staff Group) May 2019
25.00%
20.00%
15.00%
10.00%
5.00%

0.00%

Comments:

Turnover:
During May a total of 44 staff left GMMH. 35 staff left as a result of ‘voluntary resignation’, 7 of which attributed their voluntary resignation due to work/life balance, 6 due to
relocation, 4 for child dependents, 4 to undertake further education or training. The remaining 21 staff who left under ‘voluntary resignation’ did so for other reasons. Aside
from voluntary resignation, 6 staff left due to retirement and 3 for other reasons. The Trust is continuing to work with NHS Improvement to reduce turnover.
Board Performance Report: May 2019
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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
1,438,873
1,448,215
2,887,088

2019-06
1,697,758
1,325,719
3,023,477

2019-07

2019-08

2019-09

2019-10

2019-11

2019-12

2020-01

2020-02

2020-03

Bank and Agency Spend
3,500,000
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:
Total agency spend as at the end of month 3 (June) was £4.127m, compared to the agency cap of £2.908m. This was an adverse variance of £1.219m against the cap. However the actual
spend is £1.373m better than the Trust’s internal plan of £5.500m. 65% of the agency costs were incurred in Manchester services. 34% of agency costs were incurred on medical staff and
28% on nursing. Bank spend was £3.834m as at the end of June. This was predominantly on unqualified support to nursing staff across the divisions due to increased observations and acuity. The Trust is continuing to work with NHSP Professionals to reduce the cost and use of agency staff.
Board Performance Report: May 2019

Final

15

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
Comments:

YTD Period: May 2019
19,
8.4%

13,
5.7%

11,
4.8%

98,
43.2%

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

1 - Extremely Likely

13,
5.7%

2 - Likely
3 - Neither likely nor unlikely
4 - Unlikely
73,
32.2%

Board Performance Report: May 2019

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 May 2019, the combined GMMH results showed that of the 104 service users
asked, 83.7% said they would recommend our services to friends and family. This is an
increase since April 2019 from 68.3% to 83.7%. 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 report sets out how each CCG deliver the whole pathway of IAPT services in the
GMMH footprint and which element of this is delivered by GMMH. For each division
the report explains how that pathway is delivered and what the expected
performance for GMMH is in each area. It also sets out if GMMH are achieving this
expected performance and if not if the agreed trajectory remains on track.
The report also explains plans for achievement of the agreed stretch target of 22%
prevalence by March 2020 and plans for the achievement of the 20/21 target of
25%.
The report also identifies plans to engage innovative solutions in order to develop
sustainable models of delivery that uses a wide range of approaches and engages
the wider community assets.

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
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DATIX ID
1490

Strategic Objective
Obj. 1 – 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

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

To note the content of the report and assurance on the processes designed to
manage the delivery of this performance.

x

Assurance
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Board report.
Title

IAPT Trust-Wide Update June 2019

Report Prepared By

Gary Fox, Head of Operations - IAPT
Josie McCabe, Business Manager
Clair Carson, Associate Director of Operations

Executive Sponsor

Deborah Partington, Executive Director of Operations

Date

08/07/2019

Introduction:
The following report has been compiled to present the latest data for IAPT services in each of the four
divisions in GMMH in which such services are delivered from. These are Bolton, Salford, Trafford and
Manchester. The report uses the most up to date data available in services but this is at present internal
data only and as such could be subject to change. That said previous reliance on internal data has
demonstrated it is fairly accurate and reliable.
IAPT services are measured on exit data, but the internal data also measures on entry figures as well as
this data is a good guide to on exit figures 12-16 weeks later following completion of treatment and exit of
service users. It is worth noting that some agreements with CCGs have included trajectories to meet on
entry figures at certain time points as an indication on exit figures being achieved 12-16 weeks later.
IAPT services are delivered across a pathway, stepped care model with lower level interventions being
delivered at step 2 for more common mental health problems, stepping up to Step 3 for those with a more
complex need requiring more intense and specialist interventions. Not all steps in all divisions are delivered
by GMMH, some are delivered with GMMH as prime provider and sub-contracting other third sector
organisations or both elements of the pathway being delivered separately by GMMH and third sector
providers.
The current expectation is that the whole pathway will be delivering 19% prevalence with an expectation
that by quarter 4 the pathway will be achieving 22%. To achieve this pathway target business cases have
either been discussed or submitted in each division. These proposals look to be innovative in our
approaches in order to reach all groups within the local communities using all available assets to deliver
evidence based, IAPT compliant therapy. The proposals include an ability for GMMH to support the capture
of this data provided by voluntary/third sector providers or other non-GMMH services to ensure each
division is able to record and report all relevant activity provided.
This report is designed to explain, for each of the Divisions, what element of the pathway is delivered by
GMMH and what the expected target achievement is within that element, if we are indeed achieving this
and if not what the agreed trajectory is for compliance and the plans in place to ensure we are meeting the
planned trajectory as agreed.

1

Bolton
The Plan:
In the Bolton services GMMH are lead providers delivering step 3 services with a sub contract arrangement
for step 2 provision with One Point and Silver Wellbeing third sector providers.
The plan in Bolton is to sustain the current levels of performance, whilst continuing to achieve a 17.5%
contribution towards the 20% Bolton prevalence pathway (local CCG stretch target).
Discussions with commissioners and One Point are at an advanced stage to finalise the performance
expectations of the Prime Provider pathway; the business case is due to be finalised in early July.
Achievement of the national 22% prevalence target for 19/20 will be based upon a 19/20 Quarter 4 average
and it is expected that Bolton services will achieve this with support from the CCG via the business case
which reflects the innovative approaches described earlier.
The Trajectory:
The Bolton Service currently meets both on entry and on exit RTT. The service expect this to remain
consistent over the remaining quarters of 19/20.
Bolton June 2019 Performance
Target
GMMH Prime Provider Access target (17.5%) - (4671 per annum/573 per month)
IAPT Recovery target of 50%
Reliable Improvement target of 65%
IAPT Waiting times (6 weeks) target of 75%
IAPT Waiting times (18 weeks) target of 95%

June
19
98.8%
50.0%
66.7%
75.0%
98.8%

The Bolton Prime Provider pathway delivered 566 treatment starts in June, just falling short of the 573 target,
in month. This is set in the context of a significant pathway over achievement since January. The
overachievement in recent months has had an impact on increasing the waits between first and second
appointments. In light of this overachievement, coupled with an increased provision of treatment starts into
the overall Bolton pathway from third sector provider, Silver Wellbeing, Bolton CCG have agreed to a reduced
prevalence contribution from GMMH in months 4-6, which will enable a rebalance of the secondary waitlist.
Graph 1 below demonstrates the sustained ‘on exit’ position and the fact that RTT at 6 weeks ‘on entry’ is
currently reporting 92.1% in June.
Graph 1 - Bolton RTT at 6 Weeks
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Trafford
The Plan
In the Trafford services GMMH are lead providers delivering step 3 services with a sub contract arrangement
for step 2 provision with Self Help Services (SHS) third sector providers.
The plan in Trafford is to sustain the strong performance across all KPIs, although this is currently challenging
due to a lack of suitable accommodation. The service are working with Estates and Capital colleagues to
develop plans for a new hub accommodation, Bridgewater House, of which the associated lease costs will
be requested as part of the 22% stretch target business case. The Trafford service continues to consistently
achieve commissioned quality targets, inclusive of Recovery and RTT. As with all other services in GMMH
achievement of the national 22% prevalence target will be based upon a 19/20 Quarter 4 average. A business
case is due to be submitted in July that will ensure the service achieves the required 22% across the pathway.
This business case again reflects the innovative approaches described earlier.
The Trajectory
The Trafford Service currently meets both on entry and on exit RTT. The service expect this to remain
consistent over the remaining quarters of 19/20.
Trafford June 2019 Performance
Target

GMMH IAPT Access target towards 19% - ( 5352 per annum/446 per month)
IAPT Recovery target of 50%
Reliable Improvement target of 65%
IAPT Waiting times (6 weeks) target of 75%
IAPT Waiting times (18 weeks) target of 95%

June 19

87.7%
56.1%
72.2%
84.4%
97.8%

The Trafford service saw a reduction in prevalence, delivering 391 of the 446 commissioned treatment starts
in month. This reduction is a result of a sustained overachievement of prevalence since March, which has
seen practitioners develop full caseloads. Achievement of prevalence is expected to be re-attained in
September after an anticipated dip in both referrals and practitioner capacity over the late July/August holiday
period. RTT at 6 weeks data, for both on exit and on entry, indicates sustained improvement throughout
Quarter 1, as reflected in the chart below:
Graph 2 - Trafford RTT at 6 Weeks
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As stated earlier, the Trafford stretch target business case to request funding to achieve 22% prevalence by
March 2020 and 25% by March 2021 is now finalised and will be submitted following due process in July
2019. Trafford CCG have confirmed that the sub-contracted IAPT provider (SHS) prevalence contributions
will remain the same for 19/20, meaning that any further investment will be made to GMMH to achieve the
required stretch prevalence.
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Manchester
The Plan
In the Manchester services GMMH are lead providers delivering step 3 services with a sub contract
arrangement for step 2 provision with Self Help Services (SHS) third sector providers. MHCC also
commission a number of other smaller providers in the VCSE sector and a recent workshop has been held
that brought all providers together to enable a better understanding of the activity across the pathway and
ways in which this can be developed with GMMH being the lead in this process. The services are delivered
through 3 distinct geographical teams, North, South and Central Manchester. The targets are measured,
however, as a collective service for Manchester.
GMMH acquired Manchester IAPT services as part of the acquisition process in January 2017 at which point
performance was at the lowest level in Greater Manchester. Over the last 2 years the service has undertaken
organisational change and is now managed and monitored under a robust recovery plan framework.
Improvements had been seen over the last 2 years with a plan to be compliant on all KPIs on exit by quarter
3 2019. The first stage of this plan has been developed and implemented allowing the service to proactively
address all 0-6 week waiters over the late June/July period, ensuring that RTT on entry at both 6 and 18
weeks is compliant for the July period. This is being achieved but is slightly behind the predicted plan which
was to be compliant on exit at this point. This slight delay has been discussed and agreed with the CCG and
is in part due to historical waiters impacting on the KPI target and recovery as well as administration systems
that have required a review and more robust management.
The Trajectory
The Manchester Service currently meets 95% for 18-week RTT (on-entry) and has done so consistently since
April, the service plans for this to be sustained over the forthcoming periods. 6-week RTT (on entry) is planned
to be delivered in July. Subsequently, the service predict that RTT (on-Exit) will be met in Q2 for 18 Weeks
and late Q3 for 6 weeks.
Manchester June 2019 Performance
Target

June 19

GMMH IAPT Access target (Target at 19% prevalence 672 treatment starts)
IAPT Recovery target of 50%
Reliable Improvement target of 65%
IAPT Waiting times (6 weeks) target of 75%
IAPT Waiting times (18 weeks) target of 95%

91.4%
33.4%
57.7%
40.1%
90.9%

The 18 week ‘on entry’ performance has been sustained, achieving over 95%, with 6 week RTT improving
significantly by 14%, achieving 68.9% in month. Manchester continues to provide a recovery figure in the mid
30% range, achieving 33.4% in month. This plateau in Recovery in June was directly affected by the service
commencing treatment with the historic long waiters in late 2018 and early 2019, who are now starting to be
discharged. As discussed earlier in the report, the Manchester service will not deliver the plan for 6 weeks
RTT ‘on exit’ by the July delivery date but will deliver this ‘on entry’ which has been discussed and agreed
with the CCG. A robust remedial action plan has been put in place across all the Manchester services to
ensure compliance with 6 weeks RTT ‘on entry’ in July as now agreed.
As demonstrated in the graphs below, the 6 weeks RTT on entry for June continues to improve within all
services.
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Graph 3 - Manchester RTT at 6 Weeks
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Salford
The Plan:
The Salford services are delivered by two distinct organisations, both directly commissioned by the CCG.
Step 3 is provided by GMMH and Step 2 by Six Degrees third sector provider. The current pathway target is
19% with an expected stretch target in quarter 4 of 22%. Unlike the other divisions, however, Salford CCG
do not commission the service against an expected percentage of this overall pathway target but instead
commission against an expected number of treatment starts per month. The current expectation is that
Salford Step 3 services will commence 202 commissioned treatment starts per month. If the service were to
only deliver this number the waiting list would build by over 40 people per month resulting in inability to
achieve the 6 and 18 week RTT targets. The service does however consistently over achieve on this target
actually delivering 265 treatment starts as the referral rate is much higher. The service manages to meet this
demand due to GMMH agreeing to fund the required additional staff ‘at risk’ until the funds are released by
Salford CCG as agreed when the service is compliant with on exit RTT at 6 and 18 weeks at the end of
September 2019.
To achieve this in Salford the plan is to mobilise the current recovery plan aimed at delivering compliance
with both 6 and 18-week RTT on exit by the end of quarter 2. This is, however, being monitored closely due
to the impact of the over commissioned referral numbers on all the targets as well as the waiting list.
The activity in the team is closely monitored via the weekly IAPT Operational management Group (Chaired
by the Associate Director of Operations), attended monthly by both the Executive Director of Operations and
the Executive Director of Service Development prior to a monthly report submitted to EMT, and is also
attended weekly by senior leaders and managers within the service as achievement of this with the current
demand and capacity remains a challenge. This process is also supported by twice weekly meetings in the
service with the Head of Operations and operational manager and clinical lead for the Salford Service. GMMH
also submit fortnightly updates on trajectories to the CCG and meet monthly to discuss progress.
The CCG are aware of the potential impact that the continued over referral to the service could have on the
ability to achieve the trajectory with the current resource. The CCG are engaged with the services to discuss
the required additional resources to meet the demand of the actual number of referrals and treatment starts
in the service. This ongoing dialogue and actions in place with the CCG will help inform the required
investment into the service.
In June 2019 on entry RTT for 6 and 18 weeks was compliant giving a good indication that compliance on
exit will be achieved as agreed but in order to sustain this position and to deliver the required commissioned
treatment starts discussion with the CCG will need to continue.
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The Trajectory
The Salford Service currently has a robust recovery plan in place that will enable the service to deliver RTT
at both 6 and 18 weeks (on entry) in July and have actually achieved these targets in June 2019.
Subsequently, the service predict that RTT (on Exit) will be met for both 6 and 18 weeks at the end of Quarter
2.
Salford June 2019 Performance
Target
GMMH IAPT Access target towards (Target 202 treatment starts)
IAPT Recovery target of 50%
IAPT Waiting times (6 weeks) target of 75%
IAPT Waiting times (18 weeks) target of 95%

June
19
116%
35.7%
34.0%
50.0%

As highlighted in the 18 week charts below, the ‘on entry’ figures delivered 94.9% in June and continue to
demonstrate an upwards trajectory following the recent improvements generated from the wait list initiatives
(Phase 1) with 6 new substantive staff and the IESO digital e-CBT pilot. Similar effects can be seen within
the 6 weeks ‘on entry’ performance, which significantly increased in month to 76.5%. These on entry figures
are anticipated to be reflected in ‘on exit’ figures late in Q2 2019, in line with the service recovery plan.
These improvements can also be seen within the Salford waiting list, which now shows that the majority of
waiters are now in the 0-6 week bracket after 2 years of significant 18+ week waits. The overall number of
RTT relevant waiters current stands at 454, compared with 1800 when the WLI process started in late
January. There are a further 198 waiters for Step 3+ treatment, however, whilst these are not RTT reportable,
the service strive towards treatment of this cohort in line with RTT targets as best practice.
Graph 4 - Salford RTT at 6 Weeks

Graph 5 - Salford RTT at 18 Weeks

As discussed earlier in the report referrals into the Salford service remain at an unprecedented high level,
with 486 referrals into the service in June, which has been consistent since January. These levels do impact
on the services ability to dramatically reduce the waiting list whilst the demand for treatment starts is so much
higher than commissioned levels. The service continues to deliver treatment starts consistently above the
currently commissioned 202 with the support of the GMMH at risk investment, achieving 234 in June. As
discussed in detail earlier the service continues to have a regular dialogue with the CCG on this issue and
will look to secure relevant investment for the actual demand in number of treatment starts in the Division to
ensure the service is able to deliver a sustainable model in the future.
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Conclusion:
The delivery of IAPT services across the GMMH footprint differs in each Division depending on the model
of pathway delivery commissioned by the CCG. It is worth noting the divisions in which GMMH lead on the
pathway and sub contract step 2 appear to have better compliance with the targets as a whole as effective
clinical leadership is in place to enable seamless management of the referrals into the right step in the
model as well as operational leadership that supports the data and effective management of activity at each
step. In the absence of this, evident in Salford, the service is experiencing over referral and understanding
this is difficult without being able to examine the levels and types of referrals going into step 2.
The use of innovative ways of delivering IAPT compliant services will need to be adopted as the stretch
target comes on line, particularly the 25% target expected by quarter 4 20/21. Using digital solutions,
currently being discussed as part of the GMMH digital strategy looking at a range of solutions with a range
of providers, as this will be critical to our business case proposals to the CCGs. Other solutions will include
engaging our third sector partners, linking closer to existing services such as psychological medicine in
long term conditions and education to primary care professionals will all need to feature in future models of
IAPT service delivery in order to continue to meet prevalence as well as RTT and recovery targets.
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Safe Staffing Report: Quarter 1 (2019/20)
Safe staffing: fill rates and skill mix:
Quarter 1 (2019/20)
1

Introduction

1.1

This report is a new quarterly safe staffing report for board. It complements the bi-annual safe
staffing report which contains a range of triangulation information and is reported to Quality
Improvement Committee and Board.

1.2

The quarterly report is an accumulation of the monthly safe staffing reports which are sent to
NHS Digital using the Strategic Data Collection Service (SCDS). The report covers the months
of April, May and June 2019 (Quarter 1).

1.3

This report follows the Q3 and Q4 (2018/19) report on nursing staffing levels and skill mix and
the May fill rates which was noted at Board in June 2019.

2

Background

2.1

GMMH is required to report inpatient Registered Nurse (RN) and Care Staff hours to NHS
Digital via the Strategic Data Collection service on a monthly basis. These reports are published
on the Trust website on a monthly basis.
GMMH has a policy on safe staffing and a procedure for planning and resourcing staffing
levels.

3

Fill rates

3.1

Fill rates refer to the relationship between planned and actual staffing levels. The tables below
show average fills rates for Quarter 1 (2019/20). Averages are derived from daily fill rates to
provide monthly and quarterly average totals. The Trust publishes staffing levels on a monthly
basis on the Safe Staffing page of the externally facing website (see
https://www.gmmh.nhs.uk/safe-staffing). Reports are within Standards section.

3.2

Fill rates of 100% show that planned and actual staffing levels match, both in terms of skill mix
and overall staff numbers. Rates of 100-150% are shown in green and are generally accounted
for by additional observations. Those above 150% are generally on account of consistently
high observations and are shown in blue. Fill rates which are below the 90% standard
threshold set by GMMH and other Mental Health Trusts are shown in amber. Those which fall
below the Trust threshold are shown in red.

3.3

The tables below show average quarterly fill rates by registered nurse, by care staff and as
combined staffing levels.

3.4

Assurance narrative is supplied by the responsible Associate Directors.

North Manchester
Division

Ward

North Manchester

Acacia
Safire
Anson Road
Elm
Juniper
Laurel
Maple
Mulberry
Poplar
Redwood

Day

Average
fill rate
(RNs)
(%)

Average
fill rate
(Care
staff)
(%)

121.1
97.8
124.6
74.4
87.9
69.5
81.1
84.6
73.2
85.3

92.1
140
86.1
135.2
218.3
147.3
198.8
122.2
142.4
105.8

Combin
ed
averag
e fill
rates
(RNs +
Care
staff
(%)

106.6
118.9
105.4
104.8
153.1
108.4
140
103.4
107.8
95.6

Average
fill rate
(RNs)
(%)

98.9
106.6
100
96.8
100.2
102.4
94
97.4
94.2
96.3

Night

Average
fill rate
(Care
staff)
(%)

105
154.3
104.5
123.6
229.3
158.1
236.2
126.4
118.6
89.5

Combi
ned
averag
e fill
rates
(RNs +
Care
staff
(%)

102
130.5
102.3
110.2
164.8
130.2
165.1
111.9
106.4
92.9

comments

The staffing establishments have
recently been reviewed for
afternoon shifts – this is not
currently reflected in the report
and explains the apparent
shortfall across most wards. This
has since been reconciled with
Health Roster.

With the exception of Anson Rd, North Manchester wards had combined daytime staffing levels that
met or exceeded planned levels. There were high levels of observations on Juniper ward (PICU) and
Maple ward (Later Life). An action plan is in place to reduce levels of increased observations at Park
House.
All wards met or exceeded planned night staffing levels with the exception of Redwood ward which
had staffing levels below 100% but above the 90% threshold set by GMMH.
South Manchester
Division

Ward

South Manchester

Anderson
Blake
Bronte
Cavendish

Day

Average
fill rate
(RNs)
(%)

Average
fill rate
(Care
staff)
(%)

104.8
138.6
96.2
64.4

138.4
96.6
99.3
144.8

Combin
ed
averag
e fill
rates
(RNs +
Care
staff
(%)

121.6
117.6
97.8
104.6

Average
fill rate
(RNs)
(%)

94.9
102.2
98.3
93.9

Night

Average
fill rate
(Care
staff)
(%)

207
146.8
112.8
151.9

Combi
ned
averag
e fill
rates
(RNs +
Care
staff
(%)

Comments

151
124.5
105.6
122.9

With the exception of Bronte ward where daytime combined staffing levels for Bronte were slightly
below 100%, all wards met or exceeded their planned staffing levels for both day and night shifts.
There were high levels of observations on Cavendish ward (Later Life).

Bolton
Division

Ward

Bolton

Beech
Maple House
Oak

Day

Average
fill rate
(RNs)
(%)

Average
fill rate
(Care
staff)
(%)

66.0
103.2
107.4

120.1
96.4
191.3

Combin
ed
averag
e fill
rates
(RNs +
Care
staff
(%)

93
98.8
149.3

Average
fill rate
(RNs)
(%)

98.1
100
104.7

Night

Average
fill rate
(Care
staff)
(%)

150.1
125.7
221.4

Combi
ned
averag
e fill
rates
(RNs +
Care
staff
(%)

Comments

108.2
112.9
163

No wards fell below the 90% fill rate threshold when skill mix was combined. The high fill rates on Oak
ward were due to observations.
Salford
Division

Ward

Salford

Bramley St
Copeland
Chaucer
Eagleton
Keats
MacColl
Delamere
Holly
Hazelwood

Day

Average
fill rate
(RNs)
(%)

Average
fill rate
(Care
staff)
(%)

76.8
105.5
96.9
80.2
107.7
120.9
96.1
104.1
120.8

96.8
108.5
166.9
133.7
102.4
138.9
170.1
237.3
134.1

Combin
ed
averag
e fill
rates
(RNs +
Care
staff
(%)

86.8
107
131.9
106.9
105
129.9
133.1
170.7
127.5

Average
fill rate
(RNs)
(%)

102.2
100
101.4
98.2
106.6
102.2
99.4
99.9
95.6

Night

Average
fill rate
(Care
staff)
(%)

100.6
116.7
170.3
77.8
103.1
110.8
169.8
229.1
122.8

Combi
ned
averag
e fill
rates
(RNs +
Care
staff
(%)

Comments

101.4
108.3
135.9
88
104.8
106.5
134.6
164.5
109.2

With the exception of Bramley St during the day and Eagleton ward at night, all wards had combined
daytime staffing levels that met or exceeded planned levels. There were high levels of observations
on Chaucer ward (PICU) and at Woodlands (Later Life).
Trafford
Division

Ward

Average
fill rate
(RNs)
(%)

Day

Average
fill rate
(Care
staff)
(%)

Combin
ed
averag
e fill
rates
(RNs +
Care
staff
(%)

Average
fill rate
(RNs)
(%)

Night

Average
fill rate
(Care
staff)
(%)

Combi
ned
averag
e fill
rates
(RNs +
Care
staff
(%)

Comments

Trafford

Brook
Irwell
Medlock
Greenway
Bollin

71.8
98.6
92.5
85.6
110.2

161.6
126.7
140.1
180.3
180.8

116.7
112.6
116.2
133
145.5

92.7
97.9
95.2
100.2
103.3

122.4
147.2
138.8
302.5
144.3

107.5
122.5
117
201
123.8

All wards met or exceeded planned combined staffing levels for both day and night shifts. There were
high levels of observations on Brook ward and on Bollin and Greenway wards (Later Life).
Adult Forensic Services
Division

Ward

Adult Forensic
Services

Day

Average
fill rate
(RNs)
(%)

Average
fill rate
(Care
staff)
(%)

Borrowdale

48.2

71.2

Buttermere
Coniston
Dovedale
Eskdale
Ferndale

66.3
49
75.4
57.1
51.5

Hayeswater
Keswick
Rydal
Silverdale
Ullswater
Derwent

Night

Combin
ed
averag
e fill
rates
(RNs +
Care
staff
(%)

Average
fill rate
(RNs)
(%)

Average
fill rate
(Care
staff)
(%)

Combi
ned
averag
e fill
rates
(RNs +
Care
staff
(%)

59.7

63.6

57.7

141.5
138.6
132.2
220.2
138.8

103.9
93.8
103.8
138.7
95.1

85.6
90.1
100
106.5
83.9

139.1
113.1
123.7
168.8
90.6

112.3
101.6
111.9
137.7
87.2

64
109.1

162.3
78.8

113.2
94

93
19.8

160
74.5

126.5
47.1

65.8
62
74.8
147.5

111.7
123.2
92
142.9

88.8
92.6
83.4
145.2

98.7
97.7
88.7
49.6

126.4
90.8
111
50.2

112.6
94.3
99.9
49.9

Average
fill rate
(RNs)
(%)

Average
fill rate
(Care
staff)
(%)

Average
fill rate
(RNs)
(%)

75.7
53
56.3

141.8
63.8
177.1

Combin
ed
averag
e fill
rates
(RNs +
Care
staff
(%)

60.7

Comments

Ward closed 3rd June: April, May,
June data available

Staff moves to support high risk
escorts and seclusion in April and
May
WEMSS
Clinical model for Keswick and
Ullswater mean that it is staffed
as single area at night. Future
reports will reflect this model.

As above for Keswick
Ward was opened on 28th May.
Demand template incorrect for
nights and will be corrected for
Q2.

Low Secure / Step Down
Division

Ward

Low Secure Services
and Step Down

Delaney
Isherwood
Kingsley

Day

108.8
58.4
116.7

101.8
92.9
98.1

Night

Average
fill rate
(Care
staff)
(%)

103.5
103.5
117

Combi
ned
averag
e fill
rates
(RNs +
Care
staff
(%)

102.7
98.2
107.6

Comments

Ward opened 2nd April

Newland
Rockley House

105.4
153.5

101.9
159

103.7
156.2

100.8
98.4

106
105.1

103.4
101.8

Wentworth
Loweswater

44
55

112.4
117

78.2
86

101.1
103.1

97.9
272.1

99.9
187.6

Ward closed on 28th May.
Temporary increase in staff to
support move to Derwent.
Ward opened early June: June
data available

Within AFS wards are designated to 3 levels. Acute admission wards (Level 1) are Eskdale, Rydal,
Dovedale, Hayeswater and Buttermere. Observations are high and are monitored daily. Treatment
and rehabilitation wards (Level 2) are Silverdale, Coniston, Loweswater and Ferndale. Patients require
less observations than those on level 1 wards. Pre-discharge wards (Level 3) are Derwent, Ullswater
and Keswick. Patients are more independent and the staffing establishment is reflective of this.
Changes to a number of wards within Adult Forensic Services have affected the fill rates within Quarter
1. These are expected to reconcile in Quarter 2 when the planning templates have been adjusted.
Measures remain in place to support wards where planned staffing fill rates are not achieved, and to
ensure safe and effective services are delivered. Where wards have not been able to meet optimum
planned Registered Nurse fill rates, i.e. having 2 Registered Nurses on duty, this has been covered by
care staff to ensure effective numbers are maintained. All Wards have at least one Registered Nurse
rostered on duty to ensure safe delivery of care.
Where challenges to fill rates are experienced, AFS have a designated experienced ‘Duty Manager’
(band 6) who is supernumerary. Their role is to provide leadership and support to ward staff. They link
with on-call and Operational Managers to provide additional support when resourcing the unit and
can cover wards in a qualified capacity where required. At night there are two Duty Managers and a
supernumerary band 3 support worker who is also able to provide additional support for unforeseen
events such as high risks escorts. The Service Manager meets daily with the Operational Managers to
review the staffing levels, review the unit acuity and seek to gather assurances that staffing levels are
safe.
With the exception of those wards that have changed function or have been opened or closed within
quarter, all AFS wards, other than Ullswater had combined daytime staffing levels above the 90%
threshold. High levels of observations on Hayeswater Ward (Women’s Enhanced Medium Secure
Service) accounted for increased staffing levels.
Night time fill rate exceptions are as follows:
Ullswater and Keswick deliver a combined model of care at night which was not reflected in the
demand templates during Quarter 1 but has been corrected for Quarter 2.
The planned closure and move of Rockley House to Derwent Ward occurred on 28th May. Prior to this
Derwent had been unoccupied. Figures for Rockley are for April/May and for Derwent June only. The
demand template for Derwent is incorrect for nights and will be rectified for Quarter 2.
The planned closure of Borrowdale Ward occurred on 3rd June and due to reduced patient numbers
in the lead up to this date operated on planned reduced staffing levels.
Ferndale supported the staffing of high risk escorts in other areas in the months of April and May.
Isherwood is reporting reduced staffing levels during days. This is related to an incorrect demand
template and data will be corrected for Quarter 2.

Loweswater opened on 3rd June with changes to staffing to reflect the new clinical model. Data will
be corrected for Q2.
Substance Misuse Services
Division

Ward

SMS

CBU

Day

Average
fill rate
(RNs)
(%)

Average
fill rate
(Care
staff)
(%)

86.2

52.7

Combin
ed
averag
e fill
rates
(RNs +
Care
staff
(%)

69.5

Average
fill rate
(RNs)
(%)

57

Night

Average
fill rate
(Care
staff)
(%)

83.3

Combi
ned
averag
e fill
rates
(RNs +
Care
staff
(%)

70.2

Comments

Ward numbers flex to meet
demand, the current tool is not
able to reflect this need.

Fill rates in CBU are not reflective of the need for the current clinical model to flex depending on
demand. CBU operates a model whereby depending on the occupancy within the service, staffing is
increased or lowered to safely meet the needs of those within the service. The reporting mechanisms
are not able to reflect this at this time, however, going forward this will be reviewed.
CAMHS
Division

Ward

CAMHS

Gardener Unit
Griffin
J17 – Pegasus
J17 - Phoenix

Day

Average
fill rate
(RNs)
(%)

Average
fill rate
(Care
staff)
(%)

148.7
47.7
120.7
64

112.4
162.8
113.7
100.7

Combin
ed
averag
e fill
rates
(RNs +
Care
staff
(%)

130.6
105.2
117.2
82.4

Average
fill rate
(RNs)
(%)

101.1
96.8
94.8
88.4

Night

Average
fill rate
(Care
staff)
(%)

97.9
128.3
105.1
103.5

Combi
ned
averag
e fill
rates
(RNs +
Care
staff
(%)

Comments

99.5
112.6
100
96

On Griffin ward combined staffing levels of Registered Nurses and care staff enabled the ward to
achieve safe staffing levels. Phoenix ward is a 5-bedded ward. Currently there are 3 beds occupied.
Due to lower levels of demand on Phoenix, staff have been redeployed to Pegasus ward. The demand
template does not currently have the capabilities to reflect these changes.
JDU
The JDU fill rate does not capture all staff rostered onto shifts, for example the STR workers. The
demand template and Healthroster will be updated for Q2.

Mental Health and Deafness
Division

Ward

MHD

JDU

Day

Average
fill rate
(RNs)
(%)

Average
fill rate
(Care
staff)
(%)

76.2

83.7

Combin
ed
averag
e fill
rates
(RNs +
Care
staff
(%)

80

Average
fill rate
(RNs)
(%)

99.8

Night

Average
fill rate
(Care
staff)
(%)

105.8

Combi
ned
averag
e fill
rates
(RNs +
Care
staff
(%)

Comments

102.8
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Summary

4.1

When Registered Nurse and Care staff hours were combined the majority of wards met or
exceeded their planned staffing levels in Quarter 1.

4.2

Where there was a reduction in planned Registered Nurse staff this was generally offset by an
increase in care staff. This equated to staffing levels that met or exceeded planned levels for
the majority of both day and night shifts.

4.3

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.

4.4

A number of wards fell below the daytime planned staffing levels when fill rates were
combined. However, wards are supported by a range of supernumerary roles which are not
usually reflected in the fill rates unless they are planned in for exceptional reasons. These
include ward managers, matrons and service managers.

4.5

All service areas operate daily staffing review meetings or ‘huddles’ where decisions may be
taken to move staff to deploy resources most effectively. These responsive changes do not
get reflected in the fill rates.

4.6

At night most wards were above the 90% threshold with the exception of AFS where a number
of ward changes have occurred in Quarter 1 which has affected the planning templates and
reports. This will be reconciled for Quarter 2

4.7

Planning is underway to pilot the Mental Health Optimal Safe Staffing tool within Adult
Forensic Services.
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Recommendations
Board of Directors are asked to note the fill rates and assurance narrative for Quarter 1 and
the steps being taken in Quarter 2 to further strengthen the governance of safe staffing levels.

Tim McDougall, Associate Director of Nursing
Adam Young, Associate Director of Operations
John Walker, Associate Director of Operations
Clair Carson, Associate Director of Operations
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Gill Green – Director of Nursing and Governance
Rebecca McCarren – Head of Integrated Healthcare and DIPC

REPORT SUMMARY:

An annual report of Infection Prevention and Control (IPC) activity has taken place
within GMMH during 2018/19 and is summarised in this report.
The report details the governance arrangements which surround our IPC practices
and provides assurance that the trust is compliant with the relevant Health and
Social Care Act standards.
Annual outbreak data for nationally reportable infections are included along with
the outcomes of the quarterly hand hygiene and the annual environmental audits
which have taken place during 2018/19.
The Trust met all the requirements of the Healthcare Associated Infections (HCAI)
framework during 2018/19. There were no major incidents related to Methicillin
Resistant Staphylococcus Aureus (MRSA) and no cases of GMMH acquired
Clostridium Difficile during 2018/19.
For 2018/19, the Trust was set a flu vaccination uptake target of 75% by NHS
England and this formed a National CQUIN for 2018/19. The Trust vaccinated
77.55% of our frontline staff which exceeded our performance target for the year
and surpassed the National average of 71% uptake.

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

Health and Social Care Act

REGULATORY
IMPLICATIONS (CQC/NHSI):

CQC

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

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

Assurance

RECOMMENDATIONS:

Board of Directors is asked to note the report and measures the Trust is taking to
maintain the required standards of IPC in our clinical services.

x

Approval/Decision
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Infection Prevention and Control
Annual Report 2018-2019

Rebecca McCarren
Director of Infection and Prevention Control
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1.

IPC Governance arrangements

The Trust has a designated Director of Infection Prevention and Control (DIPC). This role is
presently assigned to the Head of Integrated Healthcare who also has management responsibility
for the Infection Prevention and Control (IPC) Team. The named IPC Doctor is the Trusts Medical
Director
The DIPC chairs the quarterly IPC Committee, and is responsible for ensuring the implementation
of the Health Care Associated Infections Assurance (HCAI) Framework. The DIPC is responsible
for providing an annual report to the Trust Board of Directors confirming IPC assurance, and
summarising IPC activity undertaken across the Trust. The Medical Director (named IPC doctor)
chairs the Medicines Management Committee and the Quality Improvement in Clinical Care
Group which receives the annual IPC audit and bi annual antimicrobial prescribing audits.
The Senior Nurse for Infection Prevention and Control (Band 7) is responsible for the day-to-day
leadership, management, and delivery of the IPC agenda and leads on the completion of the
annual IPC audit. They are supported by an Infection Prevention and Control Nurse (Band 6) who
commenced in November 2017.
The Divisional Matrons are responsible for monitoring local IPC procedures and providing
additional training and local IPC cover arrangements.
Royal Bolton Hospital NHS Foundation Trust provides microbiology advice and support, and ‘out
of hours’ IPC advice under a Service Level Agreement for the former GMW services.
The Pharmacy division has a designated antimicrobial and infection prevention pharmacist who
has particular focus on antimicrobial stewardship. This pharmacist works closely with the IPC
Committee and IPC team and undertakes regular audits of practice measured against the Trust’s
antimicrobial guidelines.
Throughout 2018-19 the IPC team have been harmonising the governance and assurance
processes across GMMH. Feedback on this throughout the year has been noted via a quarterly
Chair’s report presented at the Quality Improvement Committee (QIC) following each IPC
Committee and also via quarterly quality report prepared by the Nursing and Governance
Department and presented at QIC.
2.

HCAI Assurance Framework

The Trust met all the requirements of the HCAI framework during 2018/19.
In order to strengthen the oversight of this the IPC Team are in the process of developing a new
Health & Social Care 2008 criteria spreadsheet to allow the organisation to complete an ongoing
self-assessment of its compliance with the standards. This will be monitored through the IPC
committee and inform the IPC annual work plan.
3.

Emergency Planning

The IPC team continues to coordinate and monitor the annual Influenza Vaccination program. For
2018/19, the Trust was set a vaccination uptake target of 75% by NHS England and this formed
a National CQUIN for 2018/19. During the flu season (October 2018- February 2019), all service
users identified within the high-risk groups for influenza (as per national guidance) were offered
vaccinations. We trained 99 flu fighters, developed an IT infrastructure, invested in staff incentives
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and delivered strategic key messages as part of our communication action plan. We also
developed and maintained an influenza webpage throughout the flu season.
77.55% of our frontline staff were vaccinated, which exceeded our performance target for the year
and also exceeded the national average of 71% uptake. All Divisions and all professional groups
within the trust achieved at least a 70% uptake.
We are aware that for 2019/20 the uptake target will be increased to 80% and once again will be
a National CQUIN.
4.

Reportable Infections

4.1

MRSA

There were no major incidents related to Methicillin Resistant Staphylococcus Aureus (MRSA)
during 2018/19.
4.2

Clostridium Difficile

There were no case of GMMH acquired Clostridium Difficile during 2018/19.
4.3

Norovirus

During 2018/19, there were 4 outbreaks of diarrhoea and vomiting (D&V) but this was not
confirmed by microbiology or virology. In all 4 cases ward closure was not required and the clinical
team managed the outbreak though alternative control methods under the strict guidance of the
IPC team.
There was one ward closure on Maple Ward during December 2018. This was due to an
outbreak of Scabies. On this occasion the ward was required to be closed for a period of 11
days while a full eradication and decontamination was completed.

Total
Patients
Affected

No

0

6

D&V
D&V
D&V

No
No
No

1
2
0

3
4
6

Other

Yes

4

5

Ward
Closed

Maple Ward
John Denmark UnitJDU
Greenway Ward
Cavendish

D&V

Maple Ward

Service

4.4

Total
Staff
Affected

IPC
Type

Ward
Closed
Date

05-Dec18

Ward
Open
Date

16-Dec18

Sepsis

The Trust is currently in the process of developing a standardised approach to sepsis screening
and reporting of incidents which will be incorporated into the launch of NEWS 2 during 2019.
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4.5

Bacteremia

There were no cases of Bacteremia of any origin reported during 2018/19.
5.

Education and Training

The education and training programme for IPC Link Workers was temporarily suspended during
the early part of 2018/19 whilst it was redesigned and harmonised across GMMH. A quarterly
training programme has since been developed and the first session was delivered in September
2018.
During 2018-19, the IPC team have continued to deliver the IPC mandatory training. The following
modules remain in place for staff IPC training.
Level 1 – Non patient facing staff (3 yearly)
Level 2 – Housekeepers and Domestic Staff (annual)
Level 3 – Clinical patient facing staff (annual)
Workforce training figures at the end of March 2018 indicated that our staff compliance with this
training was as follows:

31 March
2019

Infection
Prevention
Level 1

Infection
Prevention
Level 2

Infection
Prevention
Level 3

79%

73%

77%

Mandatory training compliance is monitored at the Workforce Strategy Programme Board.
IPC training for any agency and bank staff is now provided through the agency employer due to
the change in temporary resourcing provider to NHS Professionals.
6.

ANTT- (Aseptic Non-Touch Technique)

During 2018/19, records of ANTT compliance have been uploaded to the GMMH on line learning
hub. We currently have 1711 staff compliant (77%) and we continue to provide ANTT
training/assessments via the nurse preceptorship programme and junior doctor rotational
programme.
We continue to provide additional assurances that ANTT has been embedded into practice via
the environmental infection control audits. ANTT is an audit standard in which areas such as the
availability of ANTT equipment, availability of posters and added assurance that the nurse
available during the inspection can mock up an ANTT procedure.
To provide ongoing ANTT training/assessments for 2019/20. The IPC team have completed a full
review of ANTT training provision and have made the following recommendations:
Phase 1
On-site train the trainer sessions by The Association for Safe Aseptic Practice (ASAP)
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1.IPC team recommend a total of four train the trainer sessions to ensure we have enough trainers
in practice areas to assess staff.
2.The Infection prevention and Control team will be trained alongside the selected staff from each
district and can train further trainers if required.
Phase 2
Once we have acquired the package and trained the assessors IM&T and Learning and
Development will incorporate the ANTT learning package into the GMMH Learning Hub.
This will be delivered during the 2019/20 IPC work plan, subject to funding.
7.

Audit

7.1

Annual IPC audit

The infection prevention environmental audit has been fully completed during 2018/19 and this is
the first year the whole of Greater Manchester Mental Health NHS Foundation Trust (GMMH) has
been audited using a harmonised approach across all services. For 2018/19 the Divisions audited
all except Manchester (80%) achieved a result of 85% or more. The Trust needs to achieve a
compliance rate of at least 85% to in line with the Infection Prevention Society recommendations
for clinical environments.
TOTAL BOLTON AVERAGE COMPLIANCE
TOTAL MANCHESTER AVERAGE COMPLIANCE
TOTAL RIBS AVERAGE COMPLIANCE
TOTAL SALFORD AVERAGE COMPLIANCE
TOTAL TRAFFORD AVERAGE COMPLIANCE
TOTAL CAMHS AVERAGE COMPLIANCE
TOTAL HEALTH & JUSTICE AVERAGE COMPLIANCE
TOTAL SECURE AVERAGE COMPLIANCE
TOTAL SMS AVERAGE COMPLIANCE

90 %
80 %
89 %
90 %
88 %
97 %
90 %
91 %
92 %

The IPC team have audited 105 clinical inpatient areas with the assistance of either a Matron,
Ward Manager or Infection Control Link Nurse. Throughout the year new buildings/services have
become operational and others have ceased/closed. Each area however has had at least an initial
audit throughout the year. A member of the IPC team has audited all community/prison areas with
the assistance of either a Team Manager or an Infection Prevention Link Nurse.
The IPC team have scheduled service visits throughout 2018-19 and these have been published
on a monthly basis on the infection prevention pages of the trust intranet.
In total, there were 67 Inpatient/residential areas involved in the audit, 22 community
areas/substance misuse services, 10 prisons and 6 treatment suites. In addition to this the IPC
team have specifically audited the externally commissioned dental provision at Edenfield and
HMP Manchester to get assurance against the HTM 01 05 standards.
Clinical audit results are now entered into a centralised IPC database which is overseen by the
Nursing and Governance Department and provides both monthly and quarterly reports to clinical
services to assist with environmental monitoring. Additional work has been completed on this
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database during 2018/19 and we are now logging all estates and facilities issues and providing
monthly reports to the Estates and Facilities Department. Resolution to these issues is monitored
at the quarterly IPC committee.
There are occasions when buildings/services are re-audited throughout the year in addition to the
initial audit. This is usually in response to concerns raised regarding the standards of infection
prevention and control. The re audit is determined by the IPC team and where this is planned in
response to a red RAG rating the re-audit should take place as a minimum within 1 month of a
specific action plan being put in place by the IPC team to improve standards. In cases of amber
RAG ratings, the re-audit is completed within 3 months.
During 2018/19 25 re-audits were carried out during the audit period. The audits and re-audits
are usually planned in advance by the Infection Prevention and Control Team, however, there are
occasions when a random unannounced audit and visit will take place following
incidents/concerns.

IPC RAG Scoring
The RAG rating detailed below is taken from the Infection Prevention Society nationally applied
RAG scoring which is informed buy the clinical standards audited in each environment.
Less than 74%

75% - 84 %

Compliance 85%
and over

N/A (not applicable)

Ownership for writing the action plans associated with the environmental audits has and will
continue to remain with the IPC team as this gives the team a greater overview and understanding
of the issues affecting clinical areas. These will be uploaded onto the centralised IPC database
and Matrons will be asked to provide assurance against the necessary actions at the IPC
Committee.
In addition to this it is important to note that the IPC team have responded to a number of requests
throughout the year to complete urgent environmental reviews. These have taken place in
addition to the planned yearly audits as part of our ongoing quality assurance process and in
response to any incidents or complains which leads to a cause for concern in any clinical area.
Audit Scores for 2018-19
INPATIENT / RESIDENTIAL AREAS
Table 1 – Details the 167 Inpatient areas audited as part of the 2018/19 audit cycle.
DIVISION
Bolton
Bolton
Bolton
Bolton
Manchester
Manchester
Manchester
Manchester

WARD/SERVICE
136 Suite - Bolton
Beech
Maple House
Oak
136 Suite - Manchester
Andersen
Blake
Bronte
6

SERVICE TYPE
136 Suite
Acute
PICU
Acute
136 Suite
Mother & Baby
PICU
Acute

Manchester
Manchester
Manchester
Manchester
Manchester
Manchester
Manchester
Manchester
Manchester
RIBS
RIBS
RIBS
RIBS
RIBS
RIBS
RIBS
RIBS
Salford
Salford
Salford
Salford
Salford
Salford
Salford
Salford
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services

Cavendish
Elm Ward
Juniper
Laurel - Park House
Maple Ward - Park House
Mulberry
Poplar
Redwood
Safire
Acacia
Anson Road
Braeburn House - Builie Hill
Braeburn House - Light Oaks
Braeburn House - The Crescent
Bramley St
Copeland
Honeysuckle
136 Suite - Salford
Chaucer Ward
Delamere - Woodlands
Eagleton Ward
Hazelwood - Woodlands
Holly - Woodlands
Keats
MacColl
Barton Moss Secure Children's Home
Borrowdale - AFS
Buttermere - AFS
Apollo Ward - Chapman Barker Unit
Atlas Ward – Chapman Barker Unit
Athena Ward – Chapman Barker Unit
Coniston - AFS
Delaney -AFS
Derwent -AFS
Dovedale - AFS
Eskdale - AFS
Ferndale -AFS
Gardner
Griffin
Hayeswater - AFS
Isherwood - AFS
JDU
Keswick - AFS
Loweswater - AFS
Newlands - AFS
Pegasus
Phoenix
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Later Life
Acute
PICU
Acute
Later Life
Acute
Acute
Acute
Urgent Care Assessment
Rehab
Rehab
Rehab
Rehab
Rehab
Rehab
Rehab
Rehab
136 Suite
PICU
Later Life
Acute
Later Life
Later Life
Acute
Acute
CAMHS
Secure
Secure
SMS
SMS
SMS
Secure
Secure
Secure
Secure
Secure
Secure
CAMHS
CAMHS
Secure
Secure
Specialist
Secure
Secure
Secure
CAMHS
CAMHS

Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Trafford
Trafford
Trafford
Trafford
Trafford
Trafford

Rockley - AFS
Rydal - AFS
Silverdale - AFS
St Catherine's
Ullswater - AFS
Wentworth - AFS
136 Suite - Trafford
Bollin
Brook
Greenway
Irwell
Medlock

Secure
Secure
Secure
CAMHS
Secure
Secure
136 Suite
Later Life
Acute
Later Life
PICU
Acute

COMMUNITY
Table 2 – Details the 22 Community Areas audited as part of the 2018/19 audit cycle
DIVISION
Bolton
Bolton
Manchester
Manchester
Manchester
Manchester
Manchester
Manchester
Salford
Salford
Salford
Salford
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Trafford

WARD/SERVICE
Bentley House
Breighmet Health Centre
Brian Hore Unit
Brook Heys
Hexagon Towers
Kath Locke Centre
Kingslea House
MacCartney House
Cromwell House
EIT (Broadwalk Centre)
Prescott House
Ramsgate House
SMS Achieve King St
SMS Aim - Trafford Drug Service
Unity Barrow in Furness
Beacon House
Unity Carlisle
Unity Kendal
Unity Whitehaven
Unity Workington
SMS Achieve Acton Square*
Crossgate House
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SERVICE TYPE
Community
Community
Community
Community
Community
Community
Community
Community
Community
Community
Community
Community
Community
SMS
SMS
SMS
SMS
SMS
SMS
SMS
SMS
SMS

HMP
Table 3 – Details the 8 Prisons audited as part of the 2018/19 audit cycle.
DIVISION
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
Specialist Services
*No clinical activity

WARD/SERVICE
HMP Buckley Hall
HMP Garth
HMP Hindley
HMP Manchester
HMP New Hall
HMP Risley
HMP Styal
HMP Thorncross
HMP Wymott
HMP Forest Bank *

Table 4 – Details the 6 Treatment Suites (4 x ECT, 1 Physical Health, 2 x Dental) audited
as part of the 2018/19 audit cycle.
DIVISION
Bolton
Trafford
Manchester
Manchester
SSN
SSN
SSN

TREATMENT SUITE
ECT Bolton
ECT Clozapine Clinic
ECT Clozapine Clinic Laureate House
ECT Clozapine Clinic Park House
Physical Health Clinic - Edenfield Centre
Dental Room - Edenfield Centre
Dental Room – HMP Manchester

RESULTS OVERVIEW OF ALL CLINICAL AREAS
Inpatients
Table 5 below shows the rag rated compliance per inpatient area, 67* wards/ services (6 divisions
- AFS, CAMHS, SMS, Manchester, Salford and Trafford). An initial audit was carried out at
Manchester 136 Suite however there is no RAG rated audit and therefore this is not included
within the results below. N=66. The inpatient compliance table indicates compliance in eight of
the ten areas.
Table 5
INPATIENT
Management
Hand Hygiene
Environment
Waste
Body Fluid Spills

75% AND
LESS
24
7
11
14
11

76%-84%

85% +

0
14
17
2
0

42
45
38
50
55
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OVERALL
COMPLIANCE %
88%
90%
84%
89%
95%

PPE
3
2
Sharps
20
15
Medication/Vaccine Storage
0
7
Specimen Handling
6
15
Decontamination
6
9
TOTAL INPATIENT AVERAGE COMPLIANCE

61
31
59
45
51

95%
84%
94%
92%
90%
90%

67 inpatient areas were audited. The inpatient standards table above illustrates compliance in
most areas with the exception of: •
•

Environment
Sharps.

Overall inpatient compliance achieved 90%.
Community
Table 6 below show the RAG rated compliance per area for community services, 22* services.
There is no RAG scoring for SMS Achieve Acton Square as there is no clinical activity and
therefore is not included within the results below. N=21. The community standards table
illustrates compliance in three areas.
Table 6
COMMUNITY

75% AND
76%-84%
LESS
Management
9
Hand Hygiene
4
3
Environment
9
4
Waste
6
1
Body Fluid Spills
8
PPE
5
Sharps
4
7
Medication/Vaccine Storage
2
Specimen Handling
2
0
Decontamination
3
1
TOTAL COMMUNITY AVERAGE COMPLIANCE
Areas that did not attain compliance are: •

Environment

Areas that require further consideration/improvement are: •
•
•
•
•
•

Management;
Hand Hygiene;
Body Fluid Spills
Sharps;
Medication/Vaccine Storage;
Specimen Handling;
10

85% +
12
14
8
14
13
16
10
19
17
17

OVERALL
COMPLIANCE %
83%
82%
69%
86%
84%
88%
82%
83%
84%
89%
85 %

Overall compliance for community services is 85%.
Treatment Suites and Clinics
Table 7 below shows the RAG rated compliance per area for treatment suites and clinics within
inpatient areas. (4 x ECT Clozapine Clinics, 1 x Physical Health Clinic and 2 x Dental Room).
The Dental Rooms at the Edenfield Centre and HMP Manchester dental are facilitated by an
external provider. The IPC team checks that these are completed annually by the IPC team to
ensure the HTM 01 05 standards are met. There is no RAG rated audit for the dental rooms and
therefore they are not included within the results below. N=5. Treatment suites/clinics standards
table indicated compliance in five areas.
Table 7
TREATMENT
75% AND
76%-84%
85% +
SUITES/CLINICS
LESS
Management
0
0
5
Hand Hygiene
1
4
0
Environment
1
1
3
Waste
3
0
2
Body Fluid Spills
2
0
3
PPE
0
0
5
Sharps
3
0
2
Medication/Vaccine Storage
0
1
4
Specimen Handling
1
0
4
Decontamination
0
1
4
TOTAL TREATMENT SUITES/CLINICS AVERAGE COMPLIANCE

OVERALL
COMPLIANCE %
100%
79%
84%
76%
83%
97%
72%
92%
92%
86%
86 %

HMP
Table 8 below shows the RAG rated compliance per area for HMP standards. There are 10
Prison services (HMP Buckley Hall, HMP Garth, HMP Forest Bank, HMP Hindley, HMP
Manchester, HMP New Hall, HMP Risley, HMP Styal, HMP Wymot, St Josephs Bail Hostel).
There is no RAG scoring for HMP Forest Bank as there is no clinical activity and therefore is not
included within the results below. N=9. 9 prison areas were audited. Due to the prison’s internal
systems some identified standards were measured as N/A which is reflected in the table*. HMP
standards table indicates compliance in nine areas.
Table 8
HMP
Management
Hand Hygiene
Environment
Waste
Body Fluid Spills
PPE *
Sharps

75% AND
LESS
2
1
4
2
1
0
1

76%-84%

85% +

1
3
0
0
0
2

7
7
3
7
8
8
6
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OVERALL
COMPLIANCE%
93%
89%
71%
85%
94%
97%
87%

Medication/Vaccine
0
Storage*
Specimen Handling*
0
Decontamination *
1
TOTAL HMP AVERAGE COMPLIANCE

0

8

3
0

5
8

97%
93%
92%
90 %

Areas that did not attain compliance: •

Environment

Overall compliance achieved for HMP is 90% which is a significant improvement on the 8 prisons
audited during 2017/18 which achieved only 71% compliance.
The IPC team has continued to separate out the IPC audit results for the prisons where GMMH
provide services. This was originally due to a number of issues being raised during the audit
regarding the environment and the varying prison regimes, which influenced GMMH’s ability to
maintain hospital standard IPC measures. In all cases, the prison teams were forwarded the
action plan taken from the audit process and we have worked collaboratively with HMP
Governors and managers to improve standards where possible.
During 2018/19 the IPC team has worked with the Matron for the Specialist Services Network
to agree an escalation process for raising IPC concerns in our health and justice system. This
was implemented during 2018-19 to strengthen further the governance process. Some
significant improvements have been realised during 2018-19 which is reflected in the 2018/19
audit scores, however some areas still require work and this remains a challenge.
HMP Manchester remains on the risk register regarding the provision of cleaning by the
contracted provider AMEY and it is this issue which has directly affected the HMP
environmental scores for 2018/19.
Dissemination of audit results
The annual IPC audit report has been collated by the GMMH clinical audit department and will be
disseminated to the Divisions via the IPC Committee. Clinical area specific action plans from the
audit will be discussed and monitored by the Matrons at the local SLT/ Quality Meetings. The IPC
team will support this activity if necessary and Matrons will be asked to report on the progress of
these action plans at the IPC Committee.
During 2018-19 high level RAG scores have been shared with operational managers at the
monthly Operational Leadership Committee and quarterly reports have been provided to Matrons
ahead of the IPC Committee to strengthen the governance process.
A corporate action plan based on these results will be completed and used to inform the IPC
activity for 2019/20.
7.2

Mattress Audits

In response to the Medicines and Healthcare products Regulatory Agency (MHRA) medical
device alert ‘MDA/2010/002’ issued in January 2010, each inpatient area is expected to
continuously monitor mattress condition. This is led by the Infection Prevention Link Nurses and
involves each mattress in an inpatient area being individually inspected for signs of wear and
damage. The results of these inspections at the present time are monitored locally via the
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Divisional infection prevention meetings. Throughout 2018/19 the IPC team has reviewed the
trust approach to mattress audit and will implement a new harmonised audit process during
2019/20.
In order to provide assurances in the interim an external audit was commissioned by the IPC team
from Drive Divilbis Healthcare who will inspect each mattress in our inpatient services during 1st
-5th April 2019. This audit will form part of the revised quarterly audit that the IPC team have
developed, with this external audit providing the assurance for quarter 1 of 2019/20.
7.3

Hand Hygiene Audit

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

TRUST TOTAL

Quarter 1
97.55%
(6493/6656)

Quarter 2
96.66%
(8785/9089)

Quarter 3
96.43%
(8743/9067)

Quarter 4
96%
(8828/9167)

During 2018/19 the dental provider at Edenfield and HMP Manchester have also been included
in the hand washing audit process to provide additional assurance.
7.4 Antimicrobial Audits
Antimicrobials are an important and valuable resource and good stewardship is essential to
ensure continuing efficacy and reduce Healthcare Associated Infections. Within GMMH, bi-annual
audits are held to ensure stewardship is maintained and that we comply with our local
antimicrobial guidelines. GMMH currently follow GMMMG Antimicrobial and Dental Infection
prescribing guidelines. There are also guidelines produced by GMMH to support the GMMMG
guidelines; ‘Principles of Antimicrobial Prescribing in Mental Health.
The February 2019 audit reviewed the following standards:
1. E-Notes Documentation within 24 hours
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Overall 83% of prescribers made an e-notes entry within 24 hours. The 2018 audit showed 80%
compliance.
Overall compliance with documentation of indication in e notes – 91% Compliance last year 100%
Overall compliance with documentation of name of drug – 98%
Compliance last year 89%
Overall compliance with documentation of duration – 71%
Compliance last year 59%
2. Documentation of reasons for deviation from guidelines
Overall it was found that the documentation of reasons for deviation if prescriptions were noncompliant did occur, but not in all instances. Main deviations not documented were duration of
treatment and choice of antimicrobial. This may be due to the fact that the prescriber was unaware
that they were non-compliant with guidelines.
Choice
Overall 88% of prescriptions reviewed were compliant with choice of antimicrobial. This is lower
than the 2018 audit which found 96% compliance overall. Trafford achieved 100% compliance
with choice.
Dose
Overall 91% of prescriptions reviewed were compliant with dose of antimicrobial. This is slightly
lower than the 2018 audit which found 93% compliance. 100% compliance was achieved at
Trafford,
Duration
83% of prescriptions reviewed were compliant with duration of antimicrobial. This is an
improvement from the 2018 audit which found 76% compliance overall.
3. Indication on chart (prisons are excluded from this standard as the use of SystmOne
precludes the use of inpatient prescription charts)
Overall compliance with documentation of indication on the chart was found to be the same as
last year`s audit at 53%
4. Duration or Review Date on chart (prisons are excluded from this standard as the
use of SystmOne precludes the use of inpatient prescription charts
Overall 80% had a stop or review date on the chart. This is slightly lower than the 2018 audit
which found 83% compliance.
5. Adverse Drug Reactions
Compliance with the standard was 99%. This is just below the percentage in the 2018 audit where
100% compliance was achieved.
6. Pharmacy should intervene appropriately when prescriptions do not comply with
guidelines or are inappropriate
Trafford had no episodes of non-compliance so was excluded from this standard.
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Compliance
SSN 50%
Salford 66%
Bolton 33%
Manchester 60%
Prisons 25%
Although compliance with duration has improved, compliance with choice of antimicrobial has
reduced and compliance with dose is slightly lower than last year. Some incidents of noncompliance with duration were for indications that require a 5-day course (e.g dental abscesses,
acute bronchitis, COPD). Other incidents were related to choice of antimicrobial where the 2nd
choice was prescribed instead of the first line option (e.g. dermatophyte infections). A number of
incidents of non-compliance were from the Prisons directorate. However, this may be in
correlation with high numbers of prescribing and data collection. In addition, data collection at
HMP Buckley was carried out retrospectively and clinical screening of medication was by Lloyds
pharmacy who may not be aware of the antimicrobial guidelines followed by the Trust.
Furthermore, at times it can be difficult to contact a prescriber within the prisons directorate thus
minor deviations are not always queried. Some reasons for non-compliance also had a clear
rationale in the Prison due to patient restrictions (e.g. not in possession of medication and
therefore only able to facilitate BD administration as a maximum)
Actions
• Findings to be disseminated trust-wide via medicines management newsletter.
• A summary of how to treat LRTI`s, dental abscesses and dermatophyte infections to be
included in the MM newsletter
• A summary of results to be included in the Medics Training
• Results to be presented at NIAG, MMG and IPC and pharmacy team meetings
• To increase awareness of guidelines followed by liaising with Lloyds Pharmacy (suppliers
of medication to HMP Buckley)
• Re-audit due Aug / Sept 2019
8.

Sharps Safety

During 2018-19, there have been 33 sharps injuries reported across the Trust. All incidences have
been investigated by the IPC team utilising a harmonised system review. In all cases a member
of the IPC team meets with the individual who has sustained the injury in order to elicit the
circumstances that contributed to the accident occurring, to offer support and learning and to
ensure that the appropriate follow up care has been commenced if needed.
Having reviewed the 33 cases a number of recommendations have manifested in the
implementation of some key actions:
•
•
•
•
•
•

Update of the sharps injury policy in order to harmonise the post incident action protocol
A list of safe sharps has been completed and uploaded to the trust intranet in order to
ensure that correct procurement can occur.
Non-safe sharps have been blocked by procurement.
Splash screens and messenger messages have been circulated highlighting safer sharps
practice.
The IPC team have liaised with the occupational health provider to review the
accountability for Review of risk assessment – this is now completed by PAM
Development of sharps injury posters detailing actions and access to 24/7 hotline
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The IPC team continues to monitor trends via DATIX and share themes with the Infection
Prevention Link Nurses and the IPC committee. Further work will be completed during 2019-20
to refine the DATIX reporting system to ensure that bite injuries which may not automatically be
sent to the IPC team as they are categorised as violence and aggression are included in the
automatic reporting process. In the interim while this is developed the Safewards Lead Nurse is
screening all incidents and liaising with the IPC team as and when necessary.
The IPC team continues to reinforce the importance of sharps safety through mandatory training
and where appropriate through the infection prevention environmental audits, however further
work is required at a local level to ensure improvements in practice standards.
During 2018/19 the IPC team have developed and implemented a trust wide approach to the safe
decontamination of ligature cutters following clinical use. This involved the development of a
standardised procedure which was accompanied with a video presentation detailing how to
complete the process. This procedure was shared regionally at the Infection Prevention Society
quarterly meeting as an example of good practice. The procedure received positive feedback from
IPC colleagues regionally and been taken up by a number of other mental health organisations
as a method of decomtamination.
9.

Policies and Procedures

All former GMW and MMHSC IPC policies have been reviewed as part of the Trust wide policy
alignment process for GMMH. The IPC team have also contributed to the development of the
Pneumococcal Guidelines, Immunisation Guidelines and the Influenza Guidelines.
The following polices have been reviewed during 2018/19
•
•
•
•
•
•
•
•

IPC04 MRSA Policy
IPC05 Tuberculosis Policy
IPC06 Animal Assisted Activities Policy
IPC08 Ectoparasitic Infection & Human Infestation Policy
IPC09 Management of Varicella Zoster Virus Infection - Chicken Pox & Shingles
Guidance
IPC10 Clostridium Difficile Policy
IPC13 Standard Infection Control Precautions and Hand Hygiene Policy
IPC14 Dirty Protest and Decontamination of Equipment Policy

The IPC team have been involved with the dried blood spot testing policy development for
Hepatitis C and also in the development of the trust wide SOP for delivering acupuncture.

10.

Recommendations for action during 2019/20
•
•
•
•
•
•
•

Maintain all IPC/PLACE standards though current assurance processes
Implement and evaluate the new mattress audit tool
Implement a new approach to ANTT training
Complete a review of the Immunisation and Cleaning and Disinfection Policies
Establish IPC involvement with the Water Safety Group led by Estates and Facilities
Establish regular and sustained IPC involvement in their capital development plans for
new clinical areas as well as the ongoing commissioning and decommissioning of clinical
services.
Contribute to the delivery of a GMMH Sepsis Pathway
16

•

Develop a point of care testing process for HIV following needle stick injury

Quality Improvement Committee is asked to note the activity of the IPC team throughout 2018/19
and the assurance provided in this report regarding the maintenance and monitoring of IPC
standards across our clinical services. The annual report will be presented at the Infection
Prevention and Control committee where the annual work plan for the IPC team during 2019/20
will be monitored.
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REPORT SUMMARY:

The report summarises complaints, concerns and compliments activity across the
Trust from April 2018 to March 2019:
•
•
•
•
•

Since 2017/18, the total number of complaints received has increased by
45% to 852 in 18/19 (mainly due to Manchester acquisition and increase of
level 2’s).
436 complaints were upheld or partially upheld
80% of logged concerns helping service users, carers and relatives to access
the services they need, were resolved.
77% of complaints were responded to within agreed timescales.
Learning from complaints continues to strengthen and there have been a
number of quality improvement projects related to complaints in 18/19.

Recommendations
•

•

•
•
•

The CCT will access Quality Improvement Training in 19/20 and review its
approach to complaints, improving the quality of care across frontline
services.
The CCT will continue to support divisions to improve the percentage of
complaints responded to within agreed time scales. Targeted quality
improvement work will happen in SSN and shared across the organisation.
Implement seven minute learning from complaint briefings to ensure
lessons learned from complaints are shared to all staff on an ongoing basis.
Support services to deliver positive learning events for all level 4 & 5
complaints.
Continue working with customer care service leads to raise the profile of
recording compliments so that the Trust records 10% more compliments in
2019 / 20.
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•

All actions will be monitored by the CARE Hub with progress reported on a
quarterly basis to Quality Improvement Committee.

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

x
x

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

REGULATORY
IMPLICATIONS (CQC/NHSI):

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

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board is asked to note this report.

x

Assurance

x

Approval/Decision
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Customer Care Annual Report - April 2018 – March 2019

1. Introduction
This report sets out how complaints, concerns and compliments are managed and how learning is
facilitated within the organisation.
Appendix 1 of the report responds to the organisations statutory requirements in response to the
Local Authority Social Services and National Health Service Complaints (England) Regulations
2009.
2. Definitions
The Customer Care Policy defines complaints, concerns and compliments as:
2.1
Complaints: Any expression of dissatisfaction made orally, in writing or electronically about
any aspect of service provided by the Trust made by a patient, service user, carer or representative
(with the patient’s consent), or anyone affected by any action or decision made by or on behalf of
the Trust. Complaints can be upheld, partially upheld or not upheld or withdrawn.
2.2
Concerns: A request for the resolution of a problem or difficulty by a patient, service user,
carer or representative. Concerns can be resolved, partially resolved or not resolved. They can
include solving problems, sign posting, providing information and liaising with Trust services.
Concerns can be resolved, partially resolved or not resolved.
2.3
Compliments: Any appreciative statement about a service or employee from a patient,
service user, carer or representative. Compliments will be recorded on DATIX and can be used to
facilitate learning, bring attention to service developments and reinforce good practice.
3. Monitoring and performance
3.1

Customer Care Meeting

A quarterly Customer Care Meeting oversees the management and administration of complaints
across the Trust. The meeting reports to the Trust’s Care Hub. Performance of the Trust’s
consideration of complaints, concerns and compliments is monitored.
Members of the meeting also contribute to implementing changes to Customer Care processes to
make the service more efficient and effective. In January 1019, an escalation process was
introduced to improve overdue level 4 and 5 complaints. The meeting also reviewed and made
improvements to the reporting of compliments.
3.2

Care Hub meeting

Customer Care report into the Trust’s Care Hub which considers themes and triangulates Customer
Care information with patient experience, carer experience and service user engagement. Themes
are further considered and quality improvement plans are agreed and actioned.
3.3

Reporting

Complaints information is provided to the Board and all Trust operational divisions as part of the key
performance reports. This includes information about new complaints, the outcome of high-level
complaints that have been responded to and any learning that has arisen.
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The operational reports monitor the performance of Customer Care management and
administration.
3.4

Internal complaints audit

Complaints management and administration was audited by Mersey Internal Audit Agency (MIAA)
in January 2019. The auditors gave the Trust a substantial assurance opinion in relation to the
system for managing complaints. Six recommendations were made by MIAA, all of which have now
been completed.
4.

Complaints data analysis

4.1

Table showing all complaints received by level and percentage

Totals:
Percentage

Level
1
5
0.5

Level
2
749
88%

Level
3
75
9%

Level
4
19
2%

Level
5
4
0.5%

Total
852
100%

Levels are determined as:
Level 1, minor impact: Minor inconvenience
Level 2, low impact: Inconvenience and some distress
Level 3, moderate impact: Distress and harm caused
Level 4, major impact: Distress and significant harm
Level 5, serious and adverse impact: Catastrophic harm and / or loss
The average complaints received for mental health trusts in England is 271, with a variance between
36 (North Staffordshire) and 1161 (Lancashire Care). GMMH received 852.
The majority of complaints are graded as Level 2 (88%). Level 2 complaints are managed locally
within the operational networks. Senior managers are responsible for providing responses, and the
standard is to respond to level 2 complaints within one calendar month.
4.2

Table showing top five subjects recorded of all complaints received
Care

Totals:
332 (30%)
Other
NHS
organisations
(ref
NHS
Digital)
53084 (28%)

Attitude
of Staff
185 (16%)

19621
(10%)

167 (15%)

76 (7%)

70 (6%)

All other
subjects
298 (26%)

29735 (15%)

6811 (4%)

11839 (6%)

78728
(37%)

Communication Medication Appointments

The Trust has a higher percentage of staff attitude complaints than other NHS Trusts. This issue
has been monitored at the CARE Hub and bespoke Quality Improvement Programmes have been
delivered in Salford and Bolton. This information has been translated into the Organisational
Development Programme.
4.3

Outcomes of closed complaints

4.3.1

Table showing outcome of complaints by amount and percentage

The table below shows that 53 % of complaints are upheld or partially upheld with 47% not upheld
or withdrawn.
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4.3.2

Complaint not upheld

Amount
299

37%

%

Complaint partially upheld

295

36%

Complaint upheld

141

17%

Withdrawn

80

10%

Totals:

813

100%

Complaints referred to the Parliamentary and Health Service Ombudsman

The Trust was informed of 13 complaints that had been referred to the Parliamentary and Health
Service Ombudsman (PHSO) in 2018/19.
Four complaints investigations by the PHSO were concluded in 2018/19. One complaint was
resolved with the Trust agreeing to add a statement to a service user’s clinical record. One complaint
was discontinued. Two complaints were not upheld.
5.

Learning from complaints

When a complaint is upheld or partially upheld, the Customer Care Team collaboratively review
responses to identify whether a service action plan is required.
There was 291 quality improvement recommendations resulting from upheld complaints that were
logged on DATIX in 2018/19. The top three themes were communication (38%), care (22%) and
attitude of staff (9%) The progress against identified quality improvement is managed within local
teams, monitored by the Customer Care Team and noted at Network Hubs and QIC as part of the
CARE hub report.
Trust complaint themes are triangulated with other service user and carer feedback. Themes are
analysed at the Trust Care Hub meeting with service user/carer leads and service user/carer
governors. Following review at the Care Hub, the Customer Care Team will liaise with key individuals
such as Carers Lead and Safewards Lead, to identify further support initiatives to strengthen learning
and improve quality and so that learning is shared within the key professional and clinical networks.
When learning spans more than one service area or network, wider learning events are facilitated in
Trust wide forums such as the Ward Managers / Community Managers networks.
Seven-minute briefings that stem from service complaints have been introduced to the Trust and
shared via internal communication channels. There has also been a web-based platform developed
to host these learning briefs.
6

Complaint administration

6.1

Proportion of complaints responded to within agreed time scales

Complaints time scales are agreed with complainants upon acknowledgment of the complaint. The
Trust policy sets standards for timescales: Level 2: 1 month, Level 3: 2 months, Level 4 & 5: 3
months.
6.1.1 Table showing proportion of complaints responded to within agreed time scales
Complaint Regulations (2009) stipulate agreed response times are set at the time of
acknowledgment of complaint. This is reflected in GMMH Customer Care Policy.
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Level 2
Level 3
Level 4
Level 5
Total

Responses inside
agreed timescales
77%
71%
86%
100%
77%

Responses
outside
agreed timescales
23%
29%
14%
0%
23%

Complaints are responded to ‘outside of agreed timescales’ when responses are delayed and there
has not been further communication with complainants about the delay.
The Customer Care Team is taking ongoing action to support services to improve communication
with complainants (this information is currently included in customer care team training and has been
added to the newly developed letter-writing course for Managers). In 2019/20, the Customer Care
Team plan to deliver a quality improvement initiative in one of the services to improve agreed
timescales and will share this learning across the organisation.

7.

Concerns

Customer Care logged 378 concerns in 2018/19.
7.1

Table showing top five concern subjects

Care
Communication
Admission
Outpatient Appointments
Attitude of Staff
All other subjects

Total
112
85
42
29
28
129

7.1.1 Pie chart showing percentage of top five concern subjects by percentage
The pie chart below shows four of the subjects are the same as complaints top five subjects.
Admission is identified as a top five-concern subject but is not identified as a top five-complaint
subject. The analysis surrounding admission concerns has been completed and further work will
take place in 2019/20- see recommendations.
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7.2

Table showing the outcome of concerns

The table below shows that the Customer Care team was able to resolve 80% of logged concerns
helping service users, carers and relatives to access the services they need.
Number Percentage
9%
32
9%
35
80%
303
2%
8
100%
378

Outcome
Concern Not
resolved
Concern Partially
resolved
Concern Resolved
Withdrawn
Totals:

8.

Compliments

1105 compliments were logged in 2018/19.
8.1 Bar chart showing compliments received by each operational division
600

499

500
400
300
200
100
0

5

69

104

152
12

9

5

25

70

49

10

65

33

8.2

Pie chart showing top five compliment subjects by percentage

Compliments are reported to individual services on a monthly basis and shared within SLTs and
noted at hubs. Customer Care is working to improve the profile of compliments so they can be used
to identify areas of best practice and motivate staff.
9.

MP and Elected Members

The Customer care team received 39 MP/EM enquires during 2018/19.
Rehab, IAPT, Bolton,
Salford
Manchester, Trafford
SSN
Total

6
32
1
39

The arrangements for responding to MP/EM enquiries have been reviewed and improved.
Improvements include greater flexibility in consideration of responses, introduction of agreed
timescales/escalation process and weekly monitor of progress.
10.

Network Reports

10.1

Rehabilitation, IAPT, Bolton and Salford (RIBS) Network

10.1.1 Complaints received
The RIBS Network received 276 complaints, which accounts for 32% of the total complaints received
by the Trust.
10.1.2 Bar chart showing number of complaints by division and level
The graph below shows that 241 complaints were graded at Level 2, which is 87% of all complaints
that the Network logged. Seven high level complaints (Level 4 and 5) were logged making up 2.5%
of the Network’s complaints, which is the same proportion as the Trust.
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10.1.3 Table showing top five complaints subjects by number

Care
Attitude of Staff
Communication
Outpatient Appointments
Discharge
All other subjects
Total

Total
122
65
61
24
19
82
373

10.1.4 Pie chart showing top five complaints subjects by percentage

The proportions for four of the top five subjects were similar to the Trust wide subjects. Care
represented 33% of all subjects, compared to 30% for the Trust. Attitude of staff represented 17%
compared to 15% for the Trust and communication represented 16% compared to 15% for the Trust.
Outpatient appointments were 7% compared to 6% for the Trust.
Discharge was in the top five subjects with 5% but fell outside the Trust’s top five where it made up
4% of subjects
10.1.5 Closed complaints
255 complaints were closed over the 12 months.
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10.1.6 Bar chart showing the outcome of closed complaints
The graph below shows that 142 complaints were upheld or partially upheld, representing 56% of
all closed complaints, 3% more than the Trust 53%.
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10.1.7 Bar chart showing complaints responded to within agreed timescales
The bar chart below shows that 88% (202) complaints were responded to within agreed time scales
compared to 77% for the Trust.

Divisions receive monthly performance reports about complaints responded to within agreed
timescales. Customer Care have liaised with senior managers to improve performance.
Complaints responded to within agreed timescales was 87% from April 2018 to September 2018;
this has improved to 88% from October 2018 to March 2019.
105 quality improvement recommendations were identified from upheld complaints of which 42 had
been completed at the time of writing this report. There are governance processes in place to ensure
progress implementing quality improvement recommendations are monitored.
Five complaints about the Network were referred to the Parliamentary and Health Service
Ombudsman out of the 13 referrals from the Trust.
10.1.8 Learning from upheld and partially upheld high level complaints
In 2018/19, the Customer Care Team completed an analysis of level four & five complaints in Salford.
One of the common themes identified was all of the service users had a diagnosis of personality
disorder and had experienced either an unplanned discharge/ or aspects of restrictive practice as
part of their care at Meadowbrook. These findings were shared with local service managers, the
organisational lead for the Personality Disorder work stream as part of the Quality Account and
translated in to the training needs analysis for the organisation. The Safewards lead has worked in
collaboration with the Meadowbrook ward teams and there has been a significant increase of peer
8

mentors (volunteers with lived experience) located on the wards. Salford have existing pathways in
relation to crisis support for service users with personality difficulties and these were reviewed by
Salford Senior Management post thematic analysis.
During this period, Oak Ward, Bolton had a level 4 complaint, and learning surrounding family
involvement has been identified. The Trust Carer Lead has supported the ward, delivered local
training, and re-vitalised the carer champion role. The complaint was surrounding information about
the Mental Health Act and changes have since been made to the Mental Health Act paper work.
This learning has been shared via a seven-minute briefing and a local positive learning event has
been held
Bolton Home Based Treatment had a level 4 complaint, and learning surrounding family involvement
and staff attitude were identified. All staff attitude issues have been monitored via the CARE Hub,
and trends identified have contributed to the organisations training needs analysis for the provision
of psychological interventions/awareness training for all staff. The Trust Carer Lead has supported
the team and the service has held a positive learning event. There have also been subsequent
changes in the referral processes for counselling services.
10.1.9 Concerns
108 concerns were logged for the Network, which made up 29% of all Trust concerns
10.1.10

Pie chart showing top five subjects of concerns by percentage

10.1.11

Compliments

153 compliments were logged by the Network representing 14% of all compliments made about the
Trust.
10.1.12
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Pie chart showing top five subjects of compliments by percentage

10.2

Manchester, Trafford and City Wide Network (MTCW)

10.2.1 Complaints
The MTCW Network received 412 complaints, which accounts for 48% of the total complaints
received by the Trust.
10.2.2 Bar chart showing number of complaints by division and level
The graph below shows that 367 complaints were graded at Level 2, which is 89% of all complaints
that the Network logged (412). 12 high level complaints (Level 4 and 5) were logged making up 3%
of the Network’s complaints, which is higher than the Trust percentage (2.5%).
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10.2.3 Table showing top five complaints subjects by number
Care
Attitude of Staff
Communication
Medication
Outpatient Appointments
All other subjects
Total

163
90
82
34
34
157
560

10.2.4 Pie chart showing top five complaints subjects by percentage
The pie chart below shows that the proportion for all of the top five subjects were similar to the Trust
wide subjects. Care represented 29% of all subjects, compared to 30% for the Trust. Attitude of staff
represented 16% compared to 15% for the Trust and communication represented 15% the same as
the Trust. Outpatient appointments were 6% the same as the Trust. Medication was 6% whereas
the Trust was 7%.
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10.2.5 Closed complaints
403 complaints were closed over the 12 months.
10.2.6 Bar chart showing the outcome of closed complaints
The bar chart below shows that 235 complaints were upheld or partially upheld, representing 58%
of all closed complaints, 5% more than the Trust 53%.

10.2.7 Bar chart showing complaints responded to within agreed timescales
74% (297) complaints were responded to within agreed time scales compared to 77% for the Trust.
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Customer Care have introduced weekly reports to monitor and improve the percentage of complaints
responded to within agreed timescales. Senior managers have been briefed in Central and North
Manchester and complaints clinics have been delivered in Central Manchester. Complaints
responded to within agreed timescales is also reported to the Care Hub. Complaints responded to
within agreed timescales was 69% from April 2018 to September 2018; this has improved to 92%
from October 2018 to March 2019.
158 quality improvement recommendations were identified from upheld complaints of which 89 had
been completed at the time of writing this report. There are governance processes in place to ensure
progress implementing quality improvement recommendations are monitored.
Seven complaints about the Network were referred to the Parliamentary and Health Service
Ombudsman out of the 13 referrals from the Trust.
10.2.8 Learning from upheld and partially upheld high level complaints
Elm ward, Park House received a level 4 complaint and subsequently made immediate
improvements to the environment and infection control standards. The team have been support by
the Trust IPC team and Matrons. The service have also introduced ‘Meet the Leader’ sessions.
It has been identified that two wards in Park House (Elm and Poplar) have received a
disproportionate amount of complaints. This has been raised with the operational management and
corporate services are currently developing a support plan. Outcomes will be reported via the CARE
hub and through operational structures.
Maple ward, Park House received a level 4 complaint and systems have since been introduced
regarding access to physical health care teams. The ward have held a positive learning event and
the Trust Carer Lead has provided training and reflection for the team.
Greenway, Trafford have received a level 4 complaint in regards to access to physical health care
and improving procedures. The ward has held a positive learning event to address these.
During this reporting period, a number of level 2 complaints were identified in a Community Mental
Health Team in Trafford, whereby service users were struggling to make contact via telephone. Once
acknowledged, a senior manager reviewed the current communication arrangements and several
changes were introduced to improve accessibility (including improving the telephone system).
10.2.9 Concerns
180 concerns were logged for the Network, which made up 48% of all Trust concerns
10.2.10
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Pie chart showing top five subjects of concerns by percentage

10.2.11

Compliments

255 compliments were logged by the Network representing 23% of all compliments made about the
Trust.
10.2.12

10.3

Pie chart showing top five subjects of compliments by percentage

Specialist Service Network (SSN)

10.3.1 Complaints
The SSN Network received 164 complaints, which accounts for 19% of the total complaints received
by the Trust.
10.3.2 Bar chart showing number of complaints by division and level
The graph below shows that 141 complaints were graded at Level 2, which is 86% of all complaints
that the Network logged (164). Four high level complaints (Level 4 and 5) were logged making up
2.4% of the Network’s complaints, which is a 0.1% lower proportion than the Trust.
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10.3.3 Table showing top five complaints subjects

Care
Attitude of Staff
Medication
Communication
Personal Safety
All other subjects
Total

Total
47
30
29
24
17
75
222

10.3.4 Pie chart showing top five complaints subjects by percentage
The pie chart below shows care represented 21% of all subjects, compared to 30% for the Trust.
Attitude of staff represented 13% compared to 15% for the Trust and communication represented
11% compared to 15% for the Trust. Medication represented 13% of subjects compared to 7% for
the Trust which is be due to SMS services in the Network logging proportionally more complaints
about medication.
Personal safety (8%) is in the top five subjects, but fell outside the Trust’s top five where personal
safety made up 5%. There were 16 personal safety complaints in SSN; 5 CAMS, 10 AFS, 1 prison
health). An analysis was completed and no trends identified (these were reported across 13
locations). Customer Care takes immediate action when required and will contact the ward.

10.3.5 Closed complaints
156 complaints were closed over the 12 months.
10.3.6 Bar chart showing the outcome of closed complaints
The bar chart below shows that 59 complaints were upheld or partially upheld, representing 38% of
all closed complaints, 15% less than the Trust 53%.
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10.3.7 Bar chart showing complaints responded to within agreed timescales
The bar chart below shows that 48% (67) complaints were responded to within agreed time scales
compared to 77% for the Trust.

Customer Care has been working with the SSN to improve the percentage of complaints responded
to within agreed timescales, including: weekly performance reporting; meeting with senior managers
at Junction 17 and Bolton CAMHS; Training delivered to Band 6 & 7 staff at Junction 17; support
and training provided for ward managers at AFS; Support provided for Investigating Officers
considering level 3 and 4 complaints.
Complaints responded to within agreed timescales from April 2018 to September 2018 and October
2018 to March 2019 have not improved. See recommendations.
33 quality improvement recommendations were identified from upheld complaints, of which 19 had
been completed at the time of writing this report. There are governance processes in place to ensure
progress implementing quality improvement recommendations are monitored. This is via monthly
reporting to the divisions and quarterly oversight at the trust Care Hub
One complaint about the Network was referred to the Parliamentary and Health Service
Ombudsman out of the 13 referrals from the Trust.
10.3.8 Learning from upheld and partially upheld high level complaints
Junction 17 responded to a level 4 complaint and have worked closely with the medicines
management team to ensure the safety of medicines and service users. The Trust Carer Lead has
also worked pro-actively with the ward to improve communication with families.
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Bolton Substance Misuse Community Team received a level five complaint. The learning identified
was surrounding transfers in care and access to alcohol pathways and detox. The service had
arranged a positive learning event, however due to unforeseen circumstances this was cancelled.
This has been re-arranged.
Newlands, AFS received a level 4 complaint, whereby lack of family involvement in the AWOL
procedure was identified. The Care Hub have since made additions to the AWOL policy and
procedure for the organisation. The service has also facilitated a positive learning event.
10.3.9 Concerns
79 concerns were logged for the Network, which made up 21% of all Trust concerns
10.3.10

Pie chart showing top five subjects of concerns by percentage

10.3.11

Compliments

697 compliments were logged by the Network representing 60% of all compliments made about the
Trust.
10.3.12

11.

Recommendations
•
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Pie chart showing top five compliments by percentage

It has been identified the Customer Care Team will require further support becoming QI
(Quality Improvement) focused. Plans are in place to build improvement capability and
strengthen the focus of the team by incorporating improvement as well as assurance. In
the first instance, the customer care team will nominate team members to engage in the
year one cohort of training. This will be delivered by AQuA, using a dosing formula

approach, and will be available at foundation, practitioner and expert level across GMMH.
This training will be utilised to enable a cultural change within the team, moving from a
system of measurement, to one that uses service user feedback to support services on
where they can make improvements in the work they do. Training will equip the team with
the tools and skills needed to swiftly identify root causes of patient dissatisfaction, and to
coproduce rapid improvement programmes to improve the quality of care across frontline
services.
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•

In 2019/20, the customer care team will continue to support divisions to improve the
percentage of complaints responded to within agreed time scales. Measures which have
been successful in different divisions will be replicated to improve compliance within
Specialist Service Network. Performance will be monitored on a monthly basis with
quarterly updates provided to the Customer Care Meeting and the CARE Hub. One area
will be identified to deliver quality improvement work around this issue.

•

Implement seven minute learning from complaint briefings to ensure lessons learned from
complaints are shared to all staff on an ongoing basis. Strengthen the governance
frameworks for sharing and learning from complaints. Care Hub working with governance
and communications department to develop strategy moving forward.

•

Carry out quality improvement initiative for concerns noted for admissions in the organisation.

•

Support services to deliver positive learning events for all level 4 & 5 complaints.

•

Continue working with customer care service leads to raise the profile of recording
compliments so that the Trust records 10% more compliments in 2019 / 20.

•

Develop resources and a training package including a letter writing workshop to improve the
quality of level 1, 2 and 3-complaint responses

•

All actions will be monitored by the CARE Hub with progress reported on a quarterly basis
to Quality Improvement Committee.

Appendix 1

Annual Complaints Report 2018 / 19
Statutory Requirements

1.

Introduction

The Local Authority Social Services and National Health Service Complaints (England)
Regulations 2009 requires responsible bodies to prepare annual reports on complaints that are to
include numbers, subject matter and outcomes. The Trust Performance Management Framework
identifies Quality Improvement Committee as the responsible committee for monitoring complaints.
This report summarises complaints activity across the Trust from April 2018 to March 2019
2.

Number of complaints received

The Trust received 852 complaints
3.

Number of upheld and partially upheld complaints

436 complaints were upheld and partially upheld
4.

Number of complaints referred to Parliamentary and Health Service Ombudsman

The Trust has been formally informed of 13 complaints, which have been considered, by the
Parliamentary and Health Service Ombudsman (PHSO) in 2018/19.
Four complaints investigations by the PHSO were concluded in 2018/19. One complaint was
resolved with the Trust agreeing to add a statement to a service user’s patient record. One
complaint was discontinued. Two complaints were not upheld.
5.

Number of complaints referred to Clinical Commissioning Groups

One complaint was referred to Bolton CCG
6.

Subjects of complaints

1155 separate subjects were recorded about the 852 complaints received.
The top 5 subjects are:
Care 332
Attitude of staff 185
Communication167
Medication 167
Outpatient appointments 70
There were a further 325 subjects recorded
7.

Matters of general importance arising out of those complaints, or the way in which
the complaints were handled;

77% of complaints were responded to within agreed timescales
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8.

Matters where action has been or is to be taken to improve services as a
consequence of those complaints.

291 actions resulting from upheld complaints were logged on DATIX in 2018/19
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Board of Directors – Part 1
TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Learning from Deaths – Quarterly Mortality Review Dashboard
Monday 22 July 2019
14
Dr Chris Daly
Gareth Turner, Incident Manager & System Lead Administrator, Julie Bodnarec,
Associate Director, Chris Daly, Medical Director

REPORT
2019-20 Mortality Dashboard updated with Q1 data
SUMMARY: Information on the mortality returns from Q1 2019-20 compared with Q1 2018-19
1 Total deaths in scope
2019-20 total 195
2018-19 total 237
2 Inpatient deaths
2019-20 inpatient deaths 8 (Expected 5: Unexpected 3)
2018-19 inpatient deaths 9 (Expected 4 : Unexpected 5)
3 Community Deaths
2019-20 Community deaths 187 (Expected 71 : Unexpected 116)
2018-19 Community deaths 228 (Expected 100 : Unexpected 128)
Decrease in unexpected community deaths of 41 for the same time period. We identified the
breakdown by network as follows:
Unexpected Community deaths Q1 2019-20
Bolton
Central Manchester
Criminal Justice Services
IAPT
North Manchester
Prison Health Services

14
6
3
3
21
2
1

Salford
South Manchester & Trafford
Substance Misuse Services
Child and Adolescent Mental Health
Health & Well Being Services
Grand Total

19
14
32
1
1
116

Unexpected Community deaths Q1 2018-19
Bolton
Central Manchester
Criminal Justice Services
Manchester
Prison Health Services
Salford
South Manchester & Trafford
Substance Misuse Services
Grand Total

8
1
4
35
1
30
13
36
128

Please note there is variation in the way networks are recorded and presented between the 2018-9
and 2019-20 data
The most significant decrease is in Salford services decreasing from 30 deaths in 2018-19 to 19
deaths in 2019-20 a decrease of 11 deaths.
In North Manchester services there was an increase from 0 deaths to 21. This is an indication of the
split of network structure within the Datix system. This included the deactivation of the Manchester
directorate and introduction of the directorates for North, Central and South Manchester.
Following requests at the last Board meeting, below are rolling monthly mortality figures for the
Trust.

2

3

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

x

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

None identified

REGULATORY
IMPLICATIONS (CQC/NHSI):

None identified

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

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

PURPOSE OF REPORT –
Please check all relevant
boxes

Information

RECOMMENDATIONS:

The Board of Directors are asked to note the contents of the quarterly mortality
review dashboard.

x

Assurance

Approval/Decision
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GMMH: Learning from Deaths Dashboard - Q1 2019/20

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

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

100

80

This Month

Last Month

This Month

Last Month

This Month

Last Month

70

Jun-19

May-19

Jun-19

May-19

Jun-19

May-19

62

68

21

27

0

0

60

This Quarter

Last Quarter

This Quarter

Last Quarter

This Quarter

Last Quarter

2019-20 Q1

2018-19 Q4

2019-20 Q1

2018-19 Q4

2019-20 Q1

2018-19 Q4

195

221

79

104

0

0

This Year to end of Q1
2019-20

Last Year to end of (Q1)
2018-19

This Year to end of Q1
2019-20

Last Year to end of (Q1)
2018-19

This Year to end of Q1
2019-20

Last Year to end of (Q1)
2018-19

195

237

79

129

0

1

This Year (Culmulative)
2019-20

Last Year (Culmulative) Q1-Q4
2018-19

This Year (Culmulative)
2019-20

Last Year (Culmulative) Q1-Q4
2018-19

This Year (Culmulative)
2019-20

Last Year (Culmulative) Q1-Q4
2018-19

195

891

79

481

0

2

71

70

66

64

61

90

87

85

90

Total SJR's reviews by SJR
*Please see Narrative 1

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

68

42

39

40

42

37

62

54

51

50

68

65

63

41

35

31

27

30

27

23

21

20
10
0

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Total Deaths (inc LD)

Jan-19

Feb-19

Mar-19

Apr-19

May-19

Jun-19

Total Deaths Reviewed (inc LD)

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

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

Total Number of Deaths in scope

2

1.8

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

1.6
1.4

This Month

Last Month

This Month

Last Month

Jun-19

May-19

Jun-19

May-19

0

1

0

1

This Quarter

Last Quarter

This Quarter

Last Quarter

2019-20 Q1

2018-19 Q4

2019-20 Q1

2018-19 Q4

1

1

1

1

This Year to end of Q1

Last Year to end of (Q1)

This Year to end of Q1

Last Year to end of (Q1)

2019-20

2018-19

2019-20

2018-19

1

3

1

3

This Year (Culmulative)

Last Year (Culmulative) Q1-Q4

This Year (Culmulative)

Last Year (Culmulative) Q1-Q4

2019-20

2018-19

2019-20

2018-19

1

9

1

7

1.2

1

1

Narrative 1: There have been 7 SJR's commissioned since Nov 2017 with the following
identified ;
- adequate care in 4 cases,
- Good care in 1 case,
- excellent care in 1 case.
- Poor Care in 1 case.
Narrative 2. In total there was 1 death of a patient with identified learning disabilities
this financial year. This was an outpatient death which was unexpected.

1
1

1

1
1

0.8

1

1
1

0.6

1
1
1

0.4
0.2
0
Jun-18

0
Jul-18

Aug-18

0

0

Sep-18

Oct-18

0
0

Nov-18

Dec-18

0

0

0
Jan-19

LD Deaths

0
Feb-19

Mar-19

0

0

0
Apr-19

0
May-19

LD Deaths Reviewed
LD Deaths

Jun-19

LD Deaths Reviewed

Summary of total number of deaths by patient type

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

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

Total Number of Inpatient Deaths
(Expected)

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

This Month
Jun-19

Last Month
May-19

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

Last Month
May-19

This Month
Jun-19

1

4

0

2

1

2

This Quarter
2019-20 Q1

Last Quarter
2018-19 Q4

This Quarter
2019-20 Q1

Last Quarter
2018-19 Q4

This Quarter
2019-20 Q1

Last Quarter
2018-19 Q4

8

5

3

2

5

3

This Year to end of Q1
2019-20

Last Year to end of (Q1)
2018-19

This Year to end of Q1
2019-20

Last Year to end of (Q1)
2018-19

This Year to end of Q1
2019-20

Last Year to end of (Q1)
2018-19

8

9

3

5

5

4

This Year (Culmulative)
2019-20

Last Year (Culmulative) Q1-Q4
2018-19

This Year (Culmulative)
2019-20

Last Year (Culmulative) Q1-Q4
2018-19

This Year (Culmulative)
2019-20

Last Year (Culmulative) Q1-Q4
2018-19

8

24

3

10

5

14

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

Total Number of Community Deaths
(Expected)

Total Number of Community Deaths (Unexpected)

Last Month
May-19

This Month
Jun-19

Last Month
May-19

This Month
Jun-19

Last Month
May-19

61

64

35

41

26

23

This Quarter
2019-20 Q1

Last Quarter
2018-19 Q4

This Quarter
2019-20 Q1

Last Quarter
2018-19 Q4

This Quarter
2019-20 Q1

Last Quarter
2018-19 Q4

187

216

116

146

71

70

This Year to end of Q1
2019-20

Last Year to end of (Q1)
2018-19

This Year to end of Q1
2019-20

Last Year to end of (Q1)
2018-19

This Year to end of Q1
2019-20

Last Year to end of (Q1)
2018-19

187

228

116

128

71

100

Narrative 4:
there have been 8 deaths recorded as Inpatient deaths by services in the Datix system for 2019/20
6 - Inpatient deaths that occurred after transfer to an acute Hospital
2 - Deaths while on leave/AWOL
In comparison, There were 24 deaths recorded as Inpatient deaths by services in the Datix system
2018/19, of these there were;
15 - Deaths while in a GMMH Facility
8 - Inpatient deaths that occurred after transfer to an acute Hospital
1 - Deaths while on leave/AWOL
*of the 15 Deaths in a GMMH Facility, 0 are currently considered suspected suicides.
*the 1 death whilst on leave/AWOL is currently considered a suspected suicide.
Narrative 5. Expected deaths where no care concerns have been identified (i.e. service users on an end of life care
pathway) will not require further investigation. Only expected deaths where care and treatment concerns have been
identified will then go on to receive further investigation.

Board of Directors – Part 1
TITLE OF REPORT:

Audit Committee:

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

• Minutes of the Meeting held 20 May 2019 (Ratified)
• Committee Chair’s Assurance Report on the Meeting held 1 July 2019
Monday 22 July 2019
15.01 and 15.02
Andrea Harrison, Non-Executive Director and Audit Committee Chair
Diana Paul, Executive PA and Kim Saville, Company Secretary

REPORT SUMMARY:

The Board of Directors are asked to note the ratified minutes of the Audit
Committee meeting held on 20 May 2019 and the Committee Chair’s Assurance
Report on the meeting held on 1 July 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
01.07.19
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 20 May 2019 (Ratified)
Committee Chair’s Assurance Report on the meeting held 1 July 2019

2

CONFIRMED
MINUTES OF THE AUDIT COMMITTEE MEETING
HELD 20 May 2019 AT 10.00am
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
John Harrop
Rob Jones
Andrew Maloney
Adele McKie
Neil McQueen
Rupert Nichols
Kim Saville
Janine Taylor
Neil Thwaite
Diana Paul

-

Manager, KPMG
Director of Nursing and Governance
Head of Risk and Safety (attended for item 66/19)
Director, KPMG
Director of HR/Deputy CEO
Assistant Director of Finance – Financial Services & Procurement
Anti-Fraud Specialist, MIAA
Chair
Company Secretary
Associate Director of Finance
Chief Executive Officer (until 3pm)
Executive PA to Director of Finance and IM&T (Minutes)

No.
51/19

Item
Declaration of Interests

Action
Noted

52/19

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

Noted

All Committee members were in attendance.

53/19

Apologies for absence were received from:
Ismail Hafeji, Director of Finance and IM&T
Ruth Parker, Senior Audit Manager, MIAA
Minutes of the Previous Meeting held 29 April 2019

Noted

54/19

The minutes of the previous meeting held on 29 April 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
had either been completed or were in progress.
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55/19

External Audit Report - ISA 260 Audit Memorandum 2018/19

Noted and
Approved

Rob Fenton, Manager, KPMG presented the ISA260 Audit Highlights
Memorandum 2018/19. He advised that the Trust will be issued with an
unqualified audit opinion with regard to the 2018/19 financial statements. He
advised that there was one adjusted audit difference. No matters were raised
with regard to the Annual Report. He confirmed that a ‘Clean’ limited assurance
will be issued on the content of the Quality Account and the indicators. No
issues were raised with regard to value for money. Rob Fenton also confirmed
that KPMG will issue an unqualified Group Audit Assurance Certificate to the
NAO regarding the Whole of Government Accounts submission, made through
the submission of the summarisation schedules to NHS Improvement (NHSI).
Rob Fenton directed members of the Committee to the summary of audit
findings following the Financial Statements audit and in relation to the financial
risks.
With regard to the audit judgements, Rob Fenton noted that they present an
overall balanced picture. He provided an overview of the audit findings in terms
of Value for Money. All recognised the significant progress made in reducing
numbers of OAPs and that the GM system is working effectively in this area.
With regard to the Quality Account, Rob Fenton advised a ‘Clean’ limited
assurance opinion has been issued on the content of the Quality Account. He
noted that 3rd party feedback is outstanding and that the report will be finalised
once this is received.
The meeting reflected on the issues faced with this year’s audit of the local
indicator selected by Governors. All recognised the learning on both sides.
Committee members agreed that a clearer scope for the audit is required and
that the Trust should liaise with Auditors early to ensure that the indicator fits
their requirements.
Andrea Harrison, Chair, thanked the Auditors and the Finance Team for all the
work that had been undertaken during the year.
The Audit Committee noted and approved the ISA260 Audit Highlights
Memorandum 2018/19.
56/19

Long Form Audit Report (LFAR) 2018/19

Noted and
Approved

Rob Jones, Director, KMPG advised the Committee that the LFAR sets out by
exception the opinions and conclusion arising from the audit of the Trusts
financial statements as per the ISA260 Audit Memorandum. The meeting noted
that there were no exceptions to be reported. He confirmed that, once signed,
the LFAR will be incorporated into the final version of the Annual Report.
57/19

The Committee noted and approved the ISA Long Form Audit Report.
Management Representation Letters

Noted and
Approved

Rob Jones, Director, KPMG presented the draft Management Representation
letters, which follow a standard format. He advised that the content seen within
the Annual Report and Accounts and Quality Account was in line with that seen
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by the Board throughout the 2018/19 financial year.

58/19

The Committee noted and approved the Management Representation Letters in
relation to the financial statements and Quality Account for sign off by the Chief
Executive and Director of Nursing and Governance.
Audited Accounts for the Year Ended 31 March 2019

Approved

Janine Taylor, Associate Director of Finance informed the meeting that there
have been no changes to the numbers presented in the accounts as an outcome
of the audit. These are as viewed by the Committee in April. She highlighted a
number of presentational adjustments made to notes 1.4.1, 1.24.1, 1.26, 4.1, 4.2,
34.

59/19

The Committee approved the Audited Accounts for 2018/19 and agreed to
recommend their adoption by the Board.
Post-Audit Annual Report 2018/19

Approved

Neil Thwaite, Chief Executive presented the post-audit Annual Report 2018/19
which also included the Annual Governance Statement. A number of updates
have been made to the Annual Report following April’s meeting, the most
significant being to the Remuneration Report as set out in the ISA 260 Audit
Memorandum.

60/19

The Audit Committee approved the post-audit Annual Report 2018/19 and
recommended its approval by the Board.
Audit Committee Annual Report 2018/19

Noted and
Approved

Andrea Harrison, Non-Executive (Chair) presented the updated Audit Committee
Annual Report for 2018/19. The report demonstrates the work undertaken by
the Committee in support of the Annual Governance Statement and to fulfil the
duties required by Board. Kim Saville advised that the report has been updated
to reflect the outcomes of the Committee’s discussions in April 2019 with regard
to the annual accounts and the Annual Governance Statement.
Andrea Harrison also drew the Committee’s attention to the Audit Committee’s
objectives 2019/20 and specifically to the additional objective:
- To ensure that internal audit, and other assurance mechanisms in
operation across the organisation, are focussed on supporting
sustainable quality improvement.

61/19

The Committee noted the final report and approved the Committee’s objectives
for 2019/20
Anti-Fraud Services Progress Report

Noted

Neil McQueen, Anti-Fraud Specialist (MIAA) informed the meeting the report is
an overview of the work, undertaken since the previous progress report in
February 2019.
He highlighted a number of key messages:
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-

-

NHS Counter Fraud has launched a national Procurement Fraud Exercise,
which both the Head of Procurement and Anti-Fraud Services will take
part in. This first phase will be a gathering exercise to take place in
Quarter 1. The meeting noted this exercise will not be complete until
2021.
The authorised NHS CFA Self-Review Toolkit was submitted by the 30
April 2019 deadline.
Anti-Fraud Services have now been given access to the Policy
Management function within the Trust.
A Anti-Fraud/HR working Protocol session has been scheduled for 13
June 2019.
Two awareness sessions re planned with the Business Administrator
apprentices on 13 and 26 June 2019.

Gill Green provided an update on the concerns raised through the recent
investigation into bank/agency shift fraud with regard to safe staffing. She
assured the meeting that all agency/local staff requests now go through NHS
Professionals and any issues will be picked up at an earlier point in the process.
There have been no new anti-fraud referrals or current investigations closed
since the previous meeting held.

62/19

The Committee noted the report.
Payable & Receivable Balances above £50,000 and aged greater than 6 months
at 31 March 2019

Noted

Janine Taylor, Associate Director of Finance, advised that as at 31 March 2019,
there was one payables balance to report on and three receivables balances,
which are being followed up.
In response to a question from Pauline Lane, Adele McKie advised that the delay
in receipt of payment for the outstanding NHS England invoice was due to an
issue within NHS Shared Business Services (SBS) who hadn’t allocated the invoice
to the correct area of NHS England. Due the call centre nature of SBS it can take
a while for their helpdesk staff to resolve issues but progress is being made.
The meeting noted that discussions have been held at the Provider Director of
Finance meetings regarding a potential tool for undertaking the national AOB
exercise and the Deputies have been tasked to take this work forward.

63/19

The Committee noted the report.
Investment Performance

Noted

Janine Taylor, Associate Director of Finance, provided an overview of the
investment performance from 1 January 2019 to 31 March 2019, noting that the
total interest earned equated to £37,094.90.
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64/19

The Committee noted the report.
Disposal of Tangible Assets

Noted

Janine Taylor, Associate Director of Finance presented a report on assets
disposed during the financial year 2018/19 as included in the audited statutory
accounts.
The net book value of these assets totalled £21,397.99 against which cash
proceeds of £9,568.77 were received giving an overall loss on disposal of
£11,829.22.

65/19

The Committee noted the verbal update.
SFI Breaches

Noted

Janine Taylor, Associate Director of Finance, presented the report on SFI
breaches for the period 17 January 2019 to 8 April 2019. All noted the
significantly improved position.

66/19

The Committee noted the report.
Presentation: Risk Management Processes

Noted

Gill Green, Director of Nursing and Governance and John Harrop, Head of Risk
and Safety delivered a presentation around the Risk Management Processes.
Members requested examples of risk logs to be circulated following the meeting.
67/19

Sealing of Document (Corporate Seal)

Gill Green
Noted

Kim Saville, Company Secretary presented the report and informed the meeting
that the seal had not been used in the period 20 April 2019 to 13 May 2019.

68/19

The Committee noted the verbal report.
Any Other Business

Noted

69/19

No other business was raised.
Date and Time of Next Meeting

Noted

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

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

Date
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Audit Committee - Action Log
No
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.
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
from Pennine
Care

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

Status
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No

Meeting Minute Item
No.

Action

Agreed
Forecast
Update
Timescale Completion
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.

Owner

16.

July-18

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

03/09/18

Andrew Maloney,
Director of HR and
Corporate Affairs

83/18

Matters Arising –
Code of Conduct

4/2/19

Work in progress
to develop draft
framework
3/12/18
Bring to the
February
meeting.
4/2/19
Juliette Tait is
drafting the paper
and Andrew
Maloney will
share with

Status
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No

Meeting Minute Item
No.

Action

31

Feb 19

Impact
of
additional
investment to be realised in
2019/20. Further review to
be undertaken once all
appointments have been
made.

04/19

Capital, Estates,
Facilities
Structure costs

Agreed
Forecast
Update
Timescale Completion
members before
the next meeting.
29/4/19
Further work to
be done and
come back to the
July meeting
20/5/19

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

20/5/19
All appointments
have now been
made.
Recruitment for
the Associate
Director post has
also begun.
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No
42

Meeting Minute Item
No.
20/5/19 6/19
Risk
Management
Process

Action
Examples of risk logs to be
circulated to members

Agreed
Forecast
Update
Timescale Completion
1/7/19
1/7/19
Distributed at
meeting. Any
following up
comments to Gill
Green outside of
meeting.

Owner

Status

Gill Green, Director of
Nursing and
Governance

43
Not yet due
Completed on time
In progress and on target
Incomplete and overdue

Page 9 of 9

Chair’s Assurance Report to the Board of Directors
AUDIT COMMITTEE
Date of Board Meeting:

22 July 2019

Date of Committee Meeting:

1 July 2019

Committee Chair:

Andrea Harrison, Non-Executive Director and Audit
Committee Chair

Date of Assurance Report:

10 July 2019

Date of Next Committee Meeting: 2 September 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
Compliance
‘Moderate Assurance’ opinion received indicating some weaknesses in
with Targets
design or inconsistency in application of controls. Focus of audit on
testing the accuracy, completeness and validation of information
reported to the Board in respect of recruitment targets. Performance
data was found to be accurate in TRAC but for three months of the
2018/19 financial year, some recruitment cases had been discounted
from the recruitment KPIs in error. This resulted in inaccurate
information being presented to Board. Ruth Parker provided assurance
that this was due to human error rather than deliberate misstatement.
Andrew Maloney confirmed that the error resulted in an approximate
10-day gain (c10%) against the targets in the 3 months.
Key agreed areas for action included reviewing the exclusion criteria
potentially with a view to not excluding anyone and just explaining
outliers; expanding the narrative on variances in recruitment KPIs in the
Board Performance Report; further training to minimise the likelihood
of future errors; and considering making the Trust’s targets more

1

-

-

challenging in line with other providers. The error in the 2018/19 data
will be highlighted in the next Board Performance Report.
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:
Internal Audit – Audit Plan Changes:
The Committee agreed the following changes to the Audit Plan:
•
•
•

Quality Matters audit (replacing Quality Spot Checks) moved from Q2 to Q3
Safe Staffing Levels audit moved from Q1 to Q4
Discharge planning audit moved from Q2 to Q4

Scope of ICT Asset Management audit to be expanded to include an assessment of how fit for purpose the
Trust’s IT Kit is.
Anti-Fraud Progress Report: NHS Professionals will be completing an investigation of the fraudulent claims
for bank shifts not worked. The Committee discussed a new referral received regarding fraudulent claims
from a former staff member for taxi journeys. Actions to be taken forward include a review of the procedures
for booking taxis on the Trust’s account and a potential referral to the relevant Professional Body and/or
new employer.
Risk Management Committee Chair’s Report – Items highlighted for the Committee’s attention from the
recent Risk Management Committee meeting included updates to the Trust’s Security Policy (including with
regard to the use of body-worn cameras); outcomes of a review of CCTV use across the Trust and agreed
onward actions; and plans regarding use and distribution of Security Scanners.
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Board of Directors – Part 1
TITLE OF REPORT:

Quality Improvement Committee:

DATE OF MEETING:

• Minutes of the Meeting held 13 June 2019 (Ratified)
• Committee Chair’s Report on the Meeting held 11 July 2019
Monday 22 July 2019

AGENDA ITEM:

16.01 and 16.02

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 13 June 2019 and the Committee Chair’s
Report on the meeting held on 11 July 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
11.07.19
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 13 June 2019
(Ratified)
Committee Chair’s Report on the meeting held 11 July 2019
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Minutes of the Quality Improvement Committee
Held on
Thursday 13 June 2019
9.30 until 12noon
Meeting Room 1 & 2, First Floor, The Curve
Present
Chair

Name
Julie Jarman
Dr Chris Daly
Helen Dabbs
Gill Green
Andrew Maloney

Dr Sean Lennon

Job Title
Non-Executive Director
Medical Director
Non-Executive Director
Director of Nursing and Governance
Director of HR and Corporate Affairs and
Deputy CEO
Chief Executive
Director of Operations
Associate Director of Pharmacy
Associate Director of Nursing and
Governance
Trust Lead for Psychological Therapies
Associate Director of Research and
Innovation
Consultant, South and Later Life

Dr Rosie Clarke

Consultant, Central

Dr Andrew Haddock
Dr Shermin Imran
Dr Sodi Mann
Dr Matt Miller
Dr Neeti Singh
Dr Alice Seabourne

Acting Associate Medical Director
Consultant, Young Persons
Conusltant, JDU
Consultant, Salford
Consultant, Rehab
Deputy Medical Director

Cathy Lovatt

Head of Service User and Carer
Involvement
Head of Integrated Healthcare
Interim Head of Operations, North
Manchester
Head of Quality Improvement
Head of Operations, NHSE Services
Head of Operations, IAPT

Neil Thwaite
Deborah Partington
Jane Wilson
Tim McDougall
Stephanie Kennedy
Tony Morrison

In
Attendance

Rebecca McCarren
Ashton Ntuli
Patrick Cahoon
Rachel Green
Gary Fox
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Division
Corporate

Corporate
Corporate
Corporate
Corporate

Corporate
Corporate
Pharmacy

Nursing and Governance
Nursing and Governance
Research and Innovation
Trafford, Manchester and
Citywide
Trafford, Manchester and
Citywide
Rehab, IAPTs, Bolton and Salford
Specialist Network Services
Specialist Network Services
Rehab, IAPTs, Bolton and Salford
Rehab, IAPTs, Bolton and Salford
Corporate
Nursing and Governance
Nursing and Governance
Trafford, Manchester and
Citywide
Nursing and Governance
Specialist Network Services
Rehab, IAPTs, Bolton and Salford

Adam Young

Interim Associate Head of Operations

Christine Diamond

Head of Mental Health Legislation and
Policies
CQC Inspector
Chair of BAME Network

Alex Bostock
Linval Smith

Trafford, Manchester and
Citywide
Nursing and Governance
CQC
Trustwide

1. Apologies
Julie Bodnarec, Remy McConvey and Dale Huey
2. Minutes of the Meeting held on the 9th May 2019 (9:30am: 9.33am)
The minutes of the previous meeting were agreed as an accurate report.
3. Matters Arising (9:34am: 9:35am)
The Committee were informed that Mersey Internal Audit will attend the September Committee to deliver a
development session.
3.1. Quality Account Update
The Committee were provided with an update in regards to the Quality Account. The Quality Account has been
circulated and reviewed by the Trust external stakeholders including CCGs, Healthwatch and Health Scrutiny
Committees. Feedback in regards to the Quality Account has been positive, particularly relating to the quality of care,
the approach to staff health and wellbeing and research and innovation. In addition to this, the feedback in regards to
the quality improvement priorities have been positive. The Committee noted this update.
4. Conflicts of Interest (9:35am: 9:36am)
No conflicts of interest were declared at the meeting.
5. Quarter 4 2018-2019: CARE Hub Report (9:36am: 9:44am)
The Committee noted the CARE Hub Quarter 4 report for 2018/2019.
The Committee noted key headlines from the Quarter 4 2019.The key headlines include, the achievement of the
Carers Key Performance Indicator for 2018/2019 and 2 posts funded by dragons’ den to promote the inclusion of
service user groups. In addition to this, the Committee noted a number of events that took place and that 400 service
users were involved in service delivery, some of these events include the equality and diversity strategy launch and
the purpose of an inpatient admission workshop.
The Committee discussed the decline in the number of service users extremely likely or likely to recommend GMMH
services to friends and family if they needed similar care or treatment. It was highlighted that this decline was due to
the increased number of impartial responses and the impact of a small denominator due to ongoing issues with IT
infrastructure for the experience questionnaires. The Committee were provided with assurance that qualitative
feedback has been reviewed in light of the decline in likeliness to recommend and this indicates that patient care has
not compromised. The Committee discussed the nationally recognised question and the impartial responses by
detained patients. The Committee were advised of a piece of work is being completed with patient experience leads
to look at amendments to the question for use in Mental Health settings.
The Committee noted the substantial assurance awarded by MIAA for the complaint’s administration. The Committee
discussed how the quality of complaints is reviewed, it was identified that Level 3 and below complaints are quality
checked through a process of annual audit by the customer care team and a programme for managers to quality check
is being developed. Level 4 and Level 5 complaints are quality checked by the customer care team.
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6. Welcomes and Introductions (9:44am: 9.46am)
Linval Smith, Chair of BAME Network, and Alex Bostock, CQC Inspector were in attendance to observe the Committee.
All members were welcomed and introduced.
7. Equality and Diversity Annual Report (9:46am: 10:03am)
The Committee noted the Annual Equality and Diversity report.
The Annual Report for Equality and Diversity encompasses the 5 key priority areas identified as part of the EDS2 and
the steps the Trust has taken to measure progress against these priority areas. The Committee noted the challenges
in regards to the data collection of protected characteristics of our service users, which is a national challenge. A
working group has been set up to address the challenges in regards to the recording of protected characteristics
within PARIS. A schedule of surveys is being undertaken across the Trust in regards to the accessibility of the Trust
buildings for service users, carers and staff, which will inform the Estates and Facilities scheduled for priority areas.
The Committee noted the formal launch of the Equality, Diversity and Inclusion Strategy for 2019-2021 in February
2019. A key priority area for this strategy is the BAME staff network and the ongoing positive work at the staff
network in regards to increasing BAME leadership across the Trust. The Committee discussed that BAME staff are
3.5% more likely to be involved in the disciplinary policy with no case to answer for, the HR team are reviewing the
disciplinary policy and this will be addressed. In addition to this, the Committee discussed the BAME staff network as a
support network for BAME staff, it was agreed that this would be shared across the Medical Leadership Committee for
sharing with junior doctors.
Action: Dr Chris Daly
The Committee noted the positive work ongoing as part of the Equality, Diversity and Inclusion Strategy 2019-2021 as
outlined in the annual report and asked for a quarterly progress update against the strategy.
Action: Cathy Lovatt
8. Board Assurance Framework: Review of Designated Risks (10:03am: 10:13am)
The Quality Improvement 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 safe staffing risks was reviewed and additional assurance has been added to this risk. The assurance includes the
development of a resourcing policy and 6 monthly safe staffing reports to Board providing an overview of the
reporting and monitoring arrangements of safe staffing. The Committee recommend to board that this risk is to retain
its current score.
The Positive and Safe risk was reviewed and additional assurance has been added to the risk. The assurance includes
the revised membership of the positive and safe committee, the action plan in regards to the ‘Use of Force’ Bill
presented at the Committee in May 2019, the introduction of a rapid tranquilisation care bundle currently being
piloted and the continued reducing in the use of restrictive intervention. The Committee recommend to board that
the risk remains unchanged.
The Committee reviewed the physical health care risk and additional assurance has been added to the risk. The
additional assurance includes positive progress against the Quality Account, the transfer of care and diabetes deep
dive and action plans being monitored through the physical health care group. The Committee recommend to Board
that this risk remains unchanged.
The Committee reviewed the Mental Health Act and Mental Capacity Act risk and additional assurance has been
added to the risk. The assurance includes the introduction of the Quality and Performance subgroup of the Mental
Health Act and Mental Capacity Act Compliance Committee for strengthened governance and the work ongoing as
part of this subgroup. The Committee recommend to board that this risk is to retain its current score.
Page 3 of 8

The Committee discussed expected date in which the risks are to reduce and the sustainability of these actions once
the risk has reduced. The Committee agreed to review the expected date in which the risks are reduced.
Action: Gill Green
The Committee recommend to Board that the risks remain unchanged.
9. Policy Harmonisation (10:13am: 10:20am)
The Committee noted the policy harmonisation progress update as an action from the February 2019 Committee.
The policy harmonisation process has been clinically led with service support, a total of 83% of the policies have been
fully aligned and the Trust are on track to have all policies aligned by October 2019. The Committee discussed the
ongoing work in regards to the HR policies, which a collective agreement with unions has been reached to enable this
to be achieved within the next 6 months.
The Committee discussed ease of access for staff for the policies and the discreet piece of work ongoing in regards to
the development of a master index, which is being tested through. A 7-minute briefing on policies has been developed
and the communication plan for the harmonised policies is ongoing to support ease of access for staff.
A final progress report will be brought to the Committee in October 2019.

Action: Tim McDougall/Julie Bodnarec

10. Mental Health Act and Mental Capacity Annual Report January 2018 – March 2019(10:20am: 10:41am)
The Quality Improvement Committee noted the Mental Health Act and Mental Capacity Act annual report. This report
outlines the Trust activity and position in the use of the Mental Health Act, Mental Capacity Act and DoLs.
During the period of January 2018 to March 2019, there has been an increase of 5% in formal admissions of Section 3,
but a decrease in Section 2 by 5%. The Committee discussed the impact on this and queried whether this was in
regards to bed pressures across the Trust, however there is no evidence to support this.The use of Section 5(2) has
decreased consistently across the Trust, which is against the national trend. The use of CTOs has reduced by 23% in
line with the national average, but there has been an increase in S136 in 2018 since 2017 of 21%. There has been an
increase in the number of tribunals (21%) and Hospital Managers hearing (27%) in 2018 since 2017. The Committee
discussed the impact of the increase of tribunals and Hospital Managers hearings on clinician’s time due to the reports
and attendance at these. The report outlines the Mersey Internal Audit that took place in September 2018 and the
Trust were awarded significant assurance for the compliance with the Mental Health Act Code of Practice.
The Committee discussed the Deprivation of Liberty Safeguards (DoLS) national picture and the imminent change to
Liberty Protection Safeguards (LPS) in October 2020. The governance structure for the authorisation of DoLS will be
changed for LPS to reflect GMMH authorising LPS; it is hoped that this structure will provide robust governance for
LPS. The current process is for authorising DoLS sits with the local authority and the Committee discussed differences
in the local authorities in the approval of DoLS.
The Committee noted the Annual Report.
11. Hospital Managers Report (10:41am: 10:45am)
The Committee received the Hospital Managers report since the implementation of the peer appraisal systems in
GMMH, following EMT approval. The Trust have appointed 4 Associate Hospital Managers that support the peer
appraisal process, and positive feedback following the implementation of this system has been largely positive.
12. Dragons Den Update (10.45am: 10:47am)
An update on the Dragons Den Initiative was provided at the Committee. A total of £150K has been ringfenced to
support the initiative in 20192-2020 against the Quality Improvement Priorities.
The Dragon’s Den bidding process scheduled was shared at the Committee.
The Committee noted this update.
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13. Annual Infection Prevention and Control Report (10:47am: 10.56am)
The Committee noted the Annual Infection Prevention and Control Report.
The annual report identifies key achievements, governance arrangements and ongoing work of the Infection
Prevention and Control team in line with the HCAI framework.
During 2018-2019, the Trust achieved the 77% against the seasonal flu CQUIN target of 75%. There were no cases of
Clostridium Difficile or MRSA reported in 2018-2019. There were 4 outbreaks in diarrhoea and vomiting, resulting in
no ward closures. However, there was an outbreak of scabies which resulted in a ward closure, full treatment and
decontamination was completed. All services have had an annual infection control environmental audit and all
divisions are set to achieve 85% compliance, where there are exceptions of 80% significant progress has been made.
The prison services have made significant improvements in their environmental audits achieving 90% with the
exception of HMP Manchester, where issues are being addressed with the Governor. The Trust have achieved 97%
compliance with Hand Hygiene. The governance process for the environmental audits has been strengthened by the
use of a database, risks are shared with the Estates and Facilities for scheduled work to ensure infection control
standards are maintained across the Trust.
The Committee noted the work ongoing in regards to Sepsis and the roll out of NEWS2 across the Trust.
The Trust already has an approved Sepsis screening, which is in incorporate in the Physical Health and Wellbeing
policy. However, work is ongoing to review this with a view to integrating Sepsis screening as part of the NEWS2
implementation. It is expected that a Sepsis screen will be completed for all service users with elevated early warning
scores that would indicate that there is a risk of Sepsis. This will be in line with both regional and national Sepsis
guidelines, GMMH has been invited to and is attending the Greater Manchester Sepsis Collaborative Meeting, which is
next due to meet on the 11 July 2019. The implementation of NEWS2 is being coordinated by the Nursing and
Governance Team, a dedicated task and finish group is established with a dedicated implementation plan which is
overseen by the Physical Healthcare Committee.
In addition to this, work will be completed to improve the way in which we record Sepsis incidents within the Datix
system to ensure that these are appropriately escalated and reviewed so that the necessary investigations can be
completed.
The Committee noted the Annual report.
14. Diabetes Deep Dive Audit: Action Plan Update (10:56am: 10:58am)
The Committee noted the diabetes deep dive audit action plan update, which continues to be monitored at the
Physical Health Care Committee. The updated action plan will be noted at the Medicines Management Group in July
2019 and the Committee noted the positive engagement with the Greater Manchester Diabetes network.
15. Transfer of Care Deep Dive Audit (10:58am: 11:14am)
The Committee noted the full briefing report in regards to the Transfer of Care Deep Dive presented at the Committee
in May 2019. The audit was conducted on 3 types of transfers of care including, all transfers from inpatients to acute
care providers; out of area transfers and repatriated to GMMH; and urgent care across divisions between RAID, home
based treatment and inpatient services. This identified challenges when conducting the audit due to the differences in
differences in the transfers of care at different divisions.
The highest number of unplanned transfers were at the Specialist Network Service, particularly Chapman Barker Unit
due to RADAR, with 7% patients had the GMMH transfer to Acute care checklist. 41% patients were transferred with a
copy of their care plan and risk assessment and 43% had early warning scores completed prior to acute care transfer.
This indicated that 42% of those that were transferred to acute services did not return to GMMH and were discharged
to another care provider, but 100% of those discharged to the community were followed up by GMMH. Service users
that were transferred to GMMH from urgent care, 48% had crisis plans with relapse indicators and 78% had a
gatekeeping discussion, 72% had a detailed list of medications and the majority of transfers took place out of hours.
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The Committee discussed the variance in the issues highlighted as part of the transfer of care deep dive audit, and the
challenges from the audit particularly in regards to the scale of the audit. It was identified that it would prove useful to
complete further deep dive audits into later life services and the specialist network services. It was also agreed that
this report would be shared at the Medical Leadership Committee and links with the Acute Care Providers would be
developed.
Action: Sean Lennon, Rosie Clarke and Chris Daly.
The Committee noted the full briefing report and action plan, which is being monitored and address through the
Physical Health Care Committee.
16. Safe Staffing Report: Quarter 3 and Quarter 4 2018-2019 (11.14am: 11:23am)
The Safe Staffing Report for Quarter 3 and Quarter 4 2018-2019 was noted at the Committee.
This report identifies that the Trust planned and actual staffing level are equal, however it was highlighted that the
skill mix of staffing may not necessarily match. Safe staffing is reviewed monthly at the Network hubs. During Q3 and
Q4, there was a reduction of 50% in safe staffing incidents; this relates to a better understanding at ward level as to
what constitutes of ‘unsafe’ staffing incidents.
Work is ongoing in regards to safe staffing with the new Mental Health Optimal Safe Staffing Tool (MHOST) and the
development of a resourcing policy. Future reports will identify outliers and provide analysis of exceptions and
mitigations of the resourcing policy.
The Committee noted the safe staffing report.
17. Research and Innovation Bi-Annual Report (11:23am: 11:36am)
The Committee received the Research and Innovation Bi-Annual Report.
This report outlines the implementation of the Research and Innovation Strategy to maximise opportunities for clinical
services with education, professional development, staff support for design and development.
Key updates as part of this report include the research units into the physical health monitoring for young people,
trauma informed care, patient safety, digital developments in CAMHS, psychosis research unit and dementia research
centre.
The Committee discussed the inconsistencies with access to PARIS with the research and innovation team work force
in regards to staff and service user safety, and increasing the opportunities of research for service users. The
Committee discussed access to the PARIS system, in particular access to risk assessments for staff who are attending
service user homes. It was also identified that access to the PARIS system would allow for research contacts to be
added to the system to reflect the work ongoing across the Trust with the research and innovation team to support
the clinical teams. The Committee were in general consensus that the research team would be considered as part of
the care team as they are acting in the service user interested to ensure that the care packages include access to
research.
The Committee approved access to the PARIS system and noted the bi-annual report.
18. Zero Suicide ‘Ambition’ Action Plan (11:36am: 11.46am)
The Committee noted the Zero Suicide ‘Ambition’ action plan from NHSE and the benchmark of GMMH against this.
The Trust continue to deliver suicide prevention training, through STORM train the trainer sessions, which are
delivered locally and a self-harm care bundle has been developed. The CQUINs for suicide include a 48hour telephone
call following from discharge and a 7 day face-to-face follow up following discharge. However, this is expected to
change in 2019-2020 to reflect a 72hour face-to-face follow up following discharge. In addition to this, the Trust have
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taken part and facilitated learning from deaths and sharing good practice internally and partnership agencies. The
Trust have a 12month fixed term bereavement role to support service user, carers and staff which has been positively
evaluated.
The Committee noted the positive work ongoing across the Trust in regards to this action plan.
19. Coroners Regulation 28 Report (11:46am: 11:53am)
The Committee noted the Coroners Regulation 28 Report.
This report provides a thematic analysis into the Regulation 28s issued by the Coroner.
One of the key themes identified in this report relates to the transfers of care between GMMH and external providers,
which a deep dive has been completed and action plan is being monitored through the Physical Health Committee.
The quality of record keeping has been identified as a key theme, particularly in regards to incomplete care plans and
risk assessments, which led to lack staff training in regards to record keeping and staff training for signposting and
safety plans.
The Trust discussed engagement of carers and families following service user death, which is being developed and
processed through the CARE Hub.
It was agreed that this report would be shared at the Medical Leadership Committee.

Action: Chris Daly

20. Sub Group Assurance Reports (11:53am: 11.55am)
20.1. Physical Health Care
The Committee noted the sub group assurance report.
20.2. Post Incident Review Panel
The Committee noted the sub group assurance report.
20.3. Equality and Diversity
The Committee noted the sub group assurance report.
21. Any Other Business (11:55am: 12noon)
Feedback was sought from the guests that attended the Quality Improvement Committee and feedback from the
BAME staff network chair advised that the attendance at the meeting was useful as it gained perspective and
identified that assurance was provided that issues at service level were being addressed by the Board and Sub
Board levels.
22. Date and Time on Next Meeting
The next meeting will take place on Thursday 11th July 2019 at 9.30am until 12.00 noon in Meeting Room 1 & 2,
First Floor, The Curve.
23. Action Log
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Purpose
of Action
Update

Action Title
Trauma Informed Care

Update

Trauma Informed Care

Agenda

Learning from Deaths

Update
Update
Update

BAME Network
Transfer of Care
Regulation 28 Report

Agenda

Positive Risk Taking

Agenda

Deep Dive into
Employment

Update

Handover Audit

Agenda
Update
Update

Spiritual Care Strategy
2019-2021
CQC Sexual Safety
Report
Equality and Diversity
Board Assurance
Deep Dive

Agenda

Policy Harmonisation

Agenda

Use of Force Action Plan

Agenda

Smoke Free Update

Update
Update

Action

Lead

Due Date

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.

Tim McDougall/Stephanie
Kennedy

11/07/2019

Stephanie Kennedy

11/07/2019

Julie Bodnarec

11/07/2019

Staff support for junior doctors to be shared through medical leadership
Transfer of care deep dive audit report to be shared at the Committee
To be shared through medical leadership committee
Further update in regards to actions and work completed in regards to the positive
risk training following the Committee in January 2019.

Chris Daly
Chris Daly
Chris Daly
Paula Solomon and
Caroline Pickwell

11/07/2019
11/07/2019
11/07/2019

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

Quarterly progress updates to be provided at the Committee
A review of the risk review dates
Consideration for further deep dives

Cathy Lovatt
Gill Green
Rosie Clarke/Sean Lennon
Julie Bodnarec/Tim
McDougall

12/09/2019
12/09/2019
12/09/2019

Tim McDougall

14/11/2019

Patrick Cahoon

Jun-20

A briefing paper to be brought to the Committee in July 2019

Policy harmonisation paper brought back the committee in October 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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Committee Chair’s Report to the Board of Directors
QUALITY IMPROVEMENT COMMITTEE
Date of Board Meeting:

Monday 22 July 2019

Date of Committee Meeting:

Thursday 11 July 2019

Committee Chair:

Julie Jarman, Non-Executive Director

Date of Chair’s Report:

Thursday 11 July 2019

Date of Next Committee Meeting:

Thursday 12 September 2019

Key
Developments

•

•

•

•

•

•

Any Risks
Identified and
Agreed Actions

•

The Committee discussed verbal feedback received from the CQC
following the recent Well- Led inspection. Positive feedback was noted
in regards to leadership and visibility of leadership.
The Committee received a presentation in regard to ‘Who uses our
IAPT services?’. This presentation outlined the evaluation of service
users currently using the IAPT services and their presenting mental
health problems. Differences in the localities were discussed and there
is an expectation by March 2021 50,000 people will be seen by IAPT.
The Committee noted a report in regards to Nursing Professional
Practice. The report outlines the governance structure and assurance
processes for nurse revalidation and re-registration.
The Committee noted the report in regards to Medical Appraisals
Across the Trust. This report provides the Trust with assurance in
regards to the process and governance structures in place for annual
appraisals for Medical colleagues.
The Committee noted the thematic analysis report on learning from
deaths. This report was shared at the Mortality Review group, and as
an action it was agreed that this would be shared through the Network
Hubs. The Committee will be receiving regular updates on the
mortality dashboard as part of the sub group assurance reports at the
Committee.
The Committee noted the Quality Improvement Strategy phase 1,
which was approved at Board in May 2019. The Committee noted the
GANT chart developed in regards to the next stages of the strategy and
work underway. The Committee will receive regular progress reports.
The Committee noted the Annual Customer Care Team report. This
report identifies that the number of complaints in the Trust has
increased by 43%, it was indicated that these complaints were low
level complaints; and work is ongoing in regard to improving the

1

•

•

Other Items for
the Board’s
Attention

•
•

responded to in agreed timescales. Actions were agreed in regards to
sharing learning from complaints.
The Committee noted the report in regards to clinical and managerial
supervision. This report outlines plans in place for the governance
arrangements for the monitoring of supervision and the pilot at
Trafford in regards to the supervision module in the learning hub. The
Committee discussed quality of supervision and how this could be
captured. It was identified that supervision is included as part of the
Quality Improvement projects as part of the Quality Improvement
Strategy phase one.
The Committee noted a presentation in regard to the ‘Use of ACEIII”
in services. As an action, it was agreed that this would be discussed
and addressed through the operational forums.
No conflicts of interested were declared at the Committee
The sub group assurance reports were noted at the Committee.
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Board of Directors – Part 1
TITLE OF REPORT:

Charitable Funds Committee:

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

• Minutes of the Meeting held 4 February (Ratified)
• Committee Chair’s Report on the Meeting held 7 July 2019
• Terms of Reference
Monday 22 July 2019
17.01 – 17.03
Anthony Bell, Non-Executive Director and Charitable Funds Committee Chair
Diana Paul, Executive PA

REPORT SUMMARY:

The Board of Directors are asked to note the ratified minutes of the Charitable
Funds Committee meeting held on 4 February 2019 and the Committee Chair’s
Report on the meeting held on 1 July 2019.
The Board are asked to note the Terms of Reference and the changes made
indicated at the end of the document.

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
01.07.19
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 review and note the following:
•
•
•

x

Assurance

x

Approval/Decision

Minutes of the Charitable Funds Committee meeting held 4 February 2019
(Ratified)
Committee Chair’s Report on the meeting held 1 July 2019
Updated Terms of Reference
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RATIFIED
CHARITABLE FUNDS COMMITTEE
4 February 2019 AT 11AM
ROOMS 1 AND 2, 1ST FLOOR, THE CURVE

PRESENT:
Anthony Bell
Julie Jarman
Ismail Hafeji

Non-Executive Director (Chair)
Non-Executive Director.
Director of Finance and IM&T

IN ATTENDANCE:
Janine Taylor
Caroline Pickwell
Diana Paul

Associate Director of Finance
Marketing and Communications Manager
Executive PA (Minutes)

No.
01/19

Notes
APOLOGIES FOR ABSENCE

Action

Gill Green, Director of Nursing and Governance
Adele McKie, Assistant Director of Finance, Financial Services and Procurement
02/19

MINUTES OF PREVIOUS MEETING HELD 3 December 2018
The minutes of the previous meeting held on 3 December 2018 were agreed as a true and
correct record.

03/19

MATTERS ARISING FROM PREVIOUS MEETING
Committee members reviewed the action log and it will be updated for the next
meeting.
23/18 - Chaplaincy Request
Although a request for personnel, which is being addressed by the budget setting
process, members stated that the request they were aware of was for non-staffing
resources. Janine Taylor, Associate Director of Finance to follow up.

04/19

FINANCE REPORT – SUMMARY REPORT FOR THE 9 MONTHS ENDED 31 DECEMBER 2018
Ismail Hafeji, Director of Finance and IM&T informed the meeting the report covers a 9
month period until 31 December 2018.
The main change has been around transferring of Research monies to the Research
Division. Chris Daly, Medical Director had identified a requirement within Research and it
had been felt appropriate that Charitable Funds could facilitate this request. As previously
agreed two reports have been requested to come back to this meeting, September 2019
and March 2020.

Janine
Taylor

Pooled Funds – this is a general fund. Finance have written out to all Fund holders asking
for their plans regarding spending the monies. Monies which haven’t been committed to
will be brought back into the pooled fund.

05/19

The Committee agreed that an update on significant expenditure should come back to this
meeting to show impact and performance against KPIs. Details to be shared on the
website and with Governors.

Adele
McKie

Projects which obtained funds through the Dragon’s Den process also to provide updates
to the Committee.

Adele
McKie

The Committee noted the report.
CHARITABLE FUNDS UPDATE
Caroline Pickwell, Marketing and Communications Manager tabled a paper regarding the
Intelligence Gathering information received from other Mental Health Trusts regarding
their Charitable Funds.
The main findings/discussions were had:
- Staff being asked to nominate on a yearly which charity they would like money to
go to.
- Recognition that mental health is not seen as a preferred charity to give donations
to compared to The Christie or Children’s charities.
- Pennine Care are considering developing a GM Trust Fund and is seeking to
establish what appetite there is across the GM footprint for this.
Julie Jarman, NED, stated that the Trust shouldn’t underestimate the interest people have
in Mental Health from all different aspects of life. A lot of research work in mental health
is being undertaken which people are interested in and the Trust shouldn’t underestimate
the potential of obtaining funds.
Discussion was had regarding appointing someone internally 1 day a week to promote the
work. However it was agreed that Communications would lead on sending letters out and
updating the website, a further view would be undertaken if the volume of work required
is greater than the day to day work of the Communications Team.
Adele
McKie

Ismail Hafeji, Director of Finance & IM&T, acknowledged further work is required
regarding the application process and the impact on services/service user and how this is
monitored. Dragon Den’s templates to be reviewed and informal the Charitable Funds
templates.
The meeting agreed Communications will send letters out along with the Charitable Funds
leaflet to companies which the Trust are working with in a “targeted” approach to raise
funds. The letter will be tailored in respect of financial contributions and/or
apprenticeship opportunities as well as ascertaining if they can offer their support in other
ways.

Janine
Taylor

Janine Taylor to send list of contractors to Caroline Pickwell. Letter will be signed off by
the Chair.
Leaflets have been circulated to inpatient wards and community sites.
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06/19

The Committee noted the report.
ANY OTHER BUSINESS
Council of Governors
Anthony Bell, NED, has been asked to provide an update to the Council of Governors
meeting in April. This will include what the work the Committee has undertaken, impact
of monies spent on people’s life, update on the relaunch internally and via contractors.

07/19

Annual Accounts
Ismail Hafeji, informed the meeting the Annual Accounts 2017/18 have been registered
and accepted.
DATE AND TIME OF NEXT MEETING
Noted
1 July 2019, 11am. Rm 1, 1st Floor, The Curve
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CHARITABLE FUNDS COMMITTEE ACTION LOG
Meeting Minute
No.
July-18
17/18

Item
Any Other Business

Action

Agreed
Timescale
Fixed term Fund Manager position to be 24/09/18
advertised, subject to agreement from
Non-Executive committee members as
to role description

Forecast
Owner
Completion
Ismail Hafeji,
Director of Finance
and IM&T and Adele
McKie, Assistant
Director of Finance

Status
3/12/18 Finance
assessment of
resource required
does not indicate a
current need for a
fixed term fund
manager. The historic
lack of spending of
charitable funds has
been due to it not
having been
prioritised and
promoted as a
strategic objective as
opposed to
insufficient
resource. It is
anticipated that this
post may be required
once the CFC have
agreed its longer term
fund raising strategy.
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Meeting Minute
No.
Dec 18
22/18

Item

Dec 18

23/18

Finance Report

2 updates to come to Committee and
outlining impact monies have had
within 2019. IH to inform Sarah Leo

4/2/19
Sept 19
March 20

Ismail Hafeji

Dec 18

23/18

Finance Report

Chaplaincy request – details of request
to be forwarded to AMc for relevant
paperwork to be completed.

4/2/19

Adele McKie

Annual Accounts
Year Ended March
18

Action

Agreed
Timescale
Accounts
to
be
independently
4/2/19
examined, IH to confirm if part of
KPMGs remit to include within their
work programme

Forecast
Owner
Completion
Ismail Hafeji

Status
4/2/19 – JT said KPMG
quoted £3-5K. IH to
discuss further at
meeting with Rob
Jones.
1/7/19 AB had asked
for an addition report
to come to the July
meeting.
4/2/19 – Request for
personnel being
covered by the budget
setting process. JT to
follow up the request
they were aware of
was for non-staffing
resources.
1/7/19
The original request
submitted by the
chaplaincy
department was for
funding for a Jewish
chaplain which was
not appropriate for
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Meeting Minute
No.

Item

Feb 19

04/19

Finance Report

Feb 19

04/19

Finance Report

Action

Update on significant expenditure to
come back to this meeting to show
impact and performance against KPIs.
Details to be shared on website and
with Governors.
Dragon’s Den process also to provide
updates

Agreed
Timescale

Forecast
Owner
Completion

1/7/19

Adele McKie

1/7/19

Adele McKie

Status
funding from
charitable funds and
was consequently to
be resolved through
budget setting.
A subsequent request
was received at the
beginning of June for
religious artefacts for
the six major world
faiths for use across
the trust’s multi faith
rooms. This request
has been approved by
the director of nursing
and is included within
the commitments
against the general
fund.
1/7/19
Update has been
included within the
finance report.
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Meeting Minute
No.
Feb 19
05/19

Item

Feb 19

05/19

Charitable Funds

Feb 19

05/19

Charitable Funds
Update

Charitable Funds
Update

Action

Agreed
Timescale
Dragon’s Den’s templates to be
1/7/19
reviewed to inform the Charitable
Funds ones.
Caroline Pickwell to write letter to be
1/7/19
sent out to contractors, to be signed of
by the Chair.

Janine Taylor to send list of contractors
to Caroline Pickwell.

1/7/19

Forecast
Owner
Completion
Adele McKie

Caroline Pickwell

Status

1/7/19
Advice given that this
is not an appropriate
use of supplier
information held by
the Trust. There are
both procurement and
GDPR issues which
arise from
it. Alternative
publically available
sources of information
were suggested.

Janine Taylor

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

22 July 2019

Date of Committee Meeting:

01 July 2019

Committee Chair:

Anthony Bell, Non-Executive Director (Committee Chair)

Date of Chair’s Report:

04 July 2019

Date of Next Committee Meeting:

02 December 2019

Key Developments

Charity - Anthony Bell, Committee Chair to update the Council of Governors
and Board of Directors on the work of the Charitable Funds Committee.
Discussion with the Board to include whether the Trust should continue to
have a charity given its relatively small scale.
Use of Funds Designated for Research – The Committee received a briefing
on the use of the £68k of funds designated for research, which were
transferred from charitable funds during 2018/19. The funds have been used
to support achievements of R&I Strategy objectives by the Trust’s Research
Units. Examples of key achievements of the Research Units include:
•
•
•
•
•

CAMHS Digital – establishment of new Children and Young People
(CWP) group
Complex Trauma and Resilience – establishment of Experts by
Experience Group
Dementia – establishment of Patient and Public Involvement and
Engagement programme
Patient Safety – collaboration with substance misuse services
Youth Mental Health – establishment of Service User Reference
Group

Terms of Reference - reviewed and approved by the Committee. To be
shared with the Board of Directors
Charitable Funds Accounts 2018/19 – these have been prepared for the
financial year ended 31 March 2019 in accordance with the charities
Statement of Recognised Practice. They have been produced to a shorter
timescale than in previous years at the request of the Committee. As at 31

March 2019 the charitable funds totalled £343,562 having received income
(including interest on investments) of £17,949 and incurred expenditure of
£121,778 during the year. The Committee approved the accounts and agreed
that an Annual Report would be prepared to sit alongside future years’
accounts.
Financial report ended 31 May 2019 – fund holders have continued to
implement spending plans for the remaining individual funds and additional
bids have been received and approved. Examples of charitable funds
expenditure in 2018/19 include:
•
•
•

•

Research and innovation (£68K)
Funding of four Dragons’ Den initiatives (£12.5k)
Purchase of:
• Christmas presents for patients (£8k)
• Interactive table for dementia patients (£12k)
• Training and teaching materials for patients (£9k)
• Ward furnishings (£7k)
Redecoration at Junction 17, Prestwich (£2k)

Expenditure to date in 2018/29 has totalled £28k and has included:
•
•

Reflexology and dementia-friendly items for Manchester later life
wards (£6k)
Massage chair, catering items and electrical items for Hazelwood
Ward, Salford (£4k)

Further £101k funds committed for expenditure in 2019/20 to date, including
on:
•
•
•
•
•

Any Risks
Identified and
Agreed Actions

Later Life Day Centre – summer house, arts and crafts materials,
audio books (£7k)
Staff health and wellbeing (£11k)
Isherwood Ward at Lowry Unit, Prestwich – gym and media
equipment, polytunnels, fish, bees and chickens (£13k)
Items for self-sooth room at Oak Ward, Bolton (£4k)
Items for hairdressing salon at Woodlands Hospital, Salford (£6k)

The Committee agreed that good news stories on how some of the charitable
funds have been spent to benefit staff and service users to be communicated
Trust-wide.
None
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Other Items for
the Board’s
Attention

None
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TERMS OF REFERENCE
CHARITABLE FUNDS COMMITTEE
Constitution & Authority The purpose of the Charitable Funds Committee, hereafter referred to
as the Committee, is to ensure that the Trust Board properly discharges
its responsibilities in relation to its role as Corporate Trustee of the
Charitable Funds.
Overall Aim & Purpose

•

Scope & Duties
Functions

•
•
•
•
•
•

•
•

•

Membership

To ensure the effective management of Charitable Funds of the
Trust
To oversee the effective management of the affairs of the
Charitable Funds on behalf of the Trustees (Board of Directors)
To apply all charitable funds in accordance with the NHS Act
2006, Charities Act 2011, Commissioner requirements and other
sources of good practice.
To ensure that decisions on the use or investment of such funds
are, where applicable, restricted to the explicit condition or
purpose of each donation, legacy or grant.
To make decisions involving the use of charitable funds within the
terms of the ‘Declaration of Trust’ and with regard to the ‘Trustee
Act 2000’ and any subsequent legislation.
To ensure that the Trust’s policies and procedures for charitable
funds and investments are followed.
To ensure that funding decisions are consistent with the Trust’s
vision, values and objectives and that such decisions provide
added value and benefit to service users and staff above those
afforded by revenue.
To, where necessary, appoint Investment Advisors and to
monitor the performance of the charitable funds investment
portfolio.
To oversee and monitor the functions performed by the Director
of Finance and IM&T and Chief Executive with regard to the
investment, accounting and reporting on the use of charitable
funds.
To receive the Annual Accounts and Report of the Trust’s
Charitable Funds for consideration and recommendation for final
approval, or otherwise, to the Trust Board.

Membership of the Committee will comprise of the following:
•
•
•

Two Non-Executive Directors
Director of Nursing and Governance
Director of Finance and IM&T

The Chair will have the deciding vote in the case of a tied decision.

The Committee will be supported by:
•
•

Associate Director of Finance
Assistant Director of Finance – Financial Accounts and Systems

Other attendees may be co-opted, with the prior consent of the Chair,
as the agenda dictates/as required for specific items/input.
Accountable for:

The Charitable Funds Committee is accountable to the Board.

Frequency of Meetings

Meetings will be held no less than three times a year. The Chair or an
Executive member may request an additional meeting if they consider
one to be necessary.

Quorum

Non-Executive Director to Chair the meeting and one Executive Director
member to be present.

Agenda and Papers

An agenda for each meeting, together with relevant papers, will be
forwarded to members to arrive 5 working days before the meeting. Any
member wishing to include an item on the agenda should ensure this is
with the secretary to the Committee 10 days before the meeting date
and should be agreed with the Chair of the meeting.
The meeting will be supported secretarially by the PA to the Director of
Finance and IM&T.
Dates of meetings will be set for a full year
Unratified minutes and action log will be circulated to the membership.

Minutes

Formal minutes will be taken at the meeting. They will be drafted no
later than two weeks after the meeting has taken place. Minutes will be
formally ratified by Committee members at the next Charitable Funds
Committee and shared with Trust Board.

Record Keeping

Agenda and Papers can be found in the following link:
N:\The Curve\Corporate Affairs\CHARITABLE FUNDS COMMITTEE
These can be accessed by the Executive PAs.

Monitoring

At a minimum, an annual review of attendance and effectiveness will be
undertaken in order to monitor compliance with the Terms of Reference.
This will be the responsibility of the Chair.
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Terms of Reference
Review

It is the responsibility of the Chair to review the effectiveness of the
Committee’s Terms of Reference.

Agreed date for the
Review of the Terms of
Reference

July 2020

Chart of relationship to other Meetings

GMMH
Board

Charitable Funds
Committee

Revision Log:
Date
1 July 2019

Name
Janine Taylor

Comments
New format
Membership updated
NHS Act 2006
Charities Act 2011

July 2019
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