BOARD OF DIRECTORS (Meeting in Public)
Monday 25th January 2016
1.00pm, Room 1, 1st Floor, The Curve

AGENDA – PART 1
ITEM
01
Apologies for Absence
02
Minutes of the Previous Meeting held 14th December
2015
03
Matters Arising from the Previous Meeting
04
Service Presentation – RAID

ACTION
To Note
To Approve
To Note
To Note

PRESENTED BY
Alan Maden, Chair

Ross Overshott, Consultant
Psychiatrist Liaison Service
Ashton Ntuli, Senior
Manager, Trafford RAID
Service

05

Chair and Chief Executive – Verbal Report

To Note

STRATEGY AND POLICY
06

Devolution Manchester ‐ Strategic Plan

To Note

Bev Humphrey, Chief
Executive

07

Delivering the Forward View: NHS Planning Guidance
2016/17 to 2020/21

To Note

Bev Humphrey, Chief
Executive

08

GMW Nursing Strategy 2016‐2021

To Note

Gill Green, Director of
Operations and Nursing

OPERATIONAL PERFORMANCE
09

Board Performance Report

To Note

Neil Thwaite, Deputy CEO/
Director of Development
and Performance

GOVERNANCE AND QUALITY
10

Corporate Governance:
10/01
Board Committee Terms of Reference
10/02
Scheme of Reservation and Delegation
10/03
Standing Financial Instructions

To Approve

Andrew Maloney, Director
of HR and Corporate
Services

11

NHS Preparedness for a Major Incident – Statement
of Readiness

To Note

Andrew Maloney, Director
of HR and Corporate
Services

HR & ORGANISATIONAL DEVELOPMENT
12

Improving Attendance and Managing Sickness
Absence Update

To Note

Andrew Maloney, Director
of HR and Corporate
Services

13

Monitor Guidance – Agency Staff Rules

To Note

Andrew Maloney, Director
of HR and Corporate
Services

ANY OTHER BUSINESS
14

Any Other Business

To Note

All

DATE AND TIME OF NEXT MEETING
The next Board of Directors’ Meeting will take place on 29th February 2016, 1.00 pm, Room 1, 1st Floor, The Curve
RESOLUTION
The Board was 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, publicity on which would be
prejudicial to the public interest’
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TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Minutes of the Previous Meeting Held 14th December 2015
25th January 2016
02
Alan Maden, Chair
Kim Saville, Company Secretary

EXECUTIVE SUMMARY:

The Board of Directors is asked to approve the minutes of the previous meeting held
14th December 2015.

LINKS TO OTHER KEY
REPORTS/DECISIONS:
LEGAL/REGULATORY
IMPLICATIONS:
DOES THIS PAPER ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?
If ‘yes’:
DATIX ID

RECOMMENDATIONS:

Strategic Objective

To Approve

Description (as per BAF)

Yes/No

UNRATIFIED
PUBLIC BOARD OF DIRECTORS MEETING, MONDAY 14th DECEMBER 2015, 1.00 PM, ROOM
1, 1ST FLOOR, THE CURVE
Present:
Alan Maden
Terry McDonnell
Malcolm Cowen
Julie Jarman
Anthony Bell
Kathy Doran
Karen Luker
Bev Humphrey
Steve Colgan
Ismail Hafeji
Gill Green
Neil Thwaite
Andrew Maloney

‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐

Chair
Non‐Executive Director
Non‐Executive Director
Non‐Executive Director
Non‐Executive Director
Non‐Executive Director
Non‐Executive Director
Chief Executive
Medical Director
Director of Finance, Capital and IM&T
Director of Nursing & Operations
Deputy Chief Executive/Director of Development & Performance
Director of HR & Corporate Services

In Attendance:
Kim Saville
Jonathan Elster

‐
‐

Company Secretary
Governor

265/15 Apologies for Absence

Action
Noted

None received.
266/15 Declarations of Interest

Noted

There were no declarations of interest for the meeting.
267/15 Minutes of the Previous Meeting held 30th November 2015

Approved

The minutes of the meeting held on 30th November 2015 were agreed as an
accurate record.
268/15 Matters Arising from Previous Meeting
Noted
No matters arising.
269/15 Chair & Chief Executive Verbal Update

Noted

Alan Maden, Chair, advised that he had been invited to open the new Woodlands
Centre of Excellence on 4th December 2015 and had been very impressed by the
development.
Neil Thwaite, Deputy Chief Executive/Director of Development & Performance,
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confirmed that the Devolution Manchester agenda was gathering pace. The
Mental Health Strategy is due to be published in January 2016. This strategy will
inform the over‐arching business case/Strategic Plan. Bev Humphrey, Chief
Executive, and all members of the executive team continue to be engaged in this
work. Depending on publication timescales, it is intended that the Strategic Plan
and Mental Health Strategy will be shared at the January 2016 meeting of the
Board of Directors.
270/15 Acute Care Pathway (ACP) Evaluation
Noted
Gill Green, Director of Nursing and Operations, presented the ACP evaluation.
Gill Green reminded Board members of the aims and timeline of this major
service redesign. The over‐riding principle had been to deliver a consistent
service ‘offer’ across Bolton, Salford and Trafford, which enabled a significant
proportion of services to be delivered in community settings.
The Board of Directors invested £1.15m to enhance home‐based treatment
services (for example, now able to offer up to three home visits per day) and
extend community mental health team (CMHT) hours of operation (now
operating over 7 days and into the evening). The adult and older adult inpatient
provision (bed base) has reduced and the Woodlands Centre of Excellence has
been developed as a result of significant capital investment. Total capital
investment approved by the Board equated to £5.87million. The redesign
delivered £4.56million efficiency savings for the district services across 2014/15
and 2015/16.
Gill Green confirmed that Bolton older adult inpatient services had successfully
transferred to Woodlands at the beginning of December 2015. All three wards
are now operational at Woodlands.
The Board discussed Trafford CCG’s decision to withdraw from the redesign at
the public consultation stage. Gill Green assured the Board that, despite this,
Trafford’s community service offer is consistent with Bolton and Salford. Older
adult inpatient provision continues to be provided at Bollin and Greenway rather
than at Woodlands.
Gill Green advised that consultant psychiatry provision is now, on the whole,
aligned with either inpatient or community services. This remains work in
progress in Bolton, but should be in place from March/April 2016 when
accommodation issues are resolved. Gill Green confirmed that recruitment is
ongoing for qualified nurses onto adult acute inpatient wards. This links to
agenda item 7. No compulsory redundancies were required to achieve
organisational change, as vacancies are being managed.
The Board noted the positive impact of the redesign on the requirement for out
of area placements. The Board also noted the development of the Helpline, in
response to service user feedback received during the public consultation. The
Helpline became active in May 2015 and now receives between 340‐410 calls per
month.
2

In terms of bed occupancy, Gill Green assured the Board that, with the exception
of the 7 out of area placements since April 2015, services have successfully
managed with the reduced bed base. Gill Green confirmed that readmission
rates have not increased as an outcome of the change.
Gill Green directed Board members towards the patient stories embedded in the
evaluation report. Gill Green also circulated copies of Bolton, Salford and
Trafford performance data, which measures the impact of the ACP redesign. Gill
Green confirmed that the services would continue to remain vigilant of the
latter.
The Board noted the positive Friends and Family Test results for district services.
70% of staff would recommend treatment and care at the Trust, whilst 76% of
current service users and carers would recommend the Trust.
Board members recognised the commitment and efforts of all involved in the
ACP redesign.
Alan Maden commended the evaluation report.
Kathy Doran, Non‐Executive Director, questioned the impact of the enhanced
community services on Trafford’s bed occupancy and queried whether the
Woodlands option might be revisited in future. Bev Humphrey confirmed that
there had never been any intention to reduce adult acute beds in Trafford. The
impact on older adult bed occupancy should be evaluated. Gill Green advised
that, at the time of the public consultation, Woodlands had been considered too
far from Trafford for older adult services. This may be looked at again in the next
12‐18 months. Neil Thwaite suggested that Devolution Manchester may
influence future plans for Trafford. Gill Green assured the Board that every effort
has been made to ensure that high standards of care at maintained at Trafford.
For example, staff at Bollin and Greenway have been actively engaged in
development work at Woodlands to ensure consistency.
In response to a further query from Kathy Doran regarding Trafford costs, Bev
Humphrey confirmed that the Trust had been unable to deliver financial
efficiencies in Trafford. Steve Colgan, Medical Director, advised that Trafford’s
Locality Plan identifies significant future savings requirements.
Julie Jarman, Non‐Executive Director, sought understanding of the impact
on/views of carers and GPs as a result of more people being managed in
community settings. Gill Green re‐iterated a key principle of the ACP redesign,
namely, ‘if someone requires a bed, they will receive a bed’. Gill Green confirmed
that feedback from carers has been positive, with access to enhanced CMHT
provision particularly well‐received. (The Board noted that CMHTs have changed
their working practices to achieve this, including by introducing daily meetings to
consider service user risk factors and share understanding across the Team.)
Carers have also been assured by the opportunity to receive up to three visits a
day from Home‐Based Treatment Teams. Gill Green also advised that GPs have
largely been supportive of the redesign. GPs have ready access to the
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community‐based Consultant Psychiatrists as required. Steve Colgan advised that
any resistance from primary care to the step‐down model is not unique to GMW
or to mental health.
Terry McDonnell, Non‐Executive Director, acknowledged the scale of the
transformation, which has been enabled GMW’s strong financial position and
associated ability to ‘pump prime’. Ismail Hafeji, Director of Finance, Capital and
IM&T, supported this, and also reminded Board members of non‐recurrent
transitional investment. All recognised the need to be mindful of this going
forward.
Malcolm Cowen, Non‐Executive Director, recognised the excellent outcomes but
emphasised the need to ensure that the additional staffing agreed in April 2015
is put in place.
Karen Luker, Non‐Executive Director, opened a discussion regarding the role of
CCGs in change programmes. Bev Humphrey stated that providers are trying to
move to a position where consistent standards of care are provided across
Greater Manchester and suggested that Devolution Manchester has potential to
empower providers to achieve this. Kathy Doran recognised the different
challenges facing commissioners in pursuing change agendas.
Neil Thwaite offered congratulations to the clinical teams involved, overseen by
Gill Green and Steve Colgan. Gill Green confirmed that clinicians were involved in
both the design and implementation of the project.
In response to a query from Julie Jarman, Gill Green confirmed that the success
of the ACP redesign would be communicated more widely.
The Board noted the ACP evaluation.
271/15 Staffing Levels Investment Update

Noted

Andrew Maloney, Director of HR and Corporate Services, presented a report on
progress with the implementation of the additional investment in qualified
nurses, as agreed by the Board in April 2015.
The Board noted the improving position, in the context of the starting point.
Andrew Maloney advised that a Recruitment Strategy Group had been
established, with representatives from HR and clinical services, and a rolling
programme of recruitment run over the summer period. Andrew Maloney
confirmed that the agreed posts had been recruited to, but the impact of this has
been diluted by turnover running in parallel. The Recruitment Strategy Group are
scheduled to meet again in January 2016, and effort and energy will continue to
be placed into recruitment through 2016. Gill Green recognised the positive
impact of HR and clinical services working closely together on this.
Andrew Maloney drew Board members’ attention to the table in Section 3.2 of
the paper, which outlines the position as at end of October 2015, including the
use of bank and agency staff. Vacancies largely remain in qualified nursing staff.
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The Board acknowledged the challenges of recruiting from a small pool of
qualified nurses and noted staffing levels in relation to establishment figures.
Gill Green advised that the Directorate Management Board is working to develop
unique selling points that GMW can use to attract new staff.
From a quality perspective, Andrew Maloney briefed Board members on
corporate preceptorship. To accommodate the significant number of newly
qualified staff, the Trust has developed a new preceptorship programme, which
still ensures all standards are being met. The Nursing and Midwifery Council has
contacted the Trust to find out more about this approach.
Andrew Maloney described the current position as ‘transitional’ and confirmed
that a full review will be undertaken in Quarter 1 of 2016/17, with a further
report to Board to follow.
Kathy Doran questioned the vacancy level. Andrew Maloney confirmed that,
corporately, the Trust is moving to 11/12% vacancy level and clinical services
should be aiming for similar. Malcolm Cowen challenged whether a 12% vacancy
level was acceptable, particularly in light of the cost of bank and agency staff.
Andrew Maloney advised that the recruitment strategy was focused on
employing the right people, not just filling vacancies.
Kathy Doran also questioned the impact of Monitor’s nursing agency caps.
Andrew Maloney advised that the Trust’s nursing agency costs are within its 3%
cap. A paper on the Trust’s position in relation to Monitor’s recently introduced
price cap rules will be brought to the January 2016 meeting of the Board of
Directors.
In response to a query from Karen Luker, Gill Green confirmed that recruitment
advertisements are placed nationally, however, the University of Salford remains
the Trust’s main ‘feeder’ University. Karen Luker questioned whether there were
ways for the Trust to ‘tap into’ other universities and suggested that The Curve
could be used to host a student‐focused conference. Gill Green advised that the
Trust attends job fairs at Manchester University and other North West
universities, but work is ongoing to ensure that GMW is presented as attractive
an employer as possible. The Trust’s commitment to its leadership programme,
and the success of the ACP redesign, are selling points.
Neil Thwaite asked whether the Trust is able to employ more innovative
approaches to recruitment, such as techniques used by the private sector.
Andrew Maloney confirmed that the Recruitment Strategy Group will consider
new ideas in January, including ideas relating to pay.
Kathy Doran raised a question regarding sponsorship of non‐bursary training.
Karen Luker confirmed that this becomes operational in 2017 and provides
opportunity to tie students into contracts on qualification.
Andrew Maloney advised that the Recruitment Strategy Group is also focused on
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understanding why staff leave the organisation, particularly those who leave
within 12 months of joining. Bev Humphrey highlighted the vacancies within
district services, drawing a link to the demands of working on acute inpatient
wards and stating that the Trust is not unique in this regard. The challenge of
staff moving from wards to other parts of the organisation was recognised.
In response to a query from Julie Jarman, Gill Green confirmed that a small
cohort of nurses were on ‘rotation’ i.e. being given the opportunity to gather
experience in a variety of areas. Gill Green also emphasised the value offered by
the Trust’s Ward Managers.
The Board noted the update report.
272/15 Preparation for the Care Quality Commission (CQC) Inspection

Noted

Neil Thwaite briefed the Board on the preparation being undertaken ahead of
the CQC Inspection in February 2016, outlining the Trust’s understanding of what
will happen during inspection week. Neil Thwaite advised that the Inspection
Team will be visiting all inpatient ward areas and a selection of community‐based
services. It is currently understood that substance misuse services will not be
included in the inspection. All Board members agreed to keep their diaries free
for Day Zero i.e. 8th February 2016.
In terms of feedback from the Inspection, Neil Thwaite confirmed that verbal
feedback will be provided on Day 4 (i.e. Friday 12th February), with formal written
feedback to follow. Based on the CQC’s recent performance, formal feedback
may not be received for a number of months.
Neil Thwaite drew the Board’s attention to the CQC preparation programme
governance structure. Neil Thwaite confirmed that self‐assessments and mock
CQC inspections have been undertaken across the Trust, with the Sustainability
Group receiving updates on emerging themes and seeking assurance on actions
being taken to address these. The Board noted the emerging themes set out in
the paper. Neil Thwaite confirmed that positive progress is being shown and
provided a number of examples including work led by Andrew Maloney to review
Directorate risk registers.
Anthony Bell, Non‐Executive Director, asked whether it was possible to
demonstrate the clear impact of actions being undertaken to address the
emerging themes. Neil Thwaite gave sickness management as an example and
advised that the CQC will be seeking assurance that the Trust is addressing
issues. Andrew Maloney added that the CQC will also consider cause and effect.
Following a suggestion from Bev Humphrey, the Board agreed that the January
Board Development session would be focused on CQC preparation.
In relation to the identified key themes, Julie Jarman raised concerns regarding
levels of physical violence to patients, ligature incidents and violence to staff.
Neil Thwaite advised that this is, in part, explained by the nature and breadth of
services offered by the Trust. Further consideration will be given to this at the
January Board Development session.
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Terry McDonnell suggested that the CQC will be seeking evidence of Board
assurance on the issues identified in the Southern Health investigation report.
Kathy Doran queried how Board members would be involved in the Inspection.
Kim Saville, Company Secretary, confirmed that the CQC have requested
interviews with specific Board members (namely, the Chair, Chief Executive,
Executive Directors and the Chair of the Quality Governance Committee). Exact
dates and times of these interviews are to be confirmed.
The Board noted the report.
273/15 Board Performance Report

Noted

Neil Thwaite presented the October 2015 Board Performance Report, advising
that there were lots of positives. Neil Thwaite summarised the key exceptions as
follows:










Monitor Mental Health Indicators (CPA formal review within 12
months) – below the 95% target in October 2015. The Executive
Management Team have asked the Business Intelligence, IM&T and
Operations and Nursing teams to work together to understand this.
Steve Colgan advised that issues with recording of CPA meetings do not
mean that a patient has not been reviewed. All teams regularly review
patients and the formal review meeting is one part of this. Neil Thwaite
confirmed that a further update will be provided to Board in January.
CQC – The Intelligent Monitoring Report will not be updated until
February 2016, therefore current risks will remain until that point. There
have been 13 CQC visits up to October 2015.
CQUIN – All measures ‘green’. The Board noted that commissioners are
withholding Quarter 2 payment for two indicators ‐ GMW 1 (GM
Employment and Mental Health) and Local 2A (Early Intervention –
Screening) – until the required audits are complete. Audits have been
delayed as a result of the transition to PARIS and will now be completed
manually. Neil Thwaite assured Board members that he was confident
that payment would be received.
Sickness Rate – The Board noted that short‐term sickness ‘spiked’ in
October 2015. Andrew Maloney confirmed that a meeting has taken
place with Bolton and all are hopeful that this is an in‐month issue.
Malcolm Cowen queried whether the Board should look at sickness rates
by staff group, as the CQC do.
Psychology – performance is ‘green’ overall. Neil Thwaite advised that
staff consultation is underway in Salford regarding changes to ways of
working. The Board were reminded that the position may get worse
before it improves. In response to a query from Kathy Doran, Neil
Thwaite confirmed that Salford CCG have agreed the additional IAPT
investment. Trafford recurrent funding has also been agreed. All
recognised that the challenge remains great, particularly for Salford, but
received assurance that the Trust will be in the best position possible by
April 2016.
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Julie Jarman sought understanding on the incidents relating to use of restraint in
forensic mental health services, as presented in graphs 7 and 8 on page 17. Gill
Green confirmed that these incidents related to a specific service user who is
awaiting transfer.
In response to challenge from Malcolm Cowen on the speed of progress with
mandatory training and IPDR compliance, Andrew Maloney confirmed that the
end of December 2015 has been set as a deadline to achieve targets. The Board
noted that the new web‐based mandatory training facility will be launched in the
week commencing 21st December, which will enable easier access to training for
staff. Board members discussed the roles of managers, and the associated
challenges faced, in supporting staff to complete training. Bev Humphrey stated
that managers are responsible for ensuring mandatory training compliance, and
this may involve the use of bank staff to enable access. Gill Green assured the
Board that expectations in relation to mandatory training have been clearly
articulated to the Ward Managers Network. Andrew Maloney advised that a
further update will be brought to the Board in January 2016.
Alan Maden questioned whether any correlation existed between sickness rates
and bank and agency expenditure. Andrew Maloney confirmed that bank and
agency staff are paid in arrears. Bev Humphrey reminded Board members that
bank and agency expenditure includes staff groups other than nurses. The Trust
incurred, for example, significant agency costs in undertaking the transition to
PARIS.
The Board noted the Performance Report.
274/15 Schedule of Meetings 2016

Noted

The Board noted the Schedule of Meetings for 2016.
275/15 Any Other Business
There were no items of any other business
276/15 Date and Time of Next Meeting
Monday 25th January 2016 at 1.00pm in Meeting Room 1, 1st Floor, The Curve
277/15 Resolution

Adopted

The Board was 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, publicity on which would be prejudicial to the
public interest” (Section 1(2) of the Public Bodies (Admission to Meetings) Act
1960).”
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TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Devolution Manchester – Strategic Plan
25th January 2016
06
Bev Humphrey, Chief Executive
Kim Saville, Company Secretary

EXECUTIVE SUMMARY:

The final draft of the Greater Manchester Health and Social Care Devolution
Strategic Plan (‘Taking Charge of our Health and Social Care in Greater Manchester’)
was endorsed by the Health and Social Care Strategic Partnership Board on 18th
December 2015. A copy of the Plan is attached for the Board’s consideration.
The Strategic Plan is informed by Locality Plans and an integrated financial plan. The
following paper provides a high level summary of the mental health priorities
identified in the current draft Locality Plans for Bolton, Salford and Trafford. The
paper also describes the estimated scale of the financial challenge and the role of
the Transformation Fund in ‘pump priming’ identified savings opportunities.
Work to develop a ‘Greater Manchester Mental Health and Wellbeing Strategy’ has
continued in parallel with the drafting of the Strategic Plan. The final version of this
Strategy is expected to be agreed in February 2016 and will be brought to the joint
meeting of the Board of Directors and Council of Governors that month.

LINKS TO OTHER KEY
REPORTS/DECISIONS:

LEGAL/REGULATORY
IMPLICATIONS:

Reports to the Board of Directors:
 ‘Devolution Manchester – Provider Federation Board Governance
Arrangements’ – 25th January 2016 (Part 2)
 ‘Devolution Manchester – Cross‐Provider Efficiency Programmes’ – 25th
January 2016 (Part 2)
 ‘Devolution Manchester Briefing Paper – Strategic Plan and Governance
Arrangements’ – 28th September 2015 (Part 2)
Addendum to Monitor licence

DOES THIS PAPER ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?

Yes

If ‘yes’:
DATIX ID
2363

Strategic Objective
Description (as per BAF)
6 – Achieve sustainable Devolution Greater Manchester and local integration
financial strength and be well‐ programmes – the current process of devolution presents
governed
opportunities for expansion for the Trust across GM along
with risks related to service configuration at a local level e.g.
Development of Salford ICO

RECOMMENDATIONS:

The Board are asked to consider and note the Strategic Plan (‘Taking Charge of our
Health and Social Care in Greater Manchester’) and the information contained in
this summary regarding the Mental Health and Wellbeing Strategy and draft Locality
Plans.

Devolution Manchester
STRATEGIC PLAN ‐ ‘TAKING CHARGE OF OUR HEALTH AND SOCIAL CARE IN GREATER
MANCHESTER’

1

Strategic Plan

The final draft of the Greater Manchester Health and Social Care Devolution Strategic Plan (‘Taking
Charge of our Health and Social Care in Greater Manchester’) was endorsed by the Health and Social
Care Strategic Partnership Board on 18th December 2015. A copy of the Plan, which sets out a collective
ambition for the region over the next five years, is attached. It is informed by Locality Plans (see below)
and an integrated financial plan, outlining how the region will deliver clinical and financial
sustainability over the next five years and the actions to be taken to address the estimated £2billion
deficit by 2020/21.
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Mental Health and Wellbeing Strategy

Work to develop a ‘Greater Manchester Mental Health and Wellbeing Strategy’ has continued in
parallel with the drafting of the Strategic Plan. The final version of this Strategy is expected to be
agreed in February 2016 ‐ with implementation from April 2016 ‐ and will be brought to the joint
meeting of the Board of Directors and Council of Governors that month. The Mental Health and
Wellbeing Strategy is focused on achieving a self‐sufficient mental health system for Greater
Manchester residents through better prevention, access, integration and sustainability.
The Strategy sets out a number of early implementation priorities:







Simplify landscape – simplify the provider system and consolidate and streamline
commissioning across the region. Place‐based commissioning and place‐based delivery.
Mental Health ‘Everyone’s Business’ – collaborative working across services to deliver the
right support at the right time. RAID will be integrated into all acute services and A&E facilities
by April 2016.
Standardised outcomes framework – minimum standards, with a set of KPIs, for all providers
of health and social care services, which can be expanded at the local level to reduce
variations.
Mental health and the workforce – driving wellbeing in the workforce and providing
consistent support for those seeking employment.

The Strategy includes the investment case for, and anticipated financial benefits of, each identified
priority. The Strategy is supported by the local mental health priorities set out in individual Locality
Plans, which are summarised below.
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Locality Plans – Mental Health Priorities

Locality Plans have been prepared by Bolton, Salford and Trafford CCGs and LAs, with input from
providers sought via the respective Health and Wellbeing Boards. The Locality Plans are currently in
draft form with final versions expected in February/March 2016.
The ‘Bolton Health and Care 5 Year Locality Plan’ is focused on improving mental well‐being, reducing
inequalities and delivering improved health outcomes for the whole population through collaborative
working and focus on the following local priorities:









Early intervention and prevention;
Improved access;
Strengthening community services to reduce the need for admission to hospital;
Strengthening crisis response and urgent care services;
Improving access to psychological therapies;
Improving the physical health of people with mental health problems (parity of esteem);
Improving the care of older people with mental health problems – with a specific focus on
dementia care; and
Integrating care – across health and social care settings to enable individual care plans and
seamless transition between services.

Bolton’s plan also outlines interventions to address outcome areas where the region is furthest away
from the national average. These include reducing suicide and self‐harm and reducing avoidable harm
and mortality due to alcohol.
Salford’s ‘Local Sustainability Plan’ is built around a life course model (start well, live well and age well)
with activity and outcomes defined as short, medium and longer term impacts. The transformation
initiatives and outcomes agreed for the existing Integrated Care Programme for older people, and the
planned Integrated Care Organisation (ICO) for adults, are identified as critical enablers.
‘The Locality Plan for Trafford to 2020’ seeks to reduce waiting times and increase the range of mental
health support provision, enabling more people to be cared for and treated at home and the number
of hospital admissions to reduce by a proposed 15%. Specific priority areas include:






Improved access to Psychological therapies and early interventions for individuals
experiencing psychosis – linking to the national access targets;
Improved access to diagnosis and post diagnosis support for those with, or caring for people
with, dementia;
Enhanced 24/7 psychiatric liaison/diversion and RAID services, police custody/criminal justice
system diversion and primary care support;
Shared care protocols for prescribing and physical health checks; and
Enhanced support for children and adolescents with mental health difficulties.

The Trafford Care Coordination Centre (TCCC) is highlighted as a key driver for the Locality Plan.
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Financial Challenge

The Strategic Plan estimates a financial deficit of £2billion, across the 37 NHS organisations and local
authorities in Greater Manchester, by 2020/21. Approximately £400million of this deficit is derived
from the current draft Locality Plans in Bolton, Salford and Trafford. Further work is expected on the
Locality Plans in the coming months to more clearly articulate the proposed schemes and financial
models, and in light of the recently published planning guidance for 2016/17 to 2020/21.
On the basis of a high‐level Strategic Plan submission in August 2015, the government and NHS
England have awarded a non‐recurrent ‘Transformation Fund’ of £450million to the region to ‘pump
prime’ the identified savings opportunities and enable closure of the financial gap. These
opportunities are focused on delivering new ways of working across health and social care, with the
Trust contributing on three levels:




Local – working with our CCG commissioners and local authorities
Greater Manchester and wider – focused on specialist (tertiary) mental health services
Multi‐sector – working with housing, employment, social welfare and criminal justice services

The draft Locality Plans identify potential ‘asks’ of the Transformation Fund. Criteria for allocation of
the Fund will be agreed by the Strategic Partnership Board Executive, with responsibility for
governance of the fund sitting with the Strategic Partnership Board itself.

5

Recommendation

The Board are asked to consider and note the Strategic Plan (‘Taking Charge of our Health and Social
Care in Greater Manchester’) and the information contained in this summary report regarding the
Mental Health and Wellbeing Strategy and draft Locality Plans.
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Foreword
In February 2015 the 37
NHS organisations and
local authorities in Greater
Manchester signed a landmark
devolution agreement with the
Government to take charge of
health and social care spending
and decisions in our city region.

We wanted to do this because we believe having the freedom
to radically transform the health of our population and to build a
clinically and financially sustainable model of health and social care
is a huge opportunity, as well as a great responsibility.
Greater Manchester has the fastest growing economy in the
country and yet people here die younger than people in other parts
of England. Cardiovascular and respiratory illnesses mean people
become ill at a younger age, and live with their illness longer, than
in other parts of the country. Our growing number of older people
often have many long term health issues to manage.
Thousands of people are treated in hospital when their needs
could be better met elsewhere, care is not joined up between
teams and is not always of a consistent quality. We also spend
millions of pounds dealing with illnesses caused by poverty,
loneliness, stress, debt, smoking, drinking, air quality, unhealthy
eating and physical inactivity.
The £6 billion we currently spend on health and social care – and
the way we spend it - has not improved this picture across Greater
Manchester.
The challenge is significant; if we don’t start to act now to
radically change the way we do things, by 2021 more people will
be suffering from poor health and we will be facing a £2 billion
shortfall in funding for health and social care services.
But like the challenge the opportunity is huge. Our goal is to
see the greatest and fastest improvement to the health, wealth
and wellbeing of the 2.8 million people in the towns and cities of
Greater Manchester.
In order to achieve this, we know we need a radical change in how
we build resilience in people and communities, as well as providing
safe, consistent and affordable health and social care. We need to
strike a new deal with people in Greater Manchester.
Our focus must be on our people and our places, not
organisations. There will be a responsibility for everyone to work
together, from individuals, families and communities as well as the
approxiamtely 100,000 staff working in the NHS and social care, to
the voluntary sector and the public bodies.
We want our city region to become a place which sits at the heart
of the Northern Powerhouse, with the size, economic influence and
above all skilled and healthy people to rival any global city.
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Put simply, skilled, healthy and independent people are
crucial to bring jobs, investment and therefore prosperity
to Greater Manchester. We know that people who have
jobs, good housing and are connected to families and
community feel, and stay, healthier.
So we need to take action not just in health and social
care, but across the whole range of public services so the
people here can start well, live well and age well.
We are taking charge of Greater Manchester through
our strategy of growth and reform of public services.
All 37 organisations in Greater Manchester are taking
responsibility and working with their communities to
understand how every person here can play their role.
We welcome the positive contribution of Healthwatch
and patient groups as well as input from voluntary, social
care and 3rd sector organisations. We look forward
to continued and stronger partnership working as we
implement the Plan.
We hope you will support our bold and ambitious Plan; the
first of its kind in the country.
Lord Peter Smith

Leader Wigan Council
Chair of the Greater Manchester Health and Social Care Strategic
Partnership Board

Dr Hamish Stedman

Chair of NHS Salford Clinical Commissioning Group
Chair of the Greater Manchester Association of Clinical Commissioning
Groups

Ann Barnes

Chief Executive Stockport NHS Foundation Trust
Chair of the Greater Manchester NHS Provider Trust Federation Board

Dr Tracey Vell

Chair of the Association of Greater Manchester Local Medical Committee
GM Primary Care Representative

Sir Howard Bernstein

Joint Chair of the GM Health and Social Care Devolution Programme Board
Head of Paid Service
Greater Manchester Combined Authority

Ian Williamson

Chief Officer
Greater Manchester Health and Social Care Devolution
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Chapter 1
The Greater Manchester
context
Summary
Across Greater Manchester (GM) we are working together on the radical reform of public
services. Our ambition is to improve outcomes for our people, increasing independence
and reducing demand on public services. The £6 billion we currently spend on health and
social care has not improved the long term outcomes for people living in GM.
GM faces an unprecedented challenge now, and over the next five years, in health
and social care service provision. We know that if we don’t act now, not only will our
outcomes remain worse than the rest of the country, but by 2021 we will have a £2 billion
gap in our public service finances.
Our response to this is to place health and social care reform at the heart of our city
region reform and growth agenda; healthy and independent people play a key part in
enabling us to achieve our ambition for a growing and sustainable GM in the future.
In order to achieve this, we know we need radical change at scale in how we provide
health and social care and a new deal with people in GM. Our focus must be on people
and place, not organisations. This is critical in helping us to achieve our vision ‘to deliver
the fastest and greatest improvement in the health and wellbeing’ of the 2.8 million
people living across GM.
We need to take action across the whole range of care services; upgrading our approach
to prevention, early intervention and self-care; redefining how primary, community and
social services become the cornerstone of local care; standardising and building upon
our specialist hospital services through the development of shared hospital services; and
creating efficient back office support.
This plan explains how, as a system, we are going
to approach and achieve this and how
our transformation fund will help us
change, to radically shift the nature of
demand and reform service provision.
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Our ambition for Greater Manchester
Our ambition is for GM to
become a financially selfsustaining city region, sitting
at the heart of the Northern
Powerhouse with the size,
assets, skilled and healthy
population, and political and
economic influence to rival any
global city.

In April 2011, GM established the first combined authority in
the country (GMCA), providing stable, efficient and effective
governance of our strategic agenda through the ten local
authorities in GM. In 2014, the Growth and Reform Plan, built
on our long history of collaboration, was underpinned by a
common commitment by all of our local authorities to increase the
prosperity of the people of GM.
The 12 Greater Manchester clinical commissioning groups (CCGs)
formed the Greater Manchester Association of CCGs (GMACCG) in
2013, building upon a strong history of collaboration between NHS
commissioners in the region. It has been instrumental in planning
and delivering a number of significant transformation programmes
within GM including: stroke reconfiguration, primary care medical
standards and Healthier Together.
GM also has a strong track record of collaboration with all of its
key stakeholders, particularly business. The GM Local Enterprise
Partnership (LEP) works constructively with the GMCA and with the
extensive network of business organisations to ensure not only that
business plays a full part in helping to shape the strategic direction
of GM, but also through its participation in the Manchester Growth
Company, where it plays an active role in overseeing the delivery of
key investment and growth responsibilities.
The reform of health and social care is vital to improving GM’s
productivity by helping more people to become fit for work, get
jobs, get better jobs and stay in work for longer. It will also help to
manage the demand on services created by an ageing population.
Addressing together the issues of complex dependency will help
those further away from the job market to move towards jobs and
assist the low paid into better jobs. Reform of Early Years provision
is key to increasing productivity of parents and, in the future, their
children.
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Why we need change
NHS England’s Five Year Forward
View acknowledges that some
improvements have been made
in health and social care over the
last 15 years: cancer survival is
at its highest ever, early deaths
from heart disease are down by
over 40 per cent, and long waits
for operations have reduced
from 18 months to 18 weeks.

However, the current fragmented health and social care system
has not enabled us to improve the lives of people in GM at a scale
and pace to realise our ambitions. The challenge we now face is
bigger than ever.
The health outcomes for GM people are worse than those in other
parts of the country and health inequalities are deep-rooted.
Older women in Manchester have the worst life expectancy in
England. The high prevalence of long term conditions such as
cardiovascular and respiratory disease mean that GM people not
only have a shorter life expectancy, but can expect to experience
poor health at a younger age than in other parts of the country.
Our population has aged and our older population will increase
by 25 per cent by 2025. As more people have developed multiple
long term conditions the focus has shifted from curing illnesses to
helping individuals live with chronic ill health.
Many people are treated in hospital when their needs could be
better met in primary care or the community. There is too little coordination between urgent services and emergency services - A&E,
ambulance, GP out of hours and NHS 111. There are real risks
of significant market failure in domiciliary, residential and nursing
care across social care and this impacts on system resilience and
hospital discharge planning. There is a rising burden of illness
caused by lifestyle choices like smoking, drinking and obesity.
These changes have put the NHS and social care under increasing
pressure and a growing number of people with multiple problems
receive care that is fragmented or leads to wasteful duplication.
On present trends, if we do nothing, the GM health and social
care system will face an estimated financial deficit of £2 billion by
2020/21. That pattern of rising demand is connected to our current
organisation of services and the imbalance between preventive
early help services and those which respond when crisis occurs.
The scale of the challenge demonstrates why radical change is
needed, both in the way services are delivered and in the way the
public use them. This is why we must use this opportunity to take
charge.
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Reforming our services
On 1 April 2016 a new era in GM’s
history begins when it becomes
the first region in the country
to have devolved control over
integrated health and social
care budgets, a combined sum
of more than £6 billion. For the
first time, health and social care
will become integrated and local
people will be taking charge of
decisions on the health and care
services for GM.

But GM is not just taking charge of health and social care provision.
Fundamental to the success of the ground-breaking agreement
between the Government and GM will be our ability to draw together
a much wider range of services that contribute to the health and
wellbeing of GM people.
The impact of air quality, housing, employment, early years,
education and skills on health and wellbeing is well understood. In
GM, General Practitioners (GPs) spend around 40 per cent of their
time dealing with non-medical issues. Therefore GM is embarking
on a large scale programme of whole-system public service
reform, bringing together decision making, budgets and frontline
professionals to shape services in ways that better support local
people and communities.
With local services working together, focussed on people and place,
we want to transform the role of public services and take a more
proactive approach rather than responding to crises. We want to
transform the way we use information, empowering our frontline
workforce to make more informed decisions about how and when
they work with individuals and families. Building on the principles of
early intervention and prevention, GM aims to deliver the appropriate
services at the right time, supporting people to become healthier,
resilient and empowered.
This Plan shows that GM has seized this unique opportunity to shape
its future, drawing on the assets of world-class public services, a
strong business base, and healthy, strong communities. We are
taking charge of our future, working together to help GM thrive.
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What we think is needed
Our vision is ‘to deliver the
fastest and greatest improvement
in the health and wellbeing’ of
the 2.8 million population of
GM, creating a strong, safe and
sustainable health and care
system that is fit for the future.
To do this we have focused on
delivering change in two critical
areas:

1. Creating a new health and care system
Our Plan is a national first. The devolution agreement means we
can think differently and promote service and system change in
ways that build on people’s views and strengthen local decisionmaking and accountability, to deliver significantly better outcomes.
We want to see the gap in health inequalities and finances
reduced further and faster, for the first time, by providing joined up
care from across the public sector and beyond.
We will take action across the whole range of care services,
upgrading our approach to prevention, early intervention and
self-care; redefining how primary, community and social services
become the cornerstone of local care; standardising and building
upon our specialist hospital services through the development
of shared hospital services; and creating efficient back office
support. These proposals are explained in Chapter 4.
By working together, unhindered by artificial and bureaucratic
barriers, organisations will provide integrated care to support
physical, mental and social wellbeing, improving the lives of those
who need help most. Our new models of care will build on NHS
England’s Five Year Forward View by re-orienting our health and
care systems so that we focus on preventing the big health and
care problems, like cancer, cardiovascular disease, diabetes
and respiratory, but also social isolation and deprivation which
undermine our prosperity as a city region, and investment in early
years and employment.
We know a critical enabler of the transformation we are pursuing
is a fit for purpose health and social care workforce. GM’s NHS
and social care workforce is currently approximately 100,000
strong, but we know we need to address some skills and capacity
shortages going forward in all parts of the system if we are to
improve outcomes for people in GM.
The scale of change will impact significantly on our workforce
and a key aspect of the Implementation Plan will focus on how
our workforce becomes an enabler to support the delivery of our
ambition. We need a workforce which is fit for purpose, able to
adapt to changing demographics and embrace new models of
care. We need a more flexible workforce with a breadth of skills
and knowledge that enables to us transform, lead and develop
new models of care.

8
Taking Charge of our Health and Social Care in Greater Manchester

FINAL DRAFT v11.3 • Dec 2015

2.

Reaching a ‘new deal’ with the public

At the heart of our approach to devolution is the
brokering of a new relationship with the people of
GM.
The long term health and wellbeing of people
will only be secured through a new relationship
between people and the services they use; striking
a new deal which needs both sides to deliver on its
promises if we are going to transform the longterm health of GM.
In its simplest form public services will take
charge of and responsibility for their localities. For
example they will:
●● Ensure there are a wide range of facilities
within local communities including parks, open
spaces, leisure, safe cycling routes, good
quality housing.
●● Ensure easy, timely access to good quality
seven day a week primary care to screen,
diagnose and treat and prevent disease as early
as possible.
●● Support families to bring up their children to
have the best start in life through our Early
Years New Delivery Model.

●● Registering with a GP and going for regular
check-ups, taking charge of their own health
and wellbeing.
●● Drinking and eating sensibly, not smoking and
encouraging their children to do the same.
●● Taking time to be supportive parents, bonding
with their babies and encouraging their children
to be the best they can be.
●● Taking advantage of training and job
opportunities setting high aspirations for
themselves and their families.
●● Supporting their older relatives, friends and
neighbours to be as independent for as long as
possible.
●● Getting involved in their local communities.
Devolution of health and social care to GM
provides the first opportunity to tackle the historic
fragmentation of leadership, planning and service
delivery in our health and care services. By
working collaboratively and planning together for
change, we will improve services to increase the
wellbeing of our people and create a strong, safe
and sustainable health and social care service that
is fit for the 21st century.

●● Support all people to live well, supporting
unemployed people into work or training and
helping people benefit from the fastest growing
economy in the UK.
●● Assist people to age well; keeping healthy and
connected to their neighbours for as long as
possible at home.
At the same time the people of GM must take
greater charge of, and responsibility for, their own
health and wellbeing. This could include:
●● Keeping active and moving at whatever stage
of life.
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Population health outcomes
We recognise that we generally
have worse health outcomes
than England. We will therefore
concentrate our efforts closing
the gap between GM and England
by raising population health
outcomes to those projected for
England in five years’ time, in
other words we will go further,
faster.

The impact of housing, employment, air quality, early years
services, education and skills on health and wellbeing is well
understood and we have organised our prevention and early
intervention work around a life course approach – Start Well, Live
Well and Age Well.
Outcome

Measure

START WELL
More GM Children will reach
a good level of development
cognitively, socially and
emotionally.

Improving levels of school readiness
to projected England rates will result
in 3250 more children, with a good
level of development by 2021.

Fewer GM babies will have a
low birth weight resulting in
better outcomes for the baby
and less cost to the health
system.

Reducing the number of low birth
weight babies in GM to projected
England rates will result in 270 fewer
very small babies (under 2500g) by
2021.

LIVE WELL
More GM families will be
economically active and family
incomes will increase.

Raising the number of parents in good
work to projected England average
will result in 16,000 fewer GM children
living in poverty by 2021.

Fewer people will die early
from Cardio-vascular disease
(CVD).

Improving premature mortality from
CVD to projected England average will
result in 600 fewer deaths by 2021.

Fewer people will die early
from Cancer.

Improving premature mortality from
Cancer to projected England average
will result in 1300 fewer deaths by
2021.

Fewer people will die early
from Respiratory Disease.

Improving premature mortality from
Respiratory Disease to projected
England average will result in 580
fewer deaths by 2021.

AGE WELL
More people will be supported
to stay well and live at home
for as long as possible,

Reducing the number of people over
65 admitted to hospital due to falls
to the projected England average will
result in 2,750 fewer serious falls.

We will ensure that we are addressing the health outcomes which
are important to the people of GM. We will therefore engage with
the public to refine, add to and amend our outcomes frame work
as we develop our implementation plans.
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Chapter 2
Our leadership journey
Summary
On 25th February 2015, the Chancellor George Osborne, the Secretary of State Jeremy
Hunt, NHS England Chief Executive Simon Stevens and the leaders of local authorities
and NHS organisations in Greater Manchester announced ground-breaking plans for the
devolution of health and social care as part of the Northern Powerhouse.
NHS England, 12 NHS Clinical Commissioning Groups, 15 NHS providers and 10 local
authorities entered into a landmark Memorandum of Understanding (MoU) agreement to
formally take control of the £6 billion of public money spent on health and social care to
transform the system and deliver radical change over the next five years.
We have committed to work together ‘to deliver the fastest and greatest improvement in
the health and wellbeing’ of people across GM.
We have already achieved significant progress together, through
eight early implementation work streams (as detailed
from p14), which have demonstrated our ambition,
determination and capability to make
rapid, system-wide service change.
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Our journey
The GM Devolution Agreement
was settled with the Government
in November 2014. It describes
how decisions around a range
of public services (transport,
planning and housing) would be
devolved to GMCA, giving people
and their local representatives
control over decisions which
have previously been taken at a
national level.

The reform of health and social care is a key part of this and
following the wider agreement, NHS England, the 10 GM local
authorities, 12 CCGs and 15 NHS and foundation trusts agreed to
work together to transform health and social care.
In February 2015, the Memorandum of Understanding (MoU)
between the Government, the GM health bodies and local
authorities and NHS England, gave local control over an estimated
budget of £6 billion each year from April 2016. The MoU covered
all services including acute care, primary care, community
services, mental health services, social care and public health.

Leadership challenge
As part of the MoU we
committed to the production,
during 2015/16, of this Plan.
This, aligned with NHS England’s
Five Year Forward View, would
describe how a clinically and
financially sustainable landscape
of commissioning and provision
could be achieved over the
subsequent five years, subject
to the resource expectations
set out in the Five Year Forward
View, appropriate transition
funding being available and the
full involvement and support of
national and other partners.

The 37 statutory organisations involved in health and social care
across GM (listed at the back of the document) have formally
agreed to work together by taking control of the £6 billion of public
money spent on health and social care in GM. Working within the
NHS Mandate, associated national policy and quality assurance
parameters, we will aim to deliver rapid and radical improvements
over the next five years.
Following the formal agreement to work together, the leadership
and governance arrangements in GM had to be developed at pace
and scale to ensure the system could reach decisions together in
a robust, fair and equitable way. These governance arrangements
were designed and agreed with the full involvement of senior
leaders across the health and social care system.
Following the signing in February, a Programme Board met for the
first time on 20th March 2015 to oversee the transition to full health
and social care devolution. Co-chaired by Sir Howard Bernstein,
Head of Paid Service for the Greater Manchester Combined
Authority and Simon Stevens, Chief Executive of NHS England it
includes representatives from the NHS and local authorities in GM,
and NHS England.
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Early implementation priorities
We agreed a set of early
implementation priorities as a
GM system to help us to test
our devolved arrangements and
deliver change at pace and at
scale.

In July 2015, we agreed and created a unified public health
leadership for GM.
This is the first agreement of its kind in England and is
between GM, NHS England and PHE to place a greater
leadership emphasis and focus on prevention and early
intervention to stop people in GM becoming ill, so that they
can remain independent and have the best family, work and
lifestyle opportunities to contribute to a transformational and
sustainable shift in the health and wellbeing of the population.

By the end of 2015, everyone living in GM who needs
medical help will have same day access to primary care
services, supported by diagnostic tests, seven days a
week.
In February 2014, we published our GM Strategy for Primary
Care, which outlined our primary care commitments. As part
of the delivery of this strategy, we developed the GM Primary
Care Medical Standards, which will be implemented in the ten
GM localities by December 2017.

In January 2016, we will extend our Working Well pilot to an
additional 15,000 out of work GM people.
In March 2014, GM established a Working Well pilot through
a unique agreement with Government, which supports
people who have been unemployed for a long time back into
sustainable employment.
Due to the success of the GM pilot, in January 2016, we will
launch the expansion of the programme to improve support for
a further 15,000 out-of-work people who face barriers to work.
This approach across health, employment and skills is the first
example of its kind in England.
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We have started the implementation of four shared, single site services as a result of the
Healthier Together programme. This will save up to 1,500 lives across GM over the next five
years.
In 2012, the CCGs in GM embarked on a programme to develop single shared services (where care is
provided by a team of clinical staff working together across a network of linked hospitals) for urgent
and emergency care, acute medicine and general surgery across the acute trusts in GM because there
was variation in outcomes for patients undergoing abdominal general surgery at different hospitals.
In July 2015, the 12 GM CCGs, through the decision making body the Committees in Common, agreed
to have four shared, single site services. As a result, hospitals will work in partnership to form shared
single services. One of the hospitals within each of the single services will specialise in emergency
medicine and abdominal general surgery for patients with life-threatening conditions to ensure quality
and safety standards are met and all hospitals can continue to provide care to their local population.

In September 2015, we launched Health Innovation Manchester – a partnership between leading
healthcare research, academia and industry organisations across GM.
Health Innovation Manchester has been established to accelerate the discovery, development and
implementation of new treatments and approaches, with a focus on improving health outcomes and
generating economic growth. The combination of our research strengths, business base and ecosystem and devolution makes this a unique opportunity within the UK and globally. We aim to be one of
the best regions in the world for partnerships with innovative lifescience companies, driving economic
growth and improving health outcomes.
Getting new ideas tested, adopted and widely used takes too long in the NHS – sometimes up to
20 years. To overcome this, GM has taken this unique step to accelerate health innovation into the
local health and social care system. It is already in a strong position with three teaching hospitals, a
research-led university base, a critical mass of life science firms and skilled workers, and a large and
diverse population.
We will identify and spread the interventions that will have the biggest impact on the greatest number of
people in GM. We will work to source the rapid take up of innovations on a large scale and to achieve this,
we will also work to create industry partnerships, to speed development and attract inward investment.
There are a number of key enabling platforms that GM has that will be further developed to support
health innovation. The priorities are our informatics and clinical trial capability, which provide essential
underpinning for discovering, developing and delivering new therapies. Work is already underway to
identify those treatments or approaches that could be delivered at scale in the short term and bring
short term benefits while also testing the innovation system. These will be chosen within the context of
place-based priorities that focus on the particular health needs of the population.
We will work to develop a systematic programme of primary, secondary, and tertiary risk assessments
using new technologies of genomics and health data. This will help us create new models of care
based on prevention and prediction
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We will set caps on locum and agency expenditure and
develop a skills and employment passport by April 2016 to
enable more flexible movement of our workforce.
An agreement is being negotiated to cap locum and agency
expenditure across GM by April 2016.

In November 2015, we launched the GM three year vision
for learning disabilities to improve independence for
people living with learning disabilities and their families
across GM.
Following the Winterbourne View scandal, a national strategy
was announced to close long term institutions for people with
learning disabilities and care for them in their communities
closer to home.
There are currently 150 people with learning disabilities from
GM in hospital who could more appropriately live in the
community. In addition some people are in hospitals far from
GM and are therefore unable to maintain good contact with
their families and friends. There is a wide variation between
the localities in GM in how people access services such as
health checks and day care. We also have a higher number of
children with learning disabilities in hospitals, compared to the
average for England and Wales.
Our vision sets out how we will provide each person with a
learning disability with a supported place to live, as close to
their homes and families as possible. This should help people
with complex needs to live in local neighbourhoods, encourage
the development of skills and of social relationships, support
them at times of crisis, and foster choice and independence.
This GM programme will align to the work taking place at a
locality level to improve services for people living with learning
disabilities.
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In March 2016, we will launch a five year GM programme – Dementia United, to improve the lived
experience of people with dementia and their families.
Dementia causes immense suffering to the individuals and families affected. To provide effective
support, integrated services are vital - across NHS and social care, hospital and community services
and physical and mental health services. Without good access, good co-ordination and good support,
suffering is increased and costs rise.
By 2021, it is estimated there will be nearly 35,000 people living with dementia in GM.
Nearly a third (30 per cent) will have severe symptoms, requiring 24 hour care. By 2021 the cost of
caring for them is estimated to be around £375 million annually.
We will create a dementia service for GM that supports the delivery of the Prime Minister’s dementia
challenge and serves as a beacon for the UK.
It will:
●● identify patients early
●● slow down deterioration through monitoring
●● provide consistently high quality community care to prevent hospital admission
●● provide consistently high quality hospital care to avoid increases in length of stay
Central to our five year programme is the theme of ‘connectedness’ within which we have identified
three key areas - Monitor my Health, Enrich my World, Connect me to my Support System.
To deliver this, we will create a single commissioning framework to support the following:
●● Preventing well – reducing the risk of dementia, for example through health checks for vascular
dementia
●● Diagnosing well – developing a “seek and treat” system offering early assessment
●● Living well – establishing dementia friendly communities
●● Supporting well – providing access to health and social care as necessary, to reduce emergency
admissions and care home placements
●● Dying well – ensuring people die in the place of their choosing
We will support people newly diagnosed with dementia, with a case worker who will provide increasing
levels of support to them and their carers as the condition progresses.
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A great example of how working together across GM can create improved services is the
work we are doing on cancer. Our goal is to push GM’s outcomes and survival rates to
at least the national average and to ensure, through prevention, that fewer people have
cancer.
GM has some of the very best cancer services and clinical outcomes in the country. One
year survival rates have increased faster than elsewhere over the last 15 years and have now
surpassed the average for England. But it also has some of the worst rates of premature death
from cancer because of lifestyle factors for example smoking and delays in patients seeking help.
More than a quarter (28 per cent) of cases of cancer are diagnosed in A&E, when it is often too
late for treatment to be effective. We also know that how people access services varies across
different places.
As part of a GM Cancer Strategy by 2021, our vision is that we will have:
●● a single GM cancer commissioning organisation to manage and monitor cancer services
across GM
●● a system leader that will be accountable for integrating all elements of cancer prevention and
care
●● a strategy for partner engagement to drive improvement
●● innovative models of care such as delivering services closer to home
●● reduced delays in referrals for treatment
●● improved outcomes and survival comparable with top European countries
●● reduced inequity across the conurbation by tackling unacceptable variations in access and
quality of care
●● a clear focus on prevention and rapid access to diagnostics
●● support for education and research
●● consistent quality standards
●● a financially sustainable service
We will run a three year pilot (2015 – 2018) spanning the entire spectrum of cancer care from
public health and primary care through to diagnostics, treatment, long term support and end of
life care.
We are leading the way in GM, with cancer services working with the Royal Marsden and
University College London Hospitals within a single National Cancer Vanguard established to test
out new models of care delivery across the entire cancer patient pathway. The aim of this is to
bring significant improvements in outcomes and patient experience through a strengthened focus
on early referral and rapid access to diagnostic services.
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We have developed and agreed a GM Strategy for integrated mental health services across
public service provision. Implementation of this strategy will commence from April 2016.
Mental illness can seriously affect the lives of individuals and their families. People with
mental health problems are far more likely to suffer physical ill health. For example they are
approximately three times more likely to use emergency care, often for reasons not connected
with their mental state.
Health costs for people with long term conditions are at least 45 per cent higher if they also
have a mental health problem. Up to 18 per cent of all NHS spending on long term conditions is
linked to poor mental health – equivalent to £1.08 billion in GM. Employment rates are below the
national average and sickness absence is high.
Life expectancy for those with severe mental illness is 10-15 per cent shorter than the general
population.
There are many examples of good practice in mental health across GM but quality, access and
support vary.
We will explore the integration of mental health service across the ten GM localities, and across
the wider GM conurbation, with a single point of contact making it easier for service users and
professionals to navigate.
Stronger links will be forged with the following programmes: Troubled Families, Working Well and
Complex Dependency.
We are committed to achieving parity of esteem for people with mental health issues in GM
through the development and agreement of a GM Mental Health Strategy. Through this we will
focus on four priority areas:
●● Prevention and early intervention through strengthened community services and public health
campaigns
●● Improved access through increased collaboration among services with 24/7 crisis support and
shorter waits for psychological therapies
●● Creating a sustainable system with
common standards and payments for
outcomes
●● Integrating care across the life course
and with a focus on delivering the right
care at the right time in the right place
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Chapter 3
Building and governing
the Plan
Summary
Following the signing of the MOU in February 2015, harnessing the strong leadership
across the GM system, we agreed that to transform our services we need to work across
the pathway of intervention and support.
This means we are working together to agree and define how we:
●● Change our relationship with people, helping them to stay well, care for themselves
and prevent illness and intervene early
●● Transform care in localities by integrating primary, community, acute, social and
third sector care through the development of new locally accountable platforms with
single integrated commissioning hubs to facilitate clinical co-ordination
●● Standardise and create consistent evidence based hospital services
●● Redesign our back office support to create the most efficient services we can
●● Create systems once at GM level which incentivise our new models of care and
support
This Plan has been built from ten locality plans, provider reform plans and a
range of GM strategies; it is complementary to and driven
by what’s happening in each local area. It has been
developed with the input and support
from national bodies and regulators,
including NHS England, NHS
Improvement (Monitor and the Trust
Development Authority) and the Care
Quality Commission.
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Principles of the Plan
All of our plans are focussed on
people and places rather than
the different organisations that
deliver services. This means we
are thinking more innovatively
about pulling services together
and integrating them around
people’s homes, neighbourhoods
and towns.

Our plans are developed on the principles of co-design and
collaboration, all 37 statutory GM organisations have been working
together to agree how we do things once, collectively, to make our
current and future services work better.
We aim to secure financial sustainability through our plans and
service reform.
Each locality is putting the money we have for health and social
care into pooled budgets, so we can buy health, care and support
services once for a place in a joined up way.
We develop plans based on the principle of fairness to ensure that
all the people of GM can have timely access to the support they
require.
We are innovative in our approach, using international evidence
and proven best practice to shape our services to achieve the best
outcomes for people in the most cost effective way.
We aim to deliver the best quality, outcome based services within
the resource available.
We have used this early work to begin to create a plan between
commissioners and providers at a GM level and submitted a bid as
part of the government’s Comprehensive Spending Review (CSR).
This was our first piece of whole system modelling and financial
planning and was submitted as part of the overarching Devolution
CSR bid.
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Building the plan
Our Plan for health and social
care in GM is built on a history
of collaboration between health
and local authority partners, and
we are used to working together.

We are working to ensure that we agree and take decisions in GM
about GM at the right level - at neighbourhood, locality (there are
ten localities in GM see below), cluster (more than one locality) or
GM wide.
We are working to agree the most appropriate levels of service
delivery at which to plan, take decisions and deliver.
This Plan marks a significant change in the approach to planning
that has been in place in previous years, where each statutory
organisation developed its plans separately. This Plan describes
how the GM health, care and support system and its 37 statutory
organisations will work together. They will still have their own
plans, as statutory bodies, but these individual plans will be
shaped by the strategic context of the locality plans as well as the
overall GM Strategic Plan.
Following the signing of the MoU, we have worked with all
of the national and regulatory bodies to develop our plans at
locality and GM level across commissioners and providers. This
includes NHS England, NHS Improvement (Monitor and Trust
Development Authority) , Public Health England (PHE), the Care
Quality Commission (CQC), the National Institute for Health and
Care Excellence (NICE), Health Education England (HEE), the
Department of Health (DH), Her Majesty’s Treasury (HMT) and the
Department for Communities and Local Government (DCLG). Their
strong support and commitment has been vital in achieving rapid
progress and we will continue to work with them to implement
our plans. We have signed an agreement for how we will work
with PHE as a devolved system and will sign agreements with the
remaining national bodies before the end of March 2016.
The Plan is built from locality plans, NHS provider plans and GM
work stream plans.

Locality plans
We have based this Plan on the ten localities - Bolton, Bury,
Rochdale (including Heywood and Middleton) Manchester,
Oldham, Salford, Stockport, Tameside (including Glossop), Trafford
and Wigan.
Each of our ten localities has a place-based plan which will be
signed off by their Health and Wellbeing Board.
The locality plans form the bedrock of what will be delivered in
their area and set out how the savings from the integrated better
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care models and prevention will be delivered. The
plans have been developed from work already
underway to develop Better Care Fund (the
integration of health and social care funding) plans,
but have been radically extended across public
sector services to integrate social care, mental
health and learning disability services.
Each locality will start to align the CCG and local
authority commissioning functions from April 2016
to develop a single commissioning plan, pool
budgets, integrate governance, decision-making
and commissioning skills. Across GM we have
committed to pool £2.7 billion. This will ensure the
outcomes, that health and wider public services
aim to achieve, are aligned.
The plans also outline the intention to create single
service models in each locality delivered through
integrated neighbourhood teams, to remove the
fragmentation between services.
Work will focus on aligning primary and
community care to ensure high quality reablement, rehabilitation, discharges and referral
management.
Sharing these plans has enabled us to see where
there is best practice in our localities, identify
opportunities to scale up and roll out changes
and determine the key priorities for delivery in the
next five years and beyond to integrate our public
service offer.
Each locality plan includes a place-based ambition
to contribute towards the delivery of the wider GM
ambition. They capture the full range of initiatives
to improve health and wellbeing and many go
beyond traditional health services to include work
on housing, employment, Early Years, Troubled
Families and community development.

organisations and with the people who regulate
trusts (NHS Improvement - Monitor, Trust
Development Authority).  For the first time, the 15
individual provider plans have been shared across
GM between providers and with commissioners.
The providers are working together with their
commissioners to deliver local requirements,
but are also working on some key work streams
together where this makes sense.

GM work stream plans
Work in our localities alone will not fully address
our financial sustainability challenge and in some
cases there can be a greater benefit to plan and
commission services at a cluster or GM level.
We are always striving to integrate and provide
services at the level closest to where people
receive them, but how we change some services
and connect people to the growth and economic
reform opportunities is better done once at a GM
level. This approach enables us to understand
when we need to propose bold ideas that can only
be planned and commissioned at a cluster or GM
level, but will need to be delivered in the context of
our neighbourhoods and localities.
We have developed and agreed plans which are
aiming to address some of the specific challenges
that exist across all localities in GM, like mental
health, cancer, high levels of unemployment and
deprivation. We have focussed these on areas
where it makes sense to do the thinking once
and agree how we can improve health care and
support for people. The GM strategies include:
●● Primary Care
●● Specialised services
●● Mental Health
●● Public Service Reform programmes
●● Cancer

NHS provider plans

●● Learning Disabilities

All of the NHS providers in GM agree plans each
year to run their services, including hospitals.
These have always been agreed in individual

●● Dementia
●● GM information sharing: GM Connect
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Agreeing how we work and take
decisions
To successfully deliver our Plan and deliver
the change that is required, the 37 statutory
organisations involved in health and social
care across GM have formally agreed to a new
governance system – the first time this has been
accomplished at this scale in England. This will
enable GM to establish integrated leadership
founded upon collaboration and evidence-based
decisions about services delivered to GM people.
Commissioning will be undertaken in accordance
with statutory responsibilities at locality level or
when it is most appropriate, by commissioners
collaborating at GM level.
Our governance system is based on the principles
agreed in the MOU:
●● GM NHS will remain within the NHS and subject to the NHS Constitution and Mandate
●● Decisions will be taken at the most appropriate
level
●● GM will take decisions that are relevant to GM
●● CCGs and local authorities will retain their statutory functions and their existing accountabilities for current funding flows
●● Clear agreements will be in place between
CCGs and local authorities to underpin the
governance arrangements
●● GM commissioners, providers, patients and
public will shape the future of GM health and
social care together
●● All decisions about GM health and social care
to be taken with GM as soon as possible
The new governance structure has:
●● A Strategic Partnership Board (SPB) which sets
the vision, direction and strategy for the GM
health and social care economy
●● A Strategic Partnership Board Executive (SPB
Executive) which supports the SPB and will develop policy and make recommendations to the
Board. It will be the engine that drives delivery
of the Plan and ensures business at the Board
is transacted efficiently

●● A Joint Commissioning Board (JCB) which
commissions services at the GM level to deliver
the vision set out by the SPB. It will be the
largest single commissioning vehicle in GM and
will produce a commissioning strategy in line
with the Plan. The decisions it takes will be joint
and binding
●● An NHS Provider Trust Federation Board where
the 15 trusts in GM have joined together to
allow them to work more effectively and efficiently
●● An overarching Provider Forum which will bring
together NHS and non-NHS providers (domiciliary providers, private sector health providers,
voluntary and hospices) to be part of the development of new models of care
●● Primary Care is represented at the SPB and
SPB Executive and has also formed a Primary
Care Advisory Group made up of representatives from Dentistry, General Practice, Pharmacy and Optometry
The members of these groups come from all 37
statutory GM health and social care organisations
plus national bodies as appropriate (NHS England,
NHS Improvement and others), as well as other
providers and representatives from primary care,
the voluntary sector and patients, including
Healthwatch.
A key principle of the governance arrangements
is that local commissioning will remain a local
responsibility. The JCB will intervene in local
decisions only where it agrees that it would be
more efficient and effective for decisions to be
made at a GM level.
Some national services (for example highly
specialised services) will remain within the remit of
NHS England, for practical and cost effectiveness
reasons, and will be co-commissioned in many
circumstances.
These arrangements will enable us to be clear
about responsibility, accountability and assurance
around the decisions that we take together.
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Chapter 4
Health and social care reform
Summary
Our health and social care reform is built on the need to reimagine services across our
whole care system.
By upgrading prevention and self-care we are proposing to change the way GM people
view and use public services, creating a new relationship between people and public
services. This means more people managing their health, looking after themselves and
each other. This means increasing early intervention at scale and finding the missing
thousands who have conditions, but do not know it yet. We want to work across GM to
have standardised support that helps people to start well, live well and age well.
Through the transformation of community based care and support we are proposing
to enhance our primary care services, with local GPs driving new models of care and
Local Care Organisations (LCO) forming to include community, social care, acute, mental
health services, the full range of third sector providers and other local providers such as
schools. We want LCOs to be the place where most people use and access services, in
their communities, close to home.
Through the standardisation of acute and specialist care we are proposing that NHS
providers across GM increasingly work together and collaborate across a range of clinical
services. We want a sector which is functioning to the best clinical pathways and the
highest level of productivity so people get high quality care when they need it.
Through the standardisation of clinical support and back office functions we are
proposing to redesign our services to meet the delivery and efficiency challenges of a
redesigned care system. We want clinical support services which deliver at locality level
and back office functions which drive the best possible service models for procurement,
pharmacy and estate management.
In enabling better care we are proposing to work together to look at the most effective
way to deliver our new care models and deliver standardised offers.
We want a radically redesigned payment system to drive care
in localities, we want technology to support this, we
want an innovative and real time approach
to research and development and we want
one integrated approach to managing our
public sector buildings.
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Reimagining services across our
whole care system
It is widely accepted that GM will
not meet the challenges it faces
over the next five years through
incremental change. Additionally,
no single locality can deliver the
scale of reform proposed here
acting alone. Our transformation
must be comprehensive,
covering all aspects of care and
support and all parts of GM.

1

Engagement with NHS commissioners, providers and local
authorities, alongside best practice from national and international
experts has identified five key areas for transformational change,
as in the diagram below.
By upgrading prevention and self-care we are proposing to change
the way GM people view and use public services, creating a new
relationship between people and public services. This means more
people managing their health, people looking after themselves
and each other. This means increasing early intervention at scale
and finding the ‘missing thousands’ who have diseases, but do
not know it yet. We want to work across GM to have standardised
support that helps people to start well, live well and age well.

3

Radical upgrade
in population health
prevention

A shift in focus to population
health that supports GM
residents to self-manage,
innovates the model for
prescribers and pharmacies,
and tackles the future
burden of cardiovascular
disease and diabetes.

5

2

Transforming
community based
care & support

A new model of care closer to
home that includes scalable
evidence based models for
integrated primary, acute,
community, mental health and
social care. Key features will be
targeted case management of the
population most in need delivered
by upskilled multi-disciplinary
teams, together with streamlined
discharge planning in order to
reduce the demand placed
on acute hospitals.

Standardising acute
& specialist care

The creation of “single shared
services” for acute services and
specialist services to deliver
improvements in patient
outcomes and productivity,
through the establishment of
consistent and best practice
speciﬁcations that decrease
variation in care; enabled by the
standardisation of information
management and
technology.

4

Standardising
clinical support and
back ofﬁce services

The transformational
delivery of clinical support
and back ofﬁce services at
scale across GM, including
the establishment of
coordination centres to help
navigate GM residents
through our complex system
to the right services.

Enabling better care

The creation of innovative organisational forms, new ways of commissioning, contracting and payment
design and standardised information management and technology to incentivise ways of working across
GM, so that our ambitious aims can be realised.
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Through the transformation of community based
care and support we are proposing to transform
our primary care services, with local GPs driving
new models of care and Local Care Organisations
(LCOs) forming to include community, social care,
acute, mental health services and the full range of
third sector providers. We want LCOs to be the
place where most people use and access services,
in their communities, close to home.
Each locality will have a joined up commissioning
approach between the local authority and health
partners, using pooled funds for a substantive
proportion of the health and social care spend.
Joint spending plans will be agreed to deliver
shared improved outcomes for their local people.
These services will be delivered through the range
of models described in the NHS England Five
Year Forward View. The choice of model will be
relevant to the local circumstances (multi-specialty
community provider (MSCP), primary and acute
care system (PACS), integrated care organisations
(ICO), accountable care organisations (ACO) and
accountable healthcare management organisations
(AHMO)) but will hold a range of common features
to ensure scale of impact. Across all the GM
localities, we will refer to these as LCOs.

We want a hospital sector which is functioning to
the best clinical pathways and the highest level
of productivity which means that people get high
quality care when they need it.
Through the standardisation of clinical support and
back office functions we are proposing to redesign
our services to meet the delivery and efficiency
challenges of a redesigned care system. We want
clinical support services which deliver at locality
level and back office functions which drive the
best possible service models for procurement,
pharmacy and estate management.
In enabling better care we are proposing to
work together to look at the most effective way
to deliver our new care models and deliver
standardised offers. We want a radically
redesigned payment system to drive care in
localities, we want technology to support this,
we want an innovative and real time approach
to research and development and we want one
integrated approach to managing our public sector
buildings.

Through the standardisation of acute and
specialist care we are proposing that NHS
providers across GM increasingly work together
and collaborate across a range of clinical services.
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1.

Radical upgrade in population

The future health of our children,
the sustainability of the NHS
and the economic prosperity of
GM all now depend on a radical
upgrade in prevention and public
health, as the NHS England Five
Year Forward View made clear.

Our progress in achieving wider public service integration is key to
securing the health benefit of non-medical support and helping our
health and care system function better. This can span from early
help to crisis response across the whole public service, alongside
the voluntary and community sector, to ensure our blend of
support is as effective and appropriate as it can be.
For example, connecting health and care to housing providers
will extend their established role in building communities and
improving individual wellbeing by working in partnership across the
region to support health services, particularly around prevention,
early intervention and re-ablement. Additionally, GM is clear on the
health benefit brought by the fire service as an expert in prevention
and community engagement. Greater Manchester Fire and Rescue
Service now acts as a prevention agent on behalf of all health and
care partners whilst continuing to reduce demand relating to fire.
Our aim is to boost independence, improve health and reduce
demand on services, through five key themes:

1: More people managing health: people
looking after themselves and each other
The influence of people’s behaviour on health outcomes can
be seen in everything from preventing illness through to the
management of long term conditions. 60-70 per cent of premature
deaths are caused by behaviours that could be changed and
around 70-80 per cent of all people with long term conditions can
be supported to manage their own condition.
Our ambition is to develop a whole systems approach to selfcare, which can be adopted across localities. This will entail
changes in commissioning, organisational and clinical processes,
workforce development and the support provided to individuals
and communities.
Key elements of our programme are:
●● Working with Health Innovation Manchester to develop new
digital technologies to allow people to track and analyse their
own health data and to share this with others to aid prevention
and management of long term illnesses
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health prevention
●● Large scale social marketing programmes,
using behavioural insights, to support lifestyle
change and engage the population to be more
active in promoting their own and others’ health
●● Developing a GM framework for ‘patient
activation’, motivating people to take
control and supporting work to tackle health
inequalities
●● Increasing the range and profile of self-care
support programmes and train our workforce to
deliver them
●● Working with Health Education England (HEE)
to upskill our public sector workforce in key
areas of practice such as self-management
education, shared decision making, health
coaching and patient activation
●● Working to embed social responsibility across
our public sector

2.	 Increasing early intervention
at scale – finding the missing
thousands:
Late diagnosis causes unnecessary suffering and
means diseases are harder and more expensive to
treat. We only know about half of the preventable
disease that exists in our population. The people
with illnesses we - and often they - do not yet
know about are called ‘the missing thousands’.
Finding people who already have, or who are
at risk of developing, disease and successfully
managing their condition(s) is crucial to prevent
illnesses across GM and to reduce mortality,
morbidity and inequalities in health.
Key elements of our programme are:
●● Bringing together our screening and
immunisation commissioning and our
public health people to form an integrated
commissioning team

●● Implementing the evidence base for early
detection of disease through screening and
case finding to find the missing thousands
who have a condition but have not yet been
diagnosed. This will be supported by better
information on a range of conditions including
online advice, discussion forums and selfmanagement programmes to empower people
to look after themselves
●● Proactively reaching out to people registered
on a GP list who do not attend GP practices,
to engage with the community and create a
cultural movement for health awareness and
improvement

3.	 Starting Well – supporting
parents to give their children
the best possible start in life
GM has consistently recognised the importance
of a child’s early years in achieving our long term
ambition for growth and reform. Enabling parents
to give their children the best possible start in life
is essential in helping children reach a good level
of development as measured by school readiness.
Children who do not achieve a good level of
development at age five will struggle in later
years with social skills, reading, maths, physical
skills and overall educational outcomes. They
are more likely to experience difficulties with the
criminal justice system, have poorer health and job
prospects and ultimately die younger.
Across GM the percentage of children achieving
a Good Level of Development (GLD) is 62.4 per
cent compared with 66 per cent nationally. Within
this there is significant variation across GM itself
with some localities achieving 73.4 per cent
whilst others only achieve 57.2 per cent. Creating
consistency of achievement without stifling
innovation and further progress in other areas is a
key challenge to our GM programme.
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Our Early Years New Delivery Model is based on
consistent age appropriate assessment measures
promoting early intervention and prevention,
implemented through improved engagement with
families with young children from pre-birth to
school. This is supported by a series of evidence
based interventions supporting short and long
term benefits.
We will make sure children are ready to start
school by:
●● Prioritising delivery and effectiveness of
universal and targeted services in the antenatal
period and to children age 0-5 and their families
●● Early identification of risks and developmental
delays supported by evidence based
assessments and interventions
●● A GM wide approach to further improving high
quality early education and child care and
increasing the skills and qualifications of the
early years and child care workforce
●● Helping parents who are out of work to access
education and training to help them towards
work
●● Focusing on prevention and early intervention
through consistently high quality universal/early
help services through maternity services, health
visiting, Children’s Centres and early education
providers
●● Addressing health and social inequalities by
improving the physical and emotional health
and wellbeing of the 0-5 population and their
families
●● Delivering integrated commissioning and
provision across all early years services
focused on: parent and infant mental health;
maternity/health visiting communication;
speech, communication and language; social,
emotional and behavioural pathway including
parenting; high needs pathway for vulnerable
children and complex families
●● Further improving the quality of early education
for 2, 3 and 4 year olds including effective
support to providers to increase the accuracy
and use of assessment tools and information

to improve outcomes for the most vulnerable
children, making best use of the Early Years
Pupil Premium and supporting effective
transition to primary school.
In July 2015, the Government and local authorities
agreed to undertake a fundamental review of the
way that all our services to children are delivered.
As a trailblazer, the Government will support the
GMCA to develop and implement an integrated
approach to preventative services for children and
young people by April 2017.

4.	 Living well in Greater
Manchester ‘Good work –
good health’
A healthy workforce can reduce sickness absence,
lower staff turnover and boost productivity - this
is good for employers, workers and the wider
economy. We know that people in work tend to
enjoy healthier lives than those out of work, and
people with health conditions such as back pain,
stress, depression and high blood pressure, find
that getting back to work is often the best way to
recover and that it isn’t always necessary to be
100 per cent fit before returning.
Approximately 683,000 adults in GM have a
mental health or wellbeing issue which can affect
everything from health, to employment, parenting
and housing.
Key elements of our programme are:
●● In partnership with employers, we will establish
a workplace wellbeing charter which will
provide employers, of all sizes and from all
sectors, with a way of improving workplace
health and wellbeing.
●● We will roll out the Work for Health programme
which helps patients to better manage their
health conditions and to stay in work by training
front line health staff to consider work as part of
the therapeutic intervention, encouraging selfmanagement and problem solving.
●● We will launch a programme in a number of
neighbourhoods to help older people into work.
●● Expanding our Working Well programme will
support up to 50,000 GM people who are
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claiming a range of out of work benefits and
experiencing barriers to employment. The
programme will fundamentally change how
skills, health and employment services function
together.
●● Establishing the Working Well Talking Therapies
service, as part of our participation in the
national Mental Health Trailblazer programme.
This aims to improve employment and health
outcomes for out-of-work claimants who face
barriers to work due to common mental health
conditions.
●● Improving mental wellbeing and providing high
quality mental health services as part of the
overarching GM Mental Health Strategy.
●● ‘Supporting Healthier Lifestyles’ will explore
the potential of a devolved and flexible
approach to licensing, regulatory compliance
and enforcement, particularly in support of the
proposal to introduce ‘Promoting Public Health’
as a fifth licensing objective across GM. This
would enable localities to consider the impact
of alcohol consumption on communities,
proactively encourage licensed premises to
promote responsible drinking and to play a
key role in identifying and supporting those for
whom alcohol is a problem.
●● ‘GM Moving’ our physical activity strategy
outlines a series of ten pledges that will add
value locally and at a GM level. Already this
has seen a significant increase in the number
of opportunities to participate in recreational
cycling, with 4,000 ride opportunities being
delivered across GM by March 2016 through
investment from the Department for Transport
and British Cycling.

narrowed for ten years. Unemployment imposes
a significant burden on health and care services
and the numbers in this age group are set to grow
by 20 per cent in the next decade. Bringing the
employment rate for 50-64 year olds up to the UK
average would boost GM’s earnings by £813.6
million.
By 2021, it is estimated there will be nearly 35,000
people living with dementia in GM, a quarter (25
per cent) with mild symptoms, almost half (45 per
cent) with moderate symptoms and nearly a third
(30 per cent) with severe symptoms, requiring
24 hour care. The current cost of caring for them
is estimated at £270 million annually, rising to
£375million in 2021. Integrated services are
vital, without early diagnosis, good access, good
co-ordination, and good support, suffering is
increased and costs rise.
From April 2016, we will:
●● Launch a programme in a number of
neighbourhoods to help older people into
work. The programme will be expanded as
funds become available. We aim to increase
the number of long term workless adults in
employment by eight percent over five years.
●● Establish the GM Ageing Well Hub to make GM
an age-friendly city region. It will provide links
to social movements to address social isolation
and loneliness and have a focus on dementia
●● The Dementia United programme for GM that
serves as a beacon for the UK, supporting
people newly diagnosed with dementia with a
case worker (further details are in Chapter 2).

5.	 Helping people age well
GM has an ageing population and we know we
need to focus on helping older people stay well
longer and supporting them to cope better if they
have a long term illness, especially dementia.
More than a fifth of GM’s 50-64 age group are
out of work and on benefits, many because of
ill health. The employment rate is 5.3 per cent
below the England average and the gap has not
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2.

Transforming community based

GM has one of the highest
rates of emergency hospital
admission for conditions that
would be better treated in the
community. At any one time an
estimated 2500 patients are in an
acute hospital bed in GM, who
could be treated at home or in a
community setting, which would
be preferable for the patient and
more cost effective.

Fragmentation in services is seen most clearly in the referral into
acute services and on discharge from them; between primary,
community and social care, between those services and wider
public services which can enhance health outcomes or prevent
poor health emerging, such as housing, fire and rescue and
employment services.
A key aim of combining the health and social care budgets is to
enable care to be moved out of hospitals (where appropriate) into
the community, closer to where patients want to be – at home.
Even more significant however, will be our ability to radically
reduce the demand for acute services through population level,
integrated, community care and support which slows, or prevents
altogether, the development of poor health.
Bringing GPs, community pharmacists, social workers, hospital
doctors and community nursing teams together with a population
focus, will help to make the connections between social and
medical support, tackle loneliness and strengthen communities.
The sustainability of our hospital system will increasingly depend
upon our ability to secure the right level of investment and capacity
in community models to reduce demand on crisis and emergency
services and facilitate reliable discharge home. The contribution
to mainstream savings in this and the next Spending Review (SR)
period are increasingly significant.
A focus on early intervention and prevention is a cornerstone of
our approach to health and social care reform, ensuring we identify
and treat early, reducing escalation of need. But this approach
will only be successful if delivered alongside broader integration
across local services. Across GM, we are seeking to tackle the
complex issues that lead to escalating public service pressure in
an integrated way. We will therefore not only bring together health
and social care provision but a much wider range of organisations
and services, tackling broader forms of complex public service
demand.
Our ten localities and the neighbourhoods within them, will develop
and design delivery models that fit the needs of their people and
at a GM level. We will agree the core characteristics, common
standards and key outcomes that those models will aim to deliver.
A reformed system must recognise the limits of what formal
care provision can offer and the important role of the ‘informal’
voluntary and community sector. The model of care needs to be
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care & support
built around the person first and foremost, bridging
some of the unnecessary splits between ‘health’
services and ‘social care’ services.

Primary care, social care and
community services
Primary care is the driving force behind our
prevention-focused approach within localities and
across GM. Primary care is working to integrate
and lead a wider public service community-based
model, through the agreement of standards, which
will be delivered within each locality of GM and
the testing of new models of contracts for GPs,
which promote prevention and self-management.
This will be at the heart of a new model of care to
predict and prevent ill health utilising the power of
the registered list.
Social care, both publicly and privately provided,
will be an integral part of the community service
model working to reduce demand for acute
services. Our new models will look to expand
the role of services like leisure and libraries and
further develop alternative and preventative
community-based approaches from the voluntary
and community sector. Assessment processes will
concentrate on the individual and their aspirations,
maximising what they can do, not what they
cannot do.
GM needs a system of community care that
enables people to step up / step down their
support flexibly and easily, ensuring people receive
the right type of care at the right time. Currently
too many people are going into residential
and nursing care, particularly from hospital,
in part because of a lack of clear and planned
alternatives.
●● We will make every contact with public services
count by ensuring our staff are able to understand the needs of the people they come into
contact with and signpost them to the most
appropriate service(s) for their needs.

●● We will train our staff in recognising prevention,
identifying risks, supporting discharge from
hospital and transfer between services.
●● The development of our current and future
workforce is core to the development of our
community services to enable our staff to work
with communities and support people to have
the knowledge, skills and confidence to take an
active role in managing their own health.

The establishment of fully
integrated Local Care
Organisations (LCOs)
The community service models chosen within each
of our localities varies depending on the objectives
they are trying to achieve, but the essential
characteristics of the models are the same.
Health and social care providers will work
collaboratively to provide care to a defined
population (predominantly led by primary care).
LCOs is a term developed at a GM level to
describe how across GM, we will secure, in all
parts of the conurbation, the principal features of
a proactive, preventative, population health model,
which delivers consistently high outcomes. It takes
the best of local, national and international learning
from Accountable Care Organisations and applies
them to the GM context.
Primary care standards agreed at a GM level will
be delivered within each locality to ensure that
primary care drives our prevention-focussed
approach within localities and across GM.
The LCO and its member organisations will be
collectively accountable for delivery. The key
elements of our programme from April 2016 are:

1. Enable conditions to be managed at
home and in the community
People will only need to tell their story once and
self-care will be encouraged and enabled.
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We will introduce multi-disciplinary
neighbourhood integrated care teams, built from
clustered general practice, coordinating the
care for a defined group of people (children and
adults) using evidence-based pathways.
The locality approach will facilitate strengthened
links with community groups and the voluntary
sector and connect people to their local networks
to promote independence and self-care.
The new models of provision in our localities
will bring specialist acute-based consultants
and nurses into the neighbourhood model via
technology or face to face visits where necessary.
Technology has a critical role to play. Assistive
technology like telecare can reduce the number
of bed days and the level of home care needed.
There is more detail later in this chapter.

2. Provide alternatives to A&E when
crises occur
LCOs will develop models of care and support,
which provide alternatives to hospital when crisis
occurs. It is acknowledged that no community
model could keep us all well all of the time, but it
can provide safe, responsive and effective urgent
care services that keep people out of hospital
(unless it is appropriate for them to be there) and
at home. Our community services in our localities
will use different rapid response models, but
they will all aim to achieve the same outcome to
manage people as close to home as possible.
These local models will ensure that the estimated
2500 patients in an acute hospital bed in any
given day in GM who do not need to be there, are
treated more effectively and appropriately closer
to home. The concept of ‘virtual beds’ is already
an established model, a model of care that
manages both step-up and step-down pathways
for people with urgent care, rehabilitation and/or
re-ablement needs.
We will ensure our system works to a common
set of objectives, with an emphasis on improving
outcomes and the principles of re-ablement. It
will meet the aspirations of people with care and
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support needs, support people to live well in the
community, prevent people with significant health
or care needs from having to use residential or
nursing care and hospital; and help people with
care needs maintain themselves in the community.

3. Support effective discharge
from hospital
Our staff in our hospitals and in our community
services work hard on a daily basis to ensure
that patients are discharged in a safe and timely
manner back to their chosen setting, but there
are challenges due to different processes and
requirements for the agencies concerned.
Our hospitals will work with the patient, their
family/support networks and their GP to a planned
date of discharge upon admission, they will ensure
the patient is medically fit for transfer and then
work with community services to ensure that the
support services are in place when they transfer to
their chosen next care setting.
We will build on work in our localities to introduce
a standardised, streamlined discharge service
and aim to develop an agreed GM discharge
framework, which is focused on the standards that
the people of GM expect to be delivered when
patients are discharged and help them return
home safely with a co-ordinated discharge plan.

Vanguards
In GM, NHS England has announced four
Vanguards which are testing the implementation
of new models of care to improve and integrate
services as described in NHS England’s Five Year
Forward View:
●● Salford Together (Integrated primary and acute
care system – PACS).
●● Stockport Together (Multi-specialty Community
Provider - MSCP).
●● Salford and Wigan Foundation Chain
(Multispecialty chain).
●● Accountable Clinical Network for Cancer
(ACNC).
In GM, we recognise that new models of care
need to be implemented in all our localities to
address our system challenges. This will require
an open and transparent approach which
supports innovation and the testing of new ideas.
The Vanguards have enabled work within three
localities and across GM to take forward the
design and implementation of a variety of new
models of care as described in NHS England’s
Five year Forward View, and share their learning
and the input from the national support team with
the rest of the GM localities and our acute provider
sectors.

4. Help people return home and
stay well
It is important that patients leave hospital with
a clear discharge plan that is communicated to
their GP, families, relevant agencies and support
networks within their community, with a clear
understanding of who they need to contact if they
are concerned.
This will require integrated working between
integrated neighbourhood teams, GPs and hospital
teams to agree care or support programmes.
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3.

Standardising acute & specialist

There are 15 NHS trusts and
foundation trusts providing
acute, mental health and
community care across GM.
Their dedicated staff deliver high
quality care to the population of
the region in the face of growing
demand and tight budgets.

The present system is, however, not financially sustainable and
it does not deliver the consistently high standards our population
deserve. The total forecast deficit for these provider organisations is
forecast to be £1.4 billion by 2020/21 before taking account of cost
improvements. NHS trusts in GM must change and evolve to meet
today’s demands and the changing demands of the future.
Plans for our acute services will be developed with the public,
patients and carers. They will be generated through the GM
governance arrangements and by the Provider Trust Federation
Board to enable greater collaboration between trusts.
The focus of work for trusts will cover:
●● Improving the safety and quality of services
●● Improving productivity: hospitals are drawing up plans to achieve
efficiency savings of 2.5 per cent in 2016/17, and 2 per cent per
annum in subsequent years
●● Improving delivery: hospitals are working to introduce new care
models to avoid emergency admissions and cut very long lengths
of acute hospital stays. Trusts are working to deliver the four
priority clinical standards for seven day working as part of the first
phase of implementation by 2017
●● Increasing collaboration: trusts have agreed to a programme of
collaborative efficiency and to joint working to achieve significant
savings targets
Whilst a large part of the improvement in GM will come from
investment in and expansion of prevention and integrated primary
and community services, we want to improve the quality, consistency
and efficiency of services across the region and make sure there are
adequate specialist staff present at the time of high risk procedures.
Providers in GM are already working together to a greater extent, in
order to spread good clinical practice. This focuses on maintaining
local access to clinical services which might otherwise not be
sustainable due to workforce shortages as well as achieving
economies of scale through sharing services across GM. This
ensures that the vast majority of acute care remains accessible in
local hospitals whilst only the more complex treatments are provided
in specialist centres.
The GM programme Healthier Together first initiated this concept with
identification of urgent and emergency care, acute medicine and general
abdominal surgery as a single service; taking the first step towards
greater transformations that will be extended to other specialties.
GM will quickly establish the most appropriate governance form to
secure provider collaboration through the development of groups,
multi-site providers, lead provider arrangements and specialty service
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care
chains building on our learning from national
Vanguards. This will be essential to allow the
benefits of standardisation to be achieved at scale.
This reform can identify the best evidenced-based
practices for patients and provide decision support
systems for clinicians. This means that key scaled
up functions can be delivered across organisations
and operational delivery can continue to be taken
forward within organisations and at neighbourhood
level. This will provide better outcomes and
implementing standardised processes across a
chain or group of providers will deliver better care
at lower cost.

continuously monitored and reviewed (by shared
clinical governance arrangements) to determine
if the pathways need to be improved, updated or
amended. Clinical care protocols will provide a
clear audit trail, which can be used to quickly spot
anything unusual and any decline in performance,
as well as providing real time insight into where
improvements are needed. This data will be shared
with commissioners and regulators. This approach
relies on improved methods to collect data, which
will be developed as part of this work. The adoption
of evidence based protocols will be supported by
the role of Health Innovation Manchester.

Organisations with a strong track record of high
performance, able to support their staff to assist
in local improvement and with the capability to
develop standardised operating procedures, will
share their skills and knowledge with organisations
to support standardisation across the acute sector.

From April 2016, we will:

GM will develop a framework to determine
which services will be delivered at which level;
neighbourhoods, localities, clusters and across
GM. In summary:
●● Care that does not require a hospital stay will
be provided locally
●● In-patient emergency care and all in-patient
surgery would be organised at a cluster or
group level.
●● Highly specialised services requiring specialist
skills and infrastructure will be organised at a
GM level.
We know that basing clinical care protocols on
evidence can help reduce variations in the delivery
of care, increase the quality of our services
and reduce cost. GM will proactively enhance
and standardise care models and operating
procedures across services beyond those which
are included within the shared service model so
that procedures of the same type will follow an
agreed protocol.
GM Trusts will develop a culture for improving
standards. Clinicians will have to justify deviations
from the agreed evidence pathway and these
deviations and the associated reasons will be

●● Deliver most services locally, in conjunction
with each LCO
●● Build on Healthier Together to share acute
services at scale. Providers will find new ways
of partnering and collaborating to improve
acute and specialist services delivered
to patients. This will be achieved through
consolidating services at a cluster and GM level
●● Agree cluster level services. Trusts will work
collaboratively to form cluster or group-level
services, and clinical staff will work together
across a network of hospitals within the shared
single service. Based on clinical evidence, this
will drive improvement in standards of care
across all hospitals as they follow a consistent
approach for care delivery
●● Agree GM level services. These services
will be provided in one network across GM,
potentially across multiple sites, but with a lead
service provider responsible and accountable
for service delivery. We already have some
services like this including adult major trauma,
paediatric services, secure mental health and
most recently the cancer Vanguard.
●● Develop standardised treatment and care
pathways. Protocol based care will enable staff
to put evidence into practice by addressing the
key questions of what should be done, when,
where and by whom. This standardisation of
practice reduces variation in pathways and will
improve the quality of care uniformly across
GM
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4.

Standardising clinical support

The development of standardised
clinical support and back office
services across GM is a critical
part of our transformation work.

Back Office
Shared services are no longer a radical new idea; they are
an accepted part of business strategy that has repeatedly
demonstrated its value. All public sector organisations in
GM have common business functions including: finance;
technology; business intelligence; human resources;
procurement; transformation and property services.  As such
there is an opportunity to generate significant efficiencies through
organisational collaboration. GM will pursue the potential outlined
in Lord Carter’s report and be an early, large scale delivery site for
that work.
Developing a shared service model across GM will drive greater
efficiency while delivering world class business solutions.  A shared
service centre will not only deliver consistency in back office
functions across GM, but will deliver significant financial savings.

Care Co-ordination
GM is clear that the integration of health and social care
commissioning, whether at a locality, cluster or GM level is key to
delivering agreed and shared improvement outcomes for people.
This joined up commissioning approach will deliver significant
changes in commissioning activity, with a greater emphasis and
investment in prevention and early intervention. This will allow
GM commissioners to shift activity and expenditure from high
cost parts of the system to (where appropriate) care and services
delivered closer to people’s homes.
This will need to be underpinned by an effective means of care
co-ordination to consistently track risk, activity, resources and
outcomes across population segments. This will require the
adoption of a whole system approach and the establishment of a
multi-agency care co-ordination centre, encompassing primary,
secondary and social care provision.
This would be able to:
●● Track and co-ordinate patient care in a locality or cluster of
localities
●● Utilise real time demand data to support more proactive care
planning
●● Reduce the variability in patient or cohort costs by limiting or
avoiding high cost episodes
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and back office services
●● Generate total patient costing information to
support lower average patient costs as more
efficient and preventative care is incentivised
●● A central clinical team would work to reduce
variations in care, ensure that care pathways are
adopted consistently and refine pathways in line
with the most effective interventions

Shared Clinical Services
NHS providers are already working together on
radically reviewing how shared clinical services could
be provided at a pan GM level to enhance individual
organisational efficiency. These are focussed on:
●● Procurement of goods and services through
improvement in economies of scale and
reductions in product variation
●● Review of Private Finance Initiative arrangements
across GM in order to gain greater value from
these contracts
●● Revised pharmacy arrangements through the
improvement of drug procurement, logistics and
medicines optimisation
●● Centralisation of back office functions by
coordinating and providing these services at the
appropriate geographical level
●● Making better use of the public sector estate to
ensure that estate owned and managed by NHS
and local authorities is utilised efficiently and
effectively, or disposed where it is not needed
●● Appropriate centralisation of pathology
and radiology services in line with the
recommendations set out in Lord Carter’s ‘Review
of Operational Productivity in Hospitals’
From April 2016, we will be developing:
●● A single GM level shared service; bringing
together a common platform for all of the public
sector in GM
●● A care co-ordination system for GM
●● Implementing shared clinical support services
across GM
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5.

Enabling better care

The tolerance of variation across
health and social care service
provision is one of our biggest
challenges. In GM, our approach
will see us no longer accept
this wide variation of outcomes
and service standards within
and between organisations. GM
will need to deliver a significant
programme of standardisation.

New care organisations
Health and social care providers in GM need to become more
adept at standardisation and reliable implementation of best
practice. Through our revised working arrangements, supported
by our new governance structures, we will ensure that our new
models of care remove tolerance to variation both in service
delivery and standards.
There is growing consensus in GM that new organisational
forms or delivery models will be required to enable integration
and standardisation. To ensure that such integration and
standardisation can occur, existing boundaries between
organisations need to be removed. It is by removing these
boundaries that efficiencies can be delivered and standardisation
of service is achieved.
We will develop any changes with full discussion and, where
appropriate, consultation.
It is clear that integration is required across different levels;
horizontally across similar services and organisations, and
vertically through different care settings.
There are a number of different options for organisational form,
ranging from loose collaboration to full consolidation. Analysis of
the potential options for the different types of integration has been
undertaken and the table below represents the suggested models
across each type of integration.

Emerging
model of care

Relevant unit of
planning/scale

Organisational
delivery model

Radical upgrade
in population
health
prevention

Integrated care
in localities

Standardised
acute hospital
care

Single specialist
clinical services

Consolidated
clinical support
and back office
services

Pan GP, localities
and neighbourhoods

Localities and
neighbourhoods

Clusters

Pan GM

Pan GM, clusters
or localities

Local Care
Organisations with
all providers aligned
around shared
objectives

‘Place-based’
integration of primary,
community, mental
health, social, acute
and other public
services in Local Care
Organisations

Horizontal
integration of
acute services
through acute care
collaborations

Horizontal
integration of
specialist services
through single
service chains, multi
site orgs or group
type models

Horizontal
integration of
support services
through Joint
Ventures or other
Special Purpose
Vehicles

Integration in
localities

Horizontal integration
(multi speciality service)

Horizontal integration
(single service)

Horizontal integration
(back office and
support)

New organisational form

Models sit within a continuum of integration - from collaborative through contractual to full consolidation
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Contracts, payments and
innovation
The successful delivery of new models of health
and social care at locality, cluster and GM level
will need to be driven through new, innovative,
evidence-based contracting models and pricing
mechanisms. The scope of these will need to be
broad ranging covering all sectors and a wide
range of providers.
The current Payment by Results system, agreed
at a national level, albeit with local variation where
appropriate, has created a system that incentivises
different outcomes in different localities or
providers. As a result it has failed to deliver whole
system outcomes.
Whilst there will not be a one-size fits all approach,
there will be a set of common principles across the
whole of GM, and a defined list of options around
contracting and payment choices. This will include
primary care and specialised services as well as all
the services currently commissioned by CCGs and
local authorities. All models should:

Our new models of care will require technology
enabled change. We will use technology to
understand patient needs, and develop services
more efficiently and effectively as a result. We
want people to have greater access, ownership
and responsibility over their own data, generating
multiple ways to interact with the health and social
care system and putting people at the heart of
how their information is collected, stored and
used. More effective use of information across
organisations, driven by patient ownership, will
reduce duplication and ensure more speedy
access to the right services.
We want technology to support self-management,
from staying well to living well with long term
conditions. We need to share data and information
across organisations on a day to day basis to
support assessment, triage and integrated multiagency case management.

●● Incentivise integration within and across the
health social and care system

The health and social care system in GM will work
with the wider public sector on the implementation
of our information sharing strategy GM-Connect. As
part of the wider GM reform activity, GM-Connect
will establish a new data commission for GM that
will own the data sharing mandate and will deliver
GM wide solutions for employees and people to
access, update and analyse data. Implementation
of GM-Connect will start in January 2016.

●● Facilitate a transparent and accountable
pathway for patient outcomes

Accelerating discovery

●● Incentivise cost reductions from efficiency
improvements and effective demand
management

●● Incentivise prevention to counter rising acute
hospital care activity
It is recognised that the design of any such payment
system will be complex and require specialist input
through our partnerships established with national
bodies including NHS Improvement, NHS England
and DH.

Developing, testing and implementing new
ideas takes too long. Fragmentation in funding,
organisation approach and regulatory systems all
slow up the process. This needs to change.

Technology

GM, supported by its three large teaching hospitals,
a research-led university base, a critical mass of life
science firms and skilled workers, and a large and
diverse population, is putting innovation at the heart
of its health and social care system.

In GM, many organisations still rely on inefficient
paper based systems. Significant investment will
be required to enable digital operation, without this
investment it will not be possible to deliver a high
quality efficient health and social care system.

Health Innovation Manchester will draw on the
collective expertise of all partners from health and social
care providers, academia and industry collaborators to
address the health needs of the local population.
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At the same time it will deliver economic benefits
through manufacture and commercialisation. We
aim to create one of the best regions in the world for
innovative life science companies to be involved as
partners. Additional detail on this is in Chapter 2

Buildings
The estate varies significantly in terms of quality,
condition and suitability. Some of the estate is
in excellent condition providing state of the art
facilities, whilst at the other end of the scale there
are a lot of properties that are in very poor condition
and no-longer fit for purpose.
Estates is a critical enabler of the GM health and
social care transformation programme which must
continue to be fully informed and led by frontline
service strategy. Collaborative working across GM
agencies is well established and effective however it
is recognised that a lot more is required to improve
health outcomes for the people of GM and to
increase efficiency.
The public sector estate in GM is under-used.
Making the best use of the property and space
available is a key part of GM’s health and social care
transformation plans. It is also vital to supporting
our economic growth. The GM One Public Estate
initiative is aimed at using public sector property
assets as a single resource across organisations.
Integrating health and social care services across
the region will mean changes are required to the
buildings from which the services are delivered. A
focus on prevention and care provided nearer to the
home will mean that more facilities will be required
in the community. This may result in the way that
land is used at hospital sites changing as we need
to ensure that our estate is able to respond to
changing needs and demands of our people.
A rationalisation of our public sector estate will
inevitably free up much needed space that is
required to support our economic growth both
through new housing and employment sites.
Current ownership and management of the public
sector estate is complex. In the NHS, buildings are
owned and managed by NHS trusts, foundation
trusts, GPs, Community Health Partnerships, private
landlords, NHS England and NHS Property Services.

To ensure we make best use of this estate we will
develop a NHS Estates GM Delivery Team who will
work closely with colleagues from across the public
sector to deliver a ‘one public estate’ approach to
property management.
A GM Strategic Estates Planning Board will be
formed, which will be responsible for translating
strategic requirements into a set of GM estates
targets, ensuring it meets local health and social
care needs. It will develop a clear framework to
enable GM to make better investment decisions,
for example in primary care, and to ensure that the
buildings required to deliver new models of care
can be realised.
To ensure we are able to reconfigure the GM
public sector estate in a way that supports our
transformed services we have requested that any
receipts received from disposing of capital assets is
be retained within GM for re-investment.
From April 2016, we will:
●● Develop one public estate for GM and
agreement of a framework to make estate
investment decisions
●● Develop the GM Estates Framework focusing on
the following key elements:
• Control - public bodies in GM have control
over all estate policies, procedure, decision
making and allocation of resources
• Ability to incentivise - ability to retain and
share savings and value released to fund
change and align objectives across public
bodies and departmental silos; introduction
of locally aligned incentives
• Funding – public bodies in GM have control
over spending, receipts and associated
revenue costs; pump prime funding for
example to support asset rationalisation and
improvements to the retained estate; ability
to recycle savings and receipts for estates
transformation
●● Each locality will have a draft Strategic Estates
Plan by the end of December 2015, which
will be aligned to the locality and GM plan.
In accordance with DH guidance with target
savings/utilisations applied to each to deliver
over a period of time and these will be further
developed and implemented.
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Chapter 5
Financial plan
Summary
In order to achieve our ambitions, we need the £6 billion invested in health and social
care to flow differently around our system. We have produced a detailed GM financial
plan which shows how we see the £2 billion gap emerging over the next five years.  
This integrated plan, the first of its kind, enables us to drive change within the
transformation areas described earlier and outlines the actions we will take to close the
£2 billion gap over the next five years.
Central to the delivery of the Plan is the ability to access the Transformation Fund (TF)
from NHS England across our GM system. This will enable
us to develop new models of care to change the nature
of demand and keep services safe and
sustainable, while we make this
radical shift.
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The financial challenge
The integration of health and
social care is a fundamental
part of the growth and
reform strategy essential
to GM’s priority of reducing
unemployment, supporting
people back into work, and
providing growth through
innovation. It is a key driver to
ensure that the health and social
care system becomes financially
sustainable over time.

The population of GM is 2.8 million with forecast spend of £7.7
billion on health and social care services. This includes £6.2 billion
on health services including mental health, GP services, specialist
services and prescribed drugs and £1.5 billion on local authority,
public health and social care services.
After taking into account the resources that are likely to be
available and the pressures that the health and social care system
will face over the next five years it is estimated that there will be a
financial deficit of £2 billion by 2020/21. The scale of the challenge
demonstrates why radical change is needed, both in the way
services are delivered and in the way people use them.

Comprehensive Spending Review (CSR)
assumptions
As described in chapter 2, the MoU outlined a ‘road map’ leading
to full devolution on 1st April 2016. A key element of the MoU was
the development of this Plan, including access to a Transformation
Fund (TF) to enable us to deliver clinical and financial sustainability
over the next five years. In order to support us to achieve this, the
recent CSR settlement proposed the following for GM:
●● A fair share of the additional funding of £8 billion that had been
identified for health care nationally
●● Funding to enable social care activity to continue at the current
level in line with NHS England’s assumptions in the Five Year
Forward View
●● Additional one off transformation funding of £500m to support
the delivery of the savings opportunities
●● Access to capital funding to support areas such as the development of a single patient record and for the reconfiguration of the
health and social care estate required
GM submitted a high level Strategic Financial Plan in August 2015
to Government and NHS England as part of the CSR. This set out
how it intended to meet the clinical and financial challenges over
the five year CSR period and what was specifically required to
significantly close the £2 billion financial gap.
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The bridge diagram below summarises the
Strategic Financial Framework that was submitted
as part of the CSR.

Alongside GM’s fair share of on-going funding in line
with NHS England’s Five Year Forward View (which
would close the gap by £700m) proposals were
shown to deliver a further £1.5 billion of savings, after
reprovision costs, from the following areas:

●● £21 million from commissioner collaboration

The Plan describes how these savings will be
achieved. Key to this is the implementation of the
new models of care in line with the transformation
themes outlined in chapter 4 of this document.
These provide the framework for a radical
transformation of health and social care and will
significantly impact upon patterns of demand.
These are grouped into five main themes:

●● £836 million from NHS provider productivity
savings and joint working

●● Radical upgrade in population health and prevention

●● £70 million from prevention
●● £488 million from better care models delivered
across NHS and local authority commissioners
and providers
●● £139 million from reform of NHS trusts

●● Transforming community based care and support

Delivering these changes is estimated to cost £200
million in capital charges leaving a net saving of
£1.3 billion.

●● Standardising acute and specialist care
●● Standardising clinical support and back office
services

In addition to the above, benefits to the wider
economy are expected through increased
employment and productivity in the workplace,
estimated at £160 million to £315 million.

●● Enabling better care
The TF described in the CSR is required to
support the delivery of the significant change
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that GM will start to deliver from 1st April 2016.
Achieving transformation of this nature requires
critical enablers to be put in place, including an
investment in the non-recurrent cost of putting
new delivery models in place (including funding
costs of staff development and new payment
models), information and technology, communitybased facilities and the renewal and adjustment to
hospital capacity.
The TF will consist of £77m one off costs to enable
delivery of change and £423m double running
costs to support the implementation the new
service models and change to existing models. In
return for access to this funding, GM will deliver
the £1.5bn cumulative savings, use of the fund will
be fiscally neutral and GM would be clinically and
financially sustainable by 2020/21.
Fundamental to the delivery of transformation is
the work set out in the locality and provider plans
which is underpinned by the pooling of budgets
at scale at locality level, access to transformation
funding for delivering the enablers and the dual
running costs for moving to new models of care.

Financial assumptions to be
agreed
The Strategic Financial Framework contains
assumptions on:
●● The future levels of funding available across
health and social care
●● Treatment of provider deficits
●● Tariff deflator assumptions
●● Level of transformation funding available
The expected changes to the above assumptions
will have a significant impact on whether clinical
and financial sustainability can be achieved during
the five year period and on the development of
detailed operational financial plans. The following
key issues need to be resolved:

1. The level of the Transformation
Fund (TF)
The amount of one off transformation funding was
based on what was thought to be the minimum
amount required to deliver the change to achieve

clinical and financial sustainability over the five
year period. If the amount or phasing changes
then financial sustainability will not be achieved
over the five years and will be reflected in
commissioning and NHS provider organisations
operating with financial deficits for a longer period.
The Strategic Partnership Board (SPB) Executive
will propose allocation of the TF in accordance
with criteria agreed and will secure independent
assurance on each of these investments.
The use of the (TF) should be underpinned by the
following principles:
●● The total for the TF determined by NHS
England is £450m. Work continues to finalise
the detail of the financial and operational
management arrangements.
●● The governance of the TF will be the
responsibility of the SPB. The TF will be
focused on the delivery of the transformation
programmes described in the Plan; all
proposals will be independently verified to
demonstrate value for money, strategic fit and
robustness
●● The TF will be separate from the conventional
funding allocation to CCGs, but at the
appropriate time CCGs will be expected to
agree with NHS England how their budgets are
supporting the transformation programmes
●● NHS England has the right to determine the
financing of the TF. However there must be the
necessary degree of flexibility to enable the
TF to deliver the transformation programmes
set out in the Plan. To the extent that any
national programmes are used to support the
financing of the TF, then the TF will only fund
those aspects of proposals which are wholly
consistent with the transformation programmes
in the Plan. To the extent that any proposals
from these national programmes do not
correspond to these programmes then these
will fall for consideration by NHS England
separately
●● Deficit management will be the responsibility of
the NHS and will be outside the funding scope
of the TF. GM will play a full part to ensure that
detailed deficit arrangements are aligned to the
Plan
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●● The TF will be subject to a performance management framework. Once the detailed profile
has been agreed, GM will produce a full range
of outcomes across health and social care to
be delivered by the TF which will form part of
the performance management framework, for
agreement by HMT, NHS England and DH.

2. Estates

settlement so the numbers are subject to change.
There has always been some concern about how a
national social care settlement could be responsive
to the particular circumstances in GM, given the
status on devolution. Discussions are ongoing as to
the impact of the changes set out in the CSR. The
early assessment is that the proposals leave GM
with a shortfall of funding for 2016/17 and 2017/18.

The CSR proposals assumed access to capital
funding to support both the enablers such as
development of a single patient record and for
the reconfiguration of the estate required. The
work includes funding for the recurring cost of
capital, although the amount will vary depending
on the phasing of the transformation funding
and implementation of change. The proposal is
based around the ability to bring together the
estates function across GM into a single property
management function and the ability to retain
any capital receipts. How this is implemented,
alongside the detailed work underway, will inform
the exact nature of the investment required.

The CSR announcement included two further areas
for social care:

A key component of the work will be securing
access to the national funding ‘pots’ which are
available with a proposal that GM requirements are
‘earmarked’ subject to the production of a detailed
business case to be agreed by NHS England, DH
and HMT before the end of this financial year.

The additional BCF funding for local authorities will
start to come on stream from 1st April 2017, with
it being predominately back-loaded to the last two
years of the CSR settlement. The phasing of the
BCF nationally will not deliver what GM requires
given that our transformation journey will start on
1st April 2016.

A high level strategy will be developed by the 31st
December 2015 and from this a business plan
and financial proposal will be developed by 31st
March 2016 for discussion with HMT, DH and NHS
England.

3. Social care
The underlying principle in the CSR is that the
funding should enable the current level of activity,
as per the logic in NHS England’s Five Year Forward
View, to be delivered and for social care budgets to
be maintained at their current level. For adult social
care this represented additional funding of £180m
for GM across the CSR period. This did not include
funding for additional demographic pressures
and the cost of implementing the changes to the
minimum wage. The scale of the funding gap
is linked to the overall outcome of the financial

●● The ability to raise an additional 2 per cent in
council tax over and above the referendum limit
●● Additional £1.5 billion Better Care Fund (BCF)
monies that will go direct to local authorities
Council Leaders are considering a further radical
step to pool funding for the five years for the CSR
period to use the income generated from the ‘social
care precept’, or equivalent income, to establish
a platform for commissioning certain social care
services on a GM wide basis. This is linked to there
being a comprehensive settlement.

GM, after it has evaluated the impacts of the local
government finance settlement on social care,
will want to discuss with HMT, DH and DCLG the
impact of the settlement on social care spend in
the early years of the transformation programme
and whether the funding is sufficient to enable the
transformation objectives to be delivered.
Achieving transformation of this scale is a significant
ambition, which will require leaders at all levels
across GM to promote the need for change and the
development of detailed implementation plans over
the coming months.
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Chapter 6
Implementation
We have already started implementing some of the changes we need across the system.
A critical part of our work between January and March 2016 will be to engage with people
across GM and staff working in the health and care system, about the direction of travel
and the changes we are proposing. We have shared our thinking early so that people
have a chance to be part of building our plans for the future.
We are developing a draft high level implementation plan which describes what we think
will need to happen across the five years to create a clinically and financially sustainable
GM health and social care system. There will be a detailed work programme for each of
the transformation themes described in chapter 4, outlining specific deliverables in years
one and two and higher level deliverables for years three to five This will ensure we can
continue to review, refine and if necessary refresh our work programme to reflect our
system needs.
To find out more or get in touch with us please go to:
Website:

www.gmhealthandsocialcaredevo.org.uk

Email: 		

gm.devo@nhs.net

Twitter:

@GMHSC_Devo
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Implementing the Plan
We have a bold, clear and
ambitious plan for GM. All
partners are working together to
understand how we can begin to
deliver this plan.

Engaging people
Between January and March 2016, the partners across the ten
localities of GM will be talking to their staff and local people about
these plans. At the same time we plan to run events and talk to
people about what would help them take charge of their own
health and wellbeing – and get views on how we might support
people to do this.
We will be doing this under our Taking Charge theme, which sets
out the idea that GM is taking charge of a significant opportunity,
as well as a significant challenge, and that as well as taking charge
the people of GM must also take responsibility – at an individual,
community and wider level.
Thousands of conversations about health and social care,
preventing ill health and integration of services have been
held in GM over recent years. They have included roadshows,
citizen’s panels, workshops, online forums and many other
outlets and events, organised by public bodies and the voluntary
and community sector. The ideas set out in this Plan are the
culmination of those conversations – and we will continue to build
on them.
Examples include:
●● In Bolton, the CCG launched “Let’s make it” with 120 events to
give a voice to those who find it hard to get heard
●● In Manchester, the voluntary sector has led 22 workshops on
improving mental health services
●● In Rochdale 225 people have helped shape the locality plan,
covering children’s services and end of life care
●● In Trafford, local people have been involved in creating a onestop Care Co-ordination Centre for booking appointments,
patient transport and learning about services
The people of GM recognise the challenges facing the health
and social care services from an ageing population, advances
in medicine and growing financial pressures. They accept that
the rising demand for services must be slowed, and say the way
to achieve this is for people to take more responsibility for their
health.
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Their priorities for the future, in relation to health
and care services, include to:
●● get appointments promptly and be seen within
a reasonable time
●● tell their story once and receive co-ordinated
multidisciplinary care – with a single key worker
●● have their families and carers involved
●● have things explained, their questions
answered and given choices about their care
●● be supported to manage their own care
●● have emotional and practical support
recognised as important as medical treatment
●● not to be blamed when costs and competing
priorities interfere with their ability to look after
their health
●● have everything in place when they are
discharged from hospital
●● be treated with dignity and respect
We will build on this engagement with people
– at a local and GM level - to continue to better
understand what people need to take charge of
their health and wider wellbeing in different places
across GM.
As well as using traditional engagement
approaches we are also exploring a web-based,
crowdsourcing platform, and will link with national
and potentially commercial partners, to ensure our
engagement is as broad and deep as possible.

Engaging with Staff
There are approximately 100,000 staff working in
health and social care services in GM and they
are a critical group who are crucial to the success
of our ambitions. Staff engagement will be led
by their own organisations so they are able to
put the wider GM work in the context of what’s
happening in their own organisations and are able
to understand what this means for them, their
families and the people they help care for.

Starting the work
Alongside the work we will be doing with people,
we will also be working across public sector
services in GM to begin to work through how we
implement the changes described in this Plan.
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Changes will happen across all parts of our
health, care and support services. We are already
starting to make some of these a reality as we
begin to deliver different service models which are
described in locality plans and to make better use
of the resources we have to save across health
and social care.
We know that we need to begin work now on
some areas that will take time to change and
deliver.
We will focus on in the next three months the
following areas:
●● Local health and social care system engagement
●● Public engagement
●● Locality and GM implementation planning
●● LCO characteristics
●● The application of the TF
The timescales for this work are mapped out
below in a high level plan.
The implementation plan will describe the key
deliverables for each part of the work that we are
aiming to deliver by April 2016 and then years one
and two, with an outline for years three to five.

Work to deliver this plan is happening now across
our GM services. As we progress through the next
three months of this work, we expect our plans to
be built on, expanded and improved based on the
views of people who use services across health,
social care and support services.
A significant proportion of delivery activity will take
place within our localities, working with our staff
and our people to implement the reform in the
context of local needs. Each locality will develop
a Locality Implementation Plan by April 2016.
Localities will be responsible for ensuring they
have the capacity and capability to implement
their reform plan, drawing on local and national
expertise as appropriate.
We recognise the value in collaboration across
GM, so in partnership with NHS England, we will
create the GM health and social care team. This
team will be small in number and flexible, with
the ability to source expertise from within and out
of GM to support delivery in the localities and at
a GM level. It will be responsible for driving the
devolution, reform and transformation agenda for
the integration of health and social care services
between 2016 – 2021.
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From April 2016, the team will:
●● Ensure delivery of the GM Financial Plan
●● Oversee and drive governance across GM
●● Enable the implementation of locality plans and
ensure they support the direction of GM health
and social care
●● Assure the operational delivery of health
and social care, in line with the devolved
functions from NHS England, such as CCG
assurance, plus specialised and primary care
commissioning.
●● Lead GM commissioning where agreed and
endorsed by the SPB and JCB
●● Sponsor, drive and facilitate GM
transformational projects
●● Facilitate GM population and cross sector
involvement in health and wellbeing
improvements
●● Understand the overall performance and
delivery of services across the whole system
within GM and therefore, identifying and
managing risk
●● Establish effective working arrangements with
health and social care regulators

Assurance, accountability and
implementation
Greater Manchester is our ‘unit of planning’ and
we are working to the principle that GM is assured
once by national bodies as a place.
This approach does not compromise the
statutory responsibilities of the 37 health and
social care organisations in GM to the national
bodies. However, as all of our ten localities
are moving towards the establishment of
pooled commissioning budgets, management
arrangements, governance structures and
the development of LCOs, they will operate
in a different way and the assurance and
accountability processes will need to support
these developments.
It is recognised that further work is required to
understand and agree what this means for each
of the national bodies and how the individual
processes could be brought together to achieve
assurance of GM as a place. This will be worked
through as part of the implementation planning
and listening phase from January to March 2016.

●● Lead on the development and delivery of public
and political engagement
We will produce a refreshed version of the Plan at
the end of March 2016 that includes more details
of how we propose to change our services over
the next five years.

Staying in touch and getting involved
We already have a range of ways to stay in touch with this work. These are:
Website:

www.gmhealthandsocialcaredevo.org.uk

Email:

gm.devo@nhs.net

Twitter:

@GMHSC_Devo

Opportunities to engage in the work will be widely advertised following the publication of the Plan.
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This five year Plan for the reform of health and social care in GM has been developed in consultation
with and approved by the GM SPB. This board is chaired by Lord Peter Smith, the leader of Wigan
Council and through the membership of that board it has support of the 37 statutory organisations in
GM, listed below:
●● Bolton Clinical Commissioning Group

●● Rochdale Metropolitan Borough Council

●● Bolton Hospital NHS Foundation Trust

●● Salford City Council

●● Bolton Metropolitan Borough Council

●● Salford Clinical Commissioning Group

●● Bridgewater Community Healthcare
NHS Trust

●● Salford Royal NHS Foundation Trust

●● Bury Clinical Commissioning Group

●● South Manchester Clinical
Commissioning Group

●● Bury Metropolitan Borough Council

●● Stockport Clinical Commissioning Group

●● Central Manchester Clinical
Commissioning Group

●● Stockport Metropolitan Borough Council

●● Central Manchester NHS Foundation Trust

●● Tameside and Glossop Clinical
Commissioning Group

●● Greater Manchester West Mental Health
Foundation Trust
●● Heywood, Middleton and Rochdale Clinical
Commissioning Group
●● Manchester City Council
●● Manchester Mental Health and Social
Care NHS Trust
●● North Manchester Clinical
Commissioning Group
●● North West Ambulance Service NHS
Foundation Trust
●● Oldham Clinical Commissioning Group
●● Oldham Metropolitan Borough Council
●● Pennine Acute NHS Hospitals Trust
●● Pennine Care NHS Foundation Trust

●● Stockport NHS Foundation Trust

●● Tameside Hospital Foundation Trust
●● Tameside Metropolitan Borough Council
●● The Christie NHS Foundation Trust
●● Trafford Clinical Commissioning Group
●● Trafford Metropolitan Borough Council
●● University Hospitals of South Manchester
NHS Foundation Trust
●● Wigan Clinical Commissioning Group
●● Wigan Borough Metropolitan Borough
Council
●● Wrightington, Wigan and Leigh NHS
Foundation Trust
●● 5 Boroughs Partnership NHS Foundation
Trust

Wider partners in the GM Plan:
● Greater Manchester Police

● Patient Groups

● Greater Manchester Local Medical Committee

● Social Care and Residential Providers

● Greater Manchester Fire and Rescue Service

● Voluntary Groups

● Healthwatch

● 3rd Sector Providers
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Introduction
1.	
The Spending Review provided the NHS in England with a credible basis on which to
accomplish three interdependent and essential tasks: first, to implement the Five Year
Forward View; second, to restore and maintain financial balance; and third, to deliver
core access and quality standards for patients.
2.	It included an £8.4 billion real terms increase by 2020/21, front-loaded. With these
resources, we now need to close the health and wellbeing gap, the care and quality gap,
and the finance and efficiency gap.
3.	In this document, authored by the six national NHS bodies, we set out a clear list of
national priorities for 2016/17 and longer-term challenges for local systems, together
with financial assumptions and business rules. We reflect the settlement reached with
the Government through its new Mandate to NHS England (annex 2). For the first time,
the Mandate is not solely for the commissioning system, but sets objectives for the NHS
as a whole.
4.	We are requiring the NHS to produce two separate but connected plans:
• a five year Sustainability and Transformation Plan (STP), place-based and driving the
Five Year Forward View; and
• a one year Operational Plan for 2016/17, organisation-based but consistent with the
emerging STP.
5.	The scale of what we need to do in future depends on how well we end the current
year. The 2016/17 financial challenge for each trust will be contingent upon its end-ofyear financial outturn, and the winter period calls for a relentless focus on maintaining
standards in emergency care. It is also the case that local NHS systems will only become
sustainable if they accelerate their work on prevention and care redesign. We don’t
have the luxury of waiting until perfect plans are completed. So we ask local systems,
early in the New Year, to go faster on transformation in a few priority areas, as a way of
building momentum.

1. INTRODUCTION

3

Local health system Sustainability and
Transformation Plans
6. W
 e are asking every health and care system to come together, to create its own ambitious
local blueprint for accelerating its implementation of the Forward View. STPs will cover the
period between October 20161 and March 2021, and will be subject to formal assessment
in July 2016 following submission in June 2016. We are asking the NHS to spend the next
six months delivering core access, quality and financial standards while planning properly
for the next five years.

Place-based planning
7.	
Planning by individual institutions will increasingly be supplemented with planning
by place for local populations. For many years now, the NHS has emphasised an
organisational separation and autonomy that doesn’t make sense to staff or the patients
and communities they serve.
8.	System leadership is needed. Producing a STP is not just about writing a document, nor is
it a job that can be outsourced or delegated. Instead it involves five things: (i) local leaders
coming together as a team; (ii) developing a shared vision with the local community, which
also involves local government as appropriate; (iii) programming a coherent set of activities
to make it happen; (iv) execution against plan; and (v) learning and adapting. Where
collaborative and capable leadership can’t be found, NHS England and NHS Improvement2
will need to help secure remedies through more joined-up and effective system oversight.
9.	Success also depends on having an open, engaging, and iterative process that harnesses
the energies of clinicians, patients, carers, citizens, and local community partners including
the independent and voluntary sectors, and local government through health and
wellbeing boards.
10.	As a truly place-based plan, the STPs must cover all areas of CCG and NHS England
commissioned activity including: (i) specialised services, where the planning will be led
from the 10 collaborative commissioning hubs; and (ii) primary medical care, and do so
from a local CCG perspective, irrespective of delegation arrangements. The STP must
also cover better integration with local authority services, including, but not limited to,
prevention and social care, reflecting local agreed health and wellbeing strategies.

For the period October 2016 – March 2017, the STP should set out what actions are planned but it does not
need to revisit the activity and financial assumptions in the 2016/17 Operational Plan.
2
NHS Improvement will be the combined provider body, bringing together Monitor and the NHS Trust
Development Authority (TDA).
1
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Access to future transformation funding
11.	For the first time, the local NHS planning process will have significant central money
attached. The STPs will become the single application and approval process for being
accepted onto programmes with transformational funding for 2017/18 onwards. This
step is intended to reduce bureaucracy and help with the local join-up of multiple
national initiatives.
12. The Spending Review provided additional dedicated funding streams for
transformational change, building up over the next five years. This protected funding is
for initiatives such as the spread of new care models through and beyond the vanguards,
primary care access and infrastructure, technology roll-out, and to drive clinical priorities
such as diabetes prevention, learning disability, cancer and mental health. Many of these
streams of transformation funding form part of the new wider national Sustainability
and Transformation Fund (STF). For 2016/17 only, to enable timely allocation, the limited
available additional transformation funding will continue to be run through separate
processes.
13.	The most compelling and credible STPs will secure the earliest additional funding from
April 2017 onwards. The process will be iterative. We will consider:
(i) t he quality of plans, particularly the scale of ambition and track record of progress
already made. The best plans will have a clear and powerful vision. They will create
coherence across different elements, for example a prevention plan; self-care and
patient empowerment; workforce; digital; new care models; and finance. They will
systematically borrow good practice from other geographies, and adopt national
frameworks;
(ii)	the reach and quality of the local process, including community, voluntary sector
and local authority engagement;
(iii) t he strength and unity of local system leadership and partnerships, with clear
governance structures to deliver them; and
(iv) h
 ow confident we are that a clear sequence of implementation actions will follow as
intended, through defined governance and demonstrable capabilities.
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Content of STPs
14.	The strategic planning process is intended to be developmental and supportive as well
as hard-edged. We set out in annex 1 of this document a list of ‘national challenges’
to help local systems set out their ambitions for their populations. This list of questions
includes the objectives set in the Mandate. Do not over-interpret the list as a narrow
template for what constitutes a good local plan: the most important initial task is to
create a clear overall vision and plan for your area.
15.	Local health systems now need to develop their own system wide local financial
sustainability plan as part of their STP. Spanning providers and commissioners, these
plans will set out the mixture of demand moderation, allocative efficiency, provider
productivity, and income generation required for the NHS locally to balance its books.

Agreeing ‘transformation footprints’
16. The STP will be the umbrella plan, holding underneath it a number of different specific
delivery plans, some of which will necessarily be on different geographical footprints.
For example, planning for urgent and emergency care will range across multiple levels: a
locality focus for enhanced primary care right through to major trauma centres.
17.	The first critical task is for local health and care systems to consider their transformation
footprint – the geographic scope of their STP. They must make proposals to us by Friday
29 January 2016, for national agreement. Local authorities should be engaged with
these proposals. Taken together, all the transformation footprints must form a complete
national map. The scale of the planning task may point to larger rather than smaller
footprints.
18. Transformation footprints should be locally defined, based on natural communities,
existing working relationships, patient flows and take account of the scale needed to
deliver the services, transformation and public health programmes required, and how it
best fits with other footprints such as local digital roadmaps and learning disability units
of planning. In future years we will be open to simplifying some of these arrangements.
Where geographies are already involved in the Success Regime, or devolution bids, we
would expect these to determine the transformation footprint. Although it is important
to get this right, there is no single right answer. The footprints may well adapt over
time. We want people to focus their energies on the content of plans rather than have
lengthy debates about boundaries.
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19.	We will issue further brief guidance on the STP process in January. This will set out
the timetable and early phasing of national products and engagement events that
are intended to make it much easier to answer the challenges we have posed, and
include how local areas can best involve their local communities in creating their STPs,
building on the ‘six principles’ created to support the delivery of the Five Year Forward
View. By spring 2016, we intend to develop and make available roadmaps for national
transformation initiatives.
20.	We would welcome any early reactions, by Friday 29 January 2016, as to what additional
material you would find most helpful in developing your STP. Please email
england.fiveyearview@nhs.net, with the subject title ‘STP feedback’. We would also like
to work with a few local systems to develop exemplar, fast-tracked plans, and would
welcome expressions of interest to the above inbox.
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National ‘must dos’ for 2016/17
21.	Whilst developing long-term plans for 2020/21, the NHS has a clear set of plans and
priorities for 2016/17 that reflect the Mandate to the NHS and the next steps on Forward
View implementation.
22.	Some of our most important jobs for 2016/17 involve partial roll-out rather than full national
coverage. Our ambition is that by March 2017, 25 percent of the population will have
access to acute hospital services that comply with four priority clinical standards on every day
of the week, and 20 percent of the population will have enhanced access to primary care.
There are three distinct challenges under the banner of seven day services:
(i)	reducing excess deaths by increasing the level of consultant cover and diagnostic services
available in hospitals at weekends. During 16/17, a quarter of the country must be offering
four of the ten standards, rising to half of the country by 2018 and complete coverage by
2020;
(ii)	improving access to out of hours care by achieving better integration and redesign of 111,
minor injuries units, urgent care centres and GP out of hours services to enhance the patient
offer and flows into hospital; and
(iii)	improving access to primary care at weekends and evenings where patients need it by
increasing the capacity and resilience of primary care over the next few years.
23. Where relevant, local systems need to reflect this in their 2016/17 Operational Plans, and all
areas will need to set out their ambitions for seven day services as part of their STPs.

The nine ‘must dos’ for 2016/17 for every local system:
1.	
Develop a high quality and agreed STP, and subsequently achieve what you determine
are your most locally critical milestones for accelerating progress in 2016/17 towards
achieving the triple aim as set out in the Forward View.
2.	Return the system to aggregate financial balance. This includes secondary care
providers delivering efficiency savings through actively engaging with the Lord Carter
provider productivity work programme and complying with the maximum total
agency spend and hourly rates set out by NHS Improvement. CCGs will additionally
be expected to deliver savings by tackling unwarranted variation in demand through
implementing the RightCare programme in every locality.
3.	Develop and implement a local plan to address the sustainability and quality of
general practice, including workforce and workload issues.

3. NATIONAL “MUST DOS” FOR 2016/17
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4.	Get back on track with access standards for A&E and ambulance waits, ensuring
more than 95 percent of patients wait no more than four hours in A&E, and that all
ambulance trusts respond to 75 percent of Category A calls within eight minutes;
including through making progress in implementing the urgent and emergency care
review and associated ambulance standard pilots.
5.	Improvement against and maintenance of the NHS Constitution standards that more
than 92 percent of patients on non-emergency pathways wait no more than 18 weeks
from referral to treatment, including offering patient choice.
6.	Deliver the NHS Constitution 62 day cancer waiting standard, including by securing
adequate diagnostic capacity; continue to deliver the constitutional two week and 31
day cancer standards and make progress in improving one-year survival rates by
delivering a year-on-year improvement in the proportion of cancers diagnosed at stage
one and stage two; and reducing the proportion of cancers diagnosed following an
emergency admission.
7.	Achieve and maintain the two new mental health access standards: more than 50
percent of people experiencing a first episode of psychosis will commence treatment
with a NICE approved care package within two weeks of referral; 75 percent of
people with common mental health conditions referred to the Improved Access to
Psychological Therapies (IAPT) programme will be treated within six weeks of referral,
with 95 percent treated within 18 weeks. Continue to meet a dementia diagnosis
rate of at least two-thirds of the estimated number of people with dementia.
8.	Deliver actions set out in local plans to transform care for people with learning
disabilities, including implementing enhanced community provision, reducing
inpatient capacity, and rolling out care and treatment reviews in line with
published policy.
9.	Develop and implement an affordable plan to make improvements in quality
particularly for organisations in special measures. In addition, providers are required
to participate in the annual publication of avoidable mortality rates by individual
trusts.
24.	We expect the development of new care models will feature prominently within STPs. In
addition to existing approaches, in 2016/17 we are interested in trialing two new specific
approaches with local volunteers:
		•	secondary mental health providers managing care budgets for tertiary mental health
services; and
		• the reinvention of the acute medical model in small district general hospitals.
Organisations interested in working with us on either of these approaches should let us
know by 29 January 2016 by emailing england.fiveyearview@nhs.net
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Operational Plans for 2016/17
25.	An early task for local system leaders is to run a shared and open-book operational
planning process for 2016/17. This will cover activity, capacity, finance and 2016/17
deliverables from the emerging STP. By April 2016, commissioner and provider plans for
2016/17 will need to be agreed by NHS England and NHS Improvement, based on local
contracts that must be signed by March 2016.
26.	The detailed requirements for commissioner and provider plans are set out in the technical
guidance that will accompany this document. All plans will need to demonstrate:
•h
 ow they intend to reconcile finance with activity (and where a deficit exists, set out
clear plans to return to balance);
• their planned contribution to the efficiency savings;
• their plans to deliver the key must-dos;
• how quality and safety will be maintained and improved for patients;
•	how risks across the local health economy plans have been jointly identified and
mitigated through an agreed contingency plan; and
• how they link with and support with local emerging STPs.
	The 2016/17 Operational Plan should be regarded as year one of the five year STP, and we
expect significant progress on transformation through the 2016/17 Operational Plan.
27. Building credible plans for 2016/17 will rely on a clear understanding of demand
and capacity, alignment between commissioners and providers, and the skills to plan
effectively. A support programme is being developed jointly by national partners to help
local health economies in preparing robust activity plans for 2016/17 and beyond.
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Allocations
28.	NHS England’s allocations to commissioners are intended to achieve:
•	greater equity of access through pace of change, both for CCG allocations and on a
place-based basis;
•	closer alignment with population need through improved allocation formulae including
a new inequalities adjustment for specialised care, more sensitive adjustments for CCGs
and primary care, and a new sparsity adjustment for remote areas; and
•	faster progress with our strategic goals through higher funding growth for GP services
and mental health, and the introduction of the Sustainability and Transformation Fund.
29.	In line with our strategic priorities, overall primary medical care spend will rise by
4-5 percent each year. Specialised services funding will rise by 7 percent in 2016/17,
with growth of at least 4.5 percent in each subsequent year. The relatively high level of
funding reflects forecast pressures from new NICE legally mandated drugs and treatments.
30.	To support long-term planning, NHS England has set firm three year allocations for CCGs,
followed by two indicative years. For 2016/17, CCG allocations will rise by an average
of 3.4 percent, and we will make good on our commitment that no CCG will be more
than 5 percent below its target funding level. To provide CCGs with a total place-based
understanding of all commissioned spend, alongside allocations for CCG commissioned
activities, we will also publish allocations for primary care and specialized commissioned
activity.
	NHS England will in principle support any proposals from groups of CCGs, particularly in
areas working towards devolution who wish to implement a more accelerated cross-area
pace-of-change policy by mutual agreement.
31.	Mirroring the conditionality of providers accessing the Sustainability and Transformation
Fund, the real terms element of growth in CCG allocations for 2017/18 onwards will be
contingent upon the development and sign off of a robust STP during 2016/17.
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Returning the NHS provider sector to
balance
32.	During 2016/17 the NHS trust and foundation trust sector will, in aggregate, be required
to return to financial balance. £1.8 billion of income from the 2016/17 Sustainability
and Transformation Fund will replace direct Department of Health (DH) funding. The
distribution of this funding will be calculated on a trust by trust basis by NHS Improvement
and then agreed with NHS England.
33.	NHS England and NHS Improvement are working together to ensure greater alignment
between commissioner and provider financial levers. Providers who are eligible for
sustainability and transformation funding in 2016/17 will not face a double jeopardy
scenario whereby they incur penalties as well as losing access to funding; a single penalty
will be imposed.
34.	Quarterly release of these Sustainability Funds to trusts and foundation trusts will depend
on achieving recovery milestones for (i) deficit reduction; (ii) access standards; and (iii)
progress on transformation. The three conditions attached to the transitional NHS provider
fund have to be hard-edged. Where trusts default on the conditions access to the fund
will be denied and sanctions will be applied.
35.	Deficit reduction in providers will require a forensic examination of every pound spent on
delivering healthcare and embedding a culture of relentless cost containment. Trusts need
to focus on cost reduction not income growth; there needs to be far greater consistency
between trusts’ financial plans and their workforce plans in 2016/17. Workforce
productivity will therefore be a particular priority as just a 1 percent improvement
represents £400 million of savings. All providers will be expected to evidence the effective
use of e-rostering for nurses, midwives, Health Care Assistants (HCAs) and other clinicians
to make sure the right staff are in the right place at the right time to ensure patients get
the right hours of care and minimum time is wasted on bureaucracy. This approach will
enable providers to reduce their reliance on agency staffing whilst compliance with the
agency staffing rules will also reduce the rates paid. In addition, providers will need to
adopt tightly controlled procurement practices with compliance incentives and sanctions
to drive down price and unwarranted variation. For example, all providers will be expected
to report and share data on what they are paying for the top 100 most common non-pay
items, and be required to only pay the best price available for the NHS.
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36.	Capital investments proposed by providers should be consistent with their clinical strategy and
clearly demonstrate the delivery of safe, productive services with a business case that describes
affordability and value for money. Given the constrained level of capital resource available from
2016/17, there will be very limited levels of financing available and the repayment of existing and
new borrowing related to capital investment will need to be funded from within the trust’s own
internally generated capital resource in all but the most exceptionally pre-agreed cases. Trusts will
need to procure capital assets more efficiently, consider alternative methods of securing assets
such as managed equipment services, maximize disposals and extend asset lives. In January, the
DH will be issuing some revisions to how the PDC dividend will be calculated and a number of
other changes to the capital financing regime.
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Efficiency assumptions and
business rules
37.	The consultation on the tariff will propose a 2 percent efficiency deflator and 3.1 percent
inflation uplift for 2016/17 (the latter reflecting a step change in pension-related costs).
This reflects Monitor and NHS England’s assessment of cost inflation including the effect
of pension changes. To support system stability, we plan to remain on HRG4 for a further
year and there will also be no changes to specialist top- ups in 2016/17; the specialised
service risk share is also being suspended for 2016/17. We will work with stakeholders
to better understand the impact of the move to HRG4+ and other related changes in
2017/18. For planning purposes, an indicative price list is being made available on
the Monitor website. The consultation on the tariff will also include the timetable for
implementing new payment approaches for mental health.
38.	As notified in Commissioning Intentions 2016/2017 for Prescribed Specialised Services,
NHS England is developing a single national purchasing and supply chain arrangement for
specialised commissioning high cost tariff excluded devices with effect from April 2016.
Transition plans will be put in place prior to this date with each provider to transition from
local to national procurement arrangements.
39.	The 2 percent efficiency requirement is predicated upon the provider system meeting a
forecast deficit of £1.8 billion at the end of 2015/16. Any further deterioration of this
position will require the relevant providers to deliver higher efficiency levels to achieve the
control totals to be set by NHS Improvement.
40.	For 2016/17 the business rules for commissioners will remain similar to those for last year.
Commissioners (excluding public health and specialised commissioning) will be required
to deliver a cumulative reserve (surplus) of 1 percent. At the very least, commissioners
who are unable to meet the cumulative reserve (surplus) requirement must deliver an
in-year break-even position. Commissioners with a cumulative deficit will be expected to
apply their increase in allocation to improving their bottom line position, other than the
amount necessary to fund nationally recognised new policy requirements. Drawdown
will be available to commissioners in line with the process for the previous financial year.
CCGs should plan to drawdown all cumulative surpluses in excess of 1 percent over the
next three years, enabling drawdown to become a more fluid mechanism for managing
financial pressures across the year-end boundary.
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41.	Commissioners are required to plan to spend 1 percent of their allocations non-recurrently,
consistent with previous years. In order to provide funds to insulate the health economy from
financial risks, the 1 percent non-recurrent expenditure should be uncommitted at the start of
the year, to enable progressive release in agreement with NHS England as evidence emerges of
risks not arising or being effectively mitigated through other means. Commissioners will also be
required to hold an additional contingency of 0.5 percent, again consistent with previous years.
42.	CCGs and councils will need to agree a joint plan to deliver the requirements of the Better Care
Fund (BCF) in 2016/17. The plan should build on the 2015/16 BCF plan, taking account of what
has worked well in meeting the objectives of the fund, and what has not. CCGs will be advised
of the minimum amount that they are required to pool as part of the notification of their wider
allocation. BCF funding should explicitly support reductions in unplanned admissions and hospital
delayed transfers of care; further guidance on the BCF will be forthcoming in the New Year.
43.	Commissioners must continue to increase investment in mental health services each year at a
level which at least matches their overall expenditure increase. Where CCGs collaborate with
specialised commissioning to improve service efficiency, they will be eligible for a share of the
benefits.
44.	NHS England and NHS Improvement continue to be open to new approaches to contracting and
business rules, as part of these agreements. For example, we are willing to explore applying a
single financial control total across local commissioners and providers with a few local systems.

Measuring progress
45.	We will measure progress through a new CCG Assessment Framework. NHS England will consult
on this in January 2016, and it will be aligned with this planning guidance. The framework
is referred in the Mandate as a CCG scorecard. It is our new version of the CCG assurance
framework, and it will apply from 2016/17. Its relevance reaches beyond CCGs, because it’s
about how local health and care systems and communities can assess their own progress.
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Timetable
Timetable

Date

Publish planning guidance

22 December 2015

Publish 2016/17 indicative prices

By 22 December 2015

Issue commissioner allocations, and technical annexes to planning
guidance

Early January 2016

Launch consultation on standard contract, announce CQUIN and
Quality Premium

January 2016

Issue further process guidance on STPs

January 2016

Localities to submit proposals for STP footprints and volunteers for
mental health and small DGHs trials

By 29 January 2016

First submission of full draft 16/17 Operational Plans

8 February 2016

National Tariff S118 consultation

January/February 2016

Publish National Tariff

March 2016

Boards of providers and commissioners approve budgets and final
plans

By 31 March 2016

National deadline for signing of contracts

31 March 2016

Submission of final 16/17 Operational Plans, aligned with contracts

11 April 2016

Submission of full STPs

End June 2016

Assessment and Review of STPs

End July 2016

Please note that we will announce the timetable for consultation and issuing of the standard
contract separately. A more detailed timetable and milestones is included in the technical
guidance that will accompany this document.
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Annex 1: Indicative ‘national
challenges’ for STPs
STPs are about the holistic pursuit of the triple aim – better health, transformed quality of care
delivery, and sustainable finances. They also need to set out how local systems will play their
part in delivering the Mandate (annex 2).
We will publish further guidance early in 2016 to help areas construct the strongest possible
process and plan.
We will also make available aids (e.g. exemplar plans) and some hands-on support for areas as
they develop their plans.
The questions below give an early sense of what you will need to address to gain sign-off and
attract additional national investment.
We are asking local systems first to focus on creating an overall local vision, and the three
overarching questions – rather than attempting to answer all of the specifics right from the
start. We will be developing a process to offer feedback on these first, prior to development
of the first draft of the detailed plans.

A. How will you close the health and wellbeing gap?
This section should include your plans for a ‘radical upgrade’ in prevention, patient
activation, choice and control, and community engagement.
Questions your plan should answer:
1.	
How will you assess and address your most important and highest cost preventable causes
of ill health, to reduce healthcare demand and tackle health inequalities working closely
with local government?
•	How rapidly could you achieve full local implementation of the national Diabetes
Prevention Programme? Why should Public Health England (PHE) and NHS England
prioritise your geographical area (e.g. with national funding to support the programme)?
• What action will you take to address obesity, including childhood obesity?
• How will you achieve a step-change in patient activation and self-care? How will this
help you moderate demand and achieve financial balance? How will you embed the six
principles of engagement and involvement of local patients, carers, and communities
developed to help deliver the Five Year Forward View?

ANNEX 1: INDICATIVE ‘NATIONAL CHALLENGES’ FOR STPS

17

2. 	How will you make real the aspiration to design person-centred coordinated care,
including plans to ensure patients have access to named, accountable consultants?
3. 	How will a major expansion of integrated personal health budgets and implementation of
choice – particularly in maternity, end-of-life and elective care – be an integral part of your
programme to hand power to patients?
4.	How are NHS and other employers in your area going to improve the health of their
own workforce – for example by participating in the national roll out the Healthy NHS
programme?

B. How will you drive transformation to close the care and
quality gap?
This section should include plans for new care model development, improving
against clinical priorities, and rollout of digital healthcare.
Questions your plan should answer:
1	
What is your plan for sustainable general practice and wider primary care? How will you
improve primary care infrastructure, supported in part through access to national primary
care transformation funding?
2.	How rapidly can you implement enhanced access to primary care in evenings and
weekends and using technology? Why should NHS England prioritise your area for
additional funding?
3.	What are your plans to adopt new models of out-of-hospital care, e.g Multi-specialty
Community Providers (MCPs) or Primary and Acute Care Systems (PACS)? Why should
NHS England prioritise your area for transformation funding? And when are you planning
to adopt forthcoming best practice from the enhanced health in care homes vanguards?
4.	How will you adopt new models of acute care collaboration (accountable clinical
networks, specialty franchises, and Foundation Groups)? How will you work with
organisations outside your area and learn from best practice from abroad, other sectors
and industry?
5.	What is your plan for transforming urgent and emergency care in your area? How will
you simplify the current confusing array of entry points? What’s your agreed recovery plan
to achieve and maintain A&E and ambulance access standards?
6.	What’s your plan to maintain the elective care referral to treatment standard? Are you
buying sufficient activity, tackling unwarranted variation in demand, proactively offering
patient choice of alternatives, and increasing provider productivity?
ANNEX 1: INDICATIVE ‘NATIONAL CHALLENGES’ FOR STPS
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7.	How will you deliver a transformation in cancer prevention, diagnosis, treatment and
aftercare in line with the cancer taskforce report?
8.	How will you improve mental health services, in line with the forthcoming mental health
taskforce report, to ensure measureable progress towards parity of esteem for mental
health?
9.	What steps will your local area take to improve dementia services?
10.	As part of the Transforming Care programme, how will your area ensure that people with
learning disabilities are, wherever possible, supported at home rather than in hospital?
How far are you closing out-moded inpatient beds and reinvesting in continuing learning
disability support
11.	How fast are you aspiring to improve the quality of care and safety in your organisations
as judged by the Care Quality Commission (CQC)? What is your trajectory for no NHS
trust and no GP practice to have an overall inadequate rating from the Care Quality
Commission (CQC)?
12.	What are you doing to embed an open, learning and safety culture locally that is
ambitious enough? What steps are you taking to improving reporting, investigations and
supporting patients, their families and carers, as well as staff who have been involved in
an incident?
13.	What plans do you have in place to reduce antimicrobial resistance and ensure responsible
prescribing of antibiotics in all care settings? How are you supporting prescribers to enable
them issue the right drugs responsibly? At the same time, how rapidly will you achieve
full implementation of good practice in reducing avoidable mortality from sepsis?
14.	How will you achieve by 2020 the full-roll out of seven day services for the four priority
clinical standards?
15.	How will you implement the forthcoming national maternity review, including progress
towards new national ambitions for improving safety and increased personalisation and
choice?
16.	How will you put your Children and Young People Mental Health Plan into practice?
17.	How quickly will you implement your local digital roadmap, taking the steps needed to
deliver a fully interoperable health and care system by 2020 that is paper-free at the point
of care? How will you make sure that every patient has access to digital health records
that they can share with their families, carers and clinical teams? How will you increase
your online offer to patients beyond repeat prescriptions and GP appointments?
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18.	What is your plan to develop, retrain and retain a workforce with the right skills, values
and behaviours in sufficient numbers and in the right locations to deliver your vision
for transformed care? How will you build the multidisciplinary teams to underpin new
models of care? How ambitious are your plans to implement new workforce roles such as
associate nurses, physician associates, community paramedics and pharmacists in general
practice?
19.	What is your plan to improve commissioning? How rapidly will the CCGs in your
system move to place-based commissioning? If you are a devolution area, how will
implementation delivery real improvements for patients?
20.	How will your system be at the forefront of science, research and innovation? How are
you implementing combinatorial innovation, learning from the forthcoming test bed
programme? How will services changes over the next five years embrace breakthroughs in
genomics, precision medicine and diagnostics?

C. How will you close the finance and efficiency gap?
This section should describe how you will achieve financial balance across your local
health system and improve the efficiency of NHS services.
Questions your plan should answer:
1.	
How will you deliver the necessary per annum efficiency across the total NHS funding base
in your local area by 2020/21?
2.	What is your comprehensive and credible plan to moderate demand growth? What are
the respective contributions in your local system of: (i) tackling unwarranted variation
in care utilisation, e.g. through RightCare; (ii) patient activation and self-care; (iii) new
models of care; and (iv) urgent and emergency care reform implementation?
3.	How will you reduce costs (as opposed to growing income) and how will you get the most
out of your existing workforce? What savings will you make from financial controls on
agency, whilst ensuring appropriate staffing levels? What are your plans for improving
workforce productivity, e.g. through e-rostering of nurses and HCAs? How are you
planning to reduce cost through better purchasing and medicines management? What
efficiency improvements are you planning to make across primary care and specialised
care delivery?
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4.	What capital investments do you plan to unlock additional efficiency? How will they be
affordable and how will they be financed?
5.	What actions will you take as a system to utilise NHS estate better, disposing of unneeded assets
or monetising those that could create longer-term income streams? How does this local system
estates plan support the plans you’re taking to redesign care models in your area?
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Annex 2: The Government’s mandate
to NHS England 2016/17
The table below shows NHS England’s objectives with an overall measurable goal for this
Parliament and clear priority deliverables for 2016-17. The majority of these goals will be
achieved in partnership with the Department of Health (DH), NHS Improvement and other
health bodies such as Public Health England (PHE), Health Education England (HEE) and the
Care Quality Commission (CQC). It also sets out requirements for NHS England to comply
with in paragraph 6.2.
Read the full Mandate to NHS England
1. Through better commissioning, improve local and national health outcomes, particularly by
addressing poor outcomes and inequalities.
1.1 CCG
performance

Overall 2020 goals:
• Consistent improvement in performance of CCGs against new CCG
assessment framework.
2016-17 deliverables:
• By June, publish results of the CCG assessment framework for 201516, which provides CCGs with an aggregated Ofsted style assessment of
performance and allows them to benchmark against other CCGs and informs
whether NHS England intervention is needed.
• Ensure new Ofsted-style CCG framework for 2016-17 includes health
economy metrics to measure progress on priorities set out in the mandate
and the NHS planning guidance including overall Ofsted-style assessment for
each of cancer, dementia, maternity, mental health, learning disabilities and
diabetes, as well as metrics on efficiency, core performance, technology and
prevention.
• By the end of Q1 of 2016-17, publish the first overall assessment for each of
the six clinical areas above.
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2. To help create the safest, highest quality health and care service.
2.1 Avoidable
deaths and
seven-day
services

Overall 2020 goals:
• Roll out of seven-day services in hospital to 100 percent of the population
(four priority clinical standards in all relevant specialities, with progress also
made on the other six standards), so that patients receive the same standards
of care, seven days a week.
• Achieve a significant reduction in avoidable deaths, with all trusts to have
seen measurable reduction from their baseline on the basis of annual
measurements.
• Support NHS Improvement to significantly increase the number of trusts
rated outstanding or good, including significantly reducing the length of time
trusts remain in special measures.
• Measurable progress towards reducing the rate of stillbirths, neonatal and
maternal deaths and brain injuries that are caused during or soon after birth
by 50 percent by 2030 with a measurable reduction by 2020.
• Support the NHS to be the world’s largest learning organisation with a new
culture of learning from clinical mistakes, including improving the number of
staff who feel their organisation acts on concerns raised by clinical staff or
patients.
• Measurable improvement in antimicrobial prescribing and resistance rates.
2016-17 deliverables:
• Publish avoidable deaths per trust annually and support NHS Improvement to
help trusts to implement programme to improve from March 2016 baseline.
• Rollout of four clinical priority standards in all relevant specialties to 25
percent of population.
• Implement agreed recommendations of the National Maternity Review in
relation to safety, and support progress on delivering Sign up to Safety.
• Support the Government’s goal to establish global and UK baseline and
ambition for antimicrobial prescribing and resistance rates.
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2.2 Patient
experience

Overall 2020 goals:
• Maintain and increase the number of people recommending services in
the Friends and Family Test (FFT) (currently 88-96 percent), and ensure its
effectiveness, alongside other sources of feedback to improve services.
• 50-100,000 people to have a personal health budget or integrated personal
budget (up from current estimate of 4,000).
• Significantly improve patient choice, including in maternity, end-of-life care
and for people with long-term conditions, including ensuring an increase in
the number of people able to die in the place of their choice, including at
home.
2016-17 deliverables:
• Produce a plan with specific milestones for improving patient choice by 2020,
particularly in maternity, end-of-life care (including to ensure more people are
able to achieve their preferred place of care and death), and personal health
budgets.
• Building on the FFT, develop proposals about how feedback, particularly in
maternity services, could be enhanced to drive improvements to services at
clinical and ward levels.

2.3 Cancer

Overall 2020 goals:
• Deliver recommendations of the Independent Cancer Taskforce, including:
o significantly improving one-year survival to achieve 75 percent by 2020 for all
cancers combined (up from 69 percent currently); and
o patients given definitive cancer diagnosis, or all clear, within 28 days of being
referred by a GP.
2016-17 deliverables:
• Achieve 62-day cancer waiting time standard.
• Support NHS Improvement to achieve measurable progress towards the
national diagnostic standard of patients waiting no more than six weeks from
referral to test.
• Agree trajectory for increases in diagnostic capacity required to 2020 and
achieve it for year one.
• Invest £340 million in providing cancer treatments not routinely provided on
the NHS through the Cancer Drugs Fund, and ensure effective transition to
the agreed operating model to improve its effectiveness within its existing
budget.
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3. To balance the NHS budget and improve efficiency and productivity
3.1 Balancing
the NHS
budget

Overall 2020 goals:
• With NHS Improvement, ensure the NHS balances its budget in each financial
year.
• With the Department of Health and NHS Improvement, achieve year on year
improvements in NHS efficiency and productivity (2-3 percent each year),
including from reducing growth in activity and maximising cost recovery.
2016-17 deliverables:
• With NHS Improvement ensure the NHS balances its budget, with
commissioners and providers living within their budgets, and support NHS
Improvement in:
o securing £1.3 billion of efficiency savings through implementing Lord Carter’s
recommendations and collaborating with local authorities on Continuing
Healthcare spending;
o delivering year one of trust deficit reduction plans and ensuring a balanced
financial position across the trust sector, supported by effective deployment
of the Sustainability and Transformation Fund; and
o reducing spend on agency staff by at least £0.8 billion on a path to further
reductions over the Parliament.
• Roll-out of second cohort of RightCare methodology to a further 60 CCGs.
• Measurable improvement in primary care productivity, including through
supporting community pharmacy reform.
• Work with CCGs to support Government’s goal to increase NHS cost recovery
up to £500 million by 2017-18 from overseas patients.
• Ensure CCGs’ local estates strategies support the overall goal of releasing
£2 billion and land for 26,000 homes by 2020.
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4. To lead a step change in the NHS in preventing ill health and supporting people to live healthier
lives.
4.1 Obesity
and diabetes

Overall 2020 goals:
• Measurable reduction in child obesity as part of the Government’s childhood
obesity strategy.
• 100,000 people supported to reduce their risk of diabetes through the
Diabetes Prevention Programme.
• Measurable reduction in variation in management and care for people with
diabetes.
2016-17 deliverables:
• Contribute to the agreed child obesity implementation plan, including wider
action to achieve year on year improvement trajectory for the percentage of
children who are overweight or obese.
• 10,000 people referred to the Diabetes Prevention Programme.

4.2 Dementia

Overall 2020 goals:
• Measurable improvement on all areas of Prime Minister’s challenge on
dementia 2020, including:
o maintain a diagnosis rate of at least two thirds;
o increase the numbers of people receiving a dementia diagnosis within six
weeks of a GP referral; and
o improve quality of post-diagnosis treatment and support for people with
dementia and their carers.

2016-17 deliverables:
• Maintain a minimum of two thirds diagnosis rates for people with dementia.
• Work with National Institute for Health Research on location of Dementia
Institute.
• Agree an affordable implementation plan for the Prime Minister’s challenge
on dementia 2020, including to improve the quality of post-diagnosis
treatment and support.
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5. To maintain and improve performance against core standards
5.1 A&E,
ambulances
and Referral
to Treatment
(RTT)

Overall 2020 goals:
• 95 percent of people attending A&E seen within four hours; Urgent and
Emergency Care Networks rolled out to 100 percent of the population.
• 75 percent of Category A ambulance calls responded to within 8 minutes.
• 92 percent receive first treatment within 18 weeks of referral; no-one waits
more than 52 weeks.
2016-17 deliverables:
• W
 ith NHS Improvement, agree improvement trajectory and deliver the plan
for year one for A&E.
• Implement Urgent and Emergency Care Networks in 20 percent of the
country designated as transformation areas, including clear steps towards a
single point of contact.
• With NHS Improvement, agree improvement trajectory and deliver the plan
for year one for ambulance responses; complete Red 2 pilots and decide on
full roll-out.
• With NHS Improvement, meet the 18-week referral-to-treatment standard,
including implementing patient choice in line with the NHS Constitution; and
reduce unwarranted variation between CCG referral rates to better manage
demand.

6. To improve out-of-hospital care.
6.1 New
models of
care and
general
practice

Overall 2020 goals:
• 100 percent of population has access to weekend/evening routine GP
appointments.
• Measurable reduction in age standardised emergency admission rates and
emergency inpatient bed-day rates; more significant reductions through the
New Care Model programme covering at least 50 percent of population.
• Significant measurable progress in health and social care integration, urgent
and emergency care (including ensuring a single point of contact), and
electronic health record sharing, in areas covered by the New Care Model
programme.
• 5,000 extra doctors in general practice.
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2016-17 deliverables:
• New models of care covering the 20 percent of the population designated as
being in a transformation area to:
o provide access to enhanced GP services, including evening and weekend
access and same-day GP appointments for all over 75s who need them; and
o make progress on integration of health and social care, integrated urgent
and emergency care, and electronic record sharing.
• Publish practice-level metrics on quality of and access to GP services and,
with the Health and Social Care Information Centre, provide GPs with
benchmarking information for named patient lists.
• Develop new voluntary contract for GPs (Multidisciplinary Community
Provider contract) ready for implementation in 2017-18.

6.2 Health
and social
care
integration

Overall 2020 goals:
• Achieve better integration of health and social care in every area of the
country, with significant improvements in performance against integration
metrics within the new CCG assessment framework. Areas will graduate
from the Better Care Fund programme management once they can
demonstrate they have moved beyond its requirements, meeting the
government’s key criteria for devolution.
• Ensure the NHS plays its part in significantly reducing delayed transfers of
care, including through developing and applying new incentives.
2016-17 deliverables:
• Implement the Better Care Fund (BCF) in line with the BCF Policy Framework
for 2016-17.
• Every area to have an agreed plan by March 2017 for better integrating
health and social care.
• Working with partners, achieve accelerated implementation of health
and social care integration in the 20 percent of the country designated
as transformation areas, by sharing electronic health records and making
measurable progress towards integrated assessment and provision.
• Work with the Department of Health, other national partners and local areas
to agree and support implementation of local devolution deals.
• Agree a system-wide plan for reducing delayed transfers of care with overall
goal and trajectory for improvement, and with local government and NHS
partners implement year one of this plan.
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2016-17 requirements:
• NHS England is required to:
o ring-fence £3.519 billion within its allocation to CCGs to establish the Better
Care Fund, to be used for the purposes of integrated care;
o consult the Department of Health and the Department for Communities and
Local Government before approving spending plans drawn up by each local
area; and
o consult the Department of Health and the Department for Communities and
Local Government before exercising its powers in relation to failure to meet
specified conditions attached to the Better Care Fund as set out in the BCF
Policy Framework.
6.3 Mental
health,
learning
disabilities
and autism

Overall 2020 goal:
• To close the health gap between people with mental health problems,
learning disabilities and autism and the population as a whole (defined
ambitions to be agreed based on report by Mental Health Taskforce).
• Access and waiting time standards for mental health services embedded,
including:
o 50 percent of people experiencing first episode of psychosis to access
treatment within two weeks; and
o 75 percent of people with relevant conditions to access talking therapies in
six weeks; 95 percent in 18 weeks.

2016-17 deliverables:
• 50 percent of people experiencing first episode of psychosis to access
treatment within two weeks.
• 75 percent of people with relevant conditions to access talking therapies in
six weeks; 95 percent in 18 weeks.
• Increase in people with learning disabilities/autism being cared for by
community not inpatient services, including implementing the 2016-17
actions for Transforming Care.
• Agree and implement a plan to improve crisis care for all ages, including
investing in places of safety.
• Oversee the implementation of locally led transformation plans for children
and young people’s mental health, which improve prevention and early
intervention activity, and be on track to deliver national coverage of the
children and young people’s Improving Access to Psychological Therapies
(IAPT) programme by 2018.
• Implement agreed actions from the Mental Health Taskforce.
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7. To support research, innovation and growth.
7.1 Research
and growth

Overall 2020 goals:
• Support the Department of Health and the Health Research Authority in their
ambition to improve the UK’s international ranking for health research.
• Implement research proposals and initiatives in the NHS England research
plan.
• Measurable improvement in NHS uptake of affordable and cost-effective new
innovations.
•To assure and monitor NHS Genomic Medicine Centre performance to deliver
the 100,000 genomes commitment.
2016-17 deliverables:
• Implement the agreed recommendations of the Accelerated Access Review
including developing ambition and trajectory on NHS uptake of affordable
and cost-effective new innovations.

7.2
Technology

Overall 2020 goals:
• Support delivery of the National Information Board Framework ‘Personalised
Health and Care 2020’ including local digital roadmaps, leading to
measurable improvement on the new digital maturity index and achievement
of an NHS which is paper-free at the point of care.
• 95 percent of GP patients to be offered e-consultation and other digital
services; and 95 percent of tests to be digitally transferred between
organisations.
2016-17 deliverables:
• Minimum of 10 percent of patients actively accessing primary care services
online or through apps, and set trajectory and plan for achieving a significant
increase by 2020.
• Ensure high quality appointment booking app with access to full medical
record and agreed data sharing opt-out available from April 2016.
• Robust data security standards in place and being enforced for patient
confidential data.
• Make progress in delivering new consent-based data services to enable
effective data sharing for commissioning and other purposes for the benefit
of health and care.
• Significant increase in patient access to and use of the electronic health
record.
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7.3 Health and
work

Overall 2020 goal:
• Contribute to reducing the disability employment gap.
• Contribute to the Government’s goal of increasing the use of Fit for
Work.
2016-17 deliverables:
• Continue to deliver and evaluate NHS England’s plan to improve the
health and wellbeing of the NHS workforce.
• Work with Government to develop proposals to expand and trial
promising interventions to support people with long-term health
conditions and disabilities back into employment.
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Working and listening together
Core Professional Practice
Welcoming, safe and clean
Well‐being and Physical Health
Learning to innovate
A modern empowered nursing workforce

The Strategy sets a framework for the transformational change now required with
the development of new models of integrated care, ensuring mental health care
delivery is fully at the forefront of systems development.
There will be an overarching monitoring from the launch of the strategy to ensure
what we said, as nurses, we would do is delivered.
There is a planned launch of the Strategy involving the nursing workforce of GMW at
the beginning of March 2016.
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foreword
Welcome to Greater Manchester
West Mental (GMW) Health NHS
Trust’s Nursing Strategy.
This document is the culmination
of the hard work, commitment and
dedication of all nurses at GMW.
They are at the heart of delivering
service user care, as well as being
instrumental in supporting the
families and carers of those living
with a mental health or substance
misuse problem.
We want nurses to be at the
forefront of driving improvements
and to work together with service
users, across a range of services
to enable a positive experience
throughout the recovery journey.
It was vital ALL our nurses had
input into making this a reality and
we held a number of consultation
events across the Trust to gather
feedback and suggestions in
relation to this strategy.
I give my full commitment and
support to this Nursing Strategy
and fully endorse its core
principles. It sets out our vision
and pledge to deliver high quality
and compassionate care which
Nursing Stratergy 2016-2021

focusses very much on recovery.
Underpinned by the standards,
values and behaviours set out in
the new Nursing and Midwifery
Council’s Code of Practice, the
strategy also meets the Care
Quality Commission’s fundamental
standards of quality and care.
While the NHS continues to go
through challenges, I believe
there has never been a more
exciting or rewarding time to be
a nurse in a leading mental health
trust like GMW. It is our job to
empower and support our nurses
in being able to deliver the best
care possible, in welcoming and
calming environments to inspire
our service users that there is hope
and a pathway to recovery. I fully
believe this strategy will make this
possible.
Warm regards,

Gill Green
Director of Nursing and Operations
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Our Nursing Vision,
Our Pledge
To deliver safe, responsive, high quality compassionate care in a
recovery focused environment by a highly skilled, accountable,
and effective nursing workforce
Nurses will be at the forefront of driving improvements and
working in collaboration with service users, and others, across
a range of services to enable a positive experience throughout
their recovery journey
Service User and Carer feedback will shape, influence, and be
at the heart of our nursing practice
‘Delivering safe, responsive, high quality compassionate care’
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Context:
One Code, Six themes
In March 2015 the Nursing and Midwifery Council (NMC) launched the New
Code of Practice and Revalidation process for nursing. The new Code sets out
the standards and behaviours in four key areas that are central to professional
nursing practice whilst ensuring public protection:
• prioritise people
• practice effectively
• preserve safety
• promote professionalism and trust
The Code builds upon the existing foundation of good nursing practice that
reflects current professional and public expectations of today’s professionals.
The purpose of the new Revalidation process is to ensure that nurses meet
these standards and remain fit to practise throughout their careers.
Whilst the GMW Nursing Strategy for 2016-2021 is underpinned by the
standards, values and behaviours set out in the new NMC code of practice it
is also an opportunity to renew our focus on how we will deliver high quality
compassionate care against the backdrop of ongoing reform and change.
There is also a major opportunity for nurses to use their power and influence
at the cutting edge of improvement and innovation.
The Strategy is also informed and influenced by key mental health strategies
such as No Health Without Mental Health, 2010 and Closing the Gap, 2014
which promotes “parity of esteem” for mental health services, and those who
use them, whilst recognising the need to modernise service provision and
the impact that this will have on nursing practice, education, and workforce
development to support more integrated pathways for care delivery. Further
development of integrated care, as outlined in Five Year Forward View (2014),
will also be a key focus for nursing in the coming years.
Equally the Chief Nursing Officer Nursing Strategy (Culture of Compassionate
Care – 6 ‘C’s, 2012) sets out the vision for nursing that promotes the
6 PAGE
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compassionate and competent practitioner that recognises the values,
knowledge and skills required to care effectively and safely.
In developing the framework for this strategy six key themes have been
identified that we feel will reflect the key priorities for nursing over the next
five years, and will support us to provide a compassionate, effective, safe and
forward thinking service response whilst ensuring we meet the Care Quality
Commission (CQC) fundamental standards of quality and care.
1. Working and Listening Together - providing opportunities for
involvement and responding to feedback
2. Core Professional Practice - developing, maintaining, and monitoring
professional practice standards
3. Welcoming, Safe and Clean essential care, delivered by
caring staff, in safe clean
environments

Working towards our six key themes

4. Well-being and Physical
Health - developing the
knowledge and skills of
nurses to work across
integrated pathways
5. Learning to Innovate
- empowering nurses to
develop and disseminate
evidence into practice
6. A Modern Empowered
Nursing Workforce developing a well-led,
competent, compassionate,
and accountable workforce
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Nursing Governance
Framework
NURSING LEADERSHIP BOARD

LOCAL NURSING
LEADERSHIP
GROUPS

SENIOR NURSING
PRACTICE
FORUM

CENTRAL
NURSING AND
AHP TEAM

WARD
MANAGER
NETWORK

COMMUNITY
NURSING
NETWORK

The Nursing Leadership Board (NLB) provides the leadership and direction for
nursing across the Trust and is responsible for ratifying and monitoring nursing
strategy, policy and practice.
The work of the Board is operationally supported by the Central Nursing Team
whose role is to support and guide services in their implementation of nursing
strategy, policy and practice in the practice settings. Clinical services have a nursing
leadership group that oversees the implementation of nursing strategy, policy and
practice locally. This group is led by an identified professional lead for nursing.
The Ward Manager network, and Community Nursing network are forums
that provide opportunities for discussion and development on professional
nursing practice issues with the Director of Nursing and Operations and
Central Nursing Team.
The senior nursing practice forum will be a newly developed network that will
provide opportunities for advanced and senior nurse practitioners to discuss
professional practice issues to support continuous professional development
and nursing practice development.
8 PAGE
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1. Working and
Listening Together

High quality compassionate care requires competent and value based practice
that is respectful and pays regard to individual dignity. The goal of delivering
and co-ordinating psychosocial and physical care can only be achieved by
listening to and getting to know service users and carers; understanding
their needs, preferences and their lives. Enabling recovery is about supporting
service users to manage their conditions and maximise their quality of life,
health and well-being.
Providing opportunities for involvement and feedback are central to achieving
these aims, and over the last five years we have developed a range of
opportunities to provide access to more responsive systems of feedback,
particularly in bed based services. We have also worked collaboratively with
service users and carers to ensure their involvement and co-production in a
range of activities - the development of the recovery academy has been central
to this.

We are committed to involvement,
engagement and feedback
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Looking forward our priorities over the next five years will be developing
our systems for involvement and feedback in community services and
strengthening our response to feedback and experience across all services so
that service users and carers can see that we are listening to their voices and
involving them in decision-making and service improvement.
Key Objectives:
• Develop systems for supporting service users and carers to provide feedback
across the range of community services
•

Develop and deliver on a strategy that demonstrates to service users and
carers our commitment to involvement, engagement, feedback, and
experience
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2. Core Professional
Practice

The development and maintenance of Core Professional Practice Standards
are at the centre of high quality care. The NMC standards for competence for
registered nurses were published in 2004 and they outline the requirements that
all nurses must achieve in order to qualify. Nurses must maintain these standards
by keeping their knowledge and skills up to date throughout their nursing career.
The standards are in the public domain so that service users and the public can
understand what to expect from nurses who may be providing their care.
The standards for competence are set out in four domains:
• Professional values
• Communication and interpersonal skills
• Nursing practice and decision making
• Leadership, management and team working
There are two strands to the standards; a range of competencies that all nurses
must achieve; and a range of competencies specific to the field that the nurse
is registered to practice in.
Identification of the specific nursing therapeutic interventions that are holistic
and recovery focussed, and reflect the psychological, physical, spiritual, and
sociological needs of individuals in delivering care are core to professional
practice in nursing.
We have already developed a robust preceptorship framework for newly qualified
nurses that supports the development and maintenance of these standards and
we have chosen to use the competence framework to build on this and support
the identification and provision of the learning and development needs of our
nursing workforce in providing holistic, recovery-focused care with the skills
to deliver a range of the required therapeutic interventions. Underpinning this
will be our continued investment in ensuring that nurses have access to good
quality clinical supervision that will not only develop their professional practice
but support their resilience in managing complex care.
Nursing Stratergy 2016-2021
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There is also a desire to reassert the professional identity of nursing. The
changing roles that mental health nurses have experienced over the last few
years has shown us that we must ensure that we do not lose the unique skill
base of mental health nursing. Working with and listening to nurses’ voices is
central to how we take this forward.
This provides us with a governance framework in which we can map the
competencies and the required levels across our learning and development
strategy whilst providing public assurance that we have a well led competent
nursing workforce.
Key Objective:
• Map the Standards for Competence across the key objectives of the Nursing
Strategy and identify and develop an action plan for any nursing learning
and development needs as part of the nursing workforce development
strategy and revalidation implementation plan
•

Map the Standards for Competence against the specific role of the mental
health nurse taking into consideration new models of integrated care as
outlined in Five Year Forward Plan, holistic recovery focussed interventions,
and the specialist skill base of mental health nursing as part of the nursing
workforce and development strategy.
A well-led, competent nursing workforce
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3. Welcoming, Safe
and Clean

By adopting values and behaviours that promote respect, safety and dignity
we will ensure service users have a positive experience of our services. Our
commitment is to ensure that all service users receive essential care with privacy
and dignity in a welcoming, safe, clean, and comfortable environment. These
principles relate not only to the physical environment but also to safety in its
broader context such as: safe staffing levels; systems and models; assessment
and formulation; and therapeutic interventions.
Maintaining safe, clean environments is delivered through the PLACE Strategy
and the Infection Prevention and Control Health Care Acquired Infection
(HCAI) Framework. These, along with delivering same sex accommodation
(SSA) principles, are monitored through the key Trust forums which are led by
the nursing team. The principles of respect, privacy and dignity are integrated
into all of these strategies and over the last five years we have established
robust systems that have ensured all essential standards have been met.

Safe and effective practice requires an appropriate level of competent
nursing practitioners to provide not only the necessary range of high quality
assessments, formulations, and therapeutic interventions, but also to ensure
that systems and models of care are implemented, monitored, and evaluated
across all our service provision.
We have already seen early
indicators of positive change
with the implementation of
Safewards (Bowers, 2014)
and engagement with the
Positive and Safe Strategy
(DoH, 2014) in our bed based
services and the impact this
has had on therapeutic nursing
We support nurses to work in therapeutic
environments, designed especially for the
particular client group
Nursing Stratergy 2016-2021
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interventions and risk management in practice. Equally the recent implementation
of safe staffing levels reporting has supported our nursing quality governance
oversight.
Key Objectives:
• Develop a plan to support the Trust wide implementation and sustainability
of Safewards through delivery of the GMW Positive and Safe strategy
(2015)
•

Develop a strategy to ensure that nurses are equipped with the knowledge
and skills that will enable and support positive risk taking and the
development of appropriate therapeutic support and safety plans

•

Through the Nursing leadership board monitor the safe staffing
levels reporting
framework to
ensure that service
users are receiving
optimum care,
and nursing staff
are appropriately
supported to deliver
optimum care

•

Maintain PLACE,
IPC, and SSA
standards through
the existing nursing
governance
frameworks

Physical healthcare is a
Trust priority
14 PAGE
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4. Well Being and
Physical Health

In 2011 the Government published its mental health strategy “No Health
without Mental Health”. This document set out the longer term ambitions
for improving mental health care and contained six objectives, one of which
stipulated that “more people with mental health problems will have good
physical health”. This was later supported by the publication of “Closing the
Gap” in 2014 which aimed to bridge the gap between the long term ambition
and the shorter term actions required to make a difference to people with
mental health problems. The document set out 25 priorities which included the
need for integration of physical and mental health care and the importance of
improving the standard of physical healthcare available within mental health
facilities to support earlier diagnosis and treatment of common illnesses.
The report “Whole Person Care: From Rhetoric to Reality” (2013) identified
that there continues to be clear evidence of wide inequality with regards to
the physical healthcare needs of people with severe mental illness. Rates of
ischemic heart disease, stroke, hypertension, diabetes and epilepsy are all
higher in those with schizophrenia or bipolar disorder compared to the rest of
the population and efforts must be made to reduce the premature mortality
associated with this.
The development of clear pathways for the provision of physical healthcare needs
to be clearly integrated with health improvement strategies. Nurses play a crucial
role in ensuring that physical health and well-being needs are incorporated into
assessment and care planning processes. The development of the knowledge
and skill base of nurses is therefore central to achieving this aim.
Over the last five years we have developed a number of systems to provide
nurses with the opportunity to provide good physical health assessments.
Looking forward our priorities over the next five years will be maintaining
those systems but strengthening our capacity to intervene.
Equally important is our targeted work on prevention and early intervention,
Nursing Stratergy 2016-2021
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promoting healthcare initiatives with
young people and intervening early on to
support positive health outcomes across
the lifespan.

Help Yourself
to Health

GMW also recognises that our nursing
workforce plays a vital role in our
progress towards the vision of becoming
a leading provider of mental health care.
It is clear that when staff are feeling well
and satisfied with their work that the
experience of our patients improves.
The Trust’s Health and Well-Being Strategy supports this and acknowledges
the importance of supporting the health and well-being of our employees.
We must therefore support our nursing workforce to develop a culture where
personal health and well-being is embraced.
Key Objectives:
• Develop and implement a strategy that supports nurses to work
collaboratively with other health and social care services to provide
integrated care for service users in high risk groups
•

Develop and implement a strategy to support nurses to work in partnership
with public health services to empower service users to self-manage their
physical health and wellbeing

•

Develop a physical health care skills programme for nurses that meet the
needs of the service user population

•

Implement a standard approach for the recognition and management of
acute illness

•

Maintenance of resuscitation training in line with Resuscitation Council
(UK) guidance

•

Implement a primary prevention approach to cardio metabolic screening
and interventions

•

In partnership with the HR department agree the plan to support nurses to
take a proactive and engaging approach to enhancing their own health,
well-being and resilience
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5. Learning to Innovate
Encouraging and embedding innovation, including developing workplace
cultures that stimulate new ideas and enable nurses to champion, and deliver,
high quality, compassionate care in innovative ways, is essential to our strategy.

We are committed to promoting a culture of lifelong learning, ensuring all
nurses will have access to continuing professional development opportunities
within a structured career pathway that will foster innovation in practice.
Opportunities for research, technological advancements, and clinical
scholarships are important available contributions, but equally effective practice
that has a positive impact on service user experience can also be delivered by
small changes made by an individual nurse in everyday practice.

GMW has a prestigious and a proven track record in mental health research and
has developed excellent clinical research partnerships with leading universities.
It has a wide research portfolio which includes both national and international
studies. Nurses play a pivotal role in supporting this research by sharing
information about research, innovation, study participation and learning
opportunities with our service users. We believe all service users should have
We support innovation in healthcare

Nursing Stratergy 2016-2021
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the opportunity to engage and participate with new ideas, research, and the
development of innovative evidence-based nursing practice.
Over the last two years we have also developed a small capacity of nurses
leading on projects through action research methodology. Our forward
thinking plans are to build on this to create a platform for nurses to explore
and disseminate the evidence base into practice.
Maintaining a skilled and competent nursing workforce that combines
technical skills with an ability to care with compassion, whilst ensuring care
is delivered in line with current and innovative models of care, is a priority
for a forward thinking profession. Celebrating nursing achievements, practice
developments, and providing opportunities to develop, learn, research and
innovate are clear objectives over the next five years and will be built into our
nursing workforce strategy.
Key Objectives:
• Develop and implement a learning and innovation strategy for nursing
which links to evidence based practice; service development; and improved
outcomes for service users and carers
•

Develop a Central Nursing Academy which provides opportunities for
Continual Professional Development and supports and builds nursing
research capacity

•

Develop and implement a nursing strategy that will increase wider
dissemination of research opportunities and increase service user
involvement with studies supported by GMW
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6. A Modern Empowered
Nursing Workforce

High quality care requires a competent and compassionate workforce that
undergoes continuing professional development and periodic re-validation of
registration. A recent review of pre-registration nurse education undertaken
by Lord Willis in 2015 identified that new programmes of training needed
to be more flexible in reflecting the changes in health care delivery, and in
equipping newly qualified nurses to work across the range of health care
settings. Future roles will require changes in education, workforce planning
and development to ensure that nurses are equipped to work not only in
highly specialised services but across the integrated pathways.

GMW has a strong tradition of investing in new roles such as Advanced
Practitioners, Non-Medical Prescribers, Nurse Consultants and Assistant
Practitioners and this in turn has put nurses in the forefront of leading and
managing services. A strategy to ensure that the nursing workforce is prepared
and developed to meet current and future models of care delivery will be a
priority over the next five years. Equally, investment also needs to be made
in developing unregistered nursing support staff that makes up a significant
proportion of staff in the delivery of frontline care. The recent introduction of the
Care Certificate for this group
of staff will require registered
nursing support in practice to
ensure that support workers
are achieving the required
standards for safe and effective
care delivery.
Recruitment of the right calibre
and number of nursing staff
is key to ensuring that we are
able to enrich our workforce,
develop new staff and succession
Nursing Stratergy 2016-2021
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effective nursing workforce
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plan for the future. Our recruitment strategy and employment offer will be
crucial to supporting this.
In addition to the above the new Revalidation process for nursing comes into
effect in 2016 with the first nurses going through this process in April 2016.
GMW will need to prepare nurses for this process and develop systems to
support the implementation Trust wide.
Key Objectives:
• Development and implementation of a nursing workforce development
strategy that takes into consideration future changes in nurse training, and
new models of care delivery
•

Development of a system to support the implementation of the Revalidation
process for nursing

•

Development and implementation of a nursing workforce recruitment
strategy

•

Development of the nursing plan to support the implementation of the
Care Certificate in clinical practice settings
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7. Implementation and
Monitoring

The Implementation of this strategy will be led and monitored by the Nursing
Leadership Board (NLB). The Central Nursing team will develop and lead the
implementation action plan and provide leadership, guidance and support to
Senior Nurse Leaders across the range of services to deliver the key objectives of
the strategy. Network Professional leads for Nursing will develop and monitor
local action plans.

Key Objectives:
• Central Nursing Team in conjunction with NLB to develop a Trust wide
implementation action plan
• Network Professional leads for Nursing to develop a local implementation
action plan
• Quarterly reports on progress of Trust wide action plan to be provided by
the Deputy Director of Nursing (DDoN) to NLB
• Quarterly reports on progress of local action plans to be provided by the
Network Professional lead for Nursing to the DDoN

Nursing Stratergy 2016-2021
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Final Version

Context
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. The key performance indicators reported include both national targets and locally-agreed priorities.
The Trust Board has delegated responsibility for monitoring and managing performance to nominated Executive Directors within the Executive Management Team
(EMT). The Deputy Chief Executive / Director of Development & Performance has overall responsibility for the co-ordination of the performance agenda and provision of
business intelligence support. The Director of Operations and Nursing and Medical Director are responsible for enabling the clinical workforce to deliver the key clinical
performance indicators. The Directors of Finance, Capital and IM&T, and HR and Corporate Services, are responsible for progressing performance against their respective targets (local and national).
The Trust has systems and procedures in place to assure the quality of data reported to the Trust Board in the Board Performance Report.
Within the Report, the dashboards provide an ‘at a glance’ summary of the Trust’s key performance indicators. Indicators are grouped by source or topic for ease of
understanding. ‘Comments’ are used to highlight exceptions and areas of concern to the Trust Board. Details of corrective action required, or taken, in these areas is
provided.
The Board Performance Report is under-pinned by more detailed individual Directorate Performance reports. Directorate reports are used to focus action on improving
performance and are reviewed in Network Board meetings and local management forums.
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Care Quality Commission
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CQUIN
Quality Account
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Indicators Linked to the 4 Domains
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Monitor Risk Ratings
Governance Risk Ratings
Financial Risk Ratings
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Summary
CPA 7 Day Follow Up
CPA Formal Reviews
Psychosis Early Intervention
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CQC GMW Profile
CQC Registration
CQC Visits
Service Reviews
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NHS England Scheme
Quality Account
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Human Resources
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Human Resources / Finance and
Contracts
Integrated Governance

8
9
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Integrated Governance
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Locally Agreed Targets
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Quick View - CQC 5 Key Questions
Effectiveness

Responsiveness

Area
Monitor 3

Indicator
RAG
Delayed Discharges
G
Psychosis Early
Monitor 5
G
Intervention
Monitor 6
MHMDS Identifiers
G
Monitor 7
MHMDS Outcomes
G
Monitor 8
Learning Disability
G
CCG CQUIN National 2
Crisis Concordat
G
CCG CQUIN GM2
GM Transformation IT
G
CCG CQUIN Local 1
Clozapine Treatment
G
Older Persons Functional CCG CQUIN Local 5
Compliance NICE
G
guidelines
NHS England CQUIN DH 5? Dashboards
G
Secure Service Users
NHS England CQUIN MH 01 Active Engagement
G
Programme
NHS England CQUIN MH 03 Deaf Recovery Package
G
Improving CAMHS Care
Pathway Journey
Assuring the
Appropriateness of
NHS England CQUIN MH 09
Unplanned CAMHS
Admissions
NHS England CQUIN MH 07

G

G

Caring
Indicator
RAG
Supporting Service Users
NHS England CQUIN MH 02 in Secure Services to Stop G
Smoking

Area
Monitor 9
Monitor 10
CCG CQUIN National 1a
CCG CQUIN GM 1
CCG CQUIN Local 2a
CCG CQUIN Local 2b

Safety
Area
Monitor 1
Monitor 2
Monitor 4
CQC
CCG CQUIN National 1b
CCG CQUIN Local 3a
CCG CQUIN Local 3b
CCG CQUIN Local 4
HR 3

Area

Indicator
7 Day Follow Up
CPA Reviews
Gatekeeping
Registration
Communication with GPs
MH Safety Thermometer
Reduction in prevalance
Medicine Omissions
Lessons Learnt - SUI
Staffing Levels

RAG
G
R
G
G
G
G
G
G
G

Well Led
Area
HR 1
HR 2
HR 4
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Indicator
RAG
Early Intervention treatment start within 2
G
weeks
Improving Access to IAPT G
Cardio Metabolic
G
Assessment
Employment and Mental
G
Health
Early Intervention G
Physical Health Screening
Assertive Outreach G
Physical Health Screening

Indicator
Sickness Rolling 12
Months
Sickness In Month
Staff, Friends and Family
Test

RAG
R
R
G

3

Risk Assessment Framework—Overview
Risk Ratings
Area

Area of Risk

Balance Sheet Sustainability
Continuity of
Liquidity
Service
Weighted Average

Area

Ratio

Liquidity Ratio (days)

Indicator

Care Quality Commission
inspections and judgments
Governance Third party information
Organisational health indicators

Plan

Q1

2015/16
Q2

30.41

50%

4

4

4

4

4

100.00%

4

4

4

4

4

G

G

G

G

G

G

G

G

G

G

G

G

Monitor
Weighting

2015/16
Plan
4

Q1
4

Q2
4

Q3
4

Q4

MEMBERSHIP as at Q2 2015-2016

Q3

Q4

Group

% of Total
Mem bership

Required
Over or Under
No. of Mem bers
Representation
Representation

PUBLIC
Bolton Public

10.23%

285

824

Salf ord Public

8.91%

210

717

Over

Traf f ord Public

8.40%

294

676

Over

NW Public
Sub Total

Over

16.31%

162

1,313

Over

43.85%

951

3,530

Over

16.73%

417

1,347

Over

2.97%

69

239

Over

19.70%

486

1,586

Over

36.46%

795

2,935

Over

SERVICE USER & CARER
Service User

Continuity of services and aspects
of financial governance

G

G

G

Carer

Overall

G

G

G

STAFF

Plan
G

Q1
G

2015/16
Q2
G

Q3

G

G

G

G

Indicator
Monitor Risk Governance
Ratings
Financial

50%

Capital Servicing Capacity (No. of times)

Performance against national
access and outcomes requirements

Area

7.23

Overall
Risk
Rating
4

Rating

Sub Total

Q4

Health and Social
Care
Sub Total
GMW TOTAL

40.01%

795

3,221

Over

100.00%

2,232

8,051

Over

Comments: The Trust is planning to achieve a rating of 4 in the “Financial Sustainability Risk Ratings”. As at month 9 2015/16 a level 4 is being achieved by the Trust.
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Monitor Mental Health Indicators
Monitor Mental Health Indicators — Summary
2014/15
Outturn

Target

Q1

Q2

97.9%

95.0%

96.8%

2. Have formal review within 12 months.

96.1%

95.0%

3. Delayed Transfers of Care.

0.8%

4. Admissions to Inpatient services had access
to Crisis Resolution Home Treatment teams.

Indicator
Care Programme Approach (CPA) Patients:Receive follow-up contact within 7 days of
1.
discharge

5. Meet commitment to serve new psychosis
cases by early intervention teams.
6. Data Completeness - Identifiers:• NHS Number
• Date of Birth
• Postcode (normal residence)
• Current Gender
• Registered General Medical Practice
organisation code
• Commissioner organisation code
7. Data Completeness - Outcomes:(for patients on CPA)
• Employment status recorded or confirmed in
last 12 months
• Accommodation status recorded or confirmed
in last 12 months
• HoNOS assessment in the last 12 Months
8. Maintain self-certification on compliance with
6 requirements regarding access to healthcare
for people with a learning disability

2015/16
Q3

Oct-15

YTD

98.3%

95.9%

97.5%

97.1%

95.3%

88.2%

NA

7.5%

0.2%

0.2%

0.3%

0.2%

99.3%

95.0%

99.1%

99.7%

99.0%

99.2%

148.1%

95.0%

154.5% 136.8%

227.3%

155.6%

99.2%

97.0%

94.3%

Green

50.0%

99.3%

99.1%

Q4

98.8%

NA

95.2%

93.0%

92.7%

NA

Compliance
with all 6
Green
requirements

Green

Green

Green
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Comments
The target has been achieved for November
2015.
The monthly figure provides an indication of
performance for the current quarter to date and
is calculated using the 2015/16 definition, which
has not changed from 2014/15. The quarter
figure is the actual performance from the
quarterly Monitor submission.
The monthly figure provides an indication of
performance for the relevant month and is
calculated using the 2015/16 definition, which
has not changed from 2014/15. The quarter
figure is the actual performance from the
quarterly Monitor submission.
The target has been achieved for November
2015.
This indicator is a full year target and fluctuates
monthly due to low in-month numbers.
The monthly figure provides an indication of
performance for the current quarter to date and
is calculated using the 2015/16 definition, which
has not changed from 2014/15. The quarter
figure is the actual performance from the
quarterly Monitor submission.

The monthly figure provides an indication of
performance for the current quarter to date and
is calculated using the 2015/16 definition, which
has not changed from 2014/15. The quarter
figure is the actual performance from the
quarterly Monitor submission.
The Associate Director for Operations routinely
monitors compliance.
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Monitor Mental Health Indicators
1. CPA 7 Day Follow UP

95.0%

YTD
98.1%
98.0%
100.0%
97.5%
97.3%
100.0%
97.4%
97.1%
100.0%
93.5%
100.0%
97.5%

100.0%
90.0%
80.0%

99.3%

99.2%

96.7%

97.8%

95.9%

60.0%

100.0%

70.0%

97.0%

95.0%

Nov-15
100.0%
100.0%
100.0%
97.8%
97.6%
100.0%
91.3%
90.7%
100.0%
100.0%
95.9%

94.2%

Target

97.9%

2014/15
Total 97.7%
Bolton
Functional 97.5%
Organic 100.0%
Total 98.3%
Salford
Functional 98.2%
Organic 100.0%
Total 98.0%
Trafford
Functional 98.0%
Organic 97.7%
100.0%
FMH
100.0%
MHD
97.9%
GMW (Functional Only)
Directorate

14/15

A

M

J

J

A

S

O

N

50.0%
D

J

F

M

7 Days Follow Up - Total GMW % per Month 2015-2016

Comments: There were 4 breaches for Trafford Functional During November 2015. Numerous attempts were made to contact all four clients, but through various circumstances contact was not made within 7 days. 2 clients were not Trafford clients (1 was Salford HBT, 1 was Manchester CMHT), although the ward staff at Trafford also
tried to contact when the relevant team failed to do so. The Salford client has since re-presented through A&E and is currently at Bolton. A third client was transferred to
Trafford General Hospital, and staff were unsure whether follow-up was required. They have since been advised that it was. The fourth client was finally contacted after 9
days. As the number of non-Trafford clients treated at Trafford increases the 7 day follow up becomes more complicated and staff need to be aware of the need to follow
up even when the client is from outside Trafford.

2. CPA Formal Review within 12 Months

95.0%
95.0%

Nov-15
207.7%
293.9%
150.0%
227.3%

YTD
190.4%
162.2%
89.1%
155.6%

200.0%
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50.0%

M

J

J

A

S

200.0%

14/15 A

227.3%

within the Directorates have been identified and remedial action is being undertaken. DQ Reports have been circulated to
all services.
Figures at Directorate level are not available for Quarter 2 due
to PARIS changeover.

100.0%

136.8%

Comments: The monthly figure provides an indication
of performance for the current quarter to date and is calculated using the 2015/16 definition. Missed reviews

150.0%

155.2%

95.3%

155.6%

95.0%

Target

250.0%

154.5%

95.0%

Q2

148.9%

Target

2014/15
163.5%
155.1%
112.5%
148.1%

109.1%

2014/15
96.9%
95.9%
95.5%
94.6%
96.8%
96.8%
96.8%
96.1%

Directorate
Bolton
Salford
Trafford
GMW

148.1%

Directorate
Bolton
Salford
Trafford
FMH
CJS
MHD
CPTS
GMW

2015/16
Nov-15
86.3%
89.2%
89.5%
94.5%
87.8%
97.4%
100.0%
88.2%

5. Psychosis Early Intervention
Comments:
Trafford remain confident that the
target will be achieved by the end of
the year. This is not an unusual position for the Directorate to be in at this
stage through the year, and the target of 32 new cases has always
been exceeded every year since the
target began. The team are aware of
the need to find new cases and engage with GPs and other services to
find suitable patients for Early Intervention in Trafford.

0.0%
O

N

D

J

F

M

New Psychosis Cases Served by Early Intervention Teams - Total GMW %
Trend YTD 2015-2016
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Monitor Mental Health Indicators
3. Delayed Transfers of Care

7.5%

YTD
0.2%
0.3%
0.0%
0.4%
0.4%
0.0%
0.4%
0.5%
0.0%
0.1%
0.0%
0.1%
0.0%
0.2%

8.0%
7.0%
6.0%
5.0%
4.0%

M

J

J

0.3%

A

0.2%

1.0%

0.3%

2.0%

0.4%

3.0%
0.0%

Forensic
Mental
Health
MHD
GMW (Exc. CAMHS)

7.5%

Nov-15
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.3%
0.3%
0.0%
0.5%
0.0%
0.6%
0.0%
0.3%

0.0%

Trafford

Target

0.3%

Salford

2014/15
1.7%
2.0%
0.0%
1.0%
0.8%
0.0%
2.1%
2.4%
0.0%
0.0%
0.0%
0.0%
0.0%
0.8%

0.3%

Bolton

Total
Functional
Organic
Total
Functional
Organic
Total
Functional
Organic
Total
LSS
Medium Secure

0.8%

Directorate

A

S

O

N

0.0%
14/15

D

J

F

M

Delayed Discharges - Total GMW % per Month 2015-2016

Comments: The monthly figure provides an indication of performance for the relevant
month.
All services are within target for November 2015.

Numerator: The number of non-acute patients (aged 18 and over on admission) per day under consultant and non-consultant-led care whose transfer
of care was delayed during the report month.
Denominator: The total number of occupied bed days (consultant-led and
non-consultant-led) during the report month.
Note: Delays attributable to Social Care are also included.

6. & 7. MHLDDS - Data Completeness
Identifiers
2015/16
Directorate
Bolton
Salford
Trafford
Forensic Mental Health
CJS
MHD
CPTS
GMW

2014/15
99.7%
99.2%
99.2%
97.3%
98.4%
98.4%
98.4%
99.2%

Target

97.0%

97.0%

Nov-15
99.40%
98.70%
99.40%
96.84%
97.70%
95.70%
98.90%
98.80%

Q2

99.10%

2014/15
96.3%
93.9%
93.2%
89.6%
91.0%
91.0%
91.0%
94.3%

Target

50.0%

50.0%

Emp't
96.80%
94.20%
93.00%
98.76%
97.60%
93.30%
95.50%
94.90%

Outcomes
2015/16
Nov-15
Acc'n
HoNOS
96.80%
91.60%
92.40%
90.00%
93.30%
93.30%
99.04%
88.27%
95.20%
93.10%
100.00% 76.90%
100.00% 100.00%
94.50%
89.40%

Emp't

Q2
Acc'n

HoNOS

95.30%

95.40%

89.10%

Comments: The monthly figure provides an indication of performance for the current quarter to date. The quarter figure is the actual performance from the quarterly
Monitor submission. Figures at Directorate level are not available for Quarter 2 due to PARIS changeover.
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Care Quality Commission
CQC GMW Profile
Month

Risks

Nov-14
Jun-15

0
3

CQC Registration

Elevated No Risks Risk Number of Maximum Proportional
Band
Risks Identified Score Indicators Risk Score Risk Score
3
54
6
57
114
5.26%
2
2
59
7
64
127
5.51%
2

Bolton
Salford
Trafford
FMH
SMS
CAMHS
R1

60
50
40
30
20
10
0

Nov-14
Elevated Risks

How it w orks:
Risk Score
Number of Risks +
(Number of
Elevated Risks x 2)
Maximum
Risk Score
Proportional
Risk Score

CQC Visits
Directorate

CQC Identified Risks

70

Comments: The Trust is registered without Conditions with the CQC.

Number of
indicators x 2
Risk Score /
Maximum Risk
Score

Risks

Band 1
Band 2
Band 3
Band 4

Jun
C M
- - 1
- - - - - -

Jul
C M
- - - - 1
- - - -

Number of Visits 2015/16
Aug Sep Oct Nov Dec Jan Feb Mar
C M C M C M C M C M C M C M C M
- - - - - - - - - - - - - - - - - - 2
- - - 1 - 3 1
- - - - - - - - - - - - - - - - - - -

Themed Reviews : A themed inspection looking of the integrated mental health ser-

6.5% and
above
Betw een 4%
and 6.49%
Betw een 2%
and 3.99%

vice provided at HMP & YOI Styal took place between 10-11th November 2014.
The resultant report was positive. A review of Crisis Care took place in January
2015 in the Salford area, GMW being identified as the lead organisation for the
review. The final report identified a number of areas of good practice.
Registration Compliance: No activity to report.

Less than 2%

Commentary: The latest Intelligent Monitoring Report was published in June 15.
The risks identified by the IM report in June were;
Proportion of days sick in the last 12 months for other clinical staff – ESR
Proportion of days sick in the last 12 months for nursing and midwifery staff – ESR
Proportion of days sick in the last 12 months for non-clinical staff - ESR
Elevated Risks:Proportion of staff appraised in last 12 months (Staff Survey—September 2014—
December 2014).
Proportion of records checked that show evidence of discharge planning (MHA
Database—December 2013—November 2014)
The Trust has received notification of a forthcoming inspection by the CQC. This is
scheduled for the 8th February 2016.
Board Performance Report — October 2015 Final Version

May
C M
- - 1
- - 2
- - - 1

Mental Health Act Monitoring: There were 3 visits during November 2015:. Brook Ward
(Trafford) on 04/11/2015, Bollin/Greenway Wards (Trafford) on 19/11/2015, and Lowry Ward
(FMH-LSU) on 23/11/2015.

Jun-15
No Risks Identified

Banding
Thresholds,
based on
proportional
risk score:

Apr
C M
- - - - 2
- - - 1

Service Reviews
Community Patient Survey:

Quality Health presented the results of the Community Mental Health Patient Survey to EMT on 14th October. This information is now being considered by services
and BI are providing a more detailed analysis of data by service and teams which
will be available soon. From this analysis, an action plan will be agreed to ensure
we address the top 3 – 4 issues identified, workshops will take place in January
2016.
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CQUIN
There are 12 CCG CQUIN schemes – 3 national, 2 Greater Manchester and 7 Local schemes’ worth £1,940,219.

CCG CQUIN Scheme (National, Regional and Local indicators) (2.5% of CCG Contract Value which equates to £1,924,855)
Indicator
Number

Indicator

Cardio Metabolic
National 1A Assessment and Treatment
for Patients with Psychoses

Financial
Value
Target

Q1

2015/16
Q2
Q3

Q4

YTD

£97,011

G

G

G

Communication with General
Practitioners

£97,011

G

G

G

National 2

GM Crisis Concordat
Partnership Working

£388,044

G

G

G

GM 1

GM Employment & Mental
Health

£155,218

G

G

G

GM 2

GM Transformation IT and
Information CQUIN

£97,011

G

G

G

Local 1

Clozapine Treatment

£97,011

G

G

G

Local 2A

Early Intervention - Screening £145,516

G

G

G

Local 2B

Assertive Outreach Screening

£145,516

G

G

G

Local 3A

Safety - NHS Safety
Thermometer

£145,516

G

G

G

Local 3B

Reduction in the prevalence
of Medicine Omissions

£145,516

G

G

G

Local 4

Serious Incidents - Lessons
Learned

£194,022

G

G

G

Local 5

Older Persons Functional
Compliance with NICE
Guidelines

£232,826

G

G

G

To meet the quarterly milestones

National 1B
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Comments
During this quarter we have made progress on the action plan
developed and implemented in Quarter 1.
Staff training is in the process of being commissioned from The
University of Bolton and a programme of training is scheduled to be
available in January 2016.
An audit was completed during quarter 2 demonstrating that the 90%
target had been met.
The training continues to be updated, refined and delivered in all
directorates across GMW. All training being provided is now linked to
the trust training and development programme and identifiable in the
staff records.
Baseline data and audit completed. Commissioners are withholding
payment for Q2 pending submission of data and audit report.
An audit of NHS numbers used in correspondance was completed and
will be rerun in March 2016. The current position is that 46% of
reception areas have guest wifi access, with a project plan to
complete by December.
The total bed nights saved in Quarter 2 was 52 and a case study has
been included within the report.
The reporting process has changed due to the advent of the new
Clinical Information System. Work is ongoing to collate the data from
this system.The total bed nights saved in Quarter 2 was 52 and a
case study has been included within the report. Commissioners are
withholding payment for Q2 pending submission of data and audit
report.
The reporting process has changed due to the advent of the new
Clinical Information System. Work is ongoing to collate the data from
this system.
During the quarter all inpatient wards have completed the full Mental
Health Safety Thermometer as per schedule.
Data and a base line has now been collected for all inpatients who
declined medication over a three month period in Quarter one, this has
been repeated for Quarter 2.
The meeting with the commissioners took place on October 20th.
Progress during Quarter 2 was shared at the meeting.
A number of audits against NICE guidance were completed during the
quarter, and the Psychological Interventions Steering Group have met
for one full day per month to progress this element of the CQUIN.
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CQUIN
NHS England CQUIN Scheme (2.5% of NHS England contract values which equates to £1,052,215)
Indicator
Number

National 1

Improving Physical
Healthcare to reduce
premature mortality in
people with severe mental
illness

Secure service users
active engagement
programme

Financial
Value

Target

£168,354

Q1

G

£168,354

G

2015/16
Q2
Q3

G

G

Q4

YTD

Comments

G

There is no Q2 requirement for this CQUIN. Action plan continues to
be implemented in order to ensure the successful implementation of
cardio metabolic assessments for patients with psychosis.
Progress on action plan includes Board commitment sign-up,
identified clinical leadership, detailed project plan, planning for
training for all clinical staff, systematic feedback process for
individual clinical teams, planning for implementation of electronic
healthcare records data collection of physical health assessment
and measurable outcomes with a view to going live in 16/17.
A process for regular monitoring has continued.

G

All Q2 targets have been acheived including implementation of the
My Risk and Safety and My Personal Safety Plan, an evaluation of
the education and training programme, an evaluation tool for
assessing the extent of ongoing service user involvement in
developing their own risk assessment and safety management plan.
Services have worked towards 50% of service users with a plan in
place.
All Q2 targets have been achieved. An Audit tool has been
developed against NICE guidance PH48 and a baseline audit has
been completed. Following staff and service user consulation a
smoke free strategy has been written which includes an
inplementation plan and a PMF.
Data produced from Q1 of how many service users are smokers and
how many are non smokers and a report written on how the service
will address the needs of service users who still smoke whilst on
leave and ex-smokers upon transfer or discharge from their service
in order to remain abstinent, and how it is intended to monitor the
success of this approach.

CAM
HS

MHD

SEC 2

Supporting service users
in secure services to stop
smoking

£42,089

SEC 3

Mental Health carer
involvement strategies

£84,177

Tomeet thequarterlymilestones

FM
H

SEC 1

Indicator

G

G

G

G

G

G

JDU 1

Deaf recovery package

£168,354

G

G

G

All Q2 targets have been achieved. More than 50% of service users
have a deaf recovery package in place. More than 50 % of staff
trained on how to use and implement the deaf recovery package.
Feedback from staff and service users continues to be collected
and is fed into to the National Meetings (Next one is in Birmingham
on October 21st). JDU representatives attended the NW Recovery
and Outcomes Forum and will attend every quarter.
With regards part 2 of the CQUIN North West Network meetings
have taken place during Q2 and JDU representatives have attended
all of these. Agenda includes a peer review and a business meeting
where the CQUIN objectives are looked at and where an action plan
is followed.
A standardised MH&D gatekeeping template was agreed at the last
NW Network Meeting on 28/09/15. This will now be formatted and
shared before the next NW Network Meeting in December. A draft
gatekeeping protocol has been developed by JDU and agreed by the
3 NW providers. Draft flow charts have been developed for Step
Up/Step Down transfers and Discharge (by All Saints and Alpha
respectively). The amended versions will be disseminated to all 3
providers by end of October 2015.

J17 1

Assuring the
appropriateness of
unplanned admissions

£168,354

G

G

G

Q2 target requirements completed. Data collected and analysed for
Q2

J17 2

Improving care pathway
journeys

£252,532

G

G

G

All Q2 targets have been achieved. 2 meetings held with one hosted
by J17. ‘Terms of Reference’ and future meetings discussed/agreed.
Further services added to Services Information details. Action plan
updated and will be worked towards as a forum.
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Quality Account Highlights
The Quality Account 2014/15 was approved at the Trust Board in May 2015 following extensive consultation and engagement. KPMG External Assurance gave GMW the
highest rating in terms of the contents and accuracy of data.
The 8 improvement priorities remain the same, with new stretch targets, with the exception of Priority 7: Improving the Physical Environment, which has been replaced
with Positive and Safe Wards: Promoting Individualised Support Plans. Improving the physical environment will continue to be a priority for the Trust as one of its StratePriority One.
Psychological Therapies – Improving
Access and Outcomes.

Priority Two.
Listening to and Learning from Service
User Feedback.

In Quarter 2, IAPT services continue to progress
towards meeting their KPIs. New national access
targets now apply, the three IAPT services combined meeting the 75% target for entry to treatment
within 6 weeks (80.3%), and the 95% target for
entry to treatment within 18 weeks (96.1%). Services were close to meeting the 50% recovery rate
target (47.3%), again an improvement on Q1. In
secondary care, pilots continue for increased access to CBT and Family Interventions in Psychosis/Bipolar Disorder, and for case management
and treatment pathways for people with Personality
Disorder. Recruitment to Older Adult Functional
and Dementia Consultant Psychology posts continues.

The strategy for obtaining and learning from feedback is set out in the Trust’s Service User and
Carer Engagement Policy. Feedback collected
using a range of media including paper surveys,
text messages, kiosks, electronic surveys and
postcards. Response to feedback is available
through “You Said, We Did” posters, community
meetings and the Trust website. Learning from
specific complaints and concerns raised by service
users is included in monthly customer care reports
to each service, and the actions required to bring
about service improvements are closely monitored.
EDS2 community engagement events continue to
be hosted at which feedback is gathered on equality performance which helps to review and revise
equality objectives to ensure equal access is
achieved as well as outcomes for service users of
all protected equality characteristics across the

Priority Five.
Enhancing the Quality of Life for People
with Dementia and Older People with
Functional Illness.

Priority Six.
Physical Health.

The CQUIN regarding experiences of older people
with severe depression has progressed and an
action plan to be agreed with Commissioners in
November 2015 is being developed. It includes a
review of the Psychological Interventions model of
care and proposes a new model to ensure patients
have access to interventions as advocated by
NICE guidelines. The new model has some resource implications that need to be considered.
4 more staff have become Dementia Friends
Champions and delivered Dementia Friends
Awareness Sessions in their local areas.
The integrated care agenda continues to gain momentum in line with Devolution Manchester plans.
A Dementia Research Conference is planned, and
the Joint Dementia Research Campaign continues
to be shared with patients and carers within

Each of the improvements associated with this
priority have progressed during the quarter. Key
developments include the provision of a further
help yourself to health check in Bolton where 80
staff attended for a health check similar to that
provided by the NHS Health Check.
The wound care programme commissioned from
Salford University commenced and 25 staff were
booked onto the first session.
Final arrangements have also been made for the
commencement of a new speech and language
therapy service which is due to go live on the 2nd
November 2015.
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Priority Three.
Recovery.
The 6th Prospectus from the Recovery Academy
has been published. The Curve has been completed and the Recovery Academy is now located
within this exciting new space. A collaborative bid
with Ziggys Wish to the Dragon’s Den to support
the character development of a new interactive
online game book to tackle stigma associated with
mental health issues was successful.

Priority Seven.
Positive and Safe: Promoting Individualised Support Plan.
SafewardsTM is a multi-component intervention that
aims to reduce conflict and containment in inpatient mental health settings (Bowers et al. 2014).
Safewards is being rolled out across the Trust as
part of the Positive & Safe Strategy. Activity in Q1
includes:
• Positive Strategy approved April 15

• Datix has been updated to improve transparen•

cy of reporting and detail on the types of interventions used (June 15).
My positive support plan has been approved
and will be made available within PARIS.

Priority Four.
Carers - Improving Identification, Involvement and Engagement.
Inpatient areas are revisiting reviewing their Triangle of Care Action Plans and refocusing their programmes of work. The Carers Lead is developing a
team based accreditation to recognise those teams
that have made improvements in the way they
engage with carers.
The Carers Strategy has now been reviewed and
approved and will be launched at the Annual Carers Event which will be held in January 2015.
84% of the identified carers of service users have
been offered a carers assessment.
At the end of August 2015, 86% of staff were compliant and had received the Mandatory Carers
Awareness Training.
29.65% of community carers had been provided
with a carers information pack within 10 days of
referral – this is a KPI target and the compliance
target is 80% by the end of Q3.

Priority Eight.
Dual Diagnosis.
The Dual Diagnosis Team has reached the end of
its project life. It is continuing in Salford as a specialist provision, is being integrated into treatment
as usual in Trafford, and Bolton is reviewing potential models.
A trust wide event focusing on Novel Psychoactive
Drugs is to be held in January 2016.
Training programs in NPS have commenced, primarily in prisons but with a view to a wider roll out.
Health promotion resources have been collated for
NPS and are to be disseminated in Q3.
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Human Resources

O

N

6.56%

6.60%

O

N

6.12%

6.11%

6.11%

6.08%
S

6.13%
J

A

6.16%
J

5.63%

6.16%

6.04%

6.13%
A

M

S

6.15%

A

6.15%
F

M

6.25%
D

6.20%

6.27%
N

J

6.23%
14/15

2014/15

2015/16

2014/15

5.71%

5.70%

5.85%

5.80%

A

M

J

J

5.68%

J

5.57%

6.28%

D

F

6.49%

M

6.08%

Sickness rate - In m onth Actual
6.80%
6.60%
6.40%
6.20%
6.00%
5.80%
5.60%
5.40%
5.20%
5.00%

N

Nov-15

Target 14/15
5.75
5.66 7.29 7.40 5.65 6.64 6.69 5.58 5.50 5.81 6.59 7.24 7.85 7.33
5.75
6.47 6.94 7.06 6.72 6.66 6.31 6.63 5.89 6.10 6.48 5.19 6.04 7.15
5.75
6.54 7.14 5.71 5.73 6.61 6.10 5.71 5.68 5.21 4.97 5.37 8.06 7.87
5.75
6.03 7.33 6.78 5.79 5.30 4.84 4.54 4.67 5.10 6.39 5.88 7.07 6.09
5.75
7.87 7.78 7.82 6.44 6.65 6.76 7.48 7.21 7.78 6.82 6.03 6.32 7.73
5.75
6.87 3.69 4.98 5.39 7.31 4.34 2.93 5.97 6.50 5.44 1.91 5.74 5.46
5.75
4.45 1.94 2.83 1.88 4.85 4.23 7.27 8.20 3.89 6.86 10.08 5.09 7.28
5.75
9.85 6.55 6.53 4.27 5.10 5.27 5.49 8.17 6.79 6.70 7.26 8.96 8.56
3.00
5.40 5.63 5.26 5.10 4.54 4.40 4.63 5.43 4.78 5.06 4.42 4.64 3.97
5.75
6.08 6.49 6.28 5.57 5.68 5.71 5.70 5.85 5.80 6.04 5.63 6.56 6.60
1.64 1.79 1.80 1.60 1.81 2.05 1.80 2.05 1.85 2.06 1.84 2.57 2.42
4.44 4.70 4.48 3.97 3.87 3.67 3.90 3.80 3.94 3.98 3.80 3.99 4.18
3.54 3.72 3.74 3.94 3.89 3.45 4.06 4.12

Sickness rate - Rolling 12 m onths

5.96%

Oct-15

Sep-15

Aug-15

Jul-15

Jun-15

May-15

Apr-15

Mar-15

Nov-15

Oct-15

Sep-15

Aug-15

Jul-15

Jun-15

May-15

Apr-15

Mar-15

Jan-15

Dec-14

Feb-15

Feb-15

6.45
6.82
6.16
5.90
7.03
5.32
5.68
6.55
4.96
6.12
1.68
4.44

8.00%
7.00%
6.00%
5.00%
4.00%
3.00%
2.00%
1.00%
0.00%

14/15

Bolton
Salford
Trafford
AFS/Forensic Mental Health
ADD/Substance Misuse Services
Criminal Justice Service
Mental Health & Deafness
Child & Adolescent MH
Corporate
GMW
GMW - Short term
GMW - Long term
Indicative Cost of Absence (£100K)

Jan-15

In Month Actual (HR 2) 2015/16 (%)

Dec-14

Bolton
Salford
Trafford
AFS/Forensic Mental Health
ADD/Substance Misuse Services
Criminal Justice Service
Mental Health & Deafness
Child & Adolescent MH
Corporate
GMW
GMW - Short term
GMW - Long term

Target 14/15
5.75
6.40 6.32 6.32 6.25 6.26 6.23 6.66 6.58 6.51 6.55 6.73 6.85
5.75
7.42 7.37 7.24 7.15 7.15 7.09 6.45 6.48 6.43 6.35 6.18 6.17
5.75
5.72 5.76 5.55 5.60 5.78 5.83 6.34 6.45 6.48 6.43 6.35 6.42
5.75
7.15 7.13 7.06 7.02 6.98 6.80 6.60 6.34 6.09 5.94 5.86 5.95
5.75
7.69 7.53 7.46 7.32 7.33 7.27 7.29 7.28 7.32 7.29 7.19 7.03
5.75
5.51 6.10 6.07 6.07 6.36 6.30 6.07 6.01 6.20 6.19 5.77 5.64
5.75
- 11.16 9.63 8.60 8.23 7.75 6.94 6.42 6.24 5.79 5.45 5.58 5.50
5.75
8.76 8.65 8.34 7.66 7.19 6.96 6.83 7.05 6.96 6.85 6.78 6.64
3.00
3.70 4.04 4.22 4.27 4.33 4.46 4.65 4.82 4.89 5.00 5.08 5.18
5.75
6.27 6.25 6.20 6.15 6.15 6.13 6.16 6.16 6.13 6.11 6.08 6.11
1.65 1.64 1.61 1.60 1.64 1.70 1.70 1.71 1.70 1.71 1.69 1.70
4.62 4.62 4.60 4.55 4.51 4.44 4.46 4.45 4.43 4.40 4.39 4.41

Nov-14

Rolling 12 Month (HR 1) 2015/16 (%)

Nov-14

Sickness Rate

2015/16

Commentary.
Please note that in smaller Directorates relatively small changes in absolute values can appear as marked fluctuations when expressed as percentages.
At 6.12% the total sickness rate for the 12 months ending November 2015 was 0.01% more than the previous month.
The November in-month total for the Trust was 0.04% higher than the previous month and at 6.6% was 0.85% above target. This change was driven by increases within
Salford Directorate and Substance Misuse Services.
Long-term sickness accounts for 63% of the total.
The average sickness rate for Mental Health/Learning Disability Trusts in the NW for the month of September was 5.5% (latest available data); 0.13% lower than the
GMW rate at that time.
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Human Resources
Workforce Overview

472

460

448

447

437

419

383

432

15

15

14

14

14

13

12

14

Dec-15

Jan-16

Feb-16

Mar-16

Ethnicity

1.4

1.4

76%

J

62%

1.3

60%

J

55%

1.0

57%

M

57%

2.6

51%

A

31%

0.7

92

M

91

0.5

1.2

93

1.0

F

93

1.5

1.2

93

2.0

J

93

0.00

2.5

1.2

92

0.00

3.0

D

92

0.06
0.00
-0.03
-0.03

Turnover

N

Course Name
Equality & Diversity - 3 Year
Fire Safety - 1 Year
Fire Safety - 3 Years
Infection Prevention - Level 1 - 2 Year
Infection Prevention - Level 2 - 1 Year
Infection Prevention - Level 3 - 1 Year
Information Governance - 1 Year
Safeguarding Adults Level 1 - 3 Years
Safeguarding Children Level 1 - 3
Years

Percentage of staff with valid completed mandatory training as at end of the month
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16
90
90
92
93
93
93
92
92
70
69
74
77
79
78
78
76
91
92
93
92
93
93
92
93
80
82
79
78
76
76
75
76
44
51
63
66
70
75
80
79
64
63
65
64
64
63
61
61
81
86
87
88
88
88
87
87
90
90
90
90
90
90
89
90

Greater
+/- change
Manchester from previous
Population %*
month

White
87.83
88.63
Mixed
1.42
1.60
Asian
4.36
6.77
Black
4.46
1.66
Chinese/Other
0.85
1.33
Ethnic group
Not Stated
1.08
*Source: ONS PEEG Estimates for 2009

1.4

Mandatory Training

IPDR

Staff %

1.0

Nov-15
2,723
2,957

1.3

Oct-15
2,729
2,961

N

Sep-15
2,713
2,945

1.5

Aug-15
2,698
2,931

S

Jul-15
2,682
2,914

O

Jun-15
2,681
2,910

1.6

May-15
2,675
2,906

A

Apr-15
2,659
2,893

14/15

Month
Staff in Post FTE
Staff in Post Headcount
Difference between
contracted and budgeted FTE
as at month end
Difference between
contracted and budgeted FTE
as a percent of budgeted FTE

Ethnicity

0.0
2014/15
% Turnover

2015/16

Commentary.
Workforce Overview: Staffing levels have reduced by 6 FTE since last month and the relationship between contracted and budgeted whole-time equivalents shows a
change of +49 wte.
Mandatory Training: For the most part compliance rates were either static or changed only marginally when compared to the previous month, the exception being
“IPDR” which increased by 14%.
Ethnicity: When compared with the ethnicity of Greater Manchester, the Trust had a slightly smaller proportion of white employees. GMW has a greater percentage of
staff of Black origin but is under-represented in the “Mixed”, “Asian” and “Chinese/Other” category. 1.08% of staff chose not to state their ethnic origin.
Turnover: During November a total of 35 staff left the Trust. Reasons for leaving included voluntary resignation (24), retirement (5) redundancy (4) end of fixed term contract (1) and dismissal (1). Turnover rates have reduced each month since August.
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Human Resources
Staffing Levels
Directorate
SMS
FMH
CAMHS
MHD
Bolton
Salford
Trafford

Apr-15
Day
Night
100.00% 100.00%
103.57% 100.72%
100.00% 99.78%
102.00% 101.67%
98.20% 99.77%
98.72% 108.37%
98.47% 105.26%

May-15
Day
Night
100.0%
103.4%
99.3%
105.6%
99.7%
105.7%
100.5%

100.0%
102.9%
100.0%
100.0%
95.7%
103.2%
96.9%

100.0%
103.1%
100.0%
101.7%
99.8%
104.9%
104.5%

100.0%
103.7%
102.0%
102.6%
98.5%
99.5%
93.8%

100.0%
100.3%
100.0%
100.0%
99.9%
106.9%
98.3%

100.0%
104.4%
100.0%
101.3%
99.9%
97.4%
94.3%

100.0%
101.8%
100.0%
102.8%
100.0%
104.4%
98.8%

100.0%
105.7%
100.0%
100.0%
99.4%
100.3%
98.5%

GMW

101.05% 102.26% 102.2% 102.7%

101.0%

102.8%

100.9% 101.7% 99.2% 101.1% 100.0% 101.1%

100.9%

101.6%

102.4% 102.1%

100.0%
106.7%
98.7%
102.1%
95.0%
101.0%
96.8%

Jun-15
Day
Night

Jul-15
Day
Night
100.0%
101.2%
101.4%
103.2%
99.9%
104.7%
101.6%

Aug-15
Day
Night
100.0%
100.0%
100.1%
100.0%
98.0%
100.1%
95.4%

100.0%
100.0%
100.0%
100.0%
99.5%
107.4%
100.0%

Sep-15
Day
Night
100.0%
101.0%
100.0%
100.0%
99.6%
99.8%
96.6%

Oct-15
Day
Night

Nov-15
Day
Night

Dec-15
Day
Night

Jan-16
Day
Night

Feb-16
Day
Night

Mar-16
Day
Night

100.0%
102.2%
100.0%
100.8%
99.8%
104.1%
103.5%

Comments:

Staff, Friends and Family Test - Quarter 2 (2015/16)
Question 1. How likely are you to recom mend this organisation to friends
and fam ily if they needed care or treatment?

5%

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

3%

6%
11%

26%

28%
Extremely Likely

16%

Extremely Likely

Likely
Neither likely nor unlikely

48%

Likely
16%

Neither likely nor unlikely

Unlikely

Unlikely

Extremely Unlikely

Extremely Unlikely

41%

Comments: 1020 staff responded to the staff FFT; GMW has consistently high numbers of staff engaging with the process. 75% said they would recommend the Trust
as a place to receive care or treatment (76% in the previous staff FFT) and 66% said they would recommend GMW as a place to work (65% in the previous staff FFT).
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Human Resources / Finance and Contracts
Staff Costs — Rolling 12 Months

486

398

D J F M A M J
2014/15

J

A S O N D

2015/16

381

526

419

426

522

592

477

410

554

735

588

661

760

724

J A S O N D
2015/16

Bank Costs (000s)

436

D J F M A M J
2014/15

676

637

636

700

928

8951

8751

8815

8719

8613

J A S O N D
2015/16

800
700
600
500
400
300
200
100

530

D J F M A M J
2014/15

8642

8777

8632

8809

8372

8695

8885

2000

8639

4000

694

6000

Agency Costs (000s)

603

8000

800
700
600
500
400
300
200
100

574

Salary Costs (000s)

10000

Nursing Agency Pay
Costs
Registered nurses,
midwives and health
visiting staff, agency (£m)
Registered nurses,
midwives and health
visiting staff, total
(including agency) (£m)
Nursing agency costs as
% of total nursing costs
(%) (Target: 3%)

Dec-15 Cumul
ative
0.106 0.242

2.838

8.289

3.7%

2.9%

Financial Summary
Financial
Summary £m
Total Income
Pay Costs
Drug Costs
Other Costs
EBITDA
Depreciation
Interest Receivable
Interest Payable - unwinding of discount
Profit/Loss on Asset Disposal
PDC Dividend
Net Surplus/(Deficit)
Non Operating Expenses
Surplus/(Deficit) after Non-Operating Exps
Elements of Comprehensive Income
Total Comprehensive Income
EBITDA % Income

Dec-15
Plan Actual
16.27
16.98
-9.66 -10.17
-0.24
-0.31
-2.17
-2.28
4.20
4.22
-0.28
-0.30
0.01
0.01
-0.02
-0.00
-0.50
0.00
-0.20
-0.23
3.21
3.70
0.00
-0.41
3.21
3.29
-0.00
-0.00
3.21
3.29
25.8% 24.9%

YTD
Var
Plan Actual
0.70 125.98 127.94
-0.51 -88.46 -88.95
-0.06
-2.49
-2.61
-0.10 -20.43 -21.20
0.02
14.61
15.18
-0.02
-2.53
-2.84
0.00
0.09
0.12
0.02
-0.16
-0.03
0.50
-0.50
-0.15
-0.03
-1.80
-2.09
0.49
9.71
10.20
-0.41
0.00
(0.42)
0.08
9.71
9.78
0.00
-0.01
-0.01
0.08
9.70
9.77
-0.9% 11.6% 11.9%

Contract Income
Income £m
Cost & Volume contract income
Block contract income
Secondary commissioning income
Other Clinical MS income
Private patient income
Non mandatory clinical income
Other income
Total income

Plan
0.3
8.6
0.0
2.9
0.0
0.0
4.5
16.3

Dec-15
Actual
0.3
9.1
0.0
2.9
0.0
0.0
4.7
17.0
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Var
0.0
0.6
0.0
0.0
0.0
0.0
0.2
0.7

Plan
2.7
79.9
0.0
25.9
0.0
0.0
17.5
126.0

YTD
Actual
2.2
82.2
0.0
25.9
0.0
0.0
17.5
127.9

FY Finance Comments: The Trust is reporting a surplus on income
Var
Plan and expenditure of £9,781k as at month 9 15/16. This is £69k
1.95 166.53 ahead of the planned surplus.
-0.49 -117.61 Directorate financial positions compared to budget can be found in
-0.13
-3.21 section 5 of the Board Report.
-0.77 -26.95 The increased agency costs within the month includes agency
0.57
18.76 nurse spend that had been miscoded in previous months and additional nurse agency within Health & Justice that includes spend
-0.31
-3.38
from previous months not previously accrued for, together with
0.03
0.12 increased accruals to reflect levels of agency spend over the
0.13
-0.21
0.36
-0.50
-0.29
-2.39 Mental Health Clustering
0.48
12.40 Percent Clustered
Percent with Valid Cluster
-0.42
(2.29)
Comments
0.07
10.10
Percent Clustered is the total num0.00
3.99
ber of clients clustered to date, and
0.07
14.09
is a decrease of 1.0% from the
0.3% 11.3%
October 2015 position.
Percent with a Valid Cluster is the
number of clustered clients for
FY
whom the clustering review is not
Var
Plan
yet due, and is a decrease of 4.4%
from the October 2015 position.
-0.5
3.6
The drop in performance is due to
2.4
106.6
the change in clinical information
0.0
0.0
system. As the new process em0.0
35.0
beds data quality issues will be
0.0
0.0
addressed.
0.0
0.0
1406 clients remain unclustered.
0.1
21.3
2.0
166.5

15

Safety
Incidents—Patient Safety
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16
0
1
0
1
1
2
0
1
11

5

7

6

5

5

6

7

Never Events

0

0

0

0

0

0

0

0

Regulation 28's

0

0

0

0

0

0

0

0

10
6

5
Trafford

Salford

Bolton

R1

3
2
1
MHD

3
CJS

CAMHS

1
3
3
SMS

2

FMH

1
20
17
Trafford

6

4

R1

5
Salford

Statutory Duty of Candour- Being Open involves acknowledging, apologising and explaining to service users/carers
(face to face) when harm categorised as moderate/severe has
occurred following a patient safety incident during their care.
There have been 63 recorded Being Open discussions between April 15 - November 15.

8

1
1

59
37
35

38
24

Modera te
Major
Catastroph ic

12

9

Catastroph ic

Bolton

1
CPTS

MHD

7
3
7
CJS

11
1
CAMHS

SMS

2
FMH

1

33

20

16

No. Incidents

Major

70

40

19

No. Incidents

Modera te

60

Comments:
All RCAs investigations continue to be managed as
per Trust Incident Policy.
All data was extracted 15/12/2015. All incidents
are managed through the Incident Policy and
relevant Health & Safety/HR Policies.

Chart 1: Cumulative data YTD showing the number of incidents where severity was recorded as Moderate or above.
Chart 2: Data showing the number of incidents in October
2015 were severity was recorded as Moderate or above.

2. Incidents Degree of Harm Reported on
Datix during November 2015
14

1. Incidents Degree of Harm Reported on
Datix YTD Novem ber 2015

80

3

RCA 2

CPTS

RCA 1

Incidents—Staff Safety

Op & Nurs

Fin & IMT

HR & Gov

1
R1

Est & Fac

Trafford

1

2
Salford

1
MHD

Bolton

CJS

CPTS

SMS

CAMHS

FMH

Op & Nurs

Fin & IMT

HR & Gov

Est & Fac

R1

Trafford

Major perman ent or lon g
term ha rm

4

2

2

No. Incidents

Modera te harm requ iring
treatme nt

7

3

Minor harm, may require
aid/suppor t
4

2

3
1

1
1

6. Accident Incidents Causing Harm to Staff
(Including RIDDOR) - Novem ber 2015

6

aid/suppor t
Mo derate harm requirin g
treatme nt
Major perman ent or long term
harm

10

2
Bolton

Salford

9
1
MHD

CPTS

1
CJS

1

9

1

CAMHS

8

19

19
1

4
1

SMS

Trafford

Salford

2

5
1
Bolton

CPTS

MHD

CJS

1

2
CAMHS

R1

7

3

5

FMH

No. Incidents

13

10

FMH

68
4
R1

62
6

11
Salford

Trafford

55
3
Bolton

CPTS

MHD

CJS

17

55
7
1
CAMHS

8
SMS

FMH

5

75

50

151

100

10

5. Accident Incidents Causing Harm to Staff
(Including RIDDOR) - Year to date to November
2015 Minor harm, may require

20

Minor harm, may require ai d/support
Moderate harm r equiring treatment
Major permanent or long term harm

6

No. Incidents

No. Incidents

Minor harm, may require ai d/supp ort
Mo derate harm r equiring treatment
Major perman ent or lon g-te rm har m

150

4. Violence and Aggression Incidents Causing
Harm to Staff (Including RIDDOR) - Novem ber
2015

15

SMS

3. Violence and Aggression Incidents Causing
Harm to Staff (Including RIDDOR) - Year to date
to end - Novem ber 2015

200

Chart 3: Accumulative data highlighting the violence and aggression incidents causing harm to staff
Chart 4: Total number of incidents where injury to staff was recorded was 45, of which 3 were RIDDOR reportable. All incidents related to the category of Violence &
Aggression.
Chart 5: Accumulative data highlighting accidents causing harm to staff.
Chart 6: Total number of incidents where harm to staff was recoded was 11, of which 2 were RIDDOR reportable (both Staff Injured During PMVA of Patient).
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Positive and Safe
Incidents - Positive and Safe (Positive Management of Violence and Aggression)

No. Incidents

R1 19

Trafford 30

Salford

Bolton 25

MHD

4

85

20
15
13
4

5

8

10

10

No. Incidents

9

14

108

165
FMH

12. Use of Seclusion - November 2015

25

23

Salford

Bolton

MHD

CAMH
S

SMS

FMH

R1

Trafford

Salford

Bolton

MHD

CAMHS

SMS

FMH

R1

Traffor
d

Salford

Bolton

MHD

CAMH
S

2

2
SMS

Standin g

FMH

Sitting

No. Incidents

Kne eling

16
14
12
10
8
6
4
2

CAMHS

12
R1

50

SMS

13

9

Traffor
d

18

194
17 9 131

Trafford 8 14 15 8 1

13 71 8 12 4
Salford

Bolton 10 4 4 9 9 4

10. Use of Rapid Tranquilisation - November 2015

Face Down
(Pa t)

10 4

MHD

100

15

Standin g

1 22

CAMHS 8 42 6 3

20
10

11. Use of Seclusion Year to Date end November
2015

150

25

5

Face Up

SMS

30

Sitti ng

Face Down
(Med)

26

200

31

Face Up

9. Use of Rapid Tranquilisation- Year to date end
Novem ber 2015

16

Face Down
(Med)

R1

Trafford 53 38522359

90 47542 3913
Salford

Bolton 52197383112

1
SMS

MHD 56251

107
FMH

(Pa t)

Kne eling

8. Use of Restaints - Novem ber 2015

24

100
90
80
70
60
50
40
30
20
10

FMH

No. Incidents

100

13
16
86 397 42

200

CAMHS

300

187

73 11 72 3225

No. Incidents

400

35
No. Incidents

83724
12

7. Use of Restaints - Year to date end Novem ber
2015
Face Down

R1

500

Please Note: YTD Figures for Graphs 7 and 9 start from July 2015 as the facility to record this information was not available in DATIX prior to this date.
Positive & Safe
The Department of Health’s Positive & Safe Programme (2014) outlines the key requirements in relation to promoting the development of therapeutic environments and
minimising all forms of restrictive practice, including prone restraint.
Chart 7 - Accumulative data highlighting the restraint techniques used during violence and aggressive incidents. The data provides assurance that staff are using least
restrictive techniques i.e. standing, sitting in order to support the service user. The ‘Face Down (Pat)’ category refers to when patients have taken themselves into a facedown prone position and the ‘Face Down (Med)’ is when staff have initiated this in order to give rapid tranquilisation. Within Datix the use of de-escalation and debrief
post an incident is also recorded.
Chart 8 - Data highlighting the use of restraint in November 15
Chart 9 - Accumulative data highlighting incidents that required the use of Rapid Tranquilisation YTD
Chart 10 - This data represents the use of rapid tranquilisation during November 15
Chart 11 - Accumulative data highlighting incidents that required the use and of Seclusion YTD.
Chart 12 - Data highlighting incidents that required the use of Seclusion during November 2015. Buttermere Ward (FMH-MSU) x6, Dovedale Ward (FMH-MSU) x1,
Eskdate Ward (FMH-MSU) x1, Hayeswater Ward (FMH-MSU) x14, Rydal Ward (FMH-MSU) x1, Gardener Unit (CAMHS) x9, Phoenix Ward (CAMHS-J17) x1, Beech
Ward (Bolton) x1, Birch Ward (Bolton) x2, Maple House—PICU (Bolton) x5, Chaucer Ward (Salford) x10, Eagleton Ward (Salford) x2, Keats Ward (Salford) x1, Greenway Ward (Trafford) x1, Irwell Ward (Trafford) x3.
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Safeguarding

3

1

1

1

3

1

Salford
Bolton

39
7

10

297

Child
Adult

Other
Incidents

Trafford

Self Ha rm

FMH

V&A 60

16

100

61

SMS

25

MHD

200
2
1
3

CPTS

300

7
1

10

No. Incidents

CJS

Patient Ca re

Bolton

CAMHS

400

9

Salford

15

17. Total num ber of incidents leading to a
safeguarding action reported up to November 15

Missing
Patient

Trafford

R1

Illici t
Sub stances

FMH

R1

20

5

CAMHS

Accident

1
V&A Staff

1
V&A Prisoners

SMS

CJS

4 1

MHD

6
4
V&A Patients

1
V&A Ot hers 2

Security
Incident

1

1

1 1
Patient Care 2 3

1
Missing Patient

Communication

1

5

CPTS

4. Referral to
saf eguarding unit 3

6

CPTS

10

SMS

3. Other action
2 1111
taken

CJS

15

FMH

16. Type of adult safeguarding action taken
during November 15
Corpor ate

5 2

8

CAMHS

Trafford

1

25

No. Incidents

2

R1

Salford

11

Bolton

4

CAMHS

Corpor ate

20

2

No. Incidents
CJS

1. Initiation of a 2. Referral to 3. Other Act ion 4. Contacted
5. Local
Common
Children's
Taken
the police /
Authorit y
Assessment
Social Care
PPIU (Public
Designat ed
Framework
Services
Prot ection Off icer (LADO)
(CAF)
Invest Unit)

15. Num ber of incidents leading to a safeguarding
adults action during November 15

25

2

2. Managed in
Service

CPTS

4

1. Contacted
police/ PPIU
(Public Protection 2 1 3 3
Invest Unit)

SMS

V&A Patients

V&A Others

FMH

6

V&A Staff

1
Self Harm

Trafford

14. Type of child safeguarding action taken during
Novem ber 15

1

1 1

1 1 1

3
2
30

Salford

Patient Care

1

Bolton

No. Incidents

8

2

13. Num ber of incidents leading to a safeguarding
children’s action during November 15

6
5
4
3
2
1

Environmental

No. Incidents

Incidents - Safeguarding

Comments:
Staff report in Datix when they have initiated a safeguarding referral as a consequence of information/observation/disclosures pertaining the welfare and safety of children, young people and adults from any setting i.e. Trust/Non Trust locations. The safeguarding incidents are reviewed by the safeguarding leads and any queries escalated to the Safeguarding Children’s Practitioner, Name Nurse (Children), Named Doctor (Children), Named Doctor (Adults) and Safeguarding Lead (Adults) to ensure that the safeguarding incident is managed as per safeguarding policies and that those reaching the threshold of multiagency procedures are appropriately referred.
Chart 13 - The 5 patient care categories include, inappropriate relationship between service users x2, disclosure re parent giving wrong dose of medication (below prescribed dose) x 1, parent discharged from ward, child vulnerability referral to children’s services x2.
Chart 15 - Patient care categories include; PMVA incident, unable to locate house keys, disclosure re historic abuse, financial vulnerability, social media vulnerability,
disclosure,, safeguarding referral due to vulnerability.
Charts 14 and 16 provides safeguarding data on the actions taken by services
Number of hospital-acquired pressure ulcers: None recorded for November 15, or for the year to date.
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Complaints and Patient Feedback
Complaints
Complaints and concerns over 12 months to November 2015
District Services complaints and concerns by directorate

Specialist Network complaints and concerns by service

Trust wide complaints and concerns by level

35

30

60

30

25

50

20

40

15

30

10

20

5

10

25
20
15
10
5

0

0

0
Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov
Bolton

Salford

Trafford

Tota ls:

Trend

Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov
SMS
Recove ry First

FMH
Totals:

SSN Other
Trend

Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov
Level 1
Level 5

Level 2
Tota ls:

Level 3
Trend

Level 4

Comments: The number of Trust-wide complaints and concerns recorded last month (30) remained the same as the previous month. There is now a slight downwards trend for complaints and concerns over the past twelve months.
During November 2015, 16 complaints at level 2 and above were closed, of which 7 (44%) were either upheld or partially upheld.
During November 2015 one level 4 complaint was closed. The complaint was about community and inpatient services in Trafford. The complaint was partially upheld
with the upheld component of the complaint relating to the failure of a Care Coordinator to arrange Psychological input in a timely way.

Patient Feedback

3.4%

Question. How likely are you to recommend this organisation to
friends and family if they needed care or treatment?
4.8%
Period: April 2015 - Novem ber 2015
3.1%
1 - Extremely Likely

5.4%

Comment: The Friends and Family Test (FFT) for service users has been fully implemented in
all GMW services. There are a variety of ways in which the FFT is asked and embedded in current service user experience surveys i.e. electronic surveys, SMS text messaging and postcards. The FFT results provide invaluable feedback on what service users think of the care and
treatment they have receive, this feedback helps us to make improvements and scope how we
deliver services in the future. For the period of April 2015 to November 2015, of the 1,615 service users asked, 82.5% said they would recommend our services to friends and family.

2 - Likely
3 - Neither likely nor unlikely
4 - Unlikely
26.7%

56.6%

5 - Extremely unlikely
6 - Don't Know
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Locally Agreed Targets
Bed Occupancy
By Contract
% Occupancy
Bolton
Salford
Trafford
Edenfield
LSS
JDU
CBU
RADAR
J17
Gardener
Bramley Street

2014/15
Outturn Plan
91
85
93
85
94
85
95
95
96
95
90
78
90
87
59
130
95
72
90
89

By Specialty
% Occupancy
Functional
Organic
PICU
Rehab
Adult Forensic
LSS
Mental Health &
Deafness
A&D
Young Persons
GMW

2014/15
Outturn
95
80
96
95
94
96

Apr
97
78
96
86
94
98

May
95
77
97
81
94
98

Jun
94
100
99
95
95
98

Jul
101
99
98
93
96
96

Aug
98
107
97
95
95
96

90

100

100

94

86

81
107
93

88
110
95

85
111
94

85
109
95

87
109
97

Apr
91
97
91
94
98
100
96
70
133
75
69

May
91
94
86
94
98
100
89
76
129
84
58

Jun
92
98
94
95
98
94
88
79
127
82
85

Jul
93
102
102
96
96
86
88
85
127
83
82

Aug
96
98
101
95
96
83
94
73
111
70
86

2015/16
Sep Oct
96
95
98
99
107
99
95
95
97
98
83
87
94
85
73
56
78
79
56
64
87
96

Jan

Feb

Mar

Dec

Sep
99
104
99
99
95
97

2015/16
Oct
97
96
100
102
95
98

Nov
94
82
94
104
93
100

Dec

Jan

Feb

Mar

83

83

87

100

88
94
96

88
69
95

78
74
94

75
76
92

YTD There have been no breaches of Single Sex
97 Accommodation during November 2015.
93
97 PLACE
94 The annual PLACE formal assessments
95 were conducted during Quarter 1 2015, and
98 the information submitted to the Department
of Health. Results of the submission from the
92
DH have been received:84 Cleanliness: 100%
93 Food: 91.87%
Privacy, Dignity and Wellbeing: 95.65%
95
Condition, Appearance and Maintenance:
98.50%
Dementia: 93.30%

Dec

Jan

Feb

Mar

YTD

EMSA Breaches

Young People Admitted to Adult Wards
Indicator
No. Young People
Admitted to Adult Wards
Bed Nights

J17 over occupancy was as a result of openYTD ing spot purchase beds.
93 From October, CBU also includes RADAR
98 beds due to the configuration in PARIS.
96
95
98
92
Infection Control
89
71 There were no outbreaks of infection during
106 November 2015
71
83

Nov
91
98
89
93
100
100
81
59
84
59
100

2014/15
Outturn

2015/16
Sep Oct Nov

Apr

May

Jun

Jul

Aug

23

0

4

1

0

0

0

0

1

6

45

0

4

2

0

0

0

0

3

9

These are all above National Averages, and
all are equal or higher than 2014 except
Food which has dropped from 94%.
The next submission will be in Q1 2016 and

Comments: There was one admissions under 18 to Beech ward in Bolton for 3 days during November 2015. The client was being seen daily by HBTT and Bolton
CAMHS, and was admitted on 08/01/2015 due to self harm and a high suicide risk as no age-appropriate beds available at J17 or in the area. All Under 18 protocols
were followed, with daily contact with J17 and Hope Unit at Bury to find an available bed. Client was transferred to J17 on 10/11/2015.
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Locally Agreed Targets
Psychology - Length of Time Waited
Bolton - IAPT Step 3
Referrals per month
Discharged
Discharged - Waited <= 6wks
Discharged - Waited <= 18wks
% within <= 6 weeks
% within <= 18 weeks

Target Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15
297
297
283
288
334
294
306
349
321
286
295
276
279
107
146
115
110
113
139
112
102
125
82
95
92
83
99
141
115
107
107
132
106
95
122
78
90
83
79
0
107
146
115
110
113
139
112
102
125
82
95
92
83
75
92.5% 96.6% 100.0% 97.3% 94.7% 95.0% 94.6% 93.1% 97.6% 95.1% 94.7% 90.2% 95.2%
95
100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Salford - IAPT Step 3/4
Referrals per month
Discharged
Discharged - Waited <= 6wks
Discharged - Waited <= 18wks
% within <= 6 weeks
% within <= 18 weeks

Target Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15
398
390
424
395
476
431
425
482
537
494
448
426
478
88
87
93
94
163
126
69
128
158
121
52
79
52
43
43
44
43
81
58
31
63
73
69
36
57
35
0
74
70
77
73
131
101
52
108
137
109
51
76
51
48.9% 49.4% 47.3% 45.7% 49.7% 46.0% 44.9% 49.2% 46.2% 57.0% 69.2% 72.2% 67.3%
75
95
84.1% 80.5% 82.8% 77.7% 80.4% 80.2% 75.4% 84.4% 86.7% 90.1% 98.1% 96.2% 98.1%

Trafford - IAPT Step 2/3
Referrals per month
Discharged
Discharged - Waited <= 6wks
Discharged - Waited <= 18wks
% within <= 6 weeks
% within <= 18 weeks

Target Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15
813
577
783
898
863
858
804
863
961
717
450
556
514
169
141
128
151
190
132
150
177
206
187
108
107
146
141
117
104
131
156
115
125
148
181
170
94
95
124
0
167
139
128
151
189
131
148
174
202
184
108
105
144
75
83.4% 83.0% 81.3% 86.8% 82.1% 87.1% 83.3% 83.6% 87.9% 90.9% 87.0% 88.8% 84.9%
98.8% 98.6% 100.0% 100.0% 99.5% 99.2% 98.7% 98.3% 98.1% 98.4% 100.0% 98.1% 98.6%
95

Trust
% within <= 6 weeks
% within <= 18 weeks

Target Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15
77.7% 80.5% 78.3% 79.2% 73.8% 76.8% 79.2% 75.2% 76.9% 81.3% 86.3% 84.5% 84.7%
75
95
95.6% 94.9% 95.2% 94.1% 92.9% 93.5% 94.3% 94.3% 94.9% 96.2% 99.6% 98.2% 98.9%

Waiting times are calculated using the national definitions.
Bolton: Bolton continues to robustly manage the Psychology service and maintain the 18 weeks waiting list target.
Salford: The service continues to receive significant numbers of referrals above contract. The number of cases seen within 18 weeks continues to improve and has exceeded the target for a third month with 98.1% seen in November 2015.
Trafford: Trafford continues to closely monitor and manage the waiting list and has maintained the 18 week target in November 2015.
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DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):
EXECUTIVE SUMMARY:

Corporate Governance – Board Committee Terms of Reference, Scheme of
Reservation and Delegation, and Standing Financial Instructions
25th January 2016
10
Andrew Maloney, Director of HR and Corporate Services
Kim Saville, Company Secretary (Front Sheet)
Corporate governance is the means by which boards lead and direct their
organisations so that decision‐making is effective and the right outcomes are
delivered. Effective corporate governance is critical to an organisation’s
achievement of its objectives. Fundamental to effective corporate governance is a
sound system of internal control.
Since September 2015, action has been taken to review and update the following
key documents within the Trust’s corporate governance framework:





Terms of Reference for all Board Committees ‐ Quality Governance
Committee, Audit Committee, Charitable Funds Committee and
Remuneration and Terms of Service Committee;
Scheme of Reservation and Delegation; and
Standing Financial Instructions (SFIs)

Updated versions of these documents are attached for the Board’s consideration
and approval. The Terms of Reference have been agreed by the respective
committees, or by the Chair of those Committees on the Committee’s behalf, and
are recommended to the Board for approval. The Scheme of Reservation and
Delegation and SFIs were approved by the Audit Committee in December 2015,
subject to a number of amendments which have since been made.
Any changes made take full account of legislation (NHS Act 2006, as amended by the
Health and Social Care Act 2012), the terms of the Trust’s Provider Licence and best
practice guidance as set out in ‘The NHS Foundation Trust Code of Governance’
(Monitor, July 2014).
Corporate Governance Manual – It is recognised that the attached documents are
composite parts of a wider ‘corporate governance manual’, which also includes the
Standing Orders and Code of Conduct for both the Board of Directors and Council of
Governors, and the ‘Standards of Business Conduct for NHS Staff’. These documents
will be reviewed over the coming months as part of a wholesale review of the
constitution by the new Company Secretary. Following that, steps will be taken to
compile a comprehensive Corporate Governance Manual, which will be made
available to all staff.

LINKS TO OTHER KEY
REPORTS/DECISIONS:

Documents considered and approved at the following meetings:




LEGAL/REGULATORY
IMPLICATIONS:

Quality Governance Committee on 5th November 2015 – Terms of Reference
Charitable Funds Committee on 30th November 2015 – Terms of Reference
Audit Committee on 7th December 2015 – Terms of Reference, Scheme of
Reservation and Delegation and SFIs
Compliance with:




NHS Act 2006
Health and Social Care Act 2012
GMW’s Provider Licence and constitution

DOES THIS PAPER ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?

No

If ‘yes’:
DATIX ID
N/a

RECOMMENDATIONS:

Strategic Objective
N/a

Description (as per BAF)
N/a

The Board of Directors are asked to consider and approve the revised Scheme of
Reservation and Delegation and Standing Financial Instructions, and the revised
Terms of Reference for the Board Committees.

G re a te r M a n c h e s te r W e s t
M e n tal H e alth N H S F o u n d a tio n T ru s t

Charitable Funds Committee
Terms of Reference
1.

Constitution

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.
2.

Membership

Membership of the Committee will comprise the following:




Two Non‐Executive Directors
Director of Nursing & Operations
Director of Finance, Capital and IM&T

The Chief Executive should be invited to attend when required.
The Committee will be supported by:





The Deputy Director of Finance
A Financial Accountant
Representatives of the current Investment Advisors
The Company Secretary

3.

Quorum

There shall be one Non‐Executive Director to Chair the Committee and one Executive
Director member present in order for the meeting to be declared quorate.
4.

Frequency of Meetings

Meetings shall be held no less than three times a year. The Chair or an Executive member
may request an additional meeting if they consider that one is necessary.
5.

Attendance at Meetings

Priority is to be given to attendance at meetings. In the absence of an Executive Director,
their nominated Deputy Director would not be expected to deputise.
6.

Reporting

The minutes of the Charitable Funds Committee shall be formally recorded and submitted to
the Board. The Chair of the Committee shall draw to the attention of the Board any issues
that require disclosure to the full Board or require executive action.

7.

Duties of the Committee

 To oversee the management of the affairs of the Charitable Funds.
 To apply all charitable funds in accordance with the NHS Acts, Charities Act, Charity
Commission 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 conditions 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 Exchequer funds.
 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, Capital 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.
8. Administration of the Committee
It shall be the responsibility of the Chair to arrange for:
 Publication of an annual list with the dates, time and venue of each meeting;
 Arrange for the agenda and relevant papers to be distributed to the Committee, 7 days
prior to the meeting;
 A record of any action points to be made, and for this to be distributed to the Committee
in advance of the next meeting;
 All minutes of the Committee to be received formally at Trust Board.
 Provide a verbal commentary to the Board as and when required.
9. Review of the Terms of Reference of the Committee
The Terms of Reference shall be reviewed on an annual cycle, or at the direction of the
Board.
Adopted by the Board: July 2010
Reviewed:
December 2015
Date of next review: December 2016
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Quality Governance Committee (QGC)
Terms of Reference
1. Duties
To develop and define the Trust’s quality strategy on behalf of the Trust Board and identify
the Trust’s key quality priorities, goals and standards
To ensure that quality is embedded throughout the Trust’s strategy and that quality goals are
reflective of both national and local priorities
To develop, implement and evaluate a systematic approach for identifying current and future
risks to quality and ensure action to mitigate such risks is effective
To ensure there is clear Board level leadership on quality, developing a supportive culture to
encourage staff to deliver quality improvements, share learning and to report harm and errors
To ensure that quality goals and outcomes are effectively communicated and understood
from “Board to Ward to Board” and across key external stakeholders
To regularly track performance against the approved quality framework and quality account
priorities, ensuring that the required standards are achieved and action is taken on sub‐
standard performance
To ensure there is a clear programme of work that sets ambitious quality priorities covering
patient experience, patient safety and clinical effectiveness
To identify key measures of quality with early warning indicators that are monitored by the
committee
To ensure there is effective clinical engagement in setting the quality strategy and that
sufficient resources are allocated to make this effective
To ensure that there is an annual programme of quality assessment in place to provide
assurance to the Trust Board that quality standards are being maintained and quality
improvements are being delivered
To ensure that there are clear, effective structures and processes in place to ensure quality
governance systems operate from “Board to Ward to Board”
To ensure information is accurate, valid and comprehensive and that there is effective
assurance of the quality of data to support quality governance

2. Membership
Chair
Vice Chair

Non‐Executive Director
Medical Director (Chair of Research Readiness and Medicines Management Groups)

Members:

Non‐Executive Director
Non‐Executive Director
Chief Executive
Director of HR and Corporate Services
Director of Operations and Nursing (Chair of Joint Safeguarding Steering Group)
Director of Development and Performance/Deputy CEO
Professional Lead Psychological Therapies
Deputy Director of Nursing (Director of Infection Prevention)
Deputy Director of Clinical Governance
Deputy Director of Clinical Governance (Mental Health Act)
Lead Consultant – Bolton Directorate
Lead Consultant – Salford Directorate
Lead Consultant – Trafford Directorate
Lead Consultant/Clinicians x 3 – Specialist Services Network
Assistant Director of Physical Healthcare

3. Quorum
For the Committee to be quorate, one Non‐Executive Director and one Executive Director
plus more than one‐third of the total number of members of the Committee must be
present.
4. Frequency of meetings
The Quality Governance Committee meetings will take place every two months.
5. Accountability and reporting arrangements
The QGC reports to the Trust Board and all minutes of the committee will be received
formally at Trust Board. An annual report will be provided by the Chair to the Trust Board.
6. Sub‐Groups/Committees
The sub‐groups/committees accountable to the Quality Governance Committee are:








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

The Committee will also receive annual reports from:
 NICE Implementation and Audit Group
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 Equality, Inclusion and Recovery Steering Group
 Customer Care (Complaints Annual Report)
Directorate Clinical Leads will produce reports for the Committee on quality related
matters as and when required.
7. Annual Quality Account
The QGC will be accountable for the production and publication of the Trust’s Annual Quality
Account setting out the Trust’s performance against it’s quality strategy and priorities.
The QGC will receive the annual audit assurance report undertaken by the Trust’s external
auditors.

Adopted by the Board: July 2010
Reviewed:
October 2015
Date of next review: October 2016
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G re a te r M a n c h e s te r W e s t
M e n ta l H e a lth N H S F o u n d a tio n T ru s t

Remuneration and Terms of Service Committee
Terms of Reference
1. Constitution
In accordance with the Constitution the Board shall establish a Remuneration and Terms of
Service Committee, with clearly defined terms of reference, specifying which posts fall
within its area of responsibility, its composition, and the arrangements for reporting.
2. Membership
The membership of the Remuneration Committee shall be approved by the Board and shall
consist of the Chair of the Trust and at least three Non‐Executive Directors of the Board. The
membership shall not include Executive Directors. A quorum shall be the Chair and two
Non‐Executive Directors.
3. Attendance
The Chief Executive will be invited to the meeting when consideration is being given to the
remuneration and terms of service of other Executive Directors and matters of policy
affecting the Trust staff.
4. Frequency
Meeting shall be held at least once a year.
5. Authority
The main functions of the Committee would be:

6.

a.

to make such recommendations to the Board on the remuneration, allowances and terms
of service of other officer members to ensure they are fairly rewarded for their individual
contribution to the organisation ‐ having proper regard to the organisation's
circumstances and performance and to the provisions of any national arrangements
where appropriate;

b.

to monitor and evaluate the performance of individual other officer members;

c.

to advise on and oversee appropriate contractual arrangements for such staff including
the proper calculation and scrutiny of termination payments taking account of such
national guidance as is appropriate.
Reporting

The Chair will report in writing to the Board the basis for its recommendations. The Board would
use that report as the basis for their decisions but would remain accountable for taking decisions
on the remuneration, allowances and terms of service of other officer members. Minutes of the
Board's meetings should record such decisions.

7.

Duties

The Committee will:
(a) advise the Board about appropriate remuneration and terms of service for the Chief
Executive, other Executive Directors employed by the Trust and other senior employees
including:
(i)

all aspects of salary (including any performance‐related elements/bonuses);

(ii)

provisions for other benefits, including pensions and cars;

(iii)

arrangements for termination of employment and other contractual terms;

(b) make such recommendations to the Board on the remuneration and terms of service of
officer members of the Board (and other senior employees) to ensure they are fairly
rewarded for their individual contribution to the Trust ‐ having proper regard to the Trust's
circumstances and performance and to the provisions of any national arrangements for such
members and staff where appropriate;
(c) monitor and evaluate the performance of executive directors (and other senior
employees); and
(d) advise on and oversee appropriate contractual arrangements for such staff including the
proper calculation and scrutiny of termination payments taking account of such national
guidance as is appropriate.

Approved Trust Board October 2003
Ratified: February 2008
Reviewed February 2010
Reviewed January 2016
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1.

Introduction

This document sets out the powers (be that decisions, authorities or duties) reserved
to the Board of Directors and the powers which may be delegated to sub
committees, directors and other officers. The Scheme of Reservation and Delegation
together with the NHS Foundation Model Core Constitution, the Standing Financial
Instructions and all other Trust policies provides a comprehensive framework for the
Trusts business conduct. It sets out levels of decision-making in the current
management structure of the Trust.
1.1.

All Directors/Officers

This document covers only matters delegated by the Trust to its senior officers. Each
Executive Director and Service Director is responsible for delegations within their
service and should produce their own detailed scheme of delegation and distribute to
all relevant staff. These schemes of delegation may not exceed the limits set out in
this framework but they may restrict delegation further. All such schemes of
delegation should include the requirement that all officers with delegated authority
must make formally documented arrangement to cover their delegations in
circumstances where they are absent for more than 48 hours. In the absence of such
arrangements the Service Director or the officer’s superior will cover their
delegations until alternative arrangements are made.
Powers are delegated to Directors and Officers on the understanding that they be
exercised responsibly and not in a manner which in their judgement was likely to be
a cause for public concern.
Officers to whom revenue spending authority has been given must not under any
circumstances approve expenditure of a capital nature. Capital expenditure is
defined by the Capital Investment Manual. Delegated powers to approve capital
expenditure are listed in Appendix 6.
All actions that are exercised under delegated power shall be in accordance with all
other Trust policies.
All matters that are listed as “Reserved” can never be delegate downwards except
where formal deputising arrangements exist to cover staff absence.
All matters that are listed as “Delegated” may be delegated by the Director/Officer
identified. However, such delegation must be in writing and a copy of this must be
retained. Delegating Directors/Officers should consider carefully the appropriate level
of delegation in each case so as to retain overall accountability.
The Scheme of Reservation and Delegation is an important part of the Trusts
Corporate Governance and should be followed at all times. Training will be offered to
ensure that all managers, to whom powers are delegated, understand the extent of
their powers and are able to work both within the spirit and the letter of the scheme.
Where managers fail to reach the standards expected of them further action may be
appropriate, e.g. further training, close audit or withdrawal of delegated powers may
Version: 4.0
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be appropriate. In extreme cases where fraud or gross negligence is alleged,
disciplinary action may be taken against managers who fail to comply with the
requirements of the document.
Delegated matters in respect of decisions which may have a far reaching effect must
be reported to the Chief Executive.
1.2.

The Board or Lead Committee

The Board retains ultimate responsibility for all of the Trusts functions (even those
that it has previously delegated) and may determine any matter should the need
arise. However as the Board remains accountable for all of the Trust’s functions,
even those that it has delegated, it would expect to receive information about the
exercise of delegated functions to enable it to maintain a monitoring role.
1.3.

The Chief Executive

All powers of the Trust that have not been retained as reserved by the Board of
Directors or delegated to an executive committee or committee shall be exercised on
behalf of the Board by the Chief Executive.
The Chief Executive is ultimately responsible for the management of day to day
operational services and the effective use of resources. This responsibility is
however delegated to operational directors supported by their management teams.
All powers delegated by the Chief Executive can be re-assumed by him/her should
the need arise. As Accountable Officer the Chief Executive is accountable to the
Accounting Officer of the Independent Regulator for the funds entrusted to the Trust.
If the Chief Executive is absent, the power delegated to him/her may be exercised by
the Chair after taking appropriate advice from the Director of Finance, Capital and
IM&T. Two directors will be required to ratify any decisions within the Chief
Executives thresholds. Alternatively the nominated Executive Director is fully
empowered to act as the Chief Executive in his/her absence. Where a Director is
formally deputising for the Chief Executive, then that Director shall be able to
exercise all powers delegated to the Chief Executive by the Board.
If it becomes clear to the Board of Directors that the Chief Executive is incapacitated
and will be unable to discharge their responsibilities over a period of four weeks or
more, the Board of Directors should appoint an acting Accounting Officer. If an
Accounting Officer has not been appointed or is unavailable this responsibility will
pass to the Director of Finance Capital and IM&T
1.4.

The Director of Finance, Capital and IM&T

Nothing in the Scheme of Reservation and Delegation shall impair the discharge of
the direct accountability of the Director of Finance, Capital and IM&T to provide
information and advise the Trust in accordance with any statutory requirement.
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2.

Definitions

See Appendix 3.
3.
3.1.

Duties
The Policy Author(s)

The Policy Author will ensure that this policy is written and reviewed in consultation
with all relevant stakeholders.
3.2.

Board of Directors

Has ultimate responsibility for all decisions, authorities and duties and can delegate
as appropriate.
3.3.

Committees

The Audit committee has responsibility for approving this policy.
3.4.

Executive Directors

3.4.1 The Chief Executive has responsibility for all powers of the Trust that have not
been retained as reserved by the Board of Directors, and overall responsibility
to ensure that this policy is implemented and adhered to across the whole
Trust.
3.4.2 Director of Finance, Capital and IM&T will ensure that Fraud and corruption is
prevented and deterred wherever possible.
3.5.

Nominated Officer

Has the responsibility to ensure that all powers delegated to them are performed
promptly and accurately.
3.6.

All Other Staff

Shall ensure they appraise themselves of the contents of the document and make
reference to them in appropriate circumstances and always act within the boundaries
and limits set down within this document.
4.

Document Overview Diagram

Not applicable.

5.

Document Detail
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5.1.

Reserved Decisions

The following decisions are reserved to:
Body
The Council of
Governors

The Board of
Directors
The Board of
Directors

Decisions
Appointments / Disposals


Appointment and removal of the Chair and Non-Executive Directors.



Approve the appointment of the Chief Executive.



Decide the remuneration and allowances of the Chair and the other Non-Executives.



Appointment or removal of the external auditor.

General Enabling Provision


The Board may determine any matter, for which it has delegated or statutory authority, it wishes in full session within its statutory powers.

Regulation and Control


Approve Standing Orders (SO’s), a schedule of matters reserved to the Board and Standing Financial Instructions (SFI’s) for the regulation of its
proceedings and business.



Suspend SO’s.



Vary or amend the SO’s in accordance with the provisions of the Constitution



Ratify any urgent decisions taken by the Chair and Chief Executive (in accordance with Section 5 of Annex 7 in the NHS Foundation Trust
Model Core Constitution).




Approve a scheme of delegation of powers from the Board to committees.
Require and receive the declaration of Board members’ interests that may conflict with those of the Trust and determining the extent to which
that member(s) may remain involved with the matter under consideration.



Require and receive the declaration of officers’ interests that may conflict with those of the Trust.



Approve arrangements for dealing with complaints.



Adopt the organisation structures, processes and procedures to facilitate the discharge of business by the Trust and to agree modifications
thereto.
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The Board of



Directors

The Board of
Directors

The Board of
Directors

Receive reports from committees including those that the Trust is required by the Secretary of State or other regulation to establish and to take
appropriate action on.



Confirm the recommendations of the Trust’s committees where the committees do not have executive powers.



Approve arrangements relating to the discharge of the Trust’s responsibilities as a corporate trustee for funds held on trust.



Establish terms of reference and reporting arrangements of all committees and sub-committees that are established by the Board.



Approve arrangements relating to the discharge of the Trust’s responsibilities as a bailee for patients property.



Authorise use of the seal.



Ratify or otherwise instances of failure to comply with SO’s brought to the Chief Executive’s attention.



Discipline members of the Board or employees who are in breach of statutory requirements or SO’s.

Appointments / Dismissal


Appoint and dismiss committees (and individual members) that are directly accountable to the Board.



Appointment and removal of the Chief Executive and other Executive Directors.



Confirm appointment of members of any committee of the Trust as representatives on outside bodies

Strategy, Plans and Budgets


Define the strategic aims and objectives of the Trust.



Approve proposals for ensuring quality and developing clinical governance in services provided by the

Trust, having regard to any guidance

issued by the relevant bodies.


Approve the Trust’s policies and procedures for the management of risk.



Approve Outline and Final Business Cases for Capital Investment.



Approve budgets.



Approve annually Trust’s proposed organisational development proposals.



Ratify proposals for acquisition, disposal or change of use of land and/or buildings.



Approve PFI proposals.



Approve the opening of bank accounts.



Approve proposals on individual contracts (other than NHS contracts) of a capital nature amounting to, or likely to amount to over £100,000 over
a 3 year period or the period of the contract if longer.
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The Board of
Directors

The Board of
Directors

Executive and Director of Finance, Capital and IM&T (for losses and special payments) previously approved by the Board.


Approve individual compensation payments – subject to approval limits.



Approve proposals for action on litigation against or on behalf of the Trust.



Review use of NHSLA risk pooling schemes (LPST/CNST/RPST).



Approve Annual Plan

Policy Determination


Approve management policies including personnel policies incorporating the arrangements for the appointment, removal and remuneration of
staff.

The Board of
Directors

Audit


Approve the appointment (and where necessary dismissal) of internal auditors on the appointment (and where necessary change/removal) of
external auditors including arrangements for the separate audit of funds held on trust, and to receive reports of the Audit Committee meetings
and take appropriate action.



Receive the annual management letter from the External Auditor and agreement of proposed action, taking account of the advice, where
appropriate, of the Audit Committee.


The Board of
Directors

The Board of
Directors

Receive an annual report from the Internal Auditor and agree action on recommendations where appropriate of the Audit Committee.

Annual Reports and Accounts


Receipt and approval of the Trust’s Annual Report and Annual Accounts.



Receipt and approval of the Annual Report and Accounts for funds held on trust.

Monitoring


Receipt of such reports as the Board sees fit from committees in respect of their exercise of powers delegated.



Continuous appraisal of the affairs of the Trust by means of the provision to the Board as the Board may require from directors, committees, and
officers of the Trust as set out in management policy statements. All monitoring returns required by the Department of Health and the Charity
Commission shall be reported, at least in summary, to the Board.
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Receive reports from Director of Finance, Capital and IM&T on actual and forecast income from Contracts.

Replaces Version: 3.0
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The Board of
Directors

Other Decisions and Duties


Approve procedure for declaration of hospitality and sponsorship.



Ensure proper and widely publicised procedures for voicing complaints, concerns about misadministration, breaches of Code of Conduct and
other ethical concerns.



All Board members subscribe to the Code of Conduct.



Board members share corporate responsibility for all decisions of the Board.



NHS Foundation Trust Boards must comply with the Health Act 2006 and any directives given by Monitor, the Independent Regulator of
Foundation Trusts pursuant to that Act, respect agreements entered into by themselves or in on their behalf and establish terms and conditions
of service that are fair to the staff and represent good value for taxpayer’s money.



Formal delegation of powers to sub committees or joint committees and approval of their constitution and terms of reference. (Constitution and
terms of reference of sub-committees may be approved by the Chief Executive).



Declare relevant and material adjustments.



All PFI proposals must be agreed by the Board.



Establish Remuneration and Terms of Service Committee.



Approve proposals presented by the Chief Executive for setting of remuneration and conditions of service for those employees and officers not
covered by the Remuneration Committee.



Approve a list of employees authorised to make short term borrowings on behalf of the Trust (This must include the Chief Executive and the
Director of Finance, Capital and IM&T



Approve write off of losses (within limits delegated by the Department of Health).



Approve and monitor the risk assurance framework.



Decide whether the Trust will use the risk pooling schemes administered by the NHS Litigation Authority or self-insure for some or all of the risks
(where discretion is allowed). Decisions to self-insure should be reviewed annually.

5.2.

Delegated Decisions and Duties

The following decisions and duties are delegated:
Version: 4.0
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Delegated By

Delegated To

Decisions / Duties

The Board

The Audit



Advise the Board on internal and external audit services, ensuring cost effective audit services.

Committee



Review establishment and maintenance of an effective system of integrated governance, risk management and internal
control, across the whole of the organisation’s activities (both clinical and non-clinical), that supports the achievement
of the organisation’s objectives.



Provide the Board with an independent and objective view on internal control and probity.



Monitor compliance with SO’s and SFI’s.



Monitor the implementation of policy on standards of business conduct for members and staff (Code of Conduct and
Accountability).



Review every decision to suspend SO’s (power to suspend SO’s is reserved to the Board).



Review schedules of losses and compensations and make recommendations to the Board.



Approve accounting policies.



Review the annual financial statements prior to submission to the Board.



Review proposed changes to SO/SFI/Scheme of Reservation and Delegation prior to recommending changes to the
Board for approval.

Version: 4.0

Replaces Version: 3.0



Review arrangements made for the Trust to discharge its duties as bailee for patient’s property.



Coordinate the strategic management of risk between the Audit Committee and the Quality Governance Committee.



Review schedules of debtor/creditor balances >£50k, >6 months.
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The Board

The Remuneration



and Terms of
Service Committee

Advise the Board about appropriate remuneration and terms of service for the Chief Executive, other Executive
Directors and other senior employees including:



All aspects of salary (including any performance-related elements/bonuses.



Provisions of other benefits, including pensions



Arrangements for termination of employment and other contractual terms.



Make recommendations to the Board on the remuneration and terms of service directors and senior employees to
ensure they are fairly rewarded for their individual contribution to the Trust – having proper regard to the Trust’s
circumstances and performance and to the provisions of any national arrangements for such staff.



Advise on and oversee appropriate contractual arrangements for such staff, including proper calculation and scrutiny of
termination payments, taking account of such national guidance as is appropriate.

The Board

Charitable Funds
Committee



The Committee shall report in writing to the Board the basis for its recommendations.



Apply all charitable funds in accordance with the NHS Acts, Charities Acts and good practice and to ensure that
decisions on the use or investment of such funds are restricted to the explicit conditions or purpose of each donation,
bequest or grant.



Make decisions involving the use of charitable funds for investments subject to the powers laid down in the ‘Declaration
of Trust’ and with regard to the ‘Trustee Act 2000’ and any subsequent legislation.



Ensure that the Trust’s policies and procedures for charitable funds and investments are followed



Appoint Investment Advisors and monitor the performance of the charitable funds investment portfolio.



Oversee and monitor the functions performed by the Director of Finance, Capital and IM&T and the Chief Executive
with regard to the investment, accounting and reporting on the use of charitable funds.



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.



Following all meetings the Chair is to provide the Board, at the next available meeting, with a verbal commentary of any
significant issues to be brought to the Board’s attention. The ratified minutes of meetings are ordinarily to be presented
to the Board.

The Board

Quality Governance
Committee

Version: 4.0
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To develop and define the Trust’s quality strategy on behalf of the Trust Board and identify the Trust’s key quality
priorities, goals and standards.
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The Board

Quality Governance



Committee

To ensure that quality is embedded throughout the Trust’s strategy and that quality goals are reflective of both national
and local priorities.



To develop, implement and evaluate a systematic approach for identifying current and future risks to quality and ensure
action to mitigate such risks is effective.



To ensure there is clear Board level leadership on quality, developing a supportive culture to encourage staff to deliver
quality improvements, share learning and to report harm and errors.



To ensure that quality goals and outcomes are effectively communicated and understood from “Board to Ward to
Board” and across key external stakeholders.



To regularly track performance against the approved quality framework and quality account priorities, ensuring that the
required standards are achieved and action is taken on sub-standard performance.



To ensure there is a clear programme of work that sets ambitious quality priorities covering patient experience, patient
safety and clinical effectiveness.



To identify key measures of quality with early warning indicators that are monitored by the committee.



To ensure there is effective clinical engagement in setting the quality strategy and that sufficient resources are
allocated to make this effective.



To ensure that there is an annual programme of quality assessment in place to provide assurance to the Trust Board
that quality standards are being maintained and quality improvements are being delivered.



To ensure that there are clear, effective structures and processes in place to ensure quality governance systems
operate from “Board to Ward to Board”.



To ensure information is accurate, valid and comprehensive and that there is effective assurance of the quality of data
to support quality governance.

The Board

The Board

Version: 4.0

The Chair

The Chair

Replaces Version: 3.0



Implement requirements of corporate governance.



Provide leadership to the Board and ensure compliance with the Trust Constitution.



Enable all Board members to make a full contribution to the Board’s affairs and ensure that the Board acts as a team.



Ensure that key and appropriate issues are discussed by the Board in a timely manner.



Ensure that the Board has adequate support and is provided efficiently with all the necessary data on which to base
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informed decisions.


Appoint Non-Executive Board members to Board Sub-Committees.



Lead Non-Executive Board members through a formally appointed Remuneration Committee of the main Board on the
appointment, appraisal and remuneration of the Chief Executive and (with the latter) other Executive Board Members.



Final authority in interpretation of SO’s.



Call meetings.



Chair all Board meetings and associated responsibilities.



Give final ruling in questions of order, relevancy and regularity of meetings.



Having a second or casting vote.



Raise the matter at the Board meeting where Audit Committee considers there is evidence of ultra vires transactions or
improper acts.

The Board

The Chair and the



Chief Executive
The Board

The Chair and the

The powers which the Board has retained to itself within the SO’s may in emergency be exercised by the Chair and
Chief Executive after having consulted at least two Non-Executive members.



Declaration of conflict of interests.



Responsibility for security of Trust assets including notifying discrepancies to the Director of Finance, Capital and

Directors
The Board

Board, Executive
Members and all

IM&T, and reporting losses in accordance with Trust procedure.

Senior Staff
The Board

All Members of



the board and
employees

Have a duty to disclose any non-compliance with the SFI’s to the Director of Finance, Capital and IM&T as soon as
possible.



Responsibility for security of the Trust’s property, avoiding loss, exercising economy and efficiency in using resources
and conforming to SO’s, SFI’s and all other financial procedures.

The Board

Version: 4.0
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Accountable for stewardship of Trust resources.



Sign a statement in the accounts outlining responsibilities as the Accountable Officer.



Sign a statement in the accounts outlining responsibilities in respect of Internal Control.



Ensure effective management systems that safeguard public funds and assist the trust Chairman to implement
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The Board

Chief Executive

requirement of corporate governance including ensuring that managers:


Have a clear view of their objectives and the means to assess achievements in relation to those objectives.



Have the information, training and access to the expert advice they need to exercise their responsibilities effectively.



Achieve value for money from the resources available to the Trust and avoid waste and extravagance in the
organisation’s activities.



Follow through the implementation of any recommendations affecting good practice as set out on reports from such
bodies as the National Audit Office (NAO).



If the Chief Executive considers the Board or Chairman is doing something that might infringe probity or regularity,
he/she should set this out in writing to the Chairman and the Board. If the matter is unresolved, he/she should ask the
Audit Committee to inquire and if further action is necessary, to consult with the Independent Regulator, Monitor.



If the Board is contemplating a course of action that raises an issue not of formal propriety or regularity but affects the
CE’s responsibility for value for money, the Chief Executive should draw the relevant factors to the attention of the
Board. If the outcome is that you are overruled it is normally sufficient to ensure that your advice and the overruling of
it are clearly apparent from the papers



The Chief Executive is accountable to the Chairman and Non-Executive members of the Board for ensuring that its
decisions are implemented, that the organisation works effectively in accordance with Government policy and public
service values and for the maintenance of proper financial stewardship.



The Chief Executive should be allowed full scope, within clearly defined delegated powers, for action in fulfilling the
decisions of the Board.



The Chief Executive shall prepare a Scheme of Delegation identifying his/her proposals that shall be considered and
approved by the Board, subject to any amendment agreed during the discussion.



Maintain register(s) of interests.



Keep seal in a safe place and maintain a register of sealing.



Responsible as the Accountable Officer to ensure financial targets and obligations are met and have overall
responsibility for the System of Internal Control.




To ensure all Board members, officers and employees, present and future, are notified of and understand the SFI’s.
Ensure that any contractor or employee of a contractor who is empowered by the Trust to commit the Trust to
expenditure or who is authorised to obtain income are made aware of these instructions and their requirement to

Version: 4.0
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The Board

Chief Executive

comply.


Monitor and ensure compliance with directions issued by the Secretary of State for Health on NHS security
management including appointment of the Local Security Management Specialist.



Delegate budget to budget holders.



Identify and implement cost improvement and efficiencies.



Tendering and contract procedure.



Ensure the Trust’s tendering and contracting procedure is applied appropriately and legally.



The Chief Executive shall demonstrate that the use of private finance represents value for money and genuinely
transfers risk to the private sector.



The Chief Executive shall nominate an officer who shall oversee and manage each contract on behalf of the Trust.



The Chief Executive shall nominate officers with delegated authority to enter into contracts of employment, regarding
staff, agency staff or temporary staff service contracts.



Must ensure the Trust enters into suitable legally binding contracts with service commissioners for the provision of
NHS and other services.



As the Accountable Officer, ensure that regular reports are provided to the Board detailing actual and forecast income
from the legally binding contracts.



Determine, and set out, level of delegation of non-pay expenditure to budget managers, including a list of managers
authorised to place requisitions. The maximum level of each requisition and the system for authorisation above that
level.



Set out procedures on the seeking of professional advice regarding the supply of goods and services.



Capital Investment programme:



Ensure that the Capital Investment Programme is developed in an affordable way, supported by robust business
planning and managed with appropriate expertise.



Ensure the Trust maintains an asset register (on advice from the Director of Finance, Capital and IM&T).



Overall responsibility for fixed assets



Delegate overall responsibility for control of stores (subject to the Director of Finance, Capital and IM&T responsibility
for systems for control). Further delegation for day-to-day responsibility subject to such delegation being recorded.

Version: 4.0
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The Board

Chief Executive



Responsible for ensuring appropriate systems for patients and guardians to be informed about patients’ money and
property procedures on admission.

The Board

Chief Executive /



Approve and sign all documents which will be necessary in legal proceedings.



Ensure the accounts of the Trust are prepared under principles and in a format directed by Monitor. Accounts must

Executive
Director
The Board

Chief Executive /
Director of

disclose a true and fair view of the Trust’s income and expenditure and its state of affairs.

Finance Capital



Sign the accounts on behalf of the Board.

and IM&T



Chief Executive, supported by Director of Finance, Capital and IM&T, to ensure appropriate advice is given to the
Board on all matters of probity, regularity, prudent and economical administration, efficiency and effectiveness.



Monitor and ensure compliance with the Trust’s contractual requirements on fraud and corruption, including the
appointment of the Local Counter Fraud Specialist.



No quotation shall be accepted which will commit expenditure in excess of that which has been allocated by the Trust
and which is not in accordance with these instructions except with the authorisation of the Chief Executive.



Ensure that the arrangements for financial control and financial audit of building and engineering contracts and property
transactions comply with the guidance contained within the Estate code and the Capital Policy. The technical audit of
these contracts shall be the responsibility of the relevant Director.

5.3.

Delegated Authorities and Duties

The following authorities and duties are delegated:
Delegated By
The Board

Delegated To
Chief Executive and

Decisions / Duties


Must not exceed the budgetary total or virement limits set by the Board.

Budget Holders

Version: 4.0
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The Board

Director of



Finance, Capital



Approval of all financial procedures.

and IM&T



Advice in interpretation or application of SFI’s.



Responsible for:

Operational responsibility for effective and sound financial management.

a) Implementing the Trust’s financial policies and coordinating corrective action.
b) Maintaining an effective system of financial control including ensuring detailed financial procedures and systems are
prepared and documented.
c) Ensuring that sufficient records are maintained to explain the Trust’s transactions and financial position.
d) Providing financial advice to members of Board and staff.
e) Maintaining such accounts, certificates etc. as are required to carry out its statutory duties.


Ensure an adequate internal audit service, for which he/she is accountable, is provided (and involve the Audit
Committee in the selection process when/if an internal audit service provider is changed).



Decide at what stage to involve the police in cases of misappropriation and other irregularities not involving fraud or
corruption.



Submit budgets to the Board for approval.



Monitor performance against budget; submit to the Board financial estimates and forecasts.



Ensure adequate training is delivered on an on-going basis to budget holders.



Devise and maintain systems of budgetary control.



Preparation of annual accounts and reports.



Managing banking arrangements including provision of banking services, operation of accounts, and preparation of
instructions and list of cheque signatories.



Income systems including system design, prompt banking, review and approval of fees and charges, debt recovery
arrangements, design and control of receipts, provision of adequate facilities and systems for employees whose duties
include collecting or holding cash.



Payroll:
a) specifying timetables for submission of properly authorised time records and other notifications.
b) final determination of pay and allowances.
c) making payments on agreed dates.
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The Board

d) agreeing method of payment.
Director of
Finance, Capital and

e) issuing instructions (as listed in SFI Section 8).


IM&T

Ensure that the chosen method for payroll processing is supported by appropriate (contracted) terms and conditions,
adequate internal controls and audit review procedures and that suitable arrangements are made for the collection of
payroll deductions and payment of these to appropriate bodies.



Shall be responsible for the prompt payment of accounts and claims:
a) Advise the Board regarding the setting of thresholds above which quotations (competitive or otherwise) or formal
tenders must be obtained; and, once approved, the thresholds should be incorporated in standing orders and
regularly reviewed.
b) Prepare procedural instructions (where not already provided in the Scheme of Delegation or procedure notes for
budget holders) on the obtaining of goods, works and services incorporating the thresholds.
c) Be responsible for the prompt payment of all properly authorised accounts and claims.
d) Be responsible for designing and maintaining a system of verification, recording and payments of all amounts
payable.
e) Instructions to employees regarding the handling and payment of accounts within the Finance Department.
f) Be responsible for ensuring that payment for goods and services is only made once the goods and services are
received
g) Waive formal tendering procedures



Report waivers of tendering procedures to the Audit Committee.



Approve proposed prepayment arrangements.



The Director of Finance, Capital and IM&T will advise the Board on the Trust’s ability to pay dividend on PDC and
report, periodically, concerning the PDC debt and all loans and overdrafts.



Prepare detailed procedural instructions concerning applications for loans and overdrafts.Will advise the Audit
Committee on investments and report periodically on performance of same.

Version: 4.0
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Prepare detailed procedural instructions on the operation of investments held.



Ensure that Board members are aware of the Financial Framework and ensure compliance.



Certify professionally the costs and revenue consequences detailed in the business case for capital investment.



Assess the requirement for the operation of the construction industry taxation deduction scheme.
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The Board

Director of



Finance, Capital



and IM&T

Issue procedures for the regular reporting of expenditure and commitment against authorised capital expenditure.
Issue procedures governing financial management including variation to contract of capital investment projects and
valuation for accounting purposes.



Demonstrate that the use of private finance represents value for money and genuinely transfers significant risk to the
private sector.



Approve procedures for reconciling balances on fixed assets accounts in ledgers against balances on fixed asset
registers.



Approval of fixed asset control procedures.



Responsible for systems of control over stores and receipt of goods.



Set out procedures and systems to regulate the stores.



Agree stocktaking arrangements.



Approve alternative arrangements where a complete system of stores control is not justified.



Prepare detailed procedures for disposal of assets including condemnations and ensure that these are notified to
managers.



Prepare procedures for recording and accounting for losses, special payments and informing police in cases of
suspected arson or theft.



Where a criminal offence is suspected, the Director of Finance, Capital and IM&T must inform the police if theft or
arson is involved. In cases of fraud and corruption the Director of Finance, Capital and IM&T must inform the relevant
LCFS and NHS Protect in line with contractual requirements.



Notify NHS Protect and External Audit of all frauds.



Notify the Board and internal Auditor of losses caused by theft, arson, neglect or gross carelessness (unless trivial).



Consider whether any insurance claim can be made.



Maintain losses and special payments register.



Responsible for accuracy and security of computerised financial data.



Satisfy themselves that new financial systems and amendments to current financial systems are developed in a
controlled manner and thoroughly tested prior to implementation. Where this is undertaken by another organisation
assurances of adequacy must be obtained from them prior to implementation.
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The Board

Director of



Finance, Capital and

Shall publish and maintain a Freedom of Information Scheme.
Ensure that contracts with other bodies for the provision of computer services for financial applications clearly define
responsibility of all parties for security, privacy, accuracy, completeness and timeliness of data during processing,

IM&T

transmission and storage, and allow for audit review.


Seek periodic assurances from the provider that adequate controls are in operation.



Ensure that risks to the Trust from use of IT are identified and considered and that disaster recovery plans are in place.



Where computer systems have an impact on corporate financial systems satisfy themselves that:
a) Systems acquisition, development and maintenance are in line with corporate policies.
b) Data assembled for processing by financial systems is adequate, accurate, complete and timely, and that a
management trail exists.
c) The Director of Finance, Capital and IM&T and their staff have access to such data.



Such computer audit reviews are being carried out as are considered necessary.



Provide detailed written instructions on the collection, investment, recording, safekeeping and disposal of patient’s
property (including instructions on the disposal of the property of deceased patients and of patients transferred to other
premises) for all staff whose duty is to administer, in any way, the property of.



Shall ensure that each trust fund which the Trust is responsible for managing is managed appropriately.



Ensure that all staff are made aware of the Trust policy on the acceptance of gifts and other benefits in kind by staff.



Where the Board decides to use the risk pooling schemes administered by the NHS Litigation Authority the Director of
Finance, Capital and IM&T shall ensure that the arrangements entered into are appropriate and complementary to the
risk management programme. The Director of Finance, Capital and IM&T shall ensure that documented procedures
cover these arrangements.



Where the board decides not to use the risk pooling schemes administered by the NHS Litigation Authority for any one
or other of the risks covered by the schemes, the Director of Finance, Capital and IM&T shall ensure that the Board is
informed of the nature and extent of the risks that are self-insured as a result of this decision. The Director of Finance,
Capital and IM&T will draw up formal documented procedures for the management of any claims arising from third
parties and payments in respect of losses that will not be reimbursed.
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Replaces Version: 3.0

Review Date: December 2017
Page 22 of 38

FDG01 - Scheme of Reservation and Delegation

The Board

Medical Director



To direct the development of medical services in the Trust, in line with national policy and the strategic service
plans.



Is the Responsible Officer accountable to the General Medical Council (GMC) for revalidation of doctors in the Trust
and for ensuring appropriate systems are in place to support the continuing appraisal process.

The Board

Director of HR and



Lead, in conjunction with the Chief Executive, the organisational development of the Trust.

Corporate Services



Manage the staff within the Human Resources, Estates and the Governance Directorates.



Assume the lead role for the Service Level Agreements covering Payroll Services, Occupational Health Services
and Health and Safety.



Lead all risk management strategy activity within the Trust, ensuring the highest standards of service for patients
and other service users.



The Board

Director of Operations



and Nursing

Lead, with the Director of Operations and Nursing, the Trust’s Strategic Workforce Plan.

Lead service development ensuring that this is targeted at the delivery of the organisation’s objectives and the
maintenance of the Trust’s core values.



Contribute to the work of improving services for local people in partnership with agencies within the local health
communities.



Develop networks locally and nationally to ensure that the Trust meets and exceeds national policy standards and
is delivering leading edge services.

The Board

Director of HR and



Lead the professional development of nursing.



Lead all clinical governance within the trust.



Corporate Services

Provide leadership, professional advice and support to the Trust’s senior management team on all matters relating
to the use of land, buildings and services under the direct control of the Directorate, and contribute to the wider
development of the organisation and its services.



Ensure that SFI’s are compatible with Department of Health requirements in relation to building and engineering
contracts. Ensure that the arrangements for financial control and financial audit of building and engineering
contracts and property transactions comply with the guidance contained within the Estatecode and the Capital
Policy. The technical audit of these contracts shall be the responsibility of the relevant Director.
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The Board

Director of
Development and



Ensure all new developments are supported by appropriate business plans and brought to the attention of the
Board for consideration of investment and business expansion criteria.

performance
The Board

Head of Internal Audit



Review, appraise and report in accordance with the relevant Internal Audit Manual and best practice.

The Board

Budget Holders



Must not exceed the budgetary total or virement limits set by the Board.



Ensure that:
a) no overspend or reduction of income that cannot be met from virement is incurred without prior consent of the
Board.
b) approved budget is not used for any other reason than specified purpose subject to rules of virement.



In choosing the item to be supplied (or the service to be performed) budget holders shall always obtain value for
money for the Trust. In so doing, the advice of the Trust’s adviser on supply shall be sought.



Ensure that all items due under a prepayment contract are received (and immediately inform the Director of
Finance, Capital and IM&T if problems are encountered).




Ensure that they fully comply with the guidance and limits specified by the Director of Finance, Capital and IM&T.
All goods, services or works are ordered on an official order except works and services executed in accordance with
a contract, purchases from petty cash or in exceptional circumstances purchases made using the Trust’s credit card
with prior agreement from the Director of Finance, Capital and IM&T or the Chief Executive.



Purchases from petty cash are restricted in value and type of purchase in accordance with instructions issued by
the Director of Finance, Capital and IM&T.

The Board

Associate Directors,



Ensure that they comply fully with the guidance and limits specified by the Director of Finance, Capital and IM&T.



Ensure that all employees are issued with a Contract of Employment in a form approved by the Board and which

Managers and Officers
The Board

Nominated Officers

complies with employment legislation; and deals with variations to, or termination of, contracts of employment.


Version: 4.0
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The Board

Departmental



Inform staff of their responsibilities and duties for the administration of the property of patients.



Responsible for controls of pharmaceutical stocks.



In choosing the item to be purchased (or the service to be performed) shall always obtain value for money for the

Managers
The Board

Designated
Pharmaceutical Officer

The Board

Requisitioner

Trust. In so doing, the advice of the Trust’s adviser on supply shall be sought.
The Board

All Staff



Mandatory compliance with NHS Foundation Trust Model Core Constitution (incorporating the SO’s), SFI’s and
Scheme of Reservation and Delegation (Non-compliance will result in disciplinary action).



Disclosure of non-compliance with SO’s to the Chief Executive as soon as possible.



Disclosure of non-compliance with SO’s and SFI’s to the Director of Finance, Capital and IM&T as soon as possible.
The Director of Finance, Capital and IM&T will report to the Audit Committee.



Responsible for security of the Trust’s property, avoiding loss, exercising economy and efficiency in using resources
and conforming to SO’s, SFI’s and financial procedures.



Discovery or suspicion of loss of any kind must be reported immediately to either Head of Department or Nominated
Officer. The Head of Department or Nominated Officer should then inform the Chief Executive and the Director of
Finance, Capital and IM&T.
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5.4.

Delegated Financial Limits

This section details the delegated financial limits for Trust officers (i.e. the level and
values for authorisations by members of staff). It should be emphasised that these
financial delegations in themselves give no power to act. The power to act up to the
limits prescribed derives from approved annual plans and budget and, where
applicable authorised capital and revenue business cases. The financial authorities
form part of the Trust’s overall financial control framework as set out in the Standing
Financial Instruction’s and other financial policies.
Each corporate function is constrained by its agreed annual plan, which governs
manpower, facilities and financial resources. Corporate functions may not excess
agreed budgets or deviate from approved plans without prior agreement with the
Chief Executive.
All projects are bound by these limits even where funded partly or wholly from
charitable or third party funds. Approval for business cases and subsequent approval
to commit expenditure must be in strict accordance with the detailed scheme of
delegation, in addition to the requirement for approval to release funds which are set
out in the Trust’s Charitable Funds Procedures.
All items concerning Finance must be carried out in accordance with the NHS
Foundation Model Core Constitution and the Standing financial Instructions.
All financial limits relate to the total value entered into (i.e. if an officer signs a
contract for £10,000 (inclusive of VAT) per annum for a period of seven years the
total value is £70,000 (inclusive of VAT) and the appropriate delegation limits need to
be applied).
5.4.1 Revenue Income & Expenditure and Contract Agreements:
For the delegated limits of Revenue Income & Expenditure and contract Agreements
please refer to Appendix 4.
5.4.2 Losses, Compensation and Special Payments:
For the delegated limits of Losses, Compensation and Special Payments please
refer to Appendix 5.
5.4.3 Capital Expenditure:
For the delegated limits of Capital Expenditure please refer to Appendix 6.
5.5.

Tender and Contracting Procedures

This section details the delegated limits and the number of competitive quotations
and tenders required when tendering/contracting goods/services.
For goods and services other than for estates purposes (Building and Engineering)
please refer to Appendix 7.
Version: 4.0

Replaces Version: 3.0

Review Date: December 2017
Page 26 of 38

FDG01 - Scheme of Reservation and Delegation

For goods and services for estates purposes (Building and Engineering) please refer
to Appendix 8.
5.6.

Authorised Signatories

You may only approve a request for the Trust to incur income or expenditure if you
are an ‘Authorised Signatory’ (the Scheme of Delegation identifies staff who are
authorised signatories). The Finance Department maintains a list of authorised
signatories, together with specimen signatures and delegated limits, for control
purposes.
5.7.

Fraud

If any financial transaction is considered to be fraudulent, the matter will be reported
to the Trust’s Local Counter Fraud Specialist for investigation.
All Trust employees have a duty to be on the alert to fraudulent activities and ensure
that they bring any suspicions to the attention of the Local Counter Fraud Specialist
as soon as is possible.
Contact details for the Trust’s Local Counter Fraud Specialist can be found in
Appendix 2.
6.

Training Requirements

This document will be referred to and managers asked to familiarise themselves with
it when undergoing Budget Management Training.
7.

Monitoring

Minimum
Requirement

Frequency

Process for
Monitoring e.g.
audit

Evidence

Responsible
Individual(s)

Budget holders not to
exceed the
authority/limits set out
in the policy.

On-going

The
finance
ledger has these
limits assigned
to the officio
designated
positions
and
orders will be
referred as per
set out in the
policy

Audited

Director of
Finance, Capital
and IM&T

8.

Resource/Service Implementation Issues

Not applicable.
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9.

Risk Issues

Implementation of this policy will ensure that powers delegated by the Board are
delegated appropriately and under the appropriate management control.
10. Requirements, References & Supporting Documents
Trust External/Internal Requirements:
Board Objective Ref:

6

CQC Ref:

Not applicable

NHSLA Ref:

Not applicable

References:
Not applicable.
Supporting Documents:
10.1. Corporate Governance Documentation
Trust employees must familiarise themselves with the following Corporate
Governance Documentation:
10.1.1 Standing Financial Instruction’s (SFI’s)
10.1.2 Scheme of Reservation and Delegation
10.1.3 NHS Foundation Trust Model Core Constitution
These documents are available from a Line Manager, the Finance Office Manager or
the Finance Section of the GMW Staffnet.
10.2. Other Documentation
Not applicable.
11. Review
This document will be reviewed in two years, or sooner in the light of organisational,
legislative or other changes.
12. Appendices
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Appendix 1 Document Review Checklist
The Document Review Checklist contains the Equality Impact Assessment Tool,
Checklist for the Review and Approval of Documents, and Training/Communication
Plan. This checklist is for Authors only and does not need to be circulated at
consultation stage. It does however need to go to the appropriate committee for
approval/ratification and it needs to be forwarded to Integrated Governance for
archiving along with the approved document.
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Appendix 2 Useful Contacts
1) Main switchboard (0161 773 9121) quoting the extension number you require.
2) Most of the Trusts services have internal mail but please do check before posting
correspondence.
Finance
Department
NHS Confidential
Fraud Hotline

Version: 4.0
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Appendix 3 Definitions
Wherever the title Chief Executive, Director of Finance, Capital and IM&T, or other
nominated officer is used in these instructions, it shall be deemed to include such
other Director or employee who has been duly authorised to represent them.
Wherever the item “employee” is used it shall be deemed to include employees of
third parties contracted to the Trust when acting on behalf of the Trust. In addition
“employee” includes all nursing and medical staff and consultants practising upon
Trust premises or contracted to perform services on other premises on behalf of the
Trust.
All references in these Standing Financial Instructions to the masculine gender shall
be read as equally applicable to the feminine and vice versa.
Accounting Officer - The Officer responsible and accountable for funds entrusted to
the Trust.
Associate Director - An Associate Director typically reports to a member of
executive management within the department.
Associate Member - A person appointed to perform specific statutory and nonstatutory duties which have been delegated by the Board of Directors for them to
perform and these duties have been recorded in an appropriate Board of Directors
minute or other suitable record.
Board of Directors or Board - The Board of Directors comprising of the Chairman,
the Chief Executive, five Executive Directors and six Non-Executive Directors as
defined in the Trust’s Constitution.
Budget - A resource, expressed in financial terms or other quantitative term,
proposed by the Board of Directors for the purpose of carrying out, for a specified
period, any or all of the functions of the Trust.
Budget Holder - The Director or employee with delegated authority to manage
finances (Income and Expenditure) for a specific area/service of the organisation.
Chairman of the Board of Directors - The person appointed by the Council of
Governors to lead the Board of Directors and to ensure that it successfully
discharges its overall responsibility for the Trust as a whole. The expression “the
Chairman of the Trust” shall be deemed to include the Vice-Chairman of the Trust if
the Chairman is absent from the meeting or is otherwise unavailable.
Chief Executive - The Chief Officer of the Trust.
Committee - A Committee or Sub-Committee created and appointed by the Board of
Directors or Council of Governors to sit on or to chair specific committees.
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Committee Members - Persons formally appointed by the Board of Directors or
Council of Governors to sit on or to chair specific committees.
Contracting and Procuring - The systems for obtaining the supply of goods,
materials, manufactured goods, materials, manufactured items, services, building
and engineering services, works of construction and maintenance and for disposal of
surplus and obsolete assets.
Council of Governors - That body of elected and appointed member
representatives authorised to be members of the Council of Governors and act in
accordance with the constitution.
Director of Finance, Capital and IM&T - The Chief Financial Officer of the Trust.
Employees - All staff employed by/seconded to the Trust including Administration,
Medical & Dental, Executive Directors, Governors and Non-Executive Directors.
Executive Director - A member of the Board of Directors who is an officer of the
Trust.
Funds Held on Trust - Those funds which the Trust holds on date of incorporation,
receives on distribution by statutory instrument or chooses subsequently to accept
under Schedule 2 Part II Para 16.1c NHS & Community Care Act 1990. Such funds
may or may not be charitable.
Legal Advisor - The properly qualified person appointed by the Trust to provide
legal advice.
Member - Executive or Non-Executive Director of the Board of Directors (Member in
relation to the Board of Directors does not include the Chairman).
NHS Foundation Model Core Constitution - This constitution is the legal
framework under which the Trust operates and to which it must adhere. It is based
on Monitor’s Model Core Constitution.
Nominated Officer - An officer charged with the responsibility for discharging
specific tasks within Standing Orders and Standing Financial Instructions.
Non-Executive Director - A Member of the Board of Directors who does not hold an
executive office of the Trust.
Office Member - A member of the Trust who is either an officer of the Trust or is
treated as an officer by virtue of regulation 1(3) (i.e. the Chairman of the Trust or any
person nominated by such a Committee for appointment as a Trust member).
Officer - Employee of the Trust or any other person holding a paid appointment or
office with the Trust.
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Scheme of Reservation and Delegation - This document sets out the powers
reserved to the Board of Directors and the powers which may be delegated to sub
committees, directors and other officers.
Secretary - A person appointed by the Trust (the Corporate Secretary) to act
independently of the Board of Directors and Governance Board and monitor the
Trust’s compliance with the law, Standing Orders and observance of Constitution
and Terms of Authorisation.
Services - All Trust wards, departments, units, services, directorates and locations.
Standing Financial Instructions (SFI’s) - This document provides the Trust with a
business and financial framework. It fulfils the dual role of protecting the Trust’s
interests and protecting staff from possible accusation that they have acted less than
properly.
SO’s - Standing Orders (as incorporated in the Constitution for Greater Manchester
West Mental Health NHS Foundation Trust).
Trust - Greater Manchester West Mental Health NHS Foundation Trust.
Vice- Chairman - The Chairman’s duties if the Chairman is absent for any reason.
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Appendix 4 Revenue Income & Expenditure and Contract Agreements
DELEGATED TO
Named Budget holder or Named Delegate

Trust Professional Leads (Director of Pharmacy,
Head of Psychology and Head of Allied Health
Professionals)
Trust Associate Directors/Service Director/Head of
Operations (Bolton, Salford, Trafford, Substance
Misuse, Young Persons, Adult Forensic
Directorates)
Executive Director
Director of Finance, Capital and IM&T
Chief Executive
Director of Finance, Capital and IM&T and one
other Executive Director
Chief Executive and Director of Finance, Capital
and IM&T and one Non-Executive Director
Board

AUTHORITY/DUTIES DELEGATED
REVENUE SPENDING AUTHORITY –
REVENUE SPENDING AUTHORITY –
EXCHEQUER FUNDS
CHARITABLE FUNDS
to £5,000 (VAT inclusive)
to £1,000 (VAT inclusive)
The budget holder is responsible for ensuring that their named delegate(s) are held accountable for
compliance with locally defined arrangements for committing expenditure. Arrangements must be
specified in writing and submitted to the Director of Finance, Capital and IM&T
to £15,000 (VAT inclusive)
to £NIL (VAT inclusive)
to £25,000 (VAT inclusive)

to £NIL (VAT inclusive)

to £50,000 (VAT inclusive)
to £100,000 (VAT inclusive) (refer to Note (i)
below)
to £250,000 (VAT inclusive) (refer to Note (i)
below)
Revenue spending authority in respect of
contracts & intra-NHS service level agreements:
to £3,000,000(refer to Note(i) below)
to £500,000 (VAT inclusive) (refer to Notes (i)(iii)
below)
Revenue spending authority: greater than
£500,000 (VAT inclusive) or greater than
£3,000,000 for contracts & intra-NHS service level
agreements (refer to Note (i) below)

to £NIL (VAT inclusive)
to £5,000 (VAT inclusive) (refer to Note (ii)
below)
to £20,000 (VAT inclusive) (refer to Note (ii)
below)

Revenue spending authority: greater than
£20,000 (VAT inclusive) – Charitable Funds
(refer to Note (ii) below)

Note (i) Approvals will only be given where a request has already been approved by the responsible Service Director/Head of Operations or Executive
Director and is supported by an adequate business case.
Note (ii) Authorisation will only be given in these circumstances after receipt of written advice.
Note (iii) The exercising of this authority to be brought to the next Board meeting for the action to be noted.
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Appendix 5 Losses, Compensation and Special Payments
DELEGATED TO
Head of Financial Accounts

AUTHORITY/DUTIES DELEGATED
Losses, compensation and special payments: to £500 (VAT Inclusive)

Deputy Director of Finance
Associate Director
Director of Finance, Capital and
IM&T

Losses, compensation and special payments: to £1000 (VAT Inclusive)
Losses, compensation and special payments: to £1000 (VAT Inclusive)
Currently over £1000

Authorisation will only be given after receipt of written advice from the legal adviser or Trust officer who has been responsible for investigating the
circumstances of the claim and negotiating with the claimant. The Trust’s procedure for Losses, Compensation and Special Payments must be followed.
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Appendix 6 Capital Expenditure
DELEGATED TO
Named Budget holder
Executive Director/Service
Director/Head of Operations
Deputy Director – Estates
Associate Director of Operations and
Nursing
Head of Capital
Director of Finance, Capital and IM&T
Chief Executive
Chief Executive and Director of
Finance, Capital and IM&T
Chief Executive Director of Finance,
Capital and IM&T and one NonExecutive Director
Board

AUTHORITY/DUTIES DELEGATED
CAPITAL SPENDING AUTHORITY – EXCHEQUER
FUNDS
to £NIL (VAT inclusive)
to £NIL (VAT inclusive)

to £NIL (VAT inclusive)
to £NIL (VAT inclusive)

to £10,000 (VAT inclusive)
to £10,000 (VAT inclusive)

Up to the lower of 10% or £10,000 (VAT Inclusive)
Up to the lower of 10% or £10,000 (VAT Inclusive)

to £10,000 (VAT inclusive)

Up to the lower of 10% or £10,000 (VAT Inclusive)

to £100,000 (VAT inclusive)

Up to the lower of 15% or £100,000 (VAT Inclusive)

to £250,000 (VAT inclusive)

Up to the lower of 20% or £200,000 (VAT Inclusive)

VARIATION OF CONTRACT VALUE

Up to the lower of 25% or £250,000 (VAT Inclusive)
to £500,000 (VAT inclusive)
greater than £500,000 (VAT inclusive)

greater than the larger of 20% or £250,000 (VAT
inclusive)

Notes in respect of ‘Variation of Contact Value’:
In order to ensure that the Board are satisfied, given the relatively high value of the variations, the exercising of such authority should be brought to the next
Board meeting for the action to be noted.
Where contract variations are referred to the Board for ‘greater than the larger of 20%’ this applies only to amounts greater than £100,000.
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Appendix 7 e-Tendering/Contracting (Goods & Services Income and Expenditure )
£5,001 to
£10,000 (VAT
inclusive)

£10,001 to
£25,000 (VAT
inclusive)

£25,001 to
£100,000 (VAT
inclusive)

£100,001 to
£250,000 (VAT
inclusive)

£250,001 to
£500,000 (VAT
inclusive)

Over £500,000
(VAT inclusive)

At budget
holders
discretion

3 written
quotations

3 written
quotations

3 tenders

4 tenders

6 tenders

6 tenders

Budget holder or
competent
delegate

Member of
Procurement/
Budget holder or
competent
delegate

Member of
Procurement/
Budget holder or
competent
delegate

Head of
Procurement and
Deputy Director of
Finance or
Associate Director
of Finance

Head of
Procurement and
Deputy Director of
Finance or
Associate Director
of Finance
Head of
Procurement/
Contracts
Manager / Budget
holder plus
competent
delegate (if
different) and
appropriate
professional and
technical officers

Head of
Procurement and
Deputy Director of
Finance or
Associate Director
of Finance
.
Head of
Procurement/
Contracts
Manager /Budget
holder plus
competent
delegate (if
different) and
appropriate
professional and
technical officers

Chief Executive
and one Executive
Director

Head of
Procurement and
Deputy Director of
Finance or
Associate Director
of Finance
.
Head of
Procurement/
Contracts
Manager /Budget
holder plus
competent
delegate (if
different) and
appropriate
professional and
technical officers
Chief Executive
and Director of
Finance, Capital
and IM&T plus
one NonExecutive Director

To £5,000 (VAT
inclusive)
Minimum number
of competitive
quotes/tenders

Opened by

Evaluated by

Accepted by

Version: 4.0

Procurement
Contracts Manger
/ Budget holder or
competent
delegate

Procurement
Contracts Manger
/ Budget holder or
competent
delegate

Procurement
Contracts Manger
/ Budget holder or
competent
delegate

Head of
Procurement/
Contracts
Manager/Budget
holder plus
competent
delegate (if
different) and
appropriate
professional and
technical officers

Budget holder

Service
Management
Team Member

/AssociateDirector
/ Deputy
Directors/ Head of
Operations or
Executive Director

Director of
Finance, Capital
and IM&T and one
Executive Director
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Appendix 8 Tendering/Contracting (Goods & Services for Estates)
To £5,000 (VAT
inclusive)
Minimum number
of competitive
quotes/tenders
Opened by

Discretion of
Director of HR
and Corporate
Services
Member of
Procurement/
Budget holder or
competent
delegate
Representatives
of the Director of
HR and Corporate
Services

Evaluated by

Representatives
of the Director of
Estates and
Facilities

Accepted by

£5,001 to
£10,000 (VAT
inclusive)

£10,001 to
£25,000 (VAT
inclusive)

£25,001 to
£100,000 (VAT
inclusive)

£100,001 to
£250,000 (VAT
inclusive)

£250,001 to
£500,000 (VAT
inclusive)

Over £500,000
(VAT inclusive)

3 written
quotations

3 written
quotations

4 tenders

5 tenders

6 tenders

6 tenders

Member of
Procurement/
Budget holder or
competent
delegate
Deputy Director of
HR and Corporate
Services or
professional and
technical officers

Member of
Procurement/
Budget holder or
competent
delegate
Director of HR
and Corporate
Services or
professional and
technical officers

Company
Secretary or
nominated deputy
and two Executive
Directors
Director of HR
and Corporate
Services or
professional and
technical officers

Company
Secretary or
nominated deputy
and two Executive
Directors
Director of HR
and Corporate
Services or
professional and
technical officers

Company
Secretary or
nominated deputy
and two Executive
Directors
Director of HR
and Corporate
Services or
professional and
technical officers

Deputy Director of
Estates and
Facilities

Director of HR
and Corporate
Services

Director of
Finance, Capital
and IM&T and one
Executive Director

Chief Executive
and one Executive
Director

Company
Secretary or
nominated deputy
and two Executive
Directors
Director of HR
and Corporate
Services or
professional and
technical officers
Chief Executive
and Director of
Finance, IM&T
and Capita plus
one NonExecutive Director

Exception: as per
Capital Procedure note
2. Where a design
team has been
appointed to negotiate
for on behalf of the
Trust in respect of
schemes of work.

Trust Board

Capital Procedure
note 2 allow for a
maximum limit of
£750,000 of works
cost.

Disposals - The Disposals Officer for the Trust must be notified of any assets surplus to requirements. The Disposals Officer will arrange collection and
disposal of assets by sale, re-use or scrapping as appropriate. A record will be kept of all disposals, including sales proceeds and costs of disposal.
Waivers - The Director of Finance, Capital and IM&T will authorise waivers up to the limit of £100,000 for capital schemes and £50,000 for non-capital
tenders. In excess of these sums, approval of the Board of Directors will be required following the receipt from the Director of Finance, Capital and IM&T.

Version: 4.0

Replaces Version: 3.0

Review Date: December 2017
Page 38 of 38

FDG03 – Standing Financial Instructions

Standing Financial Instructions
Responsible Director:

Director of Finance, Capital and IM&T

Author and Contact
Details:

Caroline Ryan (Tel: 0161 358 1756)

Document Type:

Corporate Governance Document

Target Audience:

All Trust Staff

Document Purpose/
Scope:

Standing Financial Instructions (SFI) provide the Trust
with a business and financial framework.

Date Approved/
Ratified:
Approved/Ratified by:

November 2015
Audit Committee/Trust Board

Consultation:

See Consultation details below

Implementation date:

November 2015

Review date:

November 2017

Date of Equality Impact August 2015
Assessment:
Training Requirements:
document.

All Trust staff should be made aware of this

Staff induction: SFI’s form part of the Staff induction delivered by Counter Fraud.

NB: Do not retain a paper version of this document, always view electronically
from the Trust staff net to ensure it is the correct version.
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Description of document changes in this review to aid Consultation Process:
Converted into the current Trust policy template and reviewed by all relevant Finance
staff.
Consultation with:
Head of Procurement
Deputy Director of Finance (procurement)
MIAA
Head of Estates (Capital)
Director of Finance, Capital and IM&T

Final review and acceptance by the Audit Committee
*NB: This section will be removed following consultation
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FDG03 – Standing Financial Instructions

1 Introduction
1.1

Forward

1.1.1 Standing Financial Instructions (SFI) provide the Foundation Trust with a
business and financial framework. All executive directors, non-executive
directors and members of staff should be aware of their existence and where
necessary, they should be familiarised with the detailed provisions. The
document fulfils the dual role of protecting the Trust’s interests and protecting
staff from possible accusation that they have acted less than properly.
1.1.2 The SFI’s are further supported by the Reservation of Powers to the Board of
Directors and Scheme of Delegation and by Financial Procedures.
1.1.3 Once the board has adopted the SFI’s they become mandatory on all
directors and employees of the Trust.
1.1.4 For the sake of brevity the masculine pronoun is used throughout these
Standing Financial Instructions.
1.1.5 The Standing Orders (SO) are embedded in the document ‘Constitution for
Greater Manchester West Mental Health NHS Foundation Trust’ and can be
located on the intranet under Finance.
1.1.6 Please note that noncompliance in respect of the Standing Financial
Instructions may result in disciplinary action on the grounds of gross
misconduct and could lead to dismissal.
1.2.

General

1.2.1 These SFI’s shall have effect as if incorporated in the Standing Orders of the
Trust.
1.2.2 These SFI’s detail the financial responsibilities, policies and procedures
adopted by the Trust. They are designed to ensure that the Trust's financial
transactions are carried out in accordance with the law and the requirements
of the Independent Regulator. In order to achieve probity, accuracy, economy,
efficiency and effectiveness, they should be used in conjunction with the
Reservation of Powers to the Board and the Scheme of Delegation adopted
by the Trust.
1.2.3 These SFI’s identify the financial responsibilities which apply to everyone
working for the Trust and its constituent organisations including Trading Units.
They do not provide detailed procedural advice (which is incorporated in the
detailed departmental and financial procedure notes).All financial procedures
must be approved by the Director of Finance, Capital and IM&T.
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1.2.4 Should any difficulties arise regarding the interpretation or application of any
of the SFI’s then the advice of the Director of Finance, Capital and IM&T must
be sought before acting. The user of these SFI’s should also be familiar with
and comply with the provisions of the Trust’s Standing Orders.
1.2.5 The failure to comply with SFI’s and the Trust’s ‘Constitution for Greater
Manchester West Mental Health NHS Foundation Trust’ can in certain
circumstances be regarded as a disciplinary matter that could result in
dismissal.
1.2.6 Overriding SFI’s – If for any reason these SFI’s are not complied with, full
details of the non-compliance and any justification for non-compliance and the
circumstances around the non-compliance shall be reported to the next formal
meeting of the Audit Committee for referring action or ratification. All
members of the Board and staff have a duty to disclose any non-compliance
with these SFI’s to the Director of Finance, Capital and IM&T as soon as
possible.
1.2.7 Variations to these instructions shall only be made by the Board, and normally
on the recommendation of the Audit Committee

1.3.

Terminology

1.3.1 Any expression to which a meaning is given in Health Service Acts, or in the
Financial Directions made under the Acts, shall have the same meaning in
these instructions; and
(a)
(b)
(c)
(d)
(e)
(f)
(g)

Version: 2.0

"Board of Directors" or “Board” means the Chair, Non-Executive
Directors and the Executive Directors of the Trust collectively as a
body.
Budget" means the forecast resource, expressed in financial terms,
proposed by the Trust for the purpose of carrying out, for a specific
period, any or all functions of the Trust.
"Budget Holder" means the Chief Executive, Executive Directors,
Service Directors and Senior Officers holding a budget delegated by
the Board; and
"Chief Executive" means the chief officer of the Trust and NHS
Foundation
Trust’s Accountable Officer;
"Director of Finance, Capital and IM&T" means the chief financial
officer of the Trust;
Funds held on Trust are those held as charitable funds under the
registered name of Greater Manchester Wealth with the Charity
Commission.
"Legal Adviser" means the properly qualified person appointed by the
Trust to provide legal advice;
Replaces Version: 1.0
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(h)

"Trust" means the Greater Manchester West Mental Health NHS
Foundation Trust;

1.3.2 Wherever the title Chief Executive, Director of Finance, Capital and IM&T, or
other nominated officer is used in these instructions, it shall be deemed to
include such other director or employees who have been duly authorised to
represent them.
1.3.3 Wherever the Board is used in these instructions, it shall be deemed to
include such other Committees as have been duly authorised to represent the
Board in specified areas.
1.3.4 Wherever the term "officer" is used and where the context permits it shall be
deemed to include officers of third parties contracted to the Trust when acting
on behalf of the Trust.
1.4.

Responsibilities and Delegation

1.4.1 The Trust Board
The Board exercises financial supervision and control by:
(a)
(b)
(c)
(d)

formulating the financial strategy;
requiring the submission and approval of budgets within approved
allocations/overall income;
defining and approving essential features in respect of important
procedures and financial systems (including the need to obtain value
for money); and
defining specific responsibilities placed on members of the Board and
employees as indicated in the Scheme of Delegation document.

1.4.2 The Board has resolved that certain powers and decisions may only be
exercised by the Board in formal session. These are set out in the
Reservation of Powers Reserved to the Board document. All other powers
have been delegated to such other committees as the Trust has established.
1.4.3 The Chief Executive and Director of Finance, Capital and IM&T will, as far as
possible, delegate their detailed responsibilities, but they remain accountable
for financial control.
1.4.4 Within the Standing Financial Instructions, it is acknowledged that the Chief
Executive is ultimately accountable to the Board, and as Accountable Officer,
to the Independent Regulator, for ensuring that the Board meets its obligation
to perform its functions within the available financial resources. The Chief
Executive has overall executive responsibility for the Trust’s activities; is
responsible to the Chairman and the Board for ensuring that its financial
obligations and targets are met and has overall responsibility for the Trust’s
system of internal control.
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Replaces Version: 1.0

Review Date: February 2015
Page 9 of 69

FDG03 – Standing Financial Instructions

1.4.5 It is a duty of the Chief Executive to ensure that Members of the Board and,
employees and all new appointees are notified of, and put in a position to
understand their responsibilities within these Instructions.
1.4.6 The Director of Finance, Capital and IM&T is responsible for:
(a)

implementing the Trust’s financial policies and for coordinating any
corrective action necessary to further these policies;

(b)

maintaining an effective system of internal financial control including
ensuring that detailed financial procedures and systems incorporating
the principles of separation of duties and internal checks are prepared,
documented and maintained to supplement these instructions;

(c)

ensuring that sufficient records are maintained to show and explain the
Trust’s transactions, in order to disclose, with reasonable accuracy, the
financial position of the Trust at any time;
and, without prejudice to any other functions of the Trust, and
employees of the Trust, the duties of the Director of Finance, Capital
and IM&T include:

(d)

the provision of financial advice to other members of the Board and
employees;

(e)

the design, implementation and supervision of systems of internal
financial control;

(f)

the preparation and maintenance of such accounts, certificates,
estimates, records and reports as the Trust may require for the
purpose of carrying out its statutory duties.

1.4.7 Board Members and Employees
All members of the Board and employees, individually and collectively, are
responsible for:
(a)

the security of the property of the Trust;

(b)

avoiding loss;

(c)

exercising economy and efficiency in the use of resources;

(d)

conforming to the requirements of the ‘Constitution for Greater
Manchester West Mental Health NHS Foundation Trust’, Standing
Financial Instructions, Financial Procedures and the Scheme of
Delegation.

1.4.8 Contractors and their employees
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Any contractor or employee of a contractor who is empowered by the Trust to
commit the Trust to expenditure or who is authorised to obtain income shall
be covered by these instructions. It is the responsibility of the Director of
Finance, Capital and IM&T with delegated authority to the relevant manager
to ensure that such persons are made aware of this.
1.4.9 For all members of the Board and any employees who carry out a financial
function, the form in which financial records are kept and the manner in which
members of the Board and employees discharge their duties must be to the
satisfaction of the Director of Finance, Capital and IM&T.
1.5.

Duties
Sets out the responsibilities of individuals or groups of people in the
implementation of the document, for example;

1.6.

Board
Shall appraise themselves of this document and work within its boundaries

2.

Chief Executive
Shall appraise him/herself of the document and work within its boundaries

2.1

Director of Finance, Capital and IM&T
Shall ensure the document is kept up to date and made available via the
intranet to all staff. Shall ensure the document is brought to the attention of all
staff. Shall ensure the document is laid before the Audit Committee whenever
it is updated or amended.

2.2

All other Staff
Shall ensure they appraise themselves of the contents of the document and
make reference to it in appropriate circumstances and always act within the
boundaries and limits set down within these SFI’s.

3.

Audit

3.1

Audit Committee

3.1.1 In accordance with the ‘Constitution for Greater Manchester West Mental
Health NHS Foundation Trust’ and with reference to the Audit Code for NHS
Foundation Trusts and the Code of Governance, issued by the Independent
Regulator, the Board shall formally establish an Audit Committee, with clearly
defined terms of reference, which will provide an independent and objective
view of internal control by:
(a)
Version: 2.0

overseeing Internal and External Audit services;
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(b)

reviewing financial and information systems and monitoring the
integrity of the financial statements and reviewing significant
financial reporting judgments;

(c)

review the establishment and maintenance of an effective
system of integrated governance, risk management and
internal control, across
the whole of the organisation’s
activities (both clinical and non-clinical), that supports the
achievement of the organisation’s objectives;

(d)

monitoring compliance with the ‘Constitution for Greater
Manchester West Mental Health NHS Foundation Trust’ and
Standing Financial Instructions;

(e)

reviewing schedules of losses and compensations and making
recommendations to the Board;

(f)

reviewing schedules of debtors/creditors balances aged “over 6
months and above £50,000”;

(g)

Reviewing the arrangements in place to support the Assurance
Framework process prepared on behalf of the Board and
advising the Board accordingly.

3.1.2 Where the Audit Committee considers there is evidence of ultra vires
transactions, evidence of improper acts, or if there are other important matters
that the Committee wishes to raise, the Chairman of the Audit Committee
should raise the matter at a full meeting of the Board of Directors.
Exceptionally, the matter may need to be referred to the Independent
Regulator via the Director of Finance, Capital and IM&T or in the case of the
ultra vires action being against the Director of Finance, Capital and IM&T the
Chair of the Audit Committee can directly address the Regulator.
3.1.3 It is the responsibility of the Director of Finance, Capital and IM&T to ensure
an adequate Internal Audit service is provided and the Audit Committee shall
be involved in the selection process when/if an Internal Audit service provider
is changed.
3.1.4 The Audit Committee must assess the work and the fees of external audit on
an annual basis to ensure that the work is of a sufficiently high standard and
that the fees are reasonable.
The Audit committee shall make a
recommendation to the Council of Governors with respect to the reappointment of the external auditors. The Trust will undertake market-testing of
external auditors at least once every five years.
3.2

Director of Finance, Capital and IM&T
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3.2.1 The Director of Finance, Capital and IM&T is responsible for:
(a)

ensuring there are arrangements to review, evaluate and report on the
effectiveness of internal financial control including the establishment of
an effective Internal Audit function;

(b)

ensuring that the Internal Audit is adequate and meets the NHS
mandatory audit standards;

(c)

deciding at what stage to involve the police in cases of
misappropriation and other irregularities not involving fraud or
corruption;

(d)

ensuring that an annual internal audit report is prepared for the
consideration of the Audit Committee [and the Board]. The report must
cover:
(i)
(ii)
(iii)
(iv)
(v)
(vi)

a clear opinion on the effectiveness of internal control.
major internal financial control weaknesses discovered;
progress on the implementation of internal audit
recommendations;
progress against plan over the previous year;
strategic audit plan covering the coming three years;
a detailed plan for the coming year.

3.2.2 The Director of Finance, Capital and IM&T or designated auditors are entitled
without necessarily giving prior notice to require and receive:
(a)

access to all records, documents and correspondence relating to any
financial or other relevant transactions, including documents of a
confidential nature;

(b)

access at all reasonable times to any land, premises or members of the
Board or employee of the Trust;

(c)

the production of any cash, stores or other property of the Trust under
a member of the Board and an employee's control; and

(d)

explanations concerning any matter under investigation.

The Trust will comply with the Audit Code for NHS Foundation Trusts.

3.3

Role of Internal Audit

3.3.1 Internal Audit will review, appraise and report upon:
Version: 2.0
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(a)

the extent of compliance with and the financial effect of, relevant
established policies, plans and procedures;

(b)

the adequacy and application of financial and other related
management controls;

(c)

the suitability of financial and other related management data;

(d)

the extent to which the Trust’s assets and interests are accounted for
and safeguarded from loss of any kind, arising from:
(i)
(ii)
(iii)

fraud and other offences;
waste, extravagance, inefficient administration;
poor value for money or other causes.

3.3.2 Whenever any matter arises which involves, or is thought to involve,
irregularities concerning cash, stores, or other property or any suspected
irregularity in the exercise of any function of a pecuniary nature, the Director
of Finance, Capital and IM&T must be notified immediately.
3.3.3 The Audit Manager will normally attend Audit Committee meetings and has a
right of access to all Audit Committee members, the Chairman and Chief
Executive of the Trust.
3.3.4 The Audit Manager shall be accountable to the Director of Finance, Capital
and IM&T. The reporting system for internal audit shall be agreed between
the Director of Finance, Capital and IM&T, the Audit Committee and the Chief
Internal Auditor. The agreement shall be in writing and shall comply with the
guidance on reporting contained in the NHS Internal Audit Standards. The
reporting system shall be reviewed at least every three years.
3.3.5 The Audit Committee must assess the work and the fees of internal audit on
an annual basis to ensure that the work is of a sufficiently high standard and
that the fees are reasonable. The Trust will undertake a benchmarking/Value
for Money testing of internal auditors at least once every five years.

3.4

External Audit

3.4.1 The Audit Committee must ensure a cost-efficient service. If there are any
problems relating to the service provided by the External Auditor, then this
should be raised with the External Auditor in question and escalated to senior
management within the External Audit firm if the issue cannot be resolved.
3.4.2 The External Auditor should annually express an opinion on his ability to rely
on the work of the internal audit.
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3.5

Counter Fraud and Corruption

3.5.1 The Trust Chief Executive and Director of Finance, Capital and IM&T shall
monitor and ensure compliance with guidance issued by NHS Protect on
fraud and corruption.
3.5.2 The Trust shall nominate a suitable person to carry out the duties of the Local
Counter Fraud Specialist and Local Security Management Specialist.
3.5.3 The Local Counter Fraud Specialist shall report to the Trust Director of
Finance, Capital and IM&T and where necessary, shall work with staff from
NHS Protect.
3.5.4 The Local Counter Fraud Specialist will provide a written quarterly report on
counter fraud work within the Trust, with an annual summary at the year end.
3.5.5 The Director of Finance, Capital and IM&T is responsible for ensuring that
action is taken to investigate all allegations of fraud through the Local Counter
Fraud specialist. The Local Counter Fraud specialist shall be informed of all
suspected or detected fraud so that they can consider the adequacy of the
relevant controls and evaluate the implications of the fraud.

3.6

Security Management

3.6.1 In line with their responsibilities, the Trust Chief Executive will monitor and
ensure compliance with guidance issued by NHS Protect on NHS security
management.
3.6.2 The Trust shall nominate a suitable person (usually within the Internal Audit
function) to carry out the duties as specified by NHS Protect for Health
guidance on NHS security management.
3.6.3 The Chief Executive has overall responsibility for controlling and coordinating
security. However, key tasks are delegated to the Director of HR and
Corporate Services and the appointed Local Security Management Specialist
(LSMS).

4.

Business Planning, Budgets, Budgetary Control, and Monitoring

4.1

Preparation and Approval of Plans and Budgets

4.1.1 The Chief Executive will compile and submit to the Board an annual business
plan which takes into account financial targets and forecast limits of available
resources. The annual business plan will contain:
(a)
Version: 2.0

a statement of the significant assumptions on which the plan is based;
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(b)

details of major changes in workload, delivery of services or resources
required to achieve the plan.

4.1.2 The plan must take into account the views of the Council of Governors and
should be submitted to the Independent Regulator.
4.1.3 Prior to the start of the financial year the Director of Finance, Capital and
IM&T will, on behalf of the Chief Executive, prepare and submit budgets for
approval by the Board. Such budgets will:
(a)

be in accordance with the aims and objectives set out in the Business
Plan and will meet the financial requirements of the Independent
Regulator’s financial regime:

(b)

accord with workload and manpower plans;

(c)

be produced following discussion with appropriate budget holders;

(d)

be prepared within the limits of available funds;

(e)

identify potential risks.

4.1.4 The Director of Finance, Capital and IM&T shall monitor financial performance
against budget and business plan, periodically review them, and report to the
Board.
4.1.5 All budget holders must provide information as required by the Director of
Finance, Capital and IM&T to enable budgets to be compiled.
4.1.6 All budget holders will be allocated their budgets at the commencement of
each financial year.
4.1.7 All budget holders and managers will sign off their allocated budgets, in
accordance with the Trust’s Budgetary Control Policy prior to the start of the
financial year
4.1.8 The Director of Finance, Capital and IM&T has a responsibility to ensure that
adequate training is delivered on an on-going basis to budget holders to help
them manage their budget successfully.
4.2

Budgetary Delegation

4.2.1 The Chief Executive will delegate the management of a budget to permit the
performance of a defined range of activities, ensuring an alignment of
financial and managerial responsibilities. Arrangements for this will be set out
in the FIN02 - Budgetary Control Policy. This delegation must be in writing
and be accompanied by a clear definition of:
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(a)
(b)
(c)
(d)
(e)
(f)

the amount of the budget;
the purpose(s) of each budget heading;
individual and group responsibilities;
authority to exercise virement;
achievement of planned levels of service; and
the provision of regular reports.

4.2.2 An underlying principle of budgetary delegation is that there is transparency
around all transactions. Other principles include:
(a)

recurring spend is not committed against non-recurring funding;

(b)

non pay expenditure is recognised as soon as the goods and services
are received;

(c)

the budget will reflect the patterns of anticipated income and
expenditure over the period of account.

4.2.3 The Chief Executive and delegated budget holders must not exceed the
budgetary total or virement limits or capital programme set by the Board.
4.2.4 Any budgeted funds not required for their designated purpose(s) revert to the
immediate control of the Chief Executive, subject to any authorised use of
virement.
4.2.5 Non-recurring budgets should not be used to finance recurring expenditure
without the authority in writing of the Chief Executive, as advised by the
Director of Finance, Capital and IM&T.

4.3

Budgetary Control and Reporting

4.3.1 The Director of Finance, Capital and IM&T will devise and maintain systems
of budgetary control. These will include:
(a)

monthly financial reports to the Board in a form approved by the Board
containing:
(i)
(ii)
(iii)
(iv)
(v)
(vi)

Version: 2.0

income and expenditure to date showing trends and forecast
year-end position;
movements in working capital;
movements in cash and capital and forecast year end position;
capital project spend and projected outturn against plan;
explanations of any material variances from plan;
details of any corrective action where necessary and the Chief
Executive's and/or Director of Finance, Capital and IM&T's view
of whether such actions are sufficient to correct the situation;
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(b)
(c)
(d)
(e)

the issue of timely, accurate and comprehensible advice and financial
reports to each budget holder, covering the areas for which they are
responsible;
investigation and reporting of variances from financial, workload and
manpower budgets;
monitoring of management action to correct variances; and
arrangements for the authorisation of budget transfers.

4.3.2 Each Budget Holder is responsible for ensuring that:
(a)
(b)
(c)

any likely overspending or reduction of income which cannot be met by
virement is not incurred without the prior consent of the Board;
the amount provided in the approved budget is not used in whole or in
part for any purpose other than that specifically authorised subject to
the rules of virement;
no permanent employees are appointed without the approval of the
Chief Executive and Director of Finance, Capital and IM&T other than
those provided for within the available resources and manpower
establishment as approved by the Board.

4.3.3 The Chief Executive is responsible for identifying and implementing cost
improvements and income generation initiatives in accordance with the
requirements of the Trust’s Business Plan and a balanced budget.
4.3.4 The Chief Executive is responsible to the Board for the delivery of the
Cost Improvement Programme, which supports the financial viability and
sustainability of the Trust demonstrating that the Trust operates as an efficient
provider of mental health services. Establishment and delivery of the Cost
Improvement Programme is delegated to the Director of Finance, Capital and
IM&T.

4.4

Capital Expenditure

4.4.1 The general rules applying to delegation and reporting shall also apply to
capital expenditure.
4.4.2 The Capital Programme and any amendments will be approved in advance by
the Trust Board.

4.5

Monitoring Returns

4.5.1 The Chief Executive is responsible for ensuring that the appropriate
monitoring forms are submitted to the requisite monitoring organisation.
Version: 2.0
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5.
5.1

Annual Accounts and Reports
The Director of Finance, Capital and IM&T Responsibility

5.1.1 The Director of Finance, Capital and IM&T on behalf of the Trust will:
(a)
(b)
(c)
5.2

prepare financial returns in accordance with the accounting policies and
guidance given by the Independent Regulator, the Trust’s accounting
policies and generally accepted accounting practice;
prepare and submit annual financial reports to the Independent
Regulator and Parliament in accordance with current guidelines; and
submit financial returns to the Independent Regulator and Parliament
for each financial year in accordance with the prescribed timetable.

Presentation of Annual Accounts

5.2.1 The Trust’s audited annual accounts must be presented to the Board of
Directors for approval and received at a public meeting of the Council of
Governors. A copy should be forwarded to the Independent Regulator and
made available to the public.
5.3

Trust Annual Report

5.3.1 The Trust will publish an annual report (including a copy of the annual
accounts and the Auditor’s Report), in accordance with the Constitution and
present it at the Council of Governors general meeting, after the accounts and
the annual report have been laid before Parliament. The document will
comply with the Independent Regulator’s Financial Reporting Manual.
5.4

Funds Held on Trust Annual Report

5.4.1 The Trust will prepare an annual report for Funds Held on Trust and present it
to the Charitable Funds Committee on an annual basis.
6.
6.1.

Bank and OPG Accounts, Investments and External Borrowing
General

6.1.1 The Director of Finance, Capital and IM&T is responsible for managing the
Trust’s banking arrangements and for advising the Trust on the provision of
banking services and operation of accounts. This advice will take into
account guidance/ Directions issued from time to time by the Independent
Regulator.
6.1.2 The Board shall approve the banking arrangements.
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6.1.3 The Trust will maintain a risk-averse stance towards investing cash surplus
balances.
6.2

Bank Accounts and OPG Accounts

6.2.1 The Director of Finance, Capital and IM&T is responsible for:

6.3

(a)

Government Banking Service (GBS) accounts;

(b)

establishing separate bank accounts for the Trust’s non-exchequer
funds;

(c)

ensuring payments made from bank accounts do not exceed the
amount credited to the account except where arrangements have been
made;

(c)

reporting to the Board all arrangements made with the Trust’s bankers
for accounts to be overdrawn;

(d)

monitoring compliance with policy, procedures and Monitor guidance.

Banking Procedures

6.3.1 The Director of Finance, Capital and IM&T will prepare detailed instructions
on the operation of bank accounts which must include:
(a) the conditions under which each bank account is to be operated;
(b) those authorised to sign cheques or other orders drawn on the Trust’s
accounts;
(c) the limit to be applied to any overdraft
6.3.2 The Director of Finance, Capital and IM&T must advise the Trust’s bankers in
writing of the conditions under which each account will be operated.
6.3.3 All funds shall be held in the name of the Trust. No employee other than the
Director of Finance, Capital and IM&T shall open any bank account in the
Trust’s name.
6.3.4 The Director of Finance, Capital and IM&T shall be authorised to make
payments using BACS and CHAPS and to establish appropriate procedures
in accordance with locally agreed arrangements.
6.3.5 All payment instruments shall be treated as controlled stationery, with
appropriate records being maintained.
Version: 2.0
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6.3.6 Where payments are made by direct debit, each mandate shall be approved
by the Director of Finance, Capital and IM&T.
6.4

Investments

6.4.1 The Director of Finance, Capital and IM&T will comply with the Treasury
Management Policy, as approved by the Board of Directors investing surplus
funds.

6.5

External Borrowing

6.5.1 The Director of Finance, Capital and IM&T will advise the Board concerning
the FT’s ability to pay interest on, and repay both Public Dividend Capital and
any proposed new borrowings, within the limits set by the Independent
Regulator.
6.5.2 Any application for a loan or overdraft will only be made by the Director of
Finance or an employee so delegated by him/her.
6.5.3 All short term borrowings should, if in the best interests of the Trust, be kept to
the minimum period of time possible, consistent with the overall cash flow
position.
6.5.4 All long term borrowings must be consistent with the plans outlined in the
current Business Plan.
6.6

Tendering and Review

6.6.1 The Director of Finance, Capital and IM&T will review the commercial banking
arrangements of the Trust at regular intervals and at least every five years, to
ensure they reflect best practice and represent best value for money.
Following such reviews the Finance Director shall determine whether or not
re-tendering for services is necessary and seek the approval of the Board to
do so.
6.6.2 Income, Fees and Charges and Security of Cash, Cheques and Other
Negotiable Instruments
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7

Income, Fees and Charges and Security of Cash, Cheques, and other
negotiable instruments

7.1

Income Systems

7.1.1 The Director of Finance, Capital and IM&T is responsible for designing,
maintaining and ensuring compliance with systems for the proper recording,
invoicing, collecting and coding of all monies due.
7.1.2 The Director of Finance, Capital and IM&T is also responsible for the prompt
banking of all monies received.

7.2

Raising Invoices
All invoices must only be raised by the Directorate of Finance’s Debtors
Section, unless specifically agreed otherwise by the Director of Finance.

7.3

Fees and Charges

7.3.1 The Director of Finance, Capital and IM&T is responsible for approving and
regularly reviewing the level of all fees and charges other than those
determined by the Department of Health or by Statute. Independent
professional advice on matters of valuation shall be taken as necessary.
7.3.2 Where sponsorship income (including items in kind such as subsidised goods
or loans of equipment) is considered the guidance in the Department of
Health’s Commercial Sponsorship – Ethical Standards in the NHS shall be
followed.
7.3.3 Responsibility for approving the level of receivable rentals and for regularly
reviewing rental and other charges shall rest upon the Director of Finance,
Capital and IM&T.
7.3.4 All employees must inform the Director of Finance, Capital and IM&T promptly
of money due arising from transactions which they initiate/deal with, including
all contracts, leases, tenancy agreements, private patient undertakings and
other transactions.
7.4

Debt Recovery

7.4.1 The Director of Finance, Capital and IM&T is responsible for the appropriate
recovery action on all outstanding debts.
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7.4.2 The Director of Finance, Capital and IM&T is responsible for establishing and
maintaining procedures for the issuing of credit notes and the write-off of debt,
within delegated limits after all reasonable steps have been taken to secure
payment.
7.4.3 Income not received should be dealt with in accordance with losses
procedures.
7.4.4 Overpayments should be detected and recovery initiated.
7.4.5 A list of amounts written off shall be submitted by the Director of Finance to
the Audit Committee at least twice a year.

7.5

Security of Cash, Cheques and other Negotiable Instruments

7.5.1 The Director of Finance, Capital and IM&T is responsible for:
(a)
(b)
(c)

(d)

approving the form of all receipt books, agreement forms, or other
means of officially acknowledging or recording monies received or
receivable;
ordering and securely controlling any such stationery;
the provision of adequate facilities and systems for employees whose
duties include collecting and holding cash, including the provision of
safes or lockable cash boxes, the procedures for keys, and for coin
operated machines; and
prescribing systems and procedures for handling cash and negotiable
securities on behalf of the Trust.

7.5.2 Official money shall not under any circumstances be used for the encashment
of private cheques or IOUs.
7.5.3 All cheques, postal orders, cash etc., shall be banked intact. Disbursements
shall not be made from cash received, except under arrangements approved
by the Director of Finance, Capital and IM&T.
7.5.4 The holders of safe keys shall not accept unofficial funds for depositing in
their safes unless such deposits are in special sealed envelopes or locked
containers. It shall be made clear to the depositors that the Trust is not to be
held liable for any loss, and written indemnities must be obtained from the
organisation or individuals absolving the Trust from responsibility for any loss.
7.5.5 Any loss or shortfall of cash, cheques or other negotiable instruments,
however occasioned, shall be reported to the Director of Finance, Capital and
IM&T. Any significant trends should also be reported. Where there is prima
facie evidence of fraud, bribery or corruption this should be reported in
accordance with the Trust’s Fraud and Corruption Reporting Arrangements
and the guidance provided by NHS Protect. Where there is no evidence of
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fraud or corruption the loss should be dealt with in line with the Trust’s Losses
and Compensation Procedures.
7.5.6 The opening of incoming post should wherever possible be undertaken by two
officers, unless otherwise formally agreed by the Director of Finance, Capital
and IM&T. All cash, cheques, postal orders and other forms of payment
received by an officer other than a cashier shall be entered immediately in an
approved form of register. The remittances shall be passed to the cashier
from whom a signature shall be obtained.
7.5.7 An official receipt will be made out by the cashier for all cash received,
together with a reason for the payment. Receipts for cheque payments etc.
will be issued on demand
7.5.8 The opening of cash tills, telephone and other coin operated machines, and
the counting and recording of the takings shall be undertaken by two officers
together.
7.5.9 The Director of Finance, Capital and IM&T shall ensure that there is a system
for recording the transfer of custody of cash, cheques and other negotiable
instruments from one person to another and in what circumstances such
records should be made.
7.5.10 Any employee who has any indication that the safe custody of cash etc. on
any of the Trust’s premises or in transit may be at risk, must immediately
notify the Director of Finance, Capital and IM&T.

8.
8.1

Tendering and Contracting Procedure
Duty to comply with Standing Orders and Standing Financial Instructions

8.1.2 Compliance with the Bribery Act 2010
The DH requires NHS Bodies to comply with the requirements of the Bribery
Act 2010, in so far as they must ensure that they have adopted ‘adequate
procedures’ to prevent bribery. Failure to do so may, in the event of
prosecution against a Trust employee for bribery offence, result in the Trust
also being liable for prosecution of a corporate offence under section 7 of the
Act ‘Adequate procedures’ extends to ensuring that sufficient and appropriate
due diligence has been undertaken in respect of every potential and actual
Trust supplier, regardless of how their services have been procured. Further
advice and guidance may be obtained from the Trust counter fraud specialist.
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8.1.3 The procedure for making all contracts by or on behalf of the Trust shall
comply with the Standing Orders and these Standing Financial Instructions
These Instructions shall not only apply to expenditure from Exchequer funds
but also to works, services and goods purchased from funds held on trust,
income and patients’ monies (except where Standing order no 4.9
Suspension of Standing Orders is applied).
8.1.4 It is the responsibility of the Director of Finance, Capital and IM&T to publish
and maintain rules and procedures for tendering and contracting in the Trust’s
Procurement Policy. The Procurement Policy is to have the effect as if
incorporated in the Trust’s Standing Orders.

8.2

EU Directives Governing Public Procurement
Directives by the Council of the European Union published by the Department of
Health (DH) prescribing procedures for awarding all forms of contracts shall have
effect as if incorporated in the Standing Orders and Standing Financial
Instructions.

8.3

Capital Investment Manual and other DH Guidance
The Trust shall comply as far as is practicable with the requirements of the
Department of Health ‘Capital Investment Manual’ and ‘Estate code’ in respect of
capital investment and estate and property transactions. In the case of
management consultancy contracts the Trust shall comply as far as is practicable
with DH guidance ‘The Procurement and Management of Consultants within the
NHS’.

8.4

Formal Competitive Tendering

8.4.1 General Applicability
The Trust shall ensure that competitive tenders are invited for:
(a)

the supply of goods, materials and manufactured articles;

(b)

the rendering of services including all forms of management
consultancy services (other than specialised services sought from or
provided by the DH)

(c)

For the design, construction and maintenance of building and
engineering works (including construction and maintenance of grounds
and gardens); and for disposals.

Version: 2.0

Replaces Version: 1.0

Review Date: February 2015
Page 25 of 69

FDG03 – Standing Financial Instructions

8.4.2 Health Care Services
Where the Trust elects to invite tenders for the supply of healthcare services
the Standing Orders and SFI’s shall apply as far as they are applicable to the
tendering procedure and need to be read in conjunction with SFI no 9.
8.4.3 Exceptions and instances where formal tendering need not be applied;
Formal tendering procedures need not be applied to officers to whom powers
have been delegated by the Chief Executive, without reference to the Chief
Executive where:
(a)

the estimated expenditure or income does not, or is not reasonably expected
to, exceed £5,000;

(b)

where the supply is proposed under special arrangements negotiated by the
DH in which event the said special arrangements must be complied with;

(c)

regarding disposals as set out in SFI’s No.8.13;

Formal tendering procedures may be waived in the following circumstances:
(d)

in very exceptional circumstances where the Chief Executive decides that
formal tendering procedures would not be practicable or the estimated
expenditure or income would not warrant formal tendering procedures.

(e)

where the requirement is covered by an existing contract;

(f)

where a consortium arrangement is in place and a lead organisation has been
appointed to carry out tendering activity on behalf of the consortium members;

(g)

where the timescale genuinely precludes competitive tendering but failure to
plan the work properly would not be regarded as a justification for a single
tender;

(h)

where specialist expertise is required and is available from only one source;

(i)

when the task is essential to complete the project, and arises as a
consequence of a recently completed assignment and engaging different
consultants for the new task would be inappropriate;

(j)

where there is a clear benefit to be gained from maintaining continuity with an
earlier project. However in such cases the benefits of such continuity must
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outweigh any potential financial advantage to be gained by competitive
tendering;
(k)

for the provision of legal advice and services providing that any legal firm or
partnership commissioned by the Trust is regulated by the Law Society for
England and Wales for the conduct of their business (or by the Bar Council for
England and Wales in relation to the obtaining of Counsel’s opinion) and are
generally recognised as having sufficient expertise in the area of work for
which they are commissioned.
The Director of Finance, Capital and IM&T will ensure that any fees paid are
reasonable and within commonly accepted rates for the costing of such work;

(l)

where allowed and provided for in the Capital Investment Manual.
The waiving of competitive tendering procedures should not be used to avoid
competition or for administrative convenience or to award further work to a
consultant originally appointed through a competitive procedure.
Where no contract (National, Regional or Local) exists, and formal competitive
tendering has been waived, the fact of the waiver and the reasons should be
documented when requesting to waiver and reported to the Audit Committee
at each meeting;

(m)

where national/regional public sector contracts or contract frameworks are in
place;

(n)

Contracts awarded by the Nominated Officer in conjunction (f) and (m) are not
required subject to authorisation in accordance with 8.7, as contracts awarded
in these circumstances are through nationally negotiated contracts which
have demonstrated best value and have been let through open competition in
accordance with national procurement legislation. The Nominated Officer is
not required to document and report this to the Board of Directors.

8.4.4 Fair and Adequate Competition
Where the exceptions set out in SFI No 8.4.3 above apply, the Trust shall
ensure that invitations to tender are sent to a sufficient number of
firms/individuals to provide fair and adequate competition as appropriate, and
in no case less than three firms/individuals, having regard to their capacity to
supply the goods or materials or to undertake the services or works required
unless:


the services or works required are from a sole manufacturer, or
monopoly supplier then single tender is permitted subject to 8.4.3 (h)
(j).

8.4.5 List of Approved Firms
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The Trust shall ensure that the firms/individuals invited to tender (and where
appropriate, quote) are among those on approved lists. Where in the opinion
of the Director of Finance, Capital and IM&T it is desirable to seek tenders
from firms not on the approved lists, the reason shall be recorded in writing to
the Chief Executive.
Items which subsequently breach thresholds after original approval - Items
estimated to be below the limits set in this Standing Financial Instruction for
which formal tendering procedures are not used and which subsequently
prove to have a value above such limits shall be reported to the Director of
Finance, Capital and IM&T, and be recorded in an appropriate Trust record
and reported to the Audit Committee.

8.5

Contracting/Tendering Procedure

8.5.1

Invitation to tender
(a)
All invitations to tender shall state the date and time as being the latest
time for the receipt of tenders.
(b)
All invitations to tender shall state that no tender will be accepted
unless submitted in either:
(i) a plain sealed package or envelope bearing a pre-printed label
supplied by the Trust (or the word "tender" followed by the subject to
which it relates) and the latest date and time for the receipt of such
tender addressed to the Chief Executive or nominated Manager;
(ii) tender envelopes/ packages shall not bear any names or marks
indicating the sender. The use of courier/postal services must not
identify the sender on the envelope or on any receipt so required by the
deliverer.
(iii)
Every tender for goods, materials, services or disposals supplied
as part of a works contract and services shall embody such of the Main
Contract Conditions as may be appropriate in accordance with the
contract forms described below.
(iv)
Every tender for building or engineering works (except for
maintenance work, where Estate code guidance shall be followed)
shall embody or be in the terms of the current edition of one of the Joint
Contracts Tribunal Standard Forms of Building Contract or Department
of the Environment (GC/Wks) Standard forms of contract or the
Engineering Form of Contract. When the content of the work is
primarily engineering, the General Conditions of Contract
recommended by the Institution of Mechanical and Electrical Engineers
and the Association of Consulting Engineers (Form A), or (in the case
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of civil engineering work) the General Conditions of Contract
recommended by the Institute of Civil Engineers, the Association of
Consulting Engineers and the Federation of Civil Engineering
Contractors.
(v)
Every tender for goods, materials, services (including
consultancy services) or disposals shall embody such of the NHS
Standard Contract Conditions as are applicable. Every tenderer must
have given or give a written undertaking not to engage in collusive
tendering or other restrictive practice, must not use ‘ cover’ prices and
must maintain confidentiality.
These documents shall be modified and/or amplified to accord with
Department of Health guidance and, in minor respects, to cover special
features of individual projects.
8.5.2 Receipt and safe custody of tenders
(i)

Paper Based Tenders
The Chief Executive or his nominated representative (designated
Director) will be responsible for the receipt, endorsement and safe
custody of tenders received until the time appointed for their opening.

(ii)

Electronic Return of Tenders
Tenders may be sought and returned electronically via an external
service system approved by the Chief Executive/Director of Finance,
Capital and IM&T, provided that:
o Such systems will be configured so the responses are secure
and only visible to the delegated staff and only upon the expiry
of the published response deadline.
o The electronic system will not detract in any way from the
provisions of this document in any other way.
Electronic Tender responses will be accessed electronically by
approved/delegated staff, whereupon the assessment of all offers will
be recorded in the same manner as the hard copy tenders.

8.5.3 Opening tenders and Register of tenders
(i)
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(ii)

A member of the Trust Board
approved persons present for
rules relating to the opening
conjunction with any delegated
of Delegation.

will be required to be one of the two
the opening of relevant tenders. The
of tenders will need to be read in
authority set out in the Trust’s Scheme

(iii)

The ‘originating’ Department will be taken to mean the Department
sponsoring or commissioning the tender.

(iv)

The involvement of Finance Directorate staff in the preparation of a
tender proposal will not preclude the Director of Finance, Capital and
IM&T or any approved Senior Manager from the Finance Directorate
from serving as one of the two senior managers to open tenders.

(v)

All Executive Directors/members will be authorised to open tenders
regardless of whether they are from the originating department
provided that the other authorised person opening the tenders with
them is not from the originating department.

The Trust’s Company Secretary will count as an authorised office for the
purpose of opening tenders.
(vi)
Every tender received shall be marked with the date of opening
and initialled by those present at the opening.
(vii) A register shall be maintained by the Chief Executive, or a
person authorised by him, to show for each set of competitive tender
invitations despatched:









the name of all firms individuals invited;
the names of firms individuals from which tenders have been
received;
the nature and extent of due diligence undertaken:
the date the tenders were opened;
the persons present at the opening;
the price shown on each tender;
a note where price alterations have been made on the tender.
declaration of interests/gifts and hospitality for those involved in
the opening/evaluation process, if required.

Each entry to this register shall be signed by those present.
A note shall be made in the register if any one tender price has had so many
alterations that it cannot be readily read or understood.
(viii)
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amended by the tenderer upon his own initiative either orally or in
writing after the due time for receipt, but prior to the opening of other
tenders, should be dealt with in the same way as late tenders as set
out below..
8.5.4 Admissibility
(i)

If for any reason the designated officers are of the opinion that the
tenders received are not strictly competitive (for example, because
their numbers are insufficient or any are amended, incomplete or
qualified) no contract shall be awarded without the approval of the
Chief Executive.

(ii)

Except in the circumstances of 8.4.4 where only one tender is sought
and/or received, the Chief Executive and Director of Finance, Capital
and IM&T shall, as far practicable, ensure that the price to be paid is
fair and reasonable and will ensure value for money for the Trust.

8.5.5 Late tenders
(i)

Tenders received after the due time and date, but prior to the opening
of the other tenders, may be considered only if the Chief Executive or
his nominated officer decides that there are exceptional circumstances
i.e. despatched in good time but delayed through no fault of the
tenderer.

(ii)

Only in the most exceptional circumstances will a tender be considered
which is received after the opening of the other tenders and only then if
the tenders that have been duly opened have not left the custody of the
Chief Executive or his nominated officer or if the process of evaluation
and adjudication has not started.

(iii)

While decisions as to the admissibility of late, incomplete or amended
tenders are under consideration, the tender documents shall be kept
strictly confidential, recorded, and held in safe custody by the Chief
Executive or his nominated officer.

8.5.6 Acceptance of formal tenders
(i)

Any discussions with a tenderer which are deemed necessary to clarify
technical aspects of his tender before the award of a contract will not
disqualify the tender.

(ii)

The lowest tender, if payment is to be made by the Trust, or the
highest, if payment is to be received by the Trust, shall be accepted
unless there are good and sufficient reasons to the contrary. Such
reasons shall be set out in either the contract file, or other appropriate
record.
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It is accepted that for professional services such as management consultancy,
the lowest price does not always represent the best value for money. Other
factors affecting the success of a project include:
(a)
(b)
(c)
(d)
(e)

experience and qualifications of team members;
understanding of client’s needs;
feasibility and credibility of proposed approach;
ability to complete the project on time;
quality.

Where other factors are taken into account in selecting a tenderer, these must
be clearly recorded and documented in the contract file, and the reason(s) for
not accepting the lowest tender clearly stated.
(iii)

No tender shall be accepted which will commit expenditure in excess of
that which has been allocated by the Trust and which is not in
accordance with these Instructions except with the authorisation of the
Chief Executive.

(iv)

The use of these procedures must demonstrate that the award of the
contract was:
(a)
(b)

(v)

not in excess of the going market rate / price current at the time
the contract was awarded;
that best value for money was achieved.

All tenders should be treated as confidential and should be retained for
inspection.

8.5.7 Tender reports to the Trust Board
Reports to the Trust Board will be made on an exceptional circumstance basis only.
List of approved firms
(a)

Responsibility for maintaining list:
A list of approved firms will be sourced from Buying Solutions and other
authorised organisations, and/or the Collaborative Procurement officer
who shall maintain it under frequent review. All suppliers must be made
aware of the Trust’s terms and conditions of contract.

(b)

Building and Engineering Construction Works
(i)
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(c)

ii)

Firms included on the approved list of tenderers shall ensure
that when engaging, training, promoting or dismissing
employees or in any conditions of employment, shall not
discriminate against any person because of colour, race, ethnic
or national origins, religion or sex, and will comply with the
provisions of the Equal Pay Act 1970, the Sex Discrimination Act
1975, the Race Relations Act 1976, and the Disabled Persons
(Employment) Act 1944 and any amending and/or related
legislation.

iii)

Firms shall conform at least with the requirements of the Health
and Safety at Work Act and any amending and/or other related
legislation concerned with the health, safety and welfare of
workers and other persons, and to any relevant British Standard
Code of Practice issued by the British Standard Institution.
Firms must provide to the appropriate manager a copy of its
safety policy and evidence of the safety of plant and equipment,
when requested.

iv)

Firms shall conform to all relevant Trust Policies.

Financial Standing and Technical Competence of Contractors
The Director of Finance, Capital and IM&T may make or institute any
enquiries he deems appropriate concerning the financial standing and
financial suitability of approved contractors. The Director with lead
responsibility for clinical governance will similarly make such enquiries
as is felt appropriate to be satisfied as to their technical / medical
competence.

(d)

Supplies and Procurement
The Deputy Director of Facilities and the Head of Capital should seek
to ensure that all firms who the Trust enters into a contract with are
technically and financially competent to undertake to fulfil the supply of
good and services, making use of national and regional public sector
contractors and NHS Supply Chain Construction line and Trust
approved contractors.

(e)

Pharmacy
The purchase or procurement of all medicines by the Trust is made
under the control of the Director of Pharmacy. Medicines are
purchased via contracts with Salford Royal FT (for the in-house
pharmacies), Central Manchester FT (for Trafford sites) and Royal
Bolton FT (Bolton sites). Commercial Medicines Unit, section of the
DH, contracts for the majority of medicines on behalf of NHS trusts.
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Prices are commercially sensitive and should not be divulged to nontrust staff.
The majority of medicines are licensed through the Medicine Control
Agency however on occasions unlicensed produces, ‘specials’, and
materials for clinical research are also obtained by the pharmacy
department via the above contracts. Appropriate procedures are in
place to recognise the specific responsibilities of the Trust in relation to
produce liability, and, in certain cases, the need for informed consent
by patients before these products can be used.
(f)

Exceptions to using approved contractors
If in the opinion of the Chief Executive and the Director of Finance,
Capital and IM&T or the Director of HR and Corporate Services for
Capital or Estates Works it is impractical to use a potential contractor
from the list of approved firms/individuals (for example where specialist
services or skills are required and there are insufficient suitable
potential contractors on the list), or where a list for whatever reason
has not been prepared, the Chief Executive should ensure that
appropriate checks are carried out as to the technical and financial
capability of those firms that are invited to tender or quote.
An appropriate record in the contract file should be made of the
reasons for inviting a tender or quote other than from an approved list.

8.6

Quotations: Competitive and non-competitive

8.6.1 General Position on quotations
Quotations are required where formal tendering procedures are not adopted
and where the intended expenditure or income exceeds, or is reasonably
expected to exceed £5,000 but not exceed £25,000 excluding VAT. The
requirements of the Bribery Act 2010 (evidencing sufficient due diligence and
confirmation of prospective suppliers anti-bribery arrangements) must still be
complied with.
8.6.2 Competitive Quotations
(i)

Quotations should be obtained from at least three firms/individuals
based on specifications or terms of reference prepared by, or on behalf
of, the Trust.

(ii)

Quotations should be in writing unless the Chief Executive or his
nominated officer determines that it is impractical to do so in which
case quotations may be obtained by telephone. Confirmation of
telephone quotations should be obtained as soon as possible and the
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reasons why the telephone quotation was obtained should be set out in
a permanent record.
(iii)

All quotations should be treated as confidential and should be retained
for inspection.

(iv)

The Chief Executive or his nominated officer should evaluate the
quotation and select the quote which gives the best value for money. If
this is not the lowest quotation if payment is to be made by the Trust, or
the highest if payment is to be received by the Trust, then the choice
made and the reasons why should be recorded in a permanent record.

8.6.3 Non-Competitive Quotations
Non-competitive quotations in writing may be obtained in the following
circumstances:

8.7

(i)

the supply of proprietary or other goods of a special character and the
rendering of services of a special character, for which it is not, in the
opinion of the responsible officer, possible or desirable to obtain
competitive quotations;

(ii)

the supply of goods or manufactured articles of any kind which are
required quickly and are not obtainable under existing contracts;

(iii)

miscellaneous services, supplies and disposals;

(iv)

where the goods or services are for building and engineering
maintenance the responsible works manager must certify that the
relevant conditions of this SFI apply.

Authorisation of Tenders and Competitive Quotations

8.7.1 Providing all the conditions and circumstances set out in these Standing
Financial Instructions have been fully complied with, formal acceptance of the
contract will be made in accordance with the financial limits and thresholds set
out in the procurement policy. These levels of authorisation may be varied or
changed and need to be read in conjunction with the Trust Board’s Scheme of
Delegation.
8.7.2 Formal acceptance must be put in writing. In the case of authorisation by the
Trust Board this shall be recorded in their minutes.

8.8

Where Formal Competitive tendering/competitive quotation is not required.
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8.8.1 Where competitive tendering or a competitive quotation is not required when
the value of goods or services is below £5,000, the Trust shall procure goods
and services in accordance with procurement procedures approved by the
Director of Finance, Capital and IM&T.
8.9

Private Finance for Capital Procurement

The Trust should normally market-test for PFI (Private Finance Initiative funding)
when considering a capital procurement. When the Board proposes, or is required,
to use finance provided by the private sector the following should apply:

8.10

(a)

The Chief Executive shall demonstrate that the use of private finance
represents value for money and genuinely transfers risk to the private
sector.

(b)

The proposal must be specifically agreed by the Board of the Trust.

(c)

The selection of a contractor/finance company must be on the basis of
competitive tendering or quotations.

Compliance requirements for all contracts including

8.10.1 Procure 21 for Capital Procurement
Capital works are to be procured under the Department of Health’s Procure
21 National Framework agreement and shall be in accordance with the
Procure 21 guidance document for NHS Trusts.
8.10.2 The Board may only enter into contracts on behalf of the Trust and shall
comply with:
(a)

The Trust’s ‘Constitution for Greater Manchester West Mental Health
NHS Foundation Trust’ and Standing Financial Instructions;

(b)

EU Directives and other statutory provisions;

(c)

Any relevant directions including the Capital Investment Manual,
ESTATE CODE and guidance on the Procurement and Management of
Consultants;

(d)

Where appropriate contracts shall be in or embody the same terms and
conditions of contract as was the basis on which tenders or quotations
were invited.

(e)

In all contracts made by the Trust, the Board shall endeavour to obtain
best value for money by use of all systems in place. The Chief
Executive shall nominate an officer in conjunction with the Director of
Finance, Capital and IM&T, who shall oversee and manage each
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contract on behalf of the Trust. The limits for signing off contracts are
set out in the Scheme of Reservation and Delegation and the
document shall apply equally to income and contracts as well as
expenditure.

8.11

Personnel and Agency or Temporary Staff Contracts
The Chief Executive shall nominate officers with delegated authority to enter
into contract of employment, regarding staff, agency staff or temporary staff
service contracts.

8.12

Healthcare Services Agreements
Healthcare Service Contracts made between two NHS organisations, for
example, with health organisations for the supply of healthcare services, must
be legal contracts based on model contracts issued by the DH.

8.13

Disposals
Competitive Tendering or Quotation procedures shall not apply to the disposal
of:
(a)

any matter in respect of which a fair price (obtaining a sufficient
understanding/comparison of the true market value) ensuring that the
Trust obtains value for money. Obtained only by negotiation or sale by
auction as determined by the Chief Executive or his nominated officer
(Director of Finance, Capital and IM&T);

(b)

obsolete or condemned articles and stores, which may be disposed of
in accordance with the supplies policy of the Trust;

(c)

items to be disposed of with an estimated sale value of less than £500,
(this figure to be reviewed on a periodic basis);

(d)

items arising from works of construction, demolition or site clearance,
which should be dealt with in accordance with the relevant contract;

(e)

land or buildings concerning which Independent Regulator guidance
has been issued but subject to compliance with such guidance.

9 Service agreements for the provision of services
9.1

Standard NHS Contracts

9.1.1 Contracting For Provision of Services
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The Chief Executive, as the Accountable Officer, with the Director of Finance,
Capital and IM&T, is responsible for ensuring the Trust enters into suitable
Service Contracts with service commissioners for the provision of NHS
services.
All Service Level Contracts should aim to implement the agreed priorities
contained within the Trust’s Integrated Business Plan (IBP) and
wherever possible, be based upon integrated care pathways to reflect
expected patient experience. In discharging this responsibility, the Chief
Executive should take into account:
(a)
(b)
(c)
(d)
(e)
(f)
(g)
9.2

the license from the Independent Regulator
the standards of service quality expected;
the relevant national service framework (if any)
the provision of reliable information on cost and volume of services;
the NHS National Performance Assessment Framework;
that contracts build, where appropriate, on existing Joint Investment
Plans;
that contracts are based on integrated care pathways.

Involving Partners and Jointly Managing Risk
A good contract will result from a dialogue of clinicians, users, carers, public
health professionals and managers. It will reflect knowledge of local needs
and inequalities. This will require the Chief Executive will ensure that the Trust
works with all partner agencies involved in both the delivery and the
commissioning of the service required.
The Contract will apportion
responsibility for handling a particular risk to the party or parties in the best
position to influence the event and financial arrangements should reflect this.
In this way the Trust can jointly manage risk with all interested parties.

9.3

Reports to the Board on Contracts
The Chief Executive, as the Accountable Officer, and the Director of
Finance, Capital and IM&T, will need to ensure that regular reports are
provided to the Board detailing actual and forecast income from the contracts.
This will include information on costing arrangements. All parties should agree
a common currency for application across the range of contracts.

9.4

In-house Services

9.4.1 The Chief Executive shall be responsible for ensuring that best value for
money can be demonstrated for all services provided on an in-house basis.
The Trust may also determine from time to time that in-house services should
be market tested by competitive tendering.
9.4.2 In all cases where the Board determines that in-house services should be
subject to competitive tendering the following groups shall be set up:
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(a)

Specification group, comprising the Chief Executive or nominated
officer/s and specialist.

(b)

In-house tender group, comprising a nominee of the Chief Executive
and technical support.

(c)

Evaluation team, comprising normally a specialist officer, a supplies
officer and a Director of Finance, Capital and IM&T representative. For
services having a likely annual expenditure exceeding the limits as set
out in the procurement policy, a non-officer member should be a
member of the evaluation team.

9.4.3 All groups should work independently of each other and individual officers
may be a member of more than one group but no member of the in-house
tender group may participate in the evaluation of tenders.
9.4.4 The evaluation team shall make recommendations to the Board.
9.4.5 The Chief Executive shall nominate an officer to oversee and manage
the contract on behalf of the Trust.
9.5

Applicability of SFIs on Tendering and Contracting to Funds Held on Trust
These instructions shall not only apply to expenditure from Exchequer funds
but also to works, services and goods purchased from the Greater
Manchester Wealth’s trust funds and private resources

9.6

Cancellation of Contracts
Except where specific provision is made in model Forms of Contracts or
Standing Schedules of Conditions approved with the NHS and in accordance
with SO’s, there shall be inserted in every written contract a clause
empowering the Trust to cancel the contract and to receive from the
contractor the amount of any loss resulting from such cancellation if:
(a) The contractor shall have offered, or given or agreed to give, any person
any gift or consideration of any kind as an inducement or reward (contrary
to the Bribery Act 2010) for doing or forbearing to do or having done or
forborne to do any action in relation to obtaining or execution of the
contract or any other contract with the Trust; or
(b) For showing or forbearing to show favour or disfavour to any person in
relation to the contracts or any other contract with the Trust; or
(c) If the like act as shall have been done by any person employed by him/her
or acting on his/her behalf (whether with or without the knowledge of the
contractor); or
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(d) If in relation to any contract with the Trust the contractor or any person
employed by him/her or acting on his/her behalf shall have committed any
offence under the Bribery Act 2010 and other appropriate legislation.

9.7

Determination of Contracts for Failure to Deliver Goods or Materials
There shall be inserted into every written contract for the supply of goods or
materials a clause to secure that, should the contractor fail to deliver the
goods or materials or any portion hereof within the time or times specified in
the contract, the Trust may without prejudice determine the contract either
wholly or to the extent of such default and purchase other goods, or material
of similar description to make good;
(a) Such default, or
(b) In the event of the contract being wholly determined the goods or
materials remaining to be delivered.
The clause shall further secure that the amount by which the cost of so
purchasing other goods or materials exceeds the amount which would have
been payable to the contractor in respect of the goods or materials shall be
recoverable from the contractor.

10

Terms of Service, Allowances and Payment of Members of the Trust Board
and Executive Directors of the Board and Governors

10.1

Remuneration and Terms of Service

10.1.1 In accordance with Standing Orders the Board shall appoint a remuneration
committee of Non-Executive Directors. The remuneration committee shall
have responsibility for setting remuneration for all Executive and Associate
Directors, including pension rights and compensation payments.
10.1.2 The Committee will:
(a)
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approve remuneration and terms of service for the Chief Executive,
other Executive Directors and Associate Directors employed by the
Trust including:
(i)

all aspects of salary (including any performance-related
elements/bonuses);

(ii)

provisions for other benefits, including pensions and cars;
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(iii)

arrangements for
contractual terms;

termination

of

employment

and

other

(b)

make such recommendations to the Board on the remuneration and
terms of service of officer members of the Board (and other senior
employees) to ensure they are fairly rewarded for their individual
contribution to the Trust - having proper regard to the Trust’s
circumstances and performance and to the provisions of any national
arrangements for such members and staff where appropriate;

(c)

monitor and evaluate the performance of individual officer members
(and other senior employees);

(d)

advise on and oversee appropriate contractual arrangements for such
staff including the proper calculation and scrutiny of termination
payments taking account of such national guidance as is appropriate.

10.1.3 The Committee shall report in writing to the Board the basis for its decisions.
10.1.4 The Board shall use the report as the basis for their decisions, but remain
accountable for taking decisions on the remuneration and terms of service of
executive directors. Minutes of the Board's meetings should record such
decisions.
10.1.5 The Board will consider and approve proposals presented by the Chief
Executive for setting of remuneration and conditions of service for those
officers not covered by the Committee.
10.1.6 The Trust will remunerate the Chairman and Non-Executive Directors in
accordance with instructions issued by the Independent Regulator.

10.2

Funded Establishment
The manpower plans incorporated within the annual budget will form the
funded establishment.
The funded establishment of any department may not be varied without the
approval of the Chief Executive on the advice of the Director of Finance,
Capital and IM&T.

10.3

Staff Appointments

10.3.1 No officer or Member of the Trust Board or employee may engage, reengage, or re-grade employees, either on a permanent or temporary nature,
or hire agency staff, or agree to changes in any aspect of remuneration:
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(a)
(b)

within the limit of their approved budget and funded establishment;
unless authorised to do so by the Chief Executive on the advice of the
Director of Finance, Capital and IM&T.

10.3.2 The Board will approve procedures presented by the Chief Executive for the
determination of commencing pay rates, condition of service, etc., for
employees.
10.4

Processing Payroll

10.4.1 The Director of Finance, Capital and IM&T is responsible for:
(a)
(b)
(c)
(d)

specifying timetables for submission of properly authorised time
records and other notifications;
the final determination of pay and allowances;
making payment on agreed dates;
agreeing method of payment.

10.4.2 The Director of Finance, Capital and IM&T will issue instructions regarding:
(a)
(b)
(c)
(d)
(e)
(f)
(g)
(h)
(I)
(j)
(k)
(l)
(m)
(n)
(o)
(p)

verification and documentation of data;
the timetable for receipt and preparation of payroll data and the
payment of employees and allowances;
maintenance of subsidiary records for superannuation, income tax,
social security and other authorised deductions from pay;
security and confidentiality of payroll information;
checks to be applied to completed payroll before and after payment;
authority to release payroll data under the provisions of the Data
Protection Act;
methods of payment available to various categories of employee and
officers;
procedures for payment by cheque, bank credit, or cash to employees
and offices;
procedures for the recall of cheques and bank credits;
pay advances and their recovery;
maintenance of regular and independent reconciliation of pay control
accounts;
separation of duties of preparing records and handling cash;
a system to ensure the recovery from those leaving the employment of
the Trust of sums of money and property due by then to the Trust
the payment of pay awards and arrears
procedures for the change of bank account details by staff; and
the secure operation of the system for payments by BACS

10.4.3 Appropriately nominated managers have delegated responsibility for:
(a)
(b)
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(c)

(d)
(e)

prescribed by the Director of Human Resources and Corporate
Services;
submitting termination forms in the prescribed form immediately upon
knowing the effective date of employees or officer’s resignation,
termination or retirement. Where an employee fails to report for duty or
to fulfil obligations in circumstances that suggest they have left without
notice, the Director of Finance, Capital and IM&T must be informed
immediately.
maintaining detailed and accurate records of shift and hours worked
which result in enhanced payments (e.g. overtime, unsocial hours call
outs etc.); and
maintaining detailed absence records for all employed and completing
absences returns.

10.4.4 Regardless of the arrangements for providing the payroll service, the Director
of Finance, Capital and IM&T shall ensure that the chosen method is
supported by appropriate (contracted) terms and conditions, adequate internal
controls and audit review procedures and that suitable arrangements are
made for the collection of payroll deductions and payment of these to
appropriate bodies.
10.4.5 The Director of HR and Corporate Services shall be responsible for the
determination of pay, including the verification that rate of pay and relevant
conditions of service are in accordance with current agreements. The
Director of Finance, Capital and IM&T, shall be responsible for the proper
compilation of the payroll, and for payments made.
10.4.6 All employees shall be paid by bank credit transfer, unless otherwise agreed
by the Director of Finance, Capital and IM&T.
10.4.7 Payment to staff for expenses shall be made by the Director of Finance,
Capital and IM&T, or an authorised agent, in accordance with the current
regulation, upon receipt of a prescribed claim form, fully completed and
signed by a designated signatory. It is the duty of designated signatories to
assure themselves that the claims they certify are genuine and correct.

10.5

Contracts of Employment

10.5.1 The Board shall delegate responsibility to the Director of HR and Corporate
Services for:
(a) Ensuring all employees are issued with a Contract of Employment in a
form approved by the Board and which complies with employment
legislation; and
(b) Dealing with variations to, or termination of, contracts of employment.
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10.5.2 The Director of HR and Corporate Services will prepare detailed procedures
for the preparation, variation to and termination of contracts of employment,
and ensure these are notified to managers.

11.

Income and Non-Pay Expenditure

11.1

Delegation of Authority

11.1.1 The Board will approve the level of non-pay expenditure on an annual basis
and the Chief Executive with the Director of Finance, Capital and IM&T will
determine the level of delegation to budget managers.
11.1.2 The Director of Finance, Capital and IM&T will set out:
(a)

the list of managers who are authorised to place requisitions for the
supply of goods and services;

(b)

the maximum level of each requisition and the system for authorisation
above that level.

11.1.3 The Chief Executive and Director of Finance, Capital and IM&T shall set out
procedures on the seeking of professional advice regarding the supply of
goods and services.

11.2

Requisitioning, Ordering, Income, Receipt and Payment for Goods and
Services, Income

11.2.1 It shall be the duty of all budget holders to ensure all goods and services they
requisition or purchase are necessary for the efficient working of the Trust.
The requisitioner, in choosing the item to be supplied (or the service to be
performed) shall always obtain the best value for money for the Trust. In so
doing, the advice of the Head of Procurement or the Head of Estates or other
appropriate specialist shall be sought. Where this advice is not acceptable to
the requisitioner, the Director of Finance, Capital and IM&T (and/or the Chief
Executive) shall be consulted.
11.2.2 All purchases of goods and services must be supported by appropriately
certified requisitions, unless the Director of Finance, Capital and IM&T, agrees
otherwise.
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11.2.3 In tendering for additional services the tenderer should always ensure that a
full business case has been produced, ensuring that all costs are covered. In
doing so the advice of the Service Director and Director of Finance, Capital
and IM&T shall be sought. Where this advice is not acceptable the
requisitioner shall consult the Chief Executive.
11.2.4 The Director of Finance, Capital and IM&T shall be responsible for the prompt
payment of accounts and claims. Payment of contract invoices shall be in
accordance with contract terms, or otherwise, in accordance with national
guidance.

11.2.5 The Director of Finance, Capital and IM&T will:
(a)

advise the Board regarding the setting of thresholds above which
quotations (competitive or otherwise) or formal tenders must be
obtained; and, once approved, the thresholds should be incorporated in
the Standing Orders and regularly reviewed;

(b)

prepare procedural instructions or guidance within the Scheme of
Delegation or procedure notes for budget holders, on the obtaining of
goods, works and services incorporating the thresholds;

(c)

be responsible for the prompt payment of all properly authorised
accounts and claims;

(d)

be responsible for designing and maintaining a system of verification,
recording and payment of all amounts payable The system shall
provide for:
(i)

A list of Directors/employees (including specimens of their
signatures) authorised to certify invoices.

(ii)


Certification that:
goods have been duly received, examined and are in
accordance with specification and the prices are correct;
work done or services rendered have been satisfactorily carried
out in accordance with the order, and, where applicable, the
materials used are of the requisite standard and the charges are
correct;
in the case of contracts based on the measurement of time,
materials or expenses, the time charged is in accordance with
the time sheets, the rates of labour are in accordance with the
appropriate rates, the materials have been checked as regards
quantity, quality, and price and the charges for the use of
vehicles, plant and machinery have been examined;
where appropriate, the expenditure is in accordance with
regulations and all necessary authorisations have been
obtained;







Version: 2.0

Replaces Version: 1.0

Review Date: February 2015
Page 45 of 69

FDG03 – Standing Financial Instructions




the account is arithmetically correct;
the account is in order for payment.

(iii)

A timetable and system for submission to the Director of Finance,
Capital and IM&T of accounts for payment; provision shall be made for
the early submission of accounts subject to cash discounts or
otherwise requiring early payment.

(iv)

Instructions to employees regarding the handling and payment of
accounts within the Finance Department.

(e)

be responsible for ensuring that payment for goods and services is only
made once the goods and services are received. The only exceptions
are set out in SFI 11.2.6 below.

11.2.6 Prepayments are only permitted where exceptional circumstances apply. In
such instances:
(a)

prepayments are only permitted where the financial advantages
outweigh the disadvantages;

(b)

the appropriate officer must provide, in the form of a written report, a
case setting out all relevant circumstances of the purchase. The report
must set out the effects on the Trust if the supplier is at some time
during the course of the prepayment agreement unable to meet his
commitments;

(c)

the Director of Finance, Capital and IM&T will need to be satisfied with
the proposed arrangements before contractual arrangements proceed
(taking into account the EU public procurement rules where the
contract is above a stipulated financial threshold);

(d)

the budget holder is responsible for ensuring that all items due under a
prepayment contract are received and they must immediately inform
the appropriate Director or Chief Executive if problems are
encountered.

(e)

In the case of contracts which require payments to be made on
account during progress of the work/delivery of equipment, the Director
of Finance, IM&T, shall make progress payments on receipt of a
certificate/invoice signed by the Director of HR and Corporate
Governance, Head of Capital and Deputy Director of Estates.

11.2.7 Official orders
Official Orders must:
(a)
(b)
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(c)
(d)
(e)

state the Trust’s terms and conditions of trade;
only be issued to, and used by, those duly authorised by the Chief
Executive;
only the official ordering process must be used and failure to do this will
result in a breach of the SFI’s and will subsequently be reported to the
Audit Committee.

11.2.7 Duties of Managers and Officers
Managers and officers must ensure that they comply fully with the guidance
and limits specified by the Director of Finance, Capital and IM&T and that:
(a)

all contracts (except as otherwise provided for in the Scheme of
Delegation), leases, tenancy agreements and other commitments
which may result in a liability are notified to the Director of Finance,
Capital and IM&T in advance of any commitment being made;

(b)

contracts above specified thresholds are advertised and awarded in
accordance with EU and GATT rules on public procurement;

(c)

where consultancy advice is being obtained, the procurement of such
advice must be in accordance with guidance issued by the
Independent Regulator;

(d)

no order shall be issued for any item or items to any firm which has
made an offer of gifts, reward or benefit to directors or employees,
other than:
(i)
(ii)

isolated gifts of a trivial character or inexpensive seasonal gifts,
such as calendars;
conventional hospitality, such as lunches in the course of
working visits;

(This provision needs to be read in conjunction with Standing Orders and the
principals outlined in the national guidance contained in HSG 93(5) “Standards of
Business Conduct for NHS staff and the NHS Foundation Trust Code of Governance
produced by Monitor”);
(e)
(f)
(g)
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no requisition/order is placed for any item or items for which there is no
budget provision unless authorised by the Director of Finance, Capital
and IM&T on behalf of the Chief Executive;
all goods, services, or works are ordered on an official order except
works and services executed in accordance with a contract and
purchases from petty cash;
verbal orders must only be issued very exceptionally - by an employee
designated by the Chief Executive and only in cases of emergency or
urgent necessity. These must be confirmed by an official order and
clearly marked "Confirmation Order";
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(h)
(i)
(j)
(k)
(l)

orders are not split or otherwise placed in a manner devised so as to
avoid the financial thresholds;
goods are not taken on trial or loan in circumstances that could commit
the Trust to a future uncompetitive purchase;
changes to the list of employees and officers authorised to certify
invoices are notified to the Director of Finance, Capital and IM&T;
purchases from petty cash are restricted in value and by type of
purchase in accordance with instructions issued by the Director of
Finance, Capital and IM&T;
petty cash records are maintained in a form as determined by the
Director of Finance, Capital and IM&T.

11.2.8 The Chief Executive and Director of Finance, Capital and IM&T shall ensure
that the arrangements for financial control and financial audit of building and
engineering contracts and property transactions comply with the guidance

contained within the Trust Capital Planning and Procurement Policy and
Estate code.
12

Grants and Joint Finance Arrangements with Local Authorities and Voluntary
Bodies

12.1

Payments to local authorities and voluntary organisations shall comply with
procedures laid down by the Director of Finance, Capital and IM&T which
shall be in accordance with these Acts.

12.2

Borrowing and Investments

12.2.1 External Borrowing
The Director of Finance, Capital and IM&T will advise the Board concerning
the Trust’s ability to pay dividend on, and repay Public Dividend Capital and
any proposed new borrowing, within the limits set by the Terms of
Authorisation. The Director of Finance, Capital and IM&T is also responsible
for reporting periodically to the Board concerning the Public Dividend Capital
(PDC) debt and all loans and overdrafts.
12.2.2 Any application for PDC or overdraft will only be made by the Director of
Finance, Capital and IM&T.
12.2.3 The Director of Finance, Capital and IM&T must prepare detailed procedural
instructions concerning applications for loans and overdrafts.
12.2.4 All short-term borrowings should be kept to the minimum period of time
possible, consistent with the overall cash flow position.
12.2.5 All Short-term borrowings (1 month or less) must be authorised by the
Director of Finance, Capital and IM&T and Chief Executive prior to being
entered into.
Version: 2.0

Replaces Version: 1.0

Review Date: February 2015
Page 48 of 69

FDG03 – Standing Financial Instructions

12.2.6 Any short-term borrowing must be with the authority of two members of an
authorised panel, one of which must be the Chief Executive or the Director of
Finance, Capital and IM&T. The Board must be made aware of all short-term
borrowings at the next Board meeting.
12.2.7 All long-term borrowing must be consistent with the plans outlined in the
current business plan.

12.3

Investments

12.3.1 The Director of Finance, Capital and IM&T will develop a policy, agreed by the
Board, setting out the governance process for all major investment
undertaken by the Trust in accordance with best practice guidance issued by
Monitor. The Audit Committee will have delegated authority to:
(a)
(b)
(c)
(d)

approve investment and borrowing strategy and supporting policies
review performance of investment
ensure proper safeguards are in place for the security of the Trust’s
funds
approve external funding arrangements within delegated authority

12.3.2 In support of the Trust’s high level objectives, the key objectives of the
treasury management function are to ensure:
(a)
(b)

a competitive return on surplus cash balances within the Trust’s agreed
risk profile (taking account of the cost of administering this function)
that competitively priced funds appropriate to the Trust’s needs are
available when required and throughout the required period

12.3.3 The Trust will maintain a risk averse stance to investing cash surplus
balances and can invest surplus funds solely with certain ‘permitted
institutions’ considered low risk by the Trust for a maximum investment period
of three months,
12.3.4 The Trust Board has delegated to the Audit Committee the authority to
approve a scheme of delegation in respect of investments and:
(a)
(b)

approval of the Trust’s treasury management and investment
procedures, processes and controls
responsibility for monitoring performance of investments, internal
controls and compliance with policy and procedures

12.3.5 The Director of Finance, Capital and IM&T shall:
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(a)
(b)
(c)

prepare a comprehensive policy and detailed procedures covering
treasury management and investment for the Audit Committee’s
approval
have overall responsibility for the proper operation of accounting
systems including cash flow projections
review treasury reports and prepare treasury report for the Audit
Committee

13

Capital Investment, Private Financing, Fixed Asset Registers and Security of
Assets

13.1

Capital Investment

13.1.1 The Chief Executive:
(a)
(b)
(c)
(d)
(e)

shall ensure there is a comprehensive governance framework for
capital investment;
shall ensure appropriate project management is followed in all capital
scheme;
shall ensure that there is an adequate appraisal and approval process
in place for determining capital expenditure priorities and the effect of
each proposal upon business plans;
is responsible for the management of all stages of capital schemes and
for ensuring that schemes are delivered on time and to cost;
shall ensure that the capital investment is not undertaken without
confirmation of purchaser(s) support and the availability of resources to
finance all revenue consequences, including capital charges.

13.1.2 For every capital expenditure proposal the Chief Executive shall ensure:
(a)

that a business case (in line with the guidance contained within the
Capital Investment Manual) is produced setting out:
(i)
(ii)
(iii)

(b)
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an option appraisal of potential benefits compared with known
costs to determine the option with the highest ratio of benefits to
costs;
the involvement of appropriate Trust personnel and external
agencies;
appropriate project management and control arrangements

that the Director of Finance, Capital and IM&T has certified
professionally to the costs and revenue consequences detailed in the
business case.
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13.1.3 For capital schemes where the contracts stipulate stage payments, the Chief
Executive will issue procedures for their management, incorporating the
recommendations of The Efficient Management of Healthcare.
13.1.4 The Director of Finance, Capital and IM&T shall assess on an annual basis
the requirement for the operation of the construction industry tax deduction
scheme in accordance with Inland Revenue guidance.
13.1.5 The Director of Finance, Capital and IM&T shall issue procedures for the
regular reporting of expenditure and commitment against authorised
expenditure.
13.1.6 The approval of a capital programme shall not constitute approval for
expenditure on any scheme.
The Chief Executive shall issue to the manager responsible for any scheme:
(a)
(b)
(c)

specific authority to commit expenditure;
authority to proceed to tender
approval to accept a successful tender

The Chief Executive will issue a scheme of delegation for capital investment
management in accordance with "ESTATE CODE" guidance and the Trust’s
‘Constitution for Greater Manchester West Mental Health NHS Foundation
Trust’.
13.1.7 The Director of Finance, Capital and IM&T shall issue procedures governing
the financial management, including variations to contract, of capital
investment projects and valuation for accounting purposes.
These
procedures shall fully take into account the delegated limits for capital
schemes.
13.2

Private Finance

13.2.1 The Trust should normally test for PFI when considering capital procurement.
When the Trust proposes to use finance which is to be provided other than
through its Allocations, the following procedures shall apply:
(a)
(b)
(c)
13.3

The Director of Finance, Capital and IM&T shall demonstrate that the
use of private finance represents value for money and genuinely
transfers significant risk to the private sector.
The proposal shall comply with guidance issued by the Independent
Regulator.
The proposal must be specifically agreed by the Board.

Asset Registers

13.3.1 The Chief Executive is responsible for the maintenance of registers of assets,
taking account of the advice of the Director of Finance, Capital and IM&T
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concerning the form of any register and the method of updating, and
arranging for a physical check of assets against the asset register to be
conducted once a year. This excludes Fixtures and Fittings which will not be
tagged or counted after purchase.
13.3.2 The Trust shall maintain an asset register recording fixed assets.
13.3.3 Additions to the fixed asset register must be clearly identified to an
appropriate budget holder and be validated by reference to:
(a)
(b)
(c)

properly authorised and approved agreements, architect's certificates,
supplier's invoices and other documentary evidence in respect of
purchases from third parties;
stores, requisitions and wages records for own materials and labour
including appropriate overheads;
lease agreements in respect of assets held under a finance lease and
capitalised.

13.3.4 Where capital assets are sold, scrapped, lost or otherwise disposed of, their
value must be removed from the accounting records and each disposal must
be validated by reference to authorisation documents and invoices (where
appropriate).
13.3.5 The Director of Finance, Capital and IM&T shall approve procedures for
reconciling balances on fixed assets accounts in ledgers against balances on
fixed asset registers
13.3.6 The value of each asset shall be maintained in accordance with
methods specified in the FT FReM and IAS 16
13.3.7 The value of each asset shall be depreciated using methods and rates
as specified in the FT FReM and IAS 16
13.4

Security of Assets

13.4.1 The overall control of fixed assets is the responsibility of the Chief Executive.
13.4.2 Asset control procedures (including fixed assets, cash, cheques and
negotiable instruments, and also including donated assets) must be approved
by the Director of Finance, Capital and IM&T This procedure shall make
provision for:
(a)
(b)
(c)
(d)
(e)
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Identification of additions and disposals;
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(f)
(g)

identification and reporting of all costs associated with the retention of
an asset;
reporting, recording and safekeeping of cash, cheques, and negotiable
instruments.

13.4.3 All discrepancies revealed by verification of physical assets to fixed asset
register shall be notified to the Director of Finance, Capital and IM&T.
13.4.4 Whilst each employee and officer has a responsibility for the security of
property of the Trust, it is the responsibility of Board members and senior
employees in all disciplines to apply such appropriate routine security
practices in relation to Trust property as may be determined by the Board.
Any breach of agreed security practices must be reported in accordance with
agreed procedures.
13.4.5 Any damage to the Trust’s premises, vehicles and equipment, or any loss of
equipment, stores or supplies must be reported by Board members and
employees in accordance with the procedure for reporting losses.
13.4.6 Where practical, assets should be marked as Trust property.

14.

Stores and Receipt of Goods

14.1

General position

14.1.1 Stores, defined in terms of controlled stores and departmental stores (for
immediate use) should be:
(a)
(b)
(c)
14.2

kept to a minimum;
subjected to annual stock take;
if deemed to be material enough to be included on the balance sheet it
should be valued at the lower of cost or net realisable value.

Control of Stores, Stocktaking, Condemnations and Disposal

14.2.1 Subject to the responsibility of the Director of Finance, Capital and IM&T for
the systems of control, overall responsibility for the control of stores shall be
delegated to an employee by the Chief Executive. The day-to-day
responsibility may be delegated by him to departmental employees and stores
managers/keepers, subject to such delegation being entered in a record
available to the Director of Finance, Capital and IM&T. The control of any
Pharmaceutical stocks shall be the responsibility of a designated
Pharmaceutical Officer; the control of energy to a designated Estates and
Facilities Manager.
14.2.2 The responsibility for security arrangements and the custody of keys for any
stores and locations shall be clearly defined in writing by the designated
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manager/Pharmaceutical Officer. Wherever practicable, stocks should be
marked as health service property.
14.2.3 The Director of Finance, Capital and IM&T shall set out procedures and
systems to regulate the stores including records for receipt of goods, issues,
and returns to stores, and losses.
14.2.4 Stocktaking arrangements shall be agreed with the Director of Finance,
Capital and IM&T and there shall be a physical check covering all items in
store at least once a year.
14.2.5 Where a complete system of stores control is not justified, alternative
arrangements shall require the approval of the Director of Finance, Capital
and IM&T.
14.2.6 The designated Manager/Pharmaceutical Officer shall be responsible for a
system approved by the Director of Finance, Capital and IM&T for a review of
slow moving and obsolete items and for condemnation, disposal, and
replacement of all unserviceable articles. The designated Officer shall report
to the Director of Finance, Capital and IM&T any evidence of significant
overstocking and of any negligence or malpractice (see also overlap with SFI
No.15 Disposals and Condemnations, Losses and Special Payments).
Procedures for the disposal of obsolete stock shall follow the procedures set
out for disposal of all surplus and obsolete goods.
14.2.7 All goods received shall be entered onto an appropriate goods received/stock
record on the day of receipt. A delivery note shall be obtained from the
supplier at the time of delivery and shall be signed by the person receiving the
goods.
14.2.8 All goods received shall be checked as regards quantity and/or weight and be
inspected as to quality and specification. If goods received are unsatisfactory,
the record shall be marked accordingly. Where good received are seen to be
unsatisfactory, or short delivery, they shall only be accepted on the authority
of the departmental manager or the Supplies Manager, and the supplier shall
be notified immediately.

14.3

Goods supplied by NHS Logistics

14.3.1 For goods supplied via the NHS Logistics central warehouses, the Chief
Executive shall identify those authorised to requisition and accept goods from
the store. The authorised person shall check receipt against the delivery note
and shall satisfy themselves that the goods have been received before
accepting the recharge.

Version: 2.0

Replaces Version: 1.0

Review Date: February 2015
Page 54 of 69

FDG03 – Standing Financial Instructions

15.

Disposals and Condemnations, Losses and Special Payments

15.1

Disposals and Condemnations

15.1.1 Procedures
The Director of Finance, Capital and IM&T must prepare detailed procedures
for the disposal of assets including condemnations, and ensure that these are
notified to managers.
15.1.2 When it is decided to dispose of a Trust asset, the Head of Department or
authorised deputy will determine and advise the Director of Finance, Capital
and IM&T of the estimated market value of the item, taking account of
professional advice where appropriate.
15.1.3 All unserviceable articles shall be:
(a)
(b)

condemned or otherwise disposed of by an employee authorised for
that purpose by the Director of Finance, Capital and IM&T;
recorded by the Condemning Officer in a form approved by the Director
of Finance, Capital and IM&T which will indicate whether the articles
are to be converted, destroyed or otherwise disposed of. All entries
shall be confirmed by the countersignature of a second employee
authorised for the purpose by the Director of Finance, Capital and
IM&T.

15.1.4 The Condemning Officer shall satisfy himself as to whether or not there is
evidence of negligence in use and shall report any such evidence to the
Director of Finance, Capital and IM&T who will take the appropriate action.

15.2

Losses and Special Payments

15.2.1 Procedures
The Director of Finance, Capital and IM&T must prepare procedural
instructions on the recording of and accounting for condemnations, losses,
and special payments.
Losses are:




Losses of cash
Fruitless payments, including abandoned capital schemes, bad debts and
abandoned claims; and
Damage to buildings, their fittings, furniture and equipment and loss of
equipment and property in stores and in use.

Special Payments are:
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Compensation payments made under legal obligation;
Extra contractual payments to contractors;
Ex-gratia payments; and
Extra statutory and extra regulatory payments

15.2.2 Any employee or officer discovering or suspecting a loss of any kind must
either immediately inform their Head of department, who must immediately
and confidentially inform the Director of Finance, Capital and IM&T or inform
an officer charged with responsibility for responding to concerns involving
loss. This officer will then appropriately inform the Director of Finance, Capital
and IM&T and/or Chief Executive.
Where a criminal offence is suspected, the Director of Finance, Capital and
IM&T must immediately inform the police if theft or arson is involved. In cases
of fraud and corruption or of anomalies which may indicate fraud or
corruption, the Director of Finance, Capital and IM&T must inform the relevant
LCFS and NHS Protect in accordance with the Trust’s contractual
requirements.
The Director of Finance, Capital and IM&T must notify NHS Protect and the
External Auditor of all frauds.
15.2.3 For losses apparently caused by theft, arson, neglect of duty or gross
carelessness, except if trivial, the Director of Finance, Capital and IM&T must
immediately notify:
(a)
(b)

the Board, and the Audit Committee
the External and Internal Auditors

15.2.4 Within authorised delegated limits the Board shall approve the writing-off of
losses.
15.2.5 The Director of Finance, Capital and IM&T shall be authorised to take any
necessary steps to safeguard the Trust’s interests in bankruptcies and
company liquidations.
15.2.6 For any loss, the Director of Finance, Capital and IM&T should consider
whether any insurance claim can be made.
15.2.7 The Director of Finance, Capital and IM&T shall maintain a Losses and
Special Payments Register in which write-off action is recorded.
15.2.8 All losses and special payments must be reported to the Audit Committee on
a regular basis.

16.

Information Technology
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16.1

Responsibilities and duties of the Director of Finance, Capital and IM&T

16.1.1 The Director of Finance, Capital and IM&T, who is responsible for the
accuracy and security of the computerised financial data of the Trust, shall:
(a)

(b)

(c)
(d)

devise and implement any necessary procedures to ensure adequate
(reasonable) protection of the Trust’s data, programs and computer
hardware for which the Director is responsible from accidental or
intentional disclosure to unauthorised persons, deletion or modification,
theft or damage, having due regard for the Data Protection Act 1998;
ensure that adequate (reasonable) controls exist over data entry,
processing, storage, transmission and output to ensure security,
privacy, accuracy, completeness, and timeliness of the data, as well as
the efficient and effective operation of the system;
ensure that adequate controls exist such that the computer operation is
separated from development, maintenance and amendment;
ensure that an adequate management (audit) trail exists through the
computerised system and that such computer audit reviews as the
Director may consider necessary are being carried out.

16.1.2 The Director of Finance, Capital and IM&T shall ensure that new financial
systems and amendments to current financial systems are developed in a
controlled manner and thoroughly tested prior to implementation. Where this
is undertaken by another organisation, assurances of adequacy must be
obtained from them prior to implementation.
16.1.3 The Director of Finance, Capital and IM&T shall publish and maintain a
Freedom of Information (FOI) Publication Scheme, or adopt a model
Publication
Scheme
approved
by the Information Commissioner. A
Publication Scheme is a complete guide to the information routinely published
by a public authority. It describes the classes or types of information about our
Trust that we make publicly available.

16.2

Responsibilities and duties of other Directors and Officers in relation to
computer systems of a general application

16.2.1 In the case of computer systems which are proposed General Applications
(i.e. normally those applications which the majority of Trust’s in the Region
wish to sponsor jointly) all responsible directors and employees will send to
the Director of Finance, Capital and IM&T:
(a)
(b)
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details of the outline design of the system;
in the case of packages acquired either from a commercial
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Replaces Version: 1.0

Review Date: February 2015
Page 57 of 69

FDG03 – Standing Financial Instructions

16.3

Contracts for Computer Services &other health bodies/outside agencies

16.3.1 The Director of Finance, Capital and IM&T shall ensure that contracts for
computer services for financial applications with another health organisation
or any other agency shall clearly define the responsibility of all parties for the
security, privacy, accuracy, completeness, and timeliness of data during
processing, transmission and storage. The contract should also ensure rights
of access for audit purposes.
16.3.2 Where another health organisation or any other agency provides a computer
service for financial applications, the Director of Finance, Capital and IM&T
shall periodically seek assurances that adequate controls are in operation.

16.4

Risk Assessment

16.4.1 The Director of Finance, Capital and IM&T shall ensure that risks to the Trust
arising from the use of IT are effectively identified and considered and
appropriate action taken to mitigate or control risk. This shall include the
preparation and testing of appropriate disaster recovery plans.
16.5

Requirements for Computer Systems which have an impact on corporate
financial systems

16.5.1 Where computer systems have an impact on corporate financial systems the
Director of Finance, Capital and IM&T shall need to be satisfied that:
(a)
(b)
(c)
(d)

systems acquisition, development and maintenance are in line with
corporate policies such as an Information Technology Strategy;
data produced for use with financial systems is adequate, accurate,
complete and timely, and that a management (audit) trail exists;
Director of Finance, Capital and IM&T staff have access to such data;
such computer audit reviews as are considered necessary are being
carried out.

17.

Patients' Property

17.1

The Trust has a responsibility to provide safe custody for money and other
personal property (hereafter referred to as "property") handed in by patients,
in the possession of unconscious or confused patients, or found in the
possession of patients dying in hospital or dead on arrival.

17.2

The Chief Executive is responsible for ensuring that patients or their
guardians, as appropriate, are informed before or at admission by:
(a)
(b)
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notices and information booklets;
hospital admission documentation and property records;
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(c)
(d)

the oral advice of administrative and nursing staff responsible for
admissions, and
that the Trust will not accept responsibility or liability for patients'
property brought into the Trust’s premises, unless it is handed in for
safe custody and a copy of an official patients' property record is
obtained as a receipt.

17.3

The Director of Finance, Capital and IM&T must provide detailed written
instructions on the collection, custody, investment, recording, safekeeping,
and disposal of patients' property (including instructions on the disposal of the
property of deceased patients and of patients transferred to other premises)
for all staff whose duty is to administer, in any way, the property of patients.
Due care should be exercised in the management of a patient's money in
order to maximise the benefits to the patient.

17.4

Where the Independent Regulator’s instructions require the opening of
separate accounts for patients' moneys, these shall be opened and operated
under arrangements agreed by the Director of Finance, Capital and IM&T.

17.5

In all cases where property of a deceased patient is of a total value in excess
of £5,000 (or such other amount as may be prescribed by any amendment to
the Administration of Estates, Small Payments, Act 1965), the production of
Probate or Letters of Administration shall be required before any of the
property is released. Where the total value of property is £5,000 or less,
forms of indemnity shall be obtained. Where a deceased patient is in testate
and there is no lawful next of kin, details of any monies or valuables held
should be notified to the Treasury solicitor. Any funeral expenses necessarily
borne by the Trust in respect of a deceased patient shall be reimbursed from
any of the patients monies held by the Trust.

17.6

Staff should be informed, on appointment, by the appropriate departmental or
senior manager of their responsibilities and duties for the administration of the
property of patients.

17.7

Where patients' property or income is received for specific purposes and held
for safekeeping the property or income shall be used only for that purpose,
unless any variation is approved by the donor or patient in writing.

18.

Funds Held on Trust

18.1

Corporate Trustee

18.1.1 These policies and procedures should be consistent with the Charity
Commission Publication ‘NHS Charitable Funds – A Guide’ as appropriate
and as a minimum should cover the following:
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(a)
(b)
(c)

Receipting and accounting for income donations;
Investment
management
(including
banking
and
arrangements); and
Management of the number of funds and their balances.

pooling

18.1.2 The Reserved Powers of the Board and the Scheme of Delegation make clear
where decisions regarding the exercise of discretion regarding the disposal
and use of the funds are to be taken and by whom. All Trust Board members
and Trust officers must take account of that guidance before taking action.
18.1.3 The Trust’s Scheme of Reservation and Delegation (section 9) outlines the
Trust’s responsibilities as a corporate trustee for the management of funds it
holds on trust, and the Trust’s accountability to the Charities Commission for
charitable funds.
18.1.4 The discharge of the Trust’s corporate trustee responsibilities are distinct from
its responsibilities for exchequer funds and may not necessarily be discharged
in the same manner, but there must still be adherence to the overriding
general principles of financial regularity, prudence and propriety. Trustee
responsibilities cover both charitable and non-charitable purposes.
18.1.5 The Director of Finance, Capital and IM&T shall ensure that each trust fund
which the Trust is responsible for managing is managed appropriately with
regard to its purpose and to its requirements.
18.2

Applicability of SFI’s to funds held on Trust

18.2.1 As management processes overlap most of the sections of these Standing
Financial Instructions will apply to the management of funds held on trust.
18.2.2 The over-riding principle is that the integrity of the Fund must be maintained
and statutory (including those of the Charity Commission) and Trust
obligations met. Materiality must be assessed separately from Exchequer
activities and funds.
18.3. Accountability to Charity Commission and the Independent Regulator
18.3.1 The trustee responsibilities must be discharged separately and full recognition
given to the Trust’s accountability to the Charity Commission for charitable
funds held on trust and to the Independent regulator for non-charitable funds
held on trust.
18.3.2 The Schedule of Matters Reserved to the Board and the Scheme of
Delegation, make clear where decisions regarding the exercise of discretion
regarding the disposal and use of the funds are to be taken and by whom. All
Trust Board members and Trust officers must take account of that guidance
before taking action.
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19.

Acceptance of Gifts
The Director of Finance, Capital and IM&T shall ensure that all staff are made
aware of the Trust policy on acceptance of gifts and other benefits in kind by
staff. This policy follows the guidance contained in the Department of Health
circular HSG (93) 5 ‘Standards of Business Conduct for NHS Staff’. The
Code of Conduct for all managers shall also apply.

20.

Retention of Records

20.1

The Chief Executive shall be responsible for maintaining archives for all
records required to be retained in accordance with Department of Health
guidelines.

20.2

The records held in archives shall be capable of retrieval by authorised
persons.

20.3

Records held in accordance with latest guidance shall only be destroyed at
the express instigation of the Chief Executive. Detail shall be maintained of
records so destroyed.

21.

Risk Management and Insurance

21.1

Programme of Risk Management
The Trust Board is accountable for ensuring that there is an appropriate
structural control environment in place, all risks are identified, assessed, and
properly managed. The Trust Board has approved an Risk Management
Framework, which clearly demonstrates how risk management processes and
structures across clinical, environmental, and business areas of the
organisation will be co- ordinated.
The programme of risk management shall include:
(a)
(b)
(c)

(d)
(e)
(f)
Version: 2.0

a process for identifying and quantifying risks and potential liabilities;
engendering among all levels of staff a positive attitude towards the
control of risk;
management processes to ensure all significant risks and potential
liabilities are addressed including effective systems of internal control,
cost effective insurance cover, and decisions on the acceptable level of
retained risk;
contingency plans to offset the impact of adverse events;
audit arrangements including Internal Audit, Clinical Audit, Health and
Safety review:
a clear indication of which risks shall be insured;
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(g)

arrangements to review the Risk Management programme.

The existence, integration and evaluation of the above elements will assist in
providing a basis to make a Statement on the effectiveness of Annual
Governance Statement within the Annual Report and Accounts as required by
current Department of Health guidance.

21.2

Insurance: Risk Pooling Schemes administered by NHSLA
The Board shall decide if the Trust will insure through the risk pooling
schemes administered by the NHS Litigation Authority or self insure for some
or all of the risks covered by the risk pooling schemes. If the Board decides
not to use the risk pooling schemes for any of the risk areas (clinical, property
and employers/third party liability) covered by the scheme this decision shall
be reviewed annually.

21.3

21.4

Arrangements to be followed by the Board in agreeing Insurance cover
(a)

where the Board decides to use the risk pooling schemes administered
by the NHS Litigation Authority the Director of Finance, Capital and
IM&T shall ensure that the arrangements entered into are appropriate
and complementary to the risk management programme. The Director
of Finance, Capital and IM&T shall ensure that documented
procedures cover these arrangements.

(b)

where the Board decides not to use the risk pooling schemes
administered by the NHS Litigation Authority for one or other of the
risks covered by the schemes, the Director of Finance, Capital and
IM&T shall ensure that the Board is informed of the nature and extent
of the risks that are self insured as a result of this decision. The
Director of Finance, Capital and IM&T will draw up formal documented
procedures for the management of any claims arising from third parties
and payments in respect of losses which will not be reimbursed.

(c)

all the risk pooling schemes require Scheme members to make some
contribution to the settlement of claims (the ‘deductible’). The Director
of Finance, Capital and IM&T should ensure documented procedures
also cover the management of claims and payments below the
deductible in each case.

Insurance arrangements with commercial insurers.

21.4.1 There is a general prohibition on entering into insurance arrangements with
commercial insurers. There are, however, three exceptions when Trust’s may
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enter into insurance arrangements with commercial insurers. The exceptions
are:
(a)

Trust’s may enter commercial arrangements for insuring motor vehicles
owned by the Trust including third party liability arising from their use;

(b)

Where the Trust is involved with a consortium in a Private Finance
Initiative contract and the other consortium members require that
commercial insurance arrangements are entered into; and

(c)

Where income generation activities take place, Income generation
activities should normally be insured against all risks using commercial
insurance. If the income generation activity is also an activity normally
carried out by the Trust for a NHS purpose the activity may be covered
in the risk pool. Confirmation of coverage in the risk pool must be
obtained from the Litigation Authority. In any case of doubt concerning
a Trust’s powers to enter into commercial insurance arrangements the
Finance Director should consult Monitor.

21.4.2 The Director of HR and Corporate Services shall ensure that the
arrangements entered into with the NHS Litigation Authority are appropriate
and complementary to the risk management programme. The Director HR
and Corporate Services shall ensure that documented procedures cover
these arrangements.
22.

Authorised Signatories
You may only approve a request for the Trust to incur income or expenditure if
you are an ‘Authorised Signatory’ (the Scheme of Delegation identifies staff
who are authorised signatories). The Finance Department maintains a list of
authorised signatories, together with specimen signatures and delegated
limits, for control purposes.

23.

Fraud
If any financial transaction is considered to be fraudulent, the matter will be
reported to the Trust’s Local Counter Fraud Specialist for investigation.
All Trust employees have a duty to be on the alert to fraudulent activities and
ensure that they bring any suspicions to the attention of the Local Counter
Fraud Specialist as soon as is possible.
Contact details for the Trust’s Local Counter Fraud Specialist can be found in
the Trust Counter Fraud Policy.

24.

Training Requirements
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Training for the SFI’s as an overview of their contents is provided in the
Counter Fraud section of Staff Induction training; where the importance of the
SFI’s is covered and staff referencing them for guidance is emphasised.
Monitoring
Minimum
Requirement

Frequency

Process for Monitoring e.g.
audit

Evidence

Responsible
Individual(s)

To be adhered
to by all staff

At all times

Compliance with the policy
will
be
checked
via
transactions
being
processed
through
Finance.
Identified
Breaches of the policy will
be reported immediately to
the Director of Finance,
Capital and IM&T and to
the following scheduled
Audit Committee meeting.

Minutes

All Staff

25.

Responsible
Committee for
action
plan
monitoring
Audit Committee

Resource/Service Implementation Issues
Finance will update the policy within existing resources - Any resource issues,
whether financial or otherwise, that arises out of the creation of a new or
reviewed document will be considered during the creation, consultation and
approval stages. As far as is possible, agreement will be reached as to how to
resolve any issues before the document is approved. No requirement for
additional resources has been identified.

26.

Risk Issues
The failure to comply with SFI’s and the Trust’s ‘Constitution for Greater
Manchester West Mental Health NHS Foundation Trust’ can in certain
circumstances be regarded as a disciplinary matter that could result in
dismissal.

27.

Requirements, References & Supporting Documents
Trust External/Internal Requirements:

Board Objective Ref:

6

CQC Ref:

Not applicable

NHSLA Ref:

Not applicable
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28.

References:
Not applicable.

29.

Supporting Documents:
Corporate Governance Documentation
Trust employees must familiarise themselves with the following Corporate
Governance Documentation:


Standing Financial Instruction’s (SFI’s)



Scheme of Reservation and Delegation



NHS Foundation Trust Model Core Constitution

These documents are available under policies on the Trust intranet, from a Line
Manager, the Associate Director of Finance, the Deputy Director of Finance or
Finance Section of the GMW Staffnet.

30.

Other Documentation






Capital Policy
Capital Investment Manual (Web based)
FIN02 – Budgetary Control Policy
FIN12 – Treasury Management Policy
FIN23 – Anti Fraud and Corruption Policy (Section 5.1 Codes of Conduct)

Review
This document will be reviewed in two years, or sooner in the light of
organisational, legislative or other changes.
Appendices
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Appendix 1 Document Review Checklist
The Document Review Checklist contains the Equality Impact Assessment Tool,
Checklist for the Review and Approval of Documents, and Training/Communication
Plan. This checklist is for Authors only and does not need to be circulated at
consultation stage. It does however need to go to the appropriate committee for
approval/ratification and it needs to be forwarded to Integrated Governance for
archiving along with the approved document.

' RFXP HQW5HYLHZ 
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Appendix 2 Useful Contacts
All extension numbers greater than 3400 have direct dial access (0161 772 +
Extension Number)
For numbers less than 3400 dial the main switchboard (0161 773 9121) quoting the
extension number you require.
Most of the Trusts services have internal mail but please do check before posting
correspondence.
Finance Department 0161 358 1766 Finance Office Manager
NHS
Confidential 0800 028 4060 Anonymous fraud reporting line
Fraud Hotline
Procurement
0161 358 1373 Procurement Help Desk
Department
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Appendix 3 Definitions
Associate Director - An Associate Director typically reports to a member of
executive management within the department.
Board - means the Board of Directors including the Chair, Non-Executive Directors
and the Executive Directors appointed in accordance with the Trust’s Constitution.
Budget - means a resource, expressed in financial terms, approved by the Board for
the purpose of carrying out, for a specific period, any or all of the functions of the
Trust.
Budget Holder - means the director or employee with delegated authority to
manage finances for a specific area of the organisation
Chair - means the person appointed with the Constitution to lead the Board of
Directors and the Council of Governors. The expression “the Chair” shall be deemed
to include the Deputy Chair of the Trust if the Chair is absent from the meeting or is
otherwise unavailable
Committee - means a committee appointed by the Board of Directors.
Committee Members - means persons formally appointed by the Board of
Directors to sit on or to chair specific committees
Employees - All staff employed by/seconded to the Trust including Administration,
Medical & Dental, Executive Directors, Governors and Non-Executive Directors.

Efficient Management of Healthcare (Estatecode) – DH document
providing best practice guidance to NHS organisations in England on all
aspects of managing their land and property.
Executive Director - means a director who is an officer of the Trust appointed in
accordance with the Constitution. For the purposes of this document, “director” shall
not include an employee whose job title incorporates the word director but who has
not been appointed in this manner.
Constitution for Greater Manchester West Mental Health NHS Foundation Trust
- This constitution is the legal framework under which the Trust operates and to
which it must adhere. It is based on Monitor’s Model Core Constitution.
Non-Executive Director - means a director who is not an officer of the Trust and
who has been appointed in accordance with the Constitution under the previous
system. This includes the Chair of the Trust.
Officer means employee of the Trust or any other person who exercises functions
for the purposes of the Trust other than solely as Staff Governor or Non-Executive
Director of the Trust
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Scheme of Reservation and Delegation - This document sets out the powers
reserved to the Board of Directors and the powers which may be delegated to sub
committees, directors and other officers.
Services - All Trust wards, departments, units, services, directorates and locations.
Standing Financial Instructions (SFI’s) - This document provides the Trust with a
business and financial framework. It fulfils the dual role of protecting the Trust’s
interests and protecting staff from possible accusation that they have acted less than
properly.
Trust - means Greater Manchester West Mental Health NHS Foundation Trust.

Version: 2.0

Replaces Version: 1.0

Review Date: February 2015
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EXECUTIVE SUMMARY:

In light of the recent tragic events in Paris, NHS England together with the
Department of Health and other national agencies are reviewing and learning from
the incidents that occurred and will ensure that this is then reflected fully in our
established Emergency Preparedness Resilience and Response procedures.
Dame Barbara Hakin, National Director: Commissioning Operations, issued a letter
dated 9th December 2015 requesting that, all trusts review the following
immediately and provide assurance that:
 You have reviewed and tested your cascade systems to ensure that they can
activate support from all staff groups, including doctors in training posts, in a
timely manner including in the event of a loss the primary communications
system;
 You have arrangements in place to ensure that staff can still gain access to sites
in circumstances where there may be disruption to the transport infrastructure,
including public transport where appropriate, in an emergency;
 Plans are in place to significantly increase critical care capacity and capability
over a protracted period of time in response to an incident, including where
patients may need to be supported for a period of time prior to transfer for
definitive care; and
 You have given due consideration as to how the trust can gain specialist
advice in relation to the management of a significant number of patients with
traumatic blast and ballistic injuries.
The letter requests that the trust’s responses to the above form part of a
statement of readiness at a public board meeting in the very near future as part
of the normal assurance process.

LINKS TO OTHER KEY
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LEGAL/REGULATORY
IMPLICATIONS:

Trust Emergency Preparedness, Resilience and Response Procedures and Statement
of Compliance
Not applicable
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Trust Board
25th January 2016
NHS Preparedness for a Major Incident
Introduction
This paper provides a statement of readiness in response to the letter from Dame Barbara
Hakin, National Director: Commissioning Operations, issued 9th December 2015. See
Appendix 1.
Background
In light of the recent tragic events in Paris, NHS England together with the Department of
Health and other national agencies are reviewing and learning from the incidents that
occurred and will ensure that this is then reflected fully in their established Emergency
Preparedness Resilience and Response procedures.
It is important to be clear that the threat level remains unchanged since 29 August 2014. The
threat assessment to the UK from international terrorism in the UK remains SEVERE.
SEVERE means an attack is highly likely.
The trust completed the annual EPRR (Emergency Preparedness, Resilience and
Response) self-assessment against the NHS Core Standards in August 2015. A paper,
including a Statement of Compliance, was presented to the Board in September 2015.
In addition to the annual EPRR assurance process, the Dame Barbara Hakin letter requests
that all trusts review the following immediately and provide assurance that:
 You have reviewed and tested your cascade systems to ensure that they can activate
support from all staff groups, including doctors in training posts, in a timely manner
including in the event of a loss the primary communications system;
 You have arrangements in place to ensure that staff can still gain access to sites in
circumstances where there may be disruption to the transport infrastructure, including
public transport where appropriate, in an emergency;
 Plans are in place to significantly increase critical care capacity and capability over a
protracted period of time in response to an incident, including where patients may need to
be supported for a period of time prior to transfer for definitive care; and
 You have given due consideration as to how the trust can gain specialist advice in
relation to the management of a significant number of patients with traumatic blast and
ballistic injuries.
Statement of Readiness
In response to the Dame Barbara Hakin letter, the trust has reviewed its EPRR
arrangements as requested. This Statement of Readiness provides assurance that:-

 The trust has a robust cascade system in place for EPRR. Each Directorate has
appointed Network Command and Control Team (NCCT) Leads.
The primary
communication method to cascade messages during an emergency is via a NCCT group
email. In the event of a loss of the email system, a telephone contact list will be utilised to
cascade messages to NCCT Leads. A contact list has been uploaded to the gold and
silver on call resources intranet page and a hard copy is available in the emergency
response bag.
 Facilities have confirmed that every effort will be made to ensure that staff can access
sites where there may be disruption to the transport infrastructure. In the event of an
emergency, staff will be kept informed via established communication channels.
 The response to an incident requiring physical health critical care will be managed in
accordance with the trust’s Transfer to Acute Care Policy.
 Specialist advice in relation to the management of a significant number of patients with
traumatic blast and ballistic injuries will be provided by the emergency services.
Recommendation
It is recommended that the:

EPRR Statement of Readiness is noted by the board.



The Network Command & Control Team (NCCT) Meeting is assigned to monitor
ongoing compliance against the EPRR Core Standards.

John Harrop
Head of Risk, Safety and Resilience
15th January 2016
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Andrew Maloney, Director of HR and Corporate Services

EXECUTIVE SUMMARY:

In February 2015 the Trust Board received a report setting out the detailed position
for the Trust in terms of it’s sickness absence levels and activity that was planned to
support a reduction in them. This paper provides the Trust Board with an update on
the actions that have been implemented, the current position and any future actions
that are needed.
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REPORTS/DECISIONS:
LEGAL/REGULATORY
IMPLICATIONS:

Improving attendance and managing sickness –February 2015
Not applicable
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RECOMMENDATIONS:

Board members are asked to note and discuss the content of this report and to
support the continued embedding of the actions that have been put in place.

Trust Board
25th January 2016
Improving attendance and managing sickness absence update
Introduction
In February 2015 the Trust Board received a report setting out the detailed position for
the Trust in terms of it’s sickness absence levels and activity that was planned to
support a reduction in them. This paper provides the Trust Board with an update on
the actions that have been implemented, the current position and any future actions
that are needed.
Benchmark data
The Trust sickness absence rates are benchmarked monthly against the North West
Mental Health average. The following table shows the most recent benchmark data
available as at 30th September 2015 (Source: NHS ewin system).
Trust
Mersey Care NHS Trust
5 Boroughs Partnerships NHS FT
GMW
Pennine Care NHS FT
Cheshire Wirral Partnership NHS FT
MMHSCT

Sickness Absence % (September 2015)
6.3%
5.7%
5.6%
5.2%
5.1%
5.0%

The data shows the Trust as slightly above the North West average as at September
2015. In the report to Board back in February 2015 it was identified that there may be
some influence of generic community services for some Trusts that lowers their
absence data when compared to Trusts like GMW that are specialist mental health
providers only. No further analysis has been done for this report on this issue, it is for
Board members to note this in the context of the data.
Sickness Absence Performance
The chart below shows that from April 15 to November 15 there were three out of the
eight months where sickness performance was below the Trust target of 5.75%. This
is a marginal improvement on 2014 when two months in the same period were below
the target.

Target
In month
5.75
%
Short term
%
Long term
%

Apr
5.71

May
5.70

Jun
5.85

Jul
5.80

Aug
6.04

Sep
5.63

Oct
6.56

Nov
6.60

2.05

1.80

2.05

1.85

2.06

1.84

2.57

2.42

3.67

3.90

3.80

3.94

3.98

3.80

3.99

4.18

Performance regarding long term sickness when comparing 2014 to 2015 does show
an improvement from an average of 4.40% to a current average of 3.90% and this
reflects the significant efforts involving the HR team with services to target long term
absence cases and to develop more robust strategies and actions.
Short term absence performance has however performed worse with an average for
the period in 2014 being 1.53% compared to the average for the 2015 period of 2.08%
and therefore the gains in terms of long term absence reduction have been eroded by
short term absence increases. This now requires further scrutiny.
Systems assurance
All actions that were agreed through the MIAA audit of sickness absence have now
been implemented and they have confirmed a ‘significant assurance’ rating back to
Audit Committee. Detailed reporting arrangements are in place for services along with
dedicated HR support. Monthly meetings between HR and services are taking place
to manage sickness cases and to develop strategies and actions.
Occupational Health and Staff Support Service
The trust has recently re-procured an enhanced occupational health service which
includes access to counselling and physiotherapy services. The provider (People
Asset Management) will be undertaking a detailed piece of work with HR to understand
the trust’s challenges and to work collaboratively on strategies to support health and
wellbeing. The new service will be operational from 1st April 2016.
Recognition
The trust has again written to all staff that achieved a 100% attendance record in 2015
to thank them and to enter them into a prize draw as a gesture of recognition.
Training
HR Absence Management training has been rolled out across services in 2015 and
line managers have been attending the revised sessions.
Health and Wellbeing Strategy
A new Staff Health and Wellbeing Strategy has been developed and is being
implemented and this is currently being supported by a temporary role of Health and
Well Being Manager. This is a HR professional who works as part of the HR
Directorate. A review of the impact of this role will be undertaken at the end of the
2015/16 financial year.

Vacancies, Bank and Agency
Board members will be aware from the paper presented in December 2015 of the
challenge facing the trust and the wider NHS in terms of staff supply. Alongside this
the Board invested in additional frontline nurses earlier in 2015. There has been
significant recruitment activity in 2015 that has made a positive impact upon the
vacancy positions in front line services. The challenge for 2016 is however not under
estimated and a targeted recruitment campaign is taking place, launched on 16th
January 2016 when the trust hosted a recruitment open day at The Curve in Prestwich.
It is recognised that higher than normal vacancies in services may have an impact
upon attendance and the focus will continue on this area.
An extended hours bank service will also commence later in January 2016 providing
clinical services with access to the trusts internal bank team into the early evening on
weekdays and at the weekend. An evaluation of the impact of this service will be
undertaken after six months.
The trust also continues to manage it’s agency nurse usage below the Monitor target
of 3% of the nursing pay bill.
Conclusions
All of the actions agreed by the Trust Board in February 2015 have been implemented.
Some of these actions still require further time to embed (eg Occupational Health
contract, staff health and wellbeing activities, recruitment strategies, staff bank
extended hours) and their impact may only be felt later on in 2016.
The pro-active management of long term cases between HR and services does seem
to have had an impact however this has been eroded by an increase in short term
absence. This short term increase has been more marked in the months since October
and it could be that this has a seasonal link. It is however recommended that a more
detailed analysis of this upward trend is undertaken.
Board members are asked to note and discuss the content of this report and to support
the continued embedding of the actions that have been put in place.

Andrew Maloney
Director of HR and Corporate Services

15th January 2016
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EXECUTIVE SUMMARY:

Monitor have recently introduced new rules to govern the use of agency staff across
NHS Trusts. This paper sets out the new rules and the Trust position regarding
implementation and monitoring.
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Monitor guidance - Agency staff rules
1. Introduction
Monitor have recently introduced new rules to govern the use of agency staff
across NHS Trusts. This paper sets out the new rules and the Trust position
regarding implementation and monitoring.
2. Nurse Framework
Monitor introduced nursing agency rules covering approved framework
agreements which became effective on 19th October 2015. The rules require
NHS Trusts to only procure nursing agency workers through agencies that are
on the approved frameworks.
The Trust has implemented the new framework agreement utilising existing
arrangements with the following:


Crown Commercial Services RM3711 Multidisciplinary Temporary
Healthcare Personnel



Crown Commercial Services RM970 Agency Nurses and Social Care
Workers

In order to maintain compliance with the nursing agency rules, the Trust will
direct all agency bookings through Meridian as a `preferred provider’ who
have been directed to make bookings only utilising the agencies in the agreed
framework.
Managers will utilise the current arrangements through the Temporary
Resourcing Team for `in hours’ bookings and have been instructed to book
through Meridian `out of hours’ to ensure bookings are not made outside of
the framework agreement.

3. Agency price caps
Monitor and the NHS Trust Development Authority (TDA) have also
implemented a cap on the amount of expenditure that Trusts can pay per hour
for temporary staff engaged via an agency within the NHS. This has taken
effect from 23 November 2015.
The price caps apply to all staff groups covered by national pay scales,
including:


medical staff (including dental staff where applicable)



nursing and midwifery staff



all other clinical staff



all other non-clinical staff

There is a stepped reduction in the pay rates which results in a price cap at
23rd November 2015, a reduction at 1st February 2016 and a further final
reduction at 1st April 2016.
3.1 Implications of price caps
The hourly rates set by Monitor have been reviewed against the current hourly
rates paid by GMW to identify any areas of potential non-compliance.
3.1.1 Nursing staff
The Trust has an agreed rate card set with Meridian for payment of healthcare
support workers and qualified nursing agency cover.
The current rates paid by GMW for these staff groups are significantly lower
than the maximum rates set for 23rd November 2015 and are still lower than
the rate reduction set for 1st April 2016. Therefore, it is not anticipated that the
Trust will have any breach in this area.
3.1.2 Medical agency cover
The same exercise has been undertaken to consider the potential impacts of
medical agency bookings.
The impact at 23rd November 2015 was that the hourly rate for Core hours for
StR Higher trainees and StR Lower trainees was above the capped rate.
However, it should be noted that the overall cost of the shift based on hours
covered was below the total cost of the capped rate (when combining core
and unsociable hours pay rates) due to the fact the Trust has agreed a block
booking rate for the unsociable hours for these staff groups which is below the
capped rate.

The Trust has a master vendor arrangement in place with ID Medical for
medical agency booking. In accordance with the new agency caps the Trust
has instructed ID Medical to ensure that new bookings do not exceed the
capped rates set by Monitor and the TDA.
A number of shifts had been booked prior to the introduction of the capped
rates and given the overall cost of the shifts equate to £10 less per shift than
the overall cost using the capped rates, the shifts were honoured. This has
occurred on 9 shifts between 25th November and 7th December.
The core rates for all medical staff groups will exceed the rates GMW
currently pay by 1st February 2016. It is not yet known whether this will impact
on the Trust ability to attract agency cover given all Trusts should be applying
the caps and this will be monitored.
3.1.3 Other staff groups
The rates for non-clinical agency cover have been reviewed and it has been
identified that there were 3 administrative workers supporting the Paris
implementation that were paid rates in excess of the price cap. These long
term agency bookings were made prior to the introduction of the price cap and
have subsequently completed their contract.
4. Monitor nursing agency target
In addition to the Monitor framework agreement and price cap, Monitor have
also set a monthly nursing agency target for GMW which is currently set at
3%. The actual monthly agency spend as reported in the latest Board
performance report is 2.3%. The Trust spend has remained under target
since the commencement of monitoring in November 2015.
5. Compliance
The Trust is required to complete a weekly monitoring return setting out the
number of shifts were payments have been made in excess of the price caps.
This is signed off by a relevant board member.
Any payments in excess of the price caps will be scrutinised by Monitor, and
excessive use and failure to make rapid improvements to workforce
management may lead to regulatory action as appropriate. This would include
trusts boards being required to develop a clear workforce strategy on how the
overrides will be avoided in the future.
The Trust has completed the relevant weekly returns to date and has reported
on the 3 administration agency workers above price cap. The medical shifts
have not been reported on the weekly return as the overall cost of the shift
does not exceed the price cap.

6. Recommendation
Trust Board are asked to note the content of this report.

Nicky Littler
Associate Director of HR
14th January 2016

