BOARD OF DIRECTORS (Meeting in Public)
Monday 31st October 2016
1.00pm, Meeting Rooms 1 & 2, 1st Floor, The Curve
AGENDA – PART 1
ITEM
01
Apologies for Absence

ACTION
To Note

PRESENTED BY
Rupert Nichols, Chair

TIME
1.00pm

02

To Note

Dale Huey, Strategic and
Management Lead: Primary
Care Psychological Therapies

1.00 pm

To Note
To Approve

All
Rupert Nichols, Chair

1.30pm
1.30 pm

05

Service Presentation – Improving Access to
Psychological Therapies: How well has GMW
helped to address Britain’s biggest social
problem?
Declaration of Interests
Minutes of the Previous Meeting held 26th
September 2016
Matters Arising from the Previous Meeting

To Note

Rupert Nichols, Chair

06

Chair and Chief Executive Verbal Report

To Note

Rupert Nichols, Chair and Bev
Humphrey, Chief Executive

03
04

07

08

09

10

11
12

STRATEGY AND POLICY
NHS Operational Planning and Contracting
To Note
Neil Thwaite, Deputy
Guidance 2017-2019
CEO/Director of Development &
Performance
NHS Improvement Single Oversight
To Note
Neil Thwaite, Deputy
Framework
CEO/Director of Development &
Performance

Board Performance Report

OPERATIONAL PERFORMANCE
To Note
Neil Thwaite, Deputy
CEO/Director of Development &
Performance

GOVERNANCE AND QUALITY
CQC Action Plan Update
To Note
Neil Thwaite, Deputy Chief
Executive/Director of
Development and Performance
MMHSC Acquisition – Proposed Constitution To Approve Andrew Maloney, Director of HR
for the Combined Entity
and Corporate Services
Minutes of the Audit Committee
To Note
Malcolm Cowen, Non-Executive
Meeting held 5th September 2016
Director
(Unratified)

1.35pm

1.40 pm

1.50pm

2.00pm

2.15pm

2.25pm
2.35pm

13
14

15
16

HR & ORGANISATIONAL DEVELOPMENT
Postgraduate Medical Education Visit (June
To Note
Andrew Maloney, Director of
2016)
HR and Corporate Services
Whistleblowing Policy and Freedom to Speak To Note
Andrew Maloney, Director of
Up Guardian
HR and Corporate Services
ANY OTHER BUSINESS
Schedule of Board, Council of Governors and To Note
Kim Saville, Company Secretary
Board Committee Meetings 2017
Any Other Business
To Note
All

2.40pm
2.45pm

2.55pm
3.00pm

DATE AND TIME OF NEXT MEETING
The next Board of Directors’ Meeting will take place on Monday 28th November 2016 at 1.00pm in Rooms 1 & 2,
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’
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AUTHOR(S):
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Rupert Nichols, Chair
Kim Saville, Company Secretary

EXECUTIVE SUMMARY:

The Board of Directors is asked to approve the minutes of the previous meeting held
26th September 2016.

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

Minutes of the previous Board of Directors Meetings

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

RECOMMENDATIONS:

Strategic Objective

To Approve

Description (as per BAF)

No

x
x
x

UNRATIFIED
PUBLIC BOARD OF DIRECTORS MEETING, MONDAY 26th SEPTEMBER 2016, 1.00 PM,
ROOMS 1 AND 2, 1st FLOOR, THE CURVE
Present:
Rupert Nichols
Anthony Bell
Margaret Campbell
Malcolm Cowen
Kathy Doran
Gill Green
Ismail Hafeji
Bev Humphrey
Julie Jarman
Andrew Maloney
Terry McDonnell
Neil Thwaite

‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐

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

In Attendance:
Kim Saville
Jonathan Elster

‐
‐

Company Secretary
Public Governor (Salford)

No.
Item
193/16 Apologies for Absence

Action
Noted

Apologies for absence were received from Chris Daly, Medical Director and
Deborah Partington, Director of Manchester Services
194/16 Service Presentation – Woodlands Centre: A Five‐Year Vision

Noted

The Board of Directors received a presentation on the five‐year vision for
Woodlands Hospital from Gill Drummond, Clinical Improvement Lead Nurse for
Dementia and Michelle Aspinall, Assistant Director (Older Adults). Gill
Drummond described the scope of services provided at Woodlands and the
catchment population, and summarised the significant changes undertaken in
recent years. She advised that there is no formal process for accreditation as a
‘Centre of Excellence’, but that Woodlands are working towards the AIMS
accreditation.
Gill Drummond outlined the five‐year vision for Woodlands, which has its roots in
GMW’s values and is focused on leadership and best practice in four key domains
– education, care, patient and carer engagement, and research. She briefed the
Board on progress to date in each area and the objectives for the next five years,
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noting that designated leadership, engagement at all levels, resources and
investment, and creativity and innovation would be critical success factors.
In response to a query from Julie Jarman, Non‐Executive Director, Michelle
Aspinall described the challenges faced in placing people with challenging and
complex needs post‐discharge and the associated impact on length of stay at
Woodlands. In this context, she advised Board members that Woodlands operate
a whole service approach, focusing on both community and inpatient provision.
Neil Thwaite, Deputy Chief Executive/Director of Development and Performance,
questioned the Woodlands Team on the timescale for achieving the vision.
Michelle Aspinall advised that the initial focus will be on stabilising the
workforce, improving staff morale and embedding the model. Once these are
complete, objectives for years 4 and 5 may be brought forward. Gill Drummond
agreed that the Task and Finish Group would consider compressing the
timescales.
Kathy Doran, Non‐Executive Director, sought information on feedback received
at Woodlands. Gill Drummond outlined the mechanisms used – including a carers
questionnaire on discharge – and confirmed that feedback is positive overall. She
also described the partnership arrangements in place at Woodlands, including
relationships with Age UK, Dementia Action Alliances, Reach Beyond and the
Alzheimer’s Society (Singing for the Brain).
Ismail Hafeji, Director of Finance, Capital and IM&T, supported Woodlands’ vision
but advised that, for planning purposes, there would be no additional recurrent
resources unless funded externally. Michelle Aspinall confirmed that the service
are looking at different ways of using their existing people, skills and resources.
Rupert Nichols, Chair, thanked the presenters for an informative presentation.
195/16 Declaration of Interests

Noted

There were no declarations of interest.
196/16 Minutes of the Previous Meeting held 25th July 2016

Approved

The minutes of the previous meeting were accepted as a true record.
197/16 Matters Arising from the Previous Meeting

Noted

The Board considered the action log and confirmed that all matters arising had
either been actioned or were covered on the agenda.
198/16 Chair and Chief Executive Verbal Report

Noted

Bev Humphrey, Chief Executive, advised Board members that the ‘NHS
Operational Planning and Contracting Guidance 2017 – 2019’ had been published
on 22nd September 2016. She confirmed that the timescales had been brought
forward, in comparison to previous years, given the pressures in the system. Bev
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Humphrey committed to sharing the guidance with the Non‐Executive Directors.

Action: BH

Bev Humphrey outlined the key planning deadlines – including, agreement of
CQUIN schemes by the end of October, submission of draft two‐year plans on
24th November and contract sign‐off by 23rd December. The Board noted the
clear timescales for arbitration if required. Bev Humphrey advised that the Trust
should expect further guidance from the Greater Manchester Devolution Team
on their planning expectations.
Rupert Nichols provided feedback from a recent Chairs meeting with NHS
Improvement (NHSI). He highlighted the changes in the style/approach of NHSI
leadership and how this is reflected in the Planning Guidance and timescales.
199/16 Board Performance Report
Noted
Neil Thwaite presented the Board Performance Report for July 2016. He assured
Board members that overall performance remained positive, with exceptions
relating to the IAPT 6‐week target and sickness. He advised that IAPT
performance was marginally below target at July 2016, but is expected to achieve
target in October 2016. He also highlighted improvements in in‐month sickness
absence rates, which was below 5.75% in July 2016.
Neil Thwaite advised Board members that the latest iteration of the CQC Action Action: NT
Plan will be presented to the 31st October Board meeting. The Trust has received
the raw results of the 2016 Patient Survey, which are positive. The final CQC
report is expected to be published in October 2016.
Terry McDonnell, Non‐Executive Director, sought assurance on the management
of organic bed occupancy. Gill Green, Director of Nursing and Operations,
confirmed that the high occupancy rates in June and July 2016 account for the
use of ‘swing’ beds on Hazelwood Ward and the challenges of finding
appropriate placements for individuals post‐discharge. Terry McDonnell also
highlighted the low agency expenditure.
In response to a query from Malcolm Cowen, Non‐Executive Director, regarding
the management of violence and aggression, Gill Green assured Board members
of the rigorous oversight provided by the Trust‐wide Positive and Safe Group.
She advised that increases in the use of restraint techniques, rapid
tranquilisation and/or seclusion often relate to individual service users, and also
briefed the Board on the Trust’s use of a PRN (Pause, Reflect, Negotiate) system
in these circumstances. Gill Green agreed to include more comprehensive Action: GG
narrative/explanation for positive and safe incidents in future Board
Performance Reports.
In terms of safe staffing, Gill Green confirmed that the report reflects current
planned staffing levels and that staffing establishments reflect acuity.
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Neil Thwaite advised Board members that NHSI’s new ‘Single Oversight
Framework’, which includes a new ratings system, has been issued to both NHS
Trusts and NHS Foundation Trusts. He confirmed that this would be brought to Action: NT
the 31st October 2016 meeting of the Board of Directors.
The Board noted the Performance Report and acknowledged the hard work of all
involved in achieving the positive position.
200/16 NHS Improvement Q1 Feedback
Noted
Ismail Hafeji presented the Q1 feedback for information. He advised that, under
the new Single Oversight Framework, organisations who have not accepted their
Control Total will be unable to achieve a 1 (the highest) rating.
The Board noted the feedback.
201/16 Reporting Back, Looking Forward – Summary Annual Report and Quality Noted
Account 2015/16
Neil Thwaite provided an overview of ‘Reporting Back, Looking Forward’, drawing
the Board’s attention to the key achievements during 2015/16 and the forward
plans for 2016/17. Kim Saville, Company Secretary, to update copy based on Action: KS
feedback from Julie Jarman.
Ratified
202/16 Transaction and Transformation Committee – Terms of Reference
The Board ratified the Terms of Reference for the Transaction and
Transformation Committee, subject to the amendments agreed at the
Committee’s first meeting on 26th September 2016.
203/16 Board Assurance Framework (BAF)
Approved
Andrew Maloney, Director of HR and Corporate Services, presented the Board
Assurance Framework, highlighting the updates made to a number of risks. The
Board considered whether Risk ID 2128 (PARIS) should be closed on the BAF,
given the decision to formally close the project and Project Board. Ismail Hafeji
assured Board members that oversight would continue to be provided by the
PARIS Management Forum and Senior Clinicians Group. The Board accepted that
the risk level had reduced, but agreed that the risk should remain on the BAF for
review in December 2016.
Andrew Maloney confirmed that a new risk (Risk ID 2572), relating to
expenditure on agency staff, had been added to the BAF. He advised that the
action plan, which has previously been considered by the Board, will be kept
under review.
The Board of Directors confirmed that the BAF accurately represented the key
risks to the delivery of the Trust’s strategic objectives and accepted the target
risk scores.
204/16 EPRR Core Standards Self‐Assessment
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The Board of Directors noted the statement of substantial compliance against
the 2016/17 EPRR core standards. Andrew Maloney agreed to review the Action:
timescales set out in the associated Action Plan.
ACM
th
205/16 Quality Governance Committee: Minutes of the Meeting held 7 July 2016 Noted
(Ratified) and Committee Chair’s Report of the Meeting held 1st September
2016
The Board of Directors noted the minutes of the Quality Governance Committee
(QGC) meeting held on 7th July 2016 and the Chair’s Report of the September
meeting. Terry McDonnell advised that consultant interviews to support the
CAMHS development plans were scheduled for week commencing 3rd October
2016.
206/16 Minutes of the Charitable Funds Committee Meeting held 25th July 2016 Noted
(Unratified)
Anthony Bell, Non‐Executive Director, presented the minutes of the July meeting
of the Charitable Funds Committee. He confirmed that progress was being made
against the Committee’s key objectives. In response to a query from Rupert
Nichols, Anthony Bell advised that mechanisms for promoting access to the
Trust’s Charitable Funds would be considered at the next meeting of the Action:AB
Committee.
Malcolm Cowen advised that consideration was being given to allocating some
Charitable Funds to the Trust’s Dragons Den initiative. Neil Thwaite briefed Board
members on the planned timescales for this year’s Dragons Den. He confirmed
that a joint initiative would be launched in January 2017 following the acquisition
of MMHSC.
207/16 Audit Committee Chair’s Report of the Meeting held 5th September 2016
Noted
Malcolm Cowen presented his Report of the Audit Committee meeting held on
5th September 2016. He highlighted the significant assurance provided by the
internal auditors on the Trust’s business continuity plans and monitoring of nurse
staffing levels. The Board noted that the Committee had not been quorate and,
as such, a number of decisions were deferred to the December meeting.
208/16 Junior Doctor Industrial Action Autumn 2016
Noted
Margaret Campbell, Acting Medical Director, advised that the BMA have
withdrawn the planned industrial action. She assured Board members that,
should action take place in future, the Trust’s emergency planning systems are in
place.
The Board noted the update.
209/16 Non‐Executive Director Appointments Process
Kim Saville outlined the appointments process for the recruitment of three new
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Noted

Non‐Executive Directors. She confirmed that the Nominations Committee of the
Council of Governors were leading the process, with support from Gatenby
Sanderson. The closing date for applications is 14th October 2016 and the
Nominations Committee will recommend candidates for appointment to the 6th
December meeting of the Council of Governors. Kim Saville invited Board
members to feedback comments on the process and role requirements to herself
or Rupert Nichols.
210/16 Policy for the Reimbursement of Governor Expenses
Approved
Kim Saville presented the updated ‘Policy for the Reimbursement of Governor
Expenses’ for the Board’s approval. She confirmed that the policy incorporated
an increased mileage rate, as agreed at the July 2016 meeting of the Council of
Governors, and also introduced a new way of paying governor expenses via
payroll.
The Board approved the Policy for the Reimbursement of Governor Expenses’.
211/16 Any Other Business

Noted

There were no items of other business.
212/16 Date and Time of Next Meeting

Noted



Thursday 13th October 2016 at 10.00am in Meeting Rooms 1 and 2, 1st
Floor, The Curve (Extraordinary Meeting)
 Monday 31st October 2016 at 1.00pm in Meeting Rooms 1 and 2, 1st
Floor, The Curve
213/16 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”
Certified as a true record of the meeting

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

……………………………………………………………
Date
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Action Log
Meeting Minute
No.
July‐16
168/16

July‐16

169/16

July‐16

173/16

Sept‐16

198/16

Sept‐16

199/16

Item
Board Performance
Report

Service User
Engagement
Strategy 2016 to
2019
Doctors in Training
2016 Contract
Implementation
Chair and Chief
Executive Verbal
Report
Board Performance
Report

Action

Agreed
Timescale
Final report of Community Mental Health Survey 26/09/2016
to be shared at September 2016 meeting of the
Board of Directors

Service user engagement kite‐mark scheme to be 31/12/2016
shared with the HSJ once operational

Update to be brought to Board on cost 31/10/2016
implications of new contract implementation
‘NHS Operational Planning and Contracting 30/09/2016
Guidance 2017 – 2019’ to be shared with Non‐
Executive Directors
CQC Action Plan to be reviewed at 31st October 31/10/2016
2016 Board of Directors meeting
Implications of NHSI’s new ‘Single Oversight 31/10/2016
Framework’ to be considered at 31st October
2016 meeting of the Board of Directors.
More comprehensive narrative/explanation to be 28/11/2016
provided for positive and safe incidents in Board and ongoing
Performance Report
7

Forecast
Owner
Completion
28/11/2016 Neil Thwaite, Deputy
Chief Executive/
Director of
Development and
Performance
Gill Green, Director
of Nursing and
Operations
19/12/2016 Andrew Maloney,
Director of HR and
Corporate Services
Bev Humphrey, Chief
Executive
Neil Thwaite, Deputy
Chief Executive/
Director of
Development and
Performance
Gill Green, Director
of Nursing and
Operations

Status

Meeting Minute
No.
Sept‐16 201/16
Sept‐16

204/16

Sept‐16

206/16

Item
Reporting Back,
Looking Forward
EPRR Core
Standards Self‐
Assessment
Minutes of the
Charitable Funds
Committee Meeting
held 25th July 2016

Action

Agreed
Timescale
Amendment to be made to electronic version of 30/09/2016
‘Reporting Back, Looking Forward’
Timescales in EPRR Core Standards Action Plan to 31/10/2016
be reviewed
Further mechanisms for promoting the Trust’s 28/11/2016
Charitable Funds to be considered at the next
Charitable Funds Committee meeting

Work in progress, not yet due
Completed on time
Incomplete and overdue
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Forecast
Owner
Completion
Kim Saville,
Company Secretary
Andrew Maloney,
Director of HR and
Corporate Services
Anthony Bell, Non‐
Executive Director

Status
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NHS Operational Planning & Contracting Guidance 2017 – 2019
31st October 2016
07
Neil Thwaite, Deputy Chief Executive / Director of Development & Performance
Michelle Richards, Deputy Director of Contracting & Business Development

EXECUTIVE SUMMARY:

A paper relating to the ‘NHS Operational Planning & Contracting Guidance 2017 –
2019’ is attached for the Board’s consideration. The guidance was published 22nd
September 2016 and provides direction for all NHS Trusts and Foundation Trusts on
their 2017/18 – 2018/19 Operational Plans.
The attached paper provides the Board with the key headlines from the Planning
Guidance and describes the Trust’s business planning process which supports
development of the Operational Plan. Through this process clinical and corporate
Directorates in conjunction with local stakeholders will have the opportunity to feed
local priorities, achievements and challenges into the Operational Plan. The Council
of Governors will also be engaged in the process.
The Operational Plan will reflect the Greater Manchester Sustainability and
Transformation Plan and Locality Plans for Bolton, Salford, Trafford and Manchester.
The Operational Plan will be written from the perspective of a new integrated
organisation, encompassing Manchester services.
GMW are required to submit a draft Operational Plan 24th November 2016, with the
final submission 23rd December 2016.

LINKS TO OTHER KEY
REPORTS/DECISIONS:

Report to the Board of Directors – ‘Impact of ‘NHS Planning Guidance 2016/17 ‐
2020/21’ on Trust Financial Plans’ (25th January 2016)
‘Implementing the Five Year Forward View for Mental Health’, NHS England 2016
GMW Business Planning Framework 2017/18
GMW Strategic Plan for 2014‐19

LEGAL/REGULATORY
IMPLICATIONS:

Devolution Manchester Strategic Plan (STP) – ‘Taking Charge of our Health and
Social Care in Greater Manchester’
N/a

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

No

If ‘yes’:
DATIX ID

Strategic Objective

Description (as per BAF)

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

The Board of Directors are asked to:
 Note the content of the ‘NHS Operational Planning and Contracting
Guidance 2017 – 2019’
 Note the process for development of the Operational Plan
 Note that the plan will include Manchester services

x
x
x

NHS Operational Planning & Contracting Guidance 2017‐2019
Date: 14th October 2016
1. Introduction
This paper is intended to brief the Trust Board regarding the ‘NHS Operational Planning &
Contracting Guidance 2017 – 2019’ and the Trust process for development of the
Operational Plan.
2. Context
2.1

The NHS Operational Planning & Contracting Guidance 2017‐19

The guidance sets out the planning assumptions and priorities for the NHS for the coming
two years. It builds on the Sustainability and Transformation Plans (STPs) produced by local
health and care systems and takes forward implementation of the Five Year Forward View
(FYFV).
2.2

Implementing Sustainability and Transformation Plans

The STP for each footprint is the key starting point for two‐year organisation‐level
Operational Plans, with collaborative actions across health and care systems. The aim is to
provide certainty and stability for a two‐year planning and contracting cycle.
Throughout the country there are 44 STP regions, with Greater Manchester (GM) being one.
In December 2015 ‘Taking Charge of Our Health & Social Care in Greater Manchester’ was
published, this is the GM STP. This describes a collective 5‐year vision and provides a high
level implementation plan to deliver improvement and reform of health and social care
services across GM. This is informed by Locality Plans for each locality within the GM area.
Locality plans set out a local vision for integrated health and social care and outline key
development priorities, financial plans, planned delivery approaches and challenges. The
Trust remains a key partner in the development and implementation of Locality Plans for
Bolton, Salford, Trafford and Manchester.
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3. Key Proposals in Operational Planning & Contracting Guidance
The key proposals are as follows:
3.1 STP Planning, Control Totals and Performance Metrics
STP areas are required to submit local financial plans showing how their systems will achieve
financial balance. The position of each provider’s plan has to be consistent with the STP
financial plan and with the system financial control total. All organisations will be held
accountable for delivering both their individual control total and the overall system STP
control total. It will be possible to flex individual organisational control totals within that
system control total.
3.2 Sustainability and Transformation Fund (STF)
£1.8bn of sustainability funding will be available in 2017/18: a £1.5bn general fund allocated
on the basis of emergency care; a £0.1bn fund allocated to non‐acute providers; and a £0.2bn
targeted fund. The payment of STF will depend on providers meeting their financial control
totals and core access standards.
Streams of transformation funding will increasingly be targeted towards “the STPs making
most progress”. This funding will be focused on delivery of specific national programme
objectives “rather than spread thinly everywhere”.
3.3 Contracts and the Contracting Round
All contracts are to be signed by 23rd December 2016 and will last two financial years, starting
from April 2017. Two‐year contracts will reflect two‐year activity, workforce and
performance assumptions that are agreed and affordable within each local STP.
3.4 ‘Must dos’ for 2017 – 19
The ‘must dos’ remain the same as outlined in 2016/17 planning guidance, as below:
3.4.1 STPs – Implement agreed STP milestones, on track for full achievement by
2020/21, and achieve agreed trajectories against the STP core metrics set for
2017‐19.
3.4.2

Finance – Deliver organisational and system control totals. Implement local
STP plans, moderate demand growth, increase provider efficiencies,
including Carter proposals.

3.4.3

Improving quality in organisations – Implement plans to improve quality of
care.

3.4.4

Mental health – Deliver in full the implementation plan for the 5 year
Forward View for all ages. Ensure delivery of the mental health access and
quality standards, including 24/7 access. Increase baseline spend on mental
health. Maintain a dementia diagnosis rate of at least 67%, and have due
regard to forthcoming guidance on post‐diagnostic care and support.
Eliminate out of area placements for non‐specialist acute care by 2020/21.
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3.4.5

People with learning disabilities – Deliver Transforming Care Partnership
plans with local government partners. Reduce inpatient bed capacity and
reduce premature mortality by improving access to health services,
education and training of staff, and by making necessary reasonable
adjustments for people with a learning disability or autism.

3.4.6

Primary Care ‐ Implement the General Practice Forward View, ensure local
investment meets or exceeds required levels. Increase the number of GPs,
improve weekend and evening access, and support the expansion of whole
system care models.

3.4.7

Urgent & Emergency Care – Deliver the 4‐hour A&E standard and standard
for ambulance response times. By November 2017, meet the four priority
standards for seven‐day hospital services. Implement the Urgent &
Emergency Care Review.

3.4.8

Referral to treatment times & elective care – deliver standards for 18 weeks
from referral to treatment. Deliver patient choice of first outpatient
appointment, and achieve 100% of use of e‐referrals by April 2018.
Implement the national maternity services review.

3.4.9

Cancer – Implement the cancer taskforce report. Deliver the 62‐day cancer
standard, improve one‐year survival rates and ensure all elements of the
Recovery Package are commissioned.

3.5 CQUINS
The current CQUIN scheme enables providers to earn up to 2.5% of annual contract value if
they deliver objectives set out in the scheme. For 2017/18 and 2018/19, the full 2.5% will
continue to be available to providers, however NHS England has made two changes. 1.5% of
the 2.5% will be linked to delivery of national indicators and the remaining 1% will be
assigned to support providers locally. 0.5% of this will be available subject to full provider
engagement and commitment to the STP process. To support the introduction of system‐
wide risk pooling at STP level, the remaining 0.5% will be held as a reserve to cover risks in
delivery of the relevant system control total. Where the system as a whole is on track to
deliver within its system control total, this 0.5% will be payable to providers.
The proposed national indicators for mental health cover five areas, with flexibility for one
locally determined CQUIN. The five areas include:
 NHS staff health and wellbeing
 Crisis liaison
 Physical health for people with severe mental illness
 Transition for children and young people with mental health needs
 Preventing ill health from risky behaviours
The Trust is liaising with commissioners across GM in development of a local CQUIN.

Page 3 of 6

3.6 Specialised Services Commissioning Intentions and CQUINS
NHS England’s commissioning intentions for specialised services set out national priorities,
and region‐specific priorities, as well as priorities for clinical and service reform, quality
improvement and peer review. For mental health key areas of work will focus on:
 The secure pathway
 Children’s mental health services
 Perinatal services
 Pathway of care for people with a learning disability
The specialised services CQUIN scheme will remain as 2.5% for mental health providers.
NHSE have published proposed CQUIN indicators as part of an engagement exercise, with
the final indicators to be published at the end of October.
4
4.1

Process for Development of Operational Plan
Business Planning Process

The Trust’s annual business planning process helps to develop the organisation’s clinical,
financial and operational sustainability. The Business Planning Framework sets out basic
principles and a clear process for strategic business planning, detailing the timeframes and
steps involved. The framework is completed by each clinical and corporate Directorate and
includes:
 Drivers for change
 Objectives: Current year and future year objectives and action plan
 Workforce planning
 Risk assessment and management
 Cost improvement programmes: current year achievements and future year
objectives and action plan
 Equality impact assessment
The Trust integrates priorities, achievements and challenges identified in local business plans
into a single Operational Plan.
4.2

Manchester Mental Health and Social Care

There has been agreement that the GMW Operational Plan will be written from the
perspective of the new integrated organisation, as such encompassing the priorities,
achievements and challenges for Manchester services. This will be informed by the Full
Business Case which is being submitted to NHS Improvement, with input from MMHSCT
colleagues also.
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4.3

Timeframe for Development of Operational Plan

The timeframes for business planning and submission of the Operational Plan are outlined
below:
Date
Action
Lead
nd
22 September 2016
Publication of Department of Health annual
N/A
planning guidance
W/C 3rd October 2016

Updated Business Planning Framework for
2017/18 – 2018/19 issued

W/C 3rd October 2016

Financial guidance and targets issued

W/C 3rd October 2016

Workforce planning guidance issued

October

Budget holders to meet with Director of
Finance, Capital and IM&T & Associate
Director of Finance to agree budgets for
2017/18
Draft local Business Plans submitted as per
Business Planning Framework
1st cut CIP plans for all services submitted to
Director of Finance, Capital and IM&T

28th October 2016
28th October 2016

1st November 2016
2nd November 2016

Directorate Workforce Plan submitted to
Workforce Planning Manager
EMT review local Business Plans and CIP
plans and provide feedback

Deputy Chief
Executive/Director of
Development & Performance
Director of Finance, Capital
and IM&T
Director of HR and Corporate
Services
Director of Finance, Capital
and IM&T

EMT
Associate Director of
Operations & Director of
Finance
Network Directors/EMT
Deputy Chief
Executive/Director of
Development & Performance
Network Directors/EMT

11th November 2016

Final Directorate Business Plans submitted,
incorporating EMT feedback

November 2016

Integration of business plans into draft one‐
year Operational Plan

EMT

16th November 2016

EMT review draft Operational Plan

EMT

24th November 2016

Draft Operational Plan submitted

EMT

28th November & 6th
December 2016

Summary of draft Operational Plan
considered by Board of Directors and Council
of Governors
Final Operational Plan incorporating Board/
Council of Governor revisions submitted.
Publication of Operational Plan

Deputy CEO/Director of
Development & Performance

23rd December 2016
January 2016
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EMT
EMT

4.4

Process for Corporate Consideration and Approval

The draft plan will be shared with the Trust Board and Council of Governors at meetings 28th
November and 6th December respectively. Comments will be incorporated into the final
Operational Plan submission on 23rd December.
5

Recommendations

The Board is asked to:


Note the key proposals and requirements within the ‘NHS Operational Planning
and Contracting Guidance 2017 – 2019’



Note the process for development of the Operational Plan



Note that the plan will include Manchester services
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Board of Directors – Part 1
TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

EXECUTIVE SUMMARY:

NHSI Single Oversight Framework
31st October 2016
08
Neil Thwaite, Deputy Chief Executive / Director of Service and Business
Development
Miranda Washington Deputy Director Performance and Business Development/
Kevin Wilkinson Head of Business Intelligence
Neil Thwaite, Deputy Chief Executive / Director of Service and Business
Development
The report provides and overview to the recently published Single Oversight
Framework by NHSI, this replaces the Risk Assessment Framework used by Monitor.
This details the themes to the framework and the segmentation process that NHSI
will use to identify organisations that present any risks and require further support.
Whilst no ratings or segmentation information have yet been published, this
summary provides an internal assessment on the performance metrics detailed
within the framework and identifies potential areas for attention over the coming 12
months.

LINKS TO OTHER KEY
REPORTS/DECISIONS:

LEGAL/REGULATORY
IMPLICATIONS:

Draft Operational Plan discussed at February 2016 Board meeting.
Final Operational Plan supports delivery of papers to the January 2016 meeting of
the Board of Directors:
 Delivering the Forward View: NHS Planning Guidance 2016/17 – 2020/21
 Impact of NHS Planning Guidance 2016/17 to 2020/21 on Trust Financial Plans
NHSI Single Oversight Framework

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

x

x

Yes

If ‘yes’:
DATIX ID
1490

Strategic Objective
Objective 6 – Achieve financial
strength and be well‐governed

RECOMMENDATIONS:

Description (as per BAF)
Compliance with targets

The Board of Directors are asked to note the Single Oversight Framework which has
been introduced from 1st October 2016

NHSI Improvement Single Oversight Framework
1. Overview
NHS Improvement (NHSI) is the new operational name for Monitor, the NHS Trust Development
Authority (TDA), Patient Safety, the Advancing Change Team and Intensive Support Teams. NHSI has
published a single oversight framework which came into force on the 1st October 2016. The
framework states that ‘the Single Oversight Framework does not give a performance assessment in
its own right, nor is it intended to predict the ratings given by the Care Quality Commission (CQC)’.
Further stating that their aim ‘is to help providers attain, and maintain, CQC ratings of ‘Good’ or
‘Outstanding’’.
2. The Framework
There are five themes to the framework:
1. Quality of care
2. Finance and use of resources
3. Operational performance
4. Strategic change
5. Leadership and improvement capability
The purpose of the framework is to identify where providers may benefit from, or require,
improvement support across a range of areas.
NHSI will place providers in a segment based on the level of concerns identified within the five
themes. The segments are numbered, 1‐4, with 4 requiring the highest level of support (special
measures) and 1 the least (providers with maximum autonomy).
Segment
1

2

3
4

Description
Providers with maximum autonomy − no poten al support needs iden ﬁed across
our five themes – lowest level of oversight and expectation that provider will
support providers in other segments
Providers offered targeted support − poten al support needed in one or more of
the five themes, but not in breach of licence (or equivalent for NHS trusts) and/or
formal action is not needed
Providers receiving mandated support for significant concerns – the provider is in
actual/suspected breach of the licence (or equivalent for NHS trusts)
Special measures − the provider is in actual/suspected breach of its licence (or
equivalent for NHS trusts) with very serious/complex issues that mean that they are
in special measures

Trusts have yet to be rated using the new framework.
Dependent upon the segment a provider is placed, differing levels of support needs will be
identified. These are described in the table below.
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Segment
1

2

Levels of Support
Universal support
 e.g. tools, guidance, benchmark information
 made available for providers to access
Universal support (as for segment 1)

3

Targeted support as agreed with the provider
 to address issues and help move the provider to segment 1
 either offered to provider (and accepted voluntarily) or requested by
provider
Universal support (as for segment 1)
Targeted support as agreed with the provider (as for segment 2)

4

Mandated support as determined by NHS Improvement
 to address specific issues, help move the provider to segment 2 or 1
 compliance required
Universal support (as for segment 1)
Targeted support as agreed with the provider (as for segment 2)
Mandated support as determined by NHS Improvement
 to help minimise the time the provider is in segment 4
 compliance required

The framework identifies a cyclical process of oversight whereby they will monitor sets of data from
the provider, identify potential support needs in each area, review segmentation, and identify
required support tailored to the providers’ circumstance.

2.1

Quality of care

The framework states NHSI will ‘supplement CQC’s inspection findings with other relevant
information such as warning notices, any civil or criminal actions or changes to registration
conditions to ensure that we use the most up‐to‐date CQC views of quality and also that we
incorporate their views on quality at providers yet to be inspected’. They ‘will also use extra in‐
year quality‐related metrics to identify emerging issues and/or scope for improvement at
providers. If necessary, they will use this information to identify any improvement and support
needs’.
2.2

Finance and use of resources

NHSI will ‘use a few financial metrics to assess financial performance (see Table below) by:
 scoring providers 1 (best) to 4 against each metric
 averaging individual providers’ scores across all the metrics to derive a use of resources
score for the provider.
Where providers have a score of 4 or 3 in the financial and use of resources theme, this will
identify a potential support need under this theme, as will providers scoring a 4 (i.e. significant
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underperformance) against any of the individual metrics. Providers in financial special measures
will score a 4 on this theme’.

The overall finance and use of resources score is a mean average of the scores of the individual
metrics under this theme, subject to any support needs being identified in value for money –
except that:
 if a provider scores 4 on any individual finance and use of resources metric, their overall use
of resources score is at least a 3 – i.e. cannot be a 1 or 2 – triggering a potential support
need
 if a provider has not agreed a control total:
o where they are planning a deficit their use of resources score will be at least 3 (i.e. it will
be 3 or 4)
o where they are planning a surplus their use of resources score will be at least 2 (i.e. it
will be 2, 3 or 4).
2.3

Operational performance

The framework states that NHS providers ‘must strive to meet key national access standards,
including those in the NHS Constitution’. NHSI will track providers’ performance against, and
support improvements in, a number of NHS standards. They will consider whether there is a
potential support need:
 for a provider with one or more agreed Sustainability and Transformation Fund trajectories
against any of the metrics: it fails to meet any trajectory for at least two consecutive months
 for a provider with no agreed Sustainability and Transformation Fund trajectory against any
metrics: it fails to meet a relevant target or standard for at least two consecutive months
 where other factors (e.g. a significant deterioration in a single month, or multiple potential
support needs across other standards and/or other themes) indicate the need to get
involved before two months have elapsed.

Page 3 of 9

2.4

Strategic change

NHSI will develop their ‘approach to identifying support needs under this theme’. In the interim,
they will consider providers’ contribution to developing, agreeing and delivering sustainability
and transformation plans (STPs) − including providers’ rela onships with local partners, the
plans, and how far these plans have been implemented − as well as, in some cases, the
implementation of new care models and implementation of devolution.
NHSI have produced guidance on how well‐led providers are expected to work with partners
and collaborate locally to improve the quality and sustainability of services for patients. In this
guidance they set out the expectation that providers should engage constructively with local
partners to:
 build a shared understanding of local challenges and patient needs
 design and agree solutions
 implement improvements.
2.5

Leadership and improvement capability

NHSI state that they ‘expect providers to demonstrate three main characteristics – effective
boards and governance, continuous improvement capability and effective use of data − as part
of this theme’.

Information from various source will be uses to assess this theme, such as:
 information from third parties
 staff/patient surveys
 organisational metrics
 information on agency spend
 delivering Workforce Race Equality Standards (WRES)
 CQC ‘well‐led’ assessments.
NHSI have stated that they will work with the CQC to reflect continuous learning and where they
consider providers do not collect, use and, where required, submit robust data, they ‘will
consider the degree to which providers need support in this area’.
3. Performance Metrics
There are two sections where performance metrics will be monitored, Operational Performance and
Quality of care, these detail a number of indicators.
3.1

Operational performance ‐ Indicators

This section details the indicators that more closely align with previous Monitor indicators. However
there is the absence of the Delayed Transfers of Care indicator and the 7 Day Follow up indicator is
now in the Quality of Care section.
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The framework states that they ‘will track providers’ performance against, and support
improvements in, a number of NHS standards. Rather than require providers to make bespoke data
submissions, wherever possible we will use nationally collected and evaluated datasets.’
It is also stated that this list will be revised ‘as necessary and appropriate’ it does not say what the
process for these revisions is. NHSI have set out the situations where there will consider the need for
potential support;






for a provider with one or more agreed Sustainability and Transformation Fund trajectories
against any of the metrics in table 1: it fails to meet any trajectory for at least two
consecutive months
for a provider with no agreed Sustainability and Transformation Fund trajectory against any
metrics: it fails to meet a relevant target or standard in table 1 for at least two consecutive
months
where other factors (e.g. a significant deterioration in a single month, or multiple potential
support needs across other standards and/or other themes) indicate we need to get
involved before two months have elapsed

The table below shows a comparison to the new targets, set against the previous Risk Assessment
Framework. The August 2016 position against the new targets is identified below:

Indicator
Care Programme Approach
(CPA) follow up within 7 days
of discharge
Care Programme Approach
(CPA) formal review within 12
months
Admissions had access to
crisis resolution / home
treatment teams
Minimising MH delayed
transfers of care
Early intervention in
psychosis: first experience
treated with a NICE‐approved
package within 2 weeks
Improving access to
psychological therapies: %
patients beginning
treatment within 6 weeks of
referral
Improving access to
psychological therapies: %
patients beginning
treatment within 18 weeks
of referral

Operational Performance
Target
Frequency
Aug 16

Comment

95.0%

Quarterly

100%

Moved to Quality of Care

95.0%

Quarterly

96.1%

Removed (not monitored
elsewhere)

95.0%

Quarterly

100%

No change

7.5%

Quarterly

0.5%

Removed (Still a national
monthly submission, but
not monitored elsewhere)

50.0%

Quarterly

90.7%

No change

75.0%

Quarterly

75.0%

No change

95.0%

Quarterly

95.6%

No change
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Indicator
Data completeness, MH:
identifiers 1

Data completeness, MH:
outcomes 2
Compliance with
requirements regarding
access to healthcare for
people with a learning
disability
IAPT Recovery
Cardio‐metabolic assessment
and treatment for people
with psychosis is delivered
routinely ‐ Inpatient wards3
Cardio‐metabolic assessment
and treatment for people
with psychosis is delivered
routinely ‐ EI Services3
Cardio‐metabolic assessment
and treatment for people
with psychosis is delivered
routinely ‐ community mental
health services (on CPA) 3

Operational Performance
Target
Frequency
Aug 16
97.0%
(decreases Monthly
99.6%
to 95%)

Comment
No change apart from the
target (now 95% from
97%)
Changed to Priority
metrics (removed HoNOS,
added ICD‐10 coding,
updated to 85% target
from 50%)

50.0%
(increases
to 85%)

Monthly

53.6%

N/A

Quarterly

Compliant

50.0%

Quarterly

52.7%

90.0%

Quarterly

‐

New (current national
CQUIN)

90.0%

Quarterly

‐

New (current national
CQUIN)

65.0%

Quarterly

‐

New (current national
CQUIN)

Removed (Annual report
required as part of multi‐
lat contract)
New

KEY:

Moved to Quality of Care
Removed
Existing target remaining
New Target

1

Identifier metrics ‐ Comprising: NHS number, date of birth, postcode, current gender, registered GP org code,
commissioner org code.
2

Priority metrics (For achievement by 2016/17 year‐end) ‐ Comprising: ethnicity, employment status (for
adults only), school attendance (for CYP only), accommodation status (for adults only), ICD10 coding.
3

Cardio‐Metabolic indicator ‐ Board declaration but can be triangulated with results of CQUIN audit (which
will be for a sample of patients in each service area).
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Potential Issues
IAPT Recovery is calculated at an organisational level so combines all the IAPT services.
Benchmarking against other organisations, 5 Boroughs have reported that they have just achieved
the target for the first time in August, Pennine Care is undisclosed, Merseycare reported 31%, and
Manchester reported 18.2%.
ICD‐10 (Diagnosis) coding will also negatively impact performance of the new priority metrics
indicator, with previous submissions suggesting we will not currently achieve the 85% target. Not all
patients have a diagnosis recorded until later in their treatment pathway. Also, not all patients are
asked about accommodation status (previously only patients on a CPA were measured).
The Cardio‐metabolic indicators will also present a challenge with 90% not being achieved for
inpatient wards. Audit data suggests all three will potentially fail, particularly the community
indicator where local discussions have already begun with commissioners to agree a change to the
way the national CQUIN is implemented locally. Other local providers in Greater Manchester are
supporting this change as they are also challenged with these new indicators.
On current trajectory the Trust will achieve:



3.2

Inpatient – 89%
EI – 79%
Community – 42%
Quality of care (safe, effective, caring and responsive) ‐ Indicators

The indicators in this section have no target and are sourced from national data submissions. The
framework states that’ NHS Improvement will use the indicators below to supplement CQC
information in order to identify where providers may need support under the theme of quality.’
There are 10 that apply to all providers and a further 7 that are specific to mental health providers.
These indicators appear similar to the Intelligent Monitoring indicators used by the CQC and NHSI
have stated that they ‘will also work with CQC as it develops its new insight tool around the use of
data and information and its relationship with quality of care.’
There is no clarity within the framework on how the indicators below will be measured and what will
constitute a potential concern, simply a statement that a trigger will be ‘concerns arising from trends
in our quality indicators’.
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Measure

Type

Quality of Care
Frequency

Organisational health indicators – all providers
Staff sickness
Organisational
Monthly/quarterly
health
Staff turnover

Executive team
turnover
NHS Staff Survey
Proportion of
temporary staff
Aggressive cost
reduction plans
Written complaints ‐
rate
Staff Friends and
Family Test %
recommended ‐ care
Occurrence of any
Never Event

Organisational
health

Monthly/quarterly

Organisational
health
Organisational
health
Organisational
health
Organisational
health
Caring

Monthly

Caring

Safe

NHS England/NHS
Safe
Improvement
Patient Safety Alerts
outstanding
Mental health providers
Organisational
CQC
Health
inpatient/mental
health and
community survey
Mental health scores Caring
from Friends and
Family Test ‐ %
positive
Safe
Admissions to adult
facilities of patients
who are under 16
years old
Effective
Care programme
approach (CPA)
follow up ‐
proportion of
discharges from
hospital followed up

Annual

Source

NHS Digital
(publicly
available)
NHS Digital
(publicly
available)
Provider return

Quarterly

CQC (publicly
available)
Provider return

Quarterly

Provider return

Quarterly

NHS Digital
(publicly
available)
NHSE (publicly
available)

Quarterly

Monthly

Monthly

Annual

Monthly

Monthly

Monthly
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NHS
Improvement
(publicly
available)
NHS
Improvement
(publicly
available)
CQC (publicly
available)

NHSE (publicly
available)

NHS Digital
(publicly
available)
NHS Digital
(publicly
available)

Estimated
RAG

A

G
G
G
A
G
G

G

G

G

G

G

G

G

within 7 days ‐
MHMDS
% clients in settled
accommodation

Effective

% clients in
employment

Effective

Potential under‐
reporting of patient
safety incidents

Safe

Monthly

Monthly

Monthly

NHS Digital
(publicly
available)
NHS Digital
(publicly
available)
NHS England
(dashboard)

G

G

G

There are no further definitions provided to support the indicators in Table 2. The latest position is
indicative only based on an estimation of performance in comparison to known performance of
other organisations, where no data is available a best estimate has been provided.
7 Day follow up has not been reported in publically available information by NHS Digital (previously
HSCIC) since the introduction of the MHSDS, the last available data was for November 2015. In the
September, October, and November submissions GMW achieved, 93.7%, 90.4%, and 94.1% from the
HSCIC calculations, which do not take into account any exclusions as per the detailed definitions.
It is not stated that there will be any publication of the data collected by NHSI using the above data
sources or how they will apply targets or compare to other trusts, to provide them with an indicator
to identify if trusts may need support.
4. Conclusion
GMW are in a strong position in relation to performance against national indicators. Whilst details
of all the metrics have yet to be published, attention is expected to be needed over the coming 12
months in relation to:






Data completeness indicators
Cardio‐metabolic assessment and treatment
Staff sickness
IAPT Services
Admissions to adult wards of patients < 16 years old

The Board have received an assessment of performance against the indicators, including Manchester
Services in the Full Business Case.
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Board of Directors – Part 1
TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Post CQC Inspection Action Plan Update
31st October 2016
10
Neil Thwaite, Deputy Chief Executive / Director of Development and Performance
Lewis Standring, CQC Programme Lead

EXECUTIVE SUMMARY:

The Care Quality Commission (CQC) completed a deep dive inspection of Greater
Manchester West Mental Health Foundation Trust (GMW) in February 2016. In June
2016 CQC informed GMW that an overall ‘Good’ rating had been achieved.
Although the positive rating that was achieved there were a number of areas
identified for improvement. So as to respond immediately to the areas for
improvement identified an Executive Director led action plan was developed. The
following paper provides an update on progress against each action including
expected completion dates and status of action.
At the time of writing all actions are either complete or are on track to complete
within specified timeframes.

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

Preparation for the Care Quality Commission Inspection – 14th December 2015
Post CQC Inspection Action Plan Update – 27th June 2016
CQC Registration and Monitor Licence

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

RECOMMENDATIONS:

Strategic Objective

To note

Description (as per BAF)

Yes/No

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

Board Performance Report
31st October 2016
09
Neil Thwaite, Deputy Chief Executive, Director of Business and Service Development
Neil Thwaite, Deputy Chief Executive, Director of Business and Service Development

EXECUTIVE SUMMARY:

The report summarises the Trust’s performance against regulatory requirements
from Monitor and the CQC as well as contractual quality requirements agreed with
commissioners

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

Previous Board Performance Reports
Operational Plan, Values into Action, Strategic Plan, Quality Account
Compliance with Monitor targets, CQC standards and contractual KPIs

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

x
x

Yes

If ‘yes’: N/A
DATIX ID
1490

Strategic Objective
Achieve sustainable financial
strength and be well governed

RECOMMENDATIONS:

To Note

Description (as per BAF)
Risk of failure to meet national and/or local targets and
standards which may impact on patient care, Trust ratings
and could lead to financial penalties and/or intervention
from regulators.

Board Performance Report
August 2016
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.

Perspective
Quick View
Monitor Compliance Framework Overview
Monitor Mental Health Indicators
Monitor Mental Health Indicators

Monitor Mental Health Indicators
Monitor Mental Health Indicators

Care Quality Commission

CQUIN
CQUIN
Quality Account

Area
Indicators Linked to the 5 Domains
of Quality
Financial Risk Ratings
Governance Risk Ratings
Monitor Risk Ratings
Membership
Summary
CPA 7 Day Follow Up
Access to CRHT
Delayed Transfers of Care
Early Intervention in Psychosis
CPA Formal Reviews
MHSDS Data Completeness
IAPT - Treated within 6 & 18 Weeks
CQC GMW Intelligent Monitoring
CQC Rating
CQC Visits
Service Reviews
National CQUIN
CCG CQUIN - Local
CCG CQUIN - Greater Manchester
NHS England - Specialist Network
Quality Account
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Page
3

Perspective

Area

Human Resources

Sickness Rate
Workforce Overview
Ethnicity
Mandatory Training
Turnover
Safe Staffing Levels
Staff, Friends and Family
Staff Costs
Agency Spend Summary
Financial Summary
Contract Income
Mental Health Clustering
Bed Occupancy
Young People Admitted to Adult
Wards
Infection Control
EMSA Breaches
PLACE
Incidents - Patient Safety
Incidents - Staff Safety
Incidents - Positive and Safe
Safeguarding Incidents
Complaints and Concerns
Patient Feedback - SU FFT

Human Resources
4
5
6

Human Resources

Human Resources / Finance and
Contracts

7
8

Locally Agreed Targets
9

10
11
12

Integrated Governance
Integrated Governance
Integrated Governance
Integrated Governance
Complaints and Patient Feedback

Page
13
14

15

16

17

18
19
20
21
22

2

Quick View—CQC Domains
CQC Domains
Domain

Responsiveness

CQC RAG
GMW Overall Rating is GOOD

Area
Monitor 4

Good

Effectiveness

Requires Improvement

Safety
Responsiveness

Good

Caring

Good

Well Led

Good

Monitor 8
Monitor 9
National CQUIN N2a

Effectiveness
Area
Monitor 3
Monitor 6
Monitor 7
Monitor 10
CCG CQUIN GM3
CCG CQUIN GM4
CCG CQUIN L2
NHS England MH.iv
NHS England MH.v

Indicator
Delayed Discharges
MHSDS Identifiers
MHSDS Outcomes
Learning Disability
Crisis Concordat
Shared Care Protocols
Older Adults Functional
Care
CAMHS Care Pathways
Benchmarking MHD
Outcomes

RAG
G
G
G
G
G
G

NHS England MH.iii
HR 3
National CQUIN N1a
National CQUIN N1b
National CQUIN N1c

Indicator
7 Day Follow Up
Gatekeeping
CPA Reviews
Registration
Communication with GPs
Suicide Prevention
Reducing Restrictive
Practices
Staffing Levels
NHS Staff Health
Healthy Food
Flu Vaccinations
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CCG CQUIN L3

Area
HR 1

G

HR 2

G

HR 4
Monitor Risk Ratings
Monitor Risk Ratings

RAG
G
G
G
G
G
G

RAG
G
R
G
G
G
G

Well Led

G

Safety
Area
Monitor 1
Monitor 2
Monitor 5
CQC
National CQUIN N2b
CCG CQUIN L1

CCG CQUIN GM2

Indicator
Early Intervention treatment start within 2
weeks
IAPT - Treated within 6
weeks
IAPT - Treated within 18
weeks
Cardio Metabolic
Assessment
IM&T & Mental Health
Waiting Times
Physical Health Early
Intervention

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

RAG
R
G
G
G
G

Caring
Area
CCG CQUIN GM 1
NHS England MH.ii

Indicator
IAPT - Recovery and
Reliable Improvement
Recovery Colleges

RAG
G
G

G
G
G
G
G

3

Monitor Risk Assessment Framework—Overview
Risk Ratings
Area

Area of Risk

Balance Sheet Sustainability
Continuity of
Liquidity
Services
Weighted Average
Underlying Performance
Financial
Variance From Plan
Efficiency
Weighted Average

Area

Ratio
Capital Servicing Capacity (No. of times)
Liquidity Ratio (days)
I&E Margin (%)
Variance in I&E Margin as a % of Income

Indicator
Performance against national
access and outcomes requirements

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

Area

Plan

Q1

G

G

G

G

G

G

G

G

Continuity of services and aspects
of financial governance

G

G

Overall

G

G

Plan
G

Q1
G

G

G

Indicator
Monitor Risk Governance
Ratings
Financial

2.91

25%

Overall
Risk
Rating
4

28.38

25%

4

4

4

4

1.64
0.01

50.00%
25%
25%
50.00%

4
4
4
4

4
4
4
4

4
4
4
4

4
4
4
4

Rating

2016/17
Q2

Monitor
Weighting

2016/17
Plan
4

Q1
4

Q2
4

Q3

Q4

MEMBERSHIP as at Q1 2016-2017

Q3

Q4

Group

% of Total
Mem bership

Required
Over or Under
No. of Mem bers
Representation
Representation

PUBLIC
Bolton Public

10.22%

285

819

Over

Salford Public

8.81%

210

706

Over

Trafford Public

8.23%

294

659

Over

NW Public

16.70%

162

1,338

Over

43.96%

951

3,522

Over

417

1,318

Over

Sub Total

SERVICE USER & CARER
Service User
Carer

2016/17
Q2

2.93%

69

235

Over

19.39%

486

1,553

Over

Health and Social
Care

36.65%

795

2,936

Over

GMW TOTAL

100.00%

2,232

8,011

Over

Sub Total

Q3

Q4

16.45%

STAFF

Comments: GMW has achieved the maximum ratings of 4 for finance and Green for Governance; an achievement of only c.20% of Trusts in England.
The Trust is planning to achieve a rating of 4 in the “Financial Sustainability Risk Ratings”. As at month 6 2016/17 a level 4 is being achieved by the Trust.
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Monitor Mental Health Indicators
Monitor Mental Health Indicators—Summary
The monthly figure provides an indication of performance for the current quarter to date. The quarter figure is the actual performance from the Monitor
submission unless otherwise stated.
2015/16
Outturn

Target

Q1

97.0%

95.0%

99.3%

3. Minimising MH delayed transfers of care.

Indicator
1. Receive follow-up contact within 7 days of
discharge
2. Admissions to Inpatient services had
access to Crisis Resolution Home Treatment
teams.

Aug-16

YTD

99.1%

100.0%

99.1%

95.0%

99.6%

100.0%

99.8%

0.3%

7.5%

0.8%

0.5%

0.7%

4. Early Intervention in Psychosis: first
experience treated with a NICE-approved
package within 2 weeks

73.0%

50.0%

78.6%

90.7%

83.2%

5. Have formal review within 12 months.

97.2%

95.0%

97.9%

96.1%

NA

6. Data Completeness - Identifiers:• NHS Number
• Date of Birth
• Postcode (normal residence)
• Current Gender
• Registered General Medical Practice
organisation code
• Commissioner organisation code

99.5%

97.0%

99.6%

99.6%

NA

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

65.4%

50.0%

67.2%

71.4%

NA

8. IAPT Clients treated within 6 weeks of
referral

76.9%

75.0%

71.2%

75.0%

72.8%

95.6%

95.0%

95.6%

97.1%

96.2%

NA

NA

9. IAPT Clients treated within 18 weeks of
referral
10. Compliance with requirements regarding
access to healthcare for people with a
learning disability

Green

Compliance
with all 6
Green
requirements
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Q2

2016/17
Q3

Q4

Comments

2015/16 Outturn is based on Q4 2015/16
submission.

The Trust has achieved compliance with the
target at month 5 which is in advance of the
original plan.
The Trust has sustained compliance with the 18
week target.
Compliance is reported quarterly only.
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Monitor Mental Health Indicators
1. CPA 7 Day Follow Up
Directorate

2015/16
Total 97.9%
Bolton
Functional 97.8%
Organic 100.0%
Total 96.6%
Salford
Functional 96.4%
Organic 100.0%
Total 97.2%
Trafford
Functional 97.3%
Organic 100.0%
FMH
95.7%
MHD
100.0%
GMW (Functional Only)
97.0%

Target

95.0%

95.0%

Aug-16
100.0%
100.0%
100.0%
100.0%
100.0%
100.0%
100.0%
100.0%
100.0%
100.0%
100.0%

YTD
99.1%
98.9%
100.0%
99.2%
99.0%
100.0%
99.5%
99.3%
100.0%
96.2%
100.0%
99.1%

Comments: All services have performed well against this indicator in Month and have exceeded
the target.

2. Access to CRHT on Admission (Gatekeeping)
Directorate
Bolton
Salford
Trafford
MHD
GMW

2015/16
99.5%
99.0%
98.9%
100.0%
99.3%

Target
95.0%

95.0%

Aug-16
100.0%
100.0%
100.0%
100.0%

YTD
100.0%
100.0%
99.3%
99.8%

Aug-16
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
2.2%
1.9%
4.0%
0.0%
0.0%
0.0%
9.1%
0.5%

YTD
0.9%
1.1%
0.0%
0.0%
0.0%
0.0%
3.2%
3.4%
2.1%
0.1%
0.0%
0.1%
3.3%
0.7%

Comments
All services have performed well against this indicator in Month and have exceeded the target.

3. Delayed Transfers of Care
Directorate
Bolton

Salford

Trafford

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

Forensic
Mental
Health
MHD
GMW (Exc. CAMHS)

2015/16
0.5%
0.5%
0.0%
0.3%
0.3%
0.0%
1.2%
1.5%
0.0%
0.0%
0.0%
0.0%
0.0%
0.3%

Target

7.5%

7.5%
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Comments:
The delay in the Mental Health and Deafness service was due to 1 client being delayed by 31
days. Due to the low number of clients within the inpatient unit, this has had an adverse effect on
the calculation. The client is awaiting funding agreement for a nursing home placement.
All other services have performed well against this indicator in Month and have exceeded the
target.
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Monitor Mental Health Indicators
4. Early Intervention in Psychosis
Directorate
Bolton
Salford
Trafford
Other
GMW

2015/16
79.1%
45.0%
82.6%
100.0%
73.3%

Target
50.0%
50.0%

Aug-16
100.0%
75.0%
85.7%
100.0%
90.7%

YTD
86.6%
87.1%
71.4%
100.0%
83.2%

Comments
This is a new indicator introduced in Q4 2015/16.
All services are within target for August 2016.

5. CPA Formal Review within 12 Months
Directorate
Bolton
Salford
Trafford
FMH
CJS
MHD
CPTS
CAMHS
GMW

2015/16
97.8%
97.2%
97.6%
96.7%
95.7%
96.9%
92.9%
79.4%
97.2%

Target

95.0%

95.0%

2016/17
Aug-16
96.0%
97.3%
96.6%
93.9%
93.3%
95.5%
100.0%
85.0%
96.1%

Q1
98.7%
97.4%
99.5%
96.7%
96.9%
100.0%
100.0%
100.0%
97.9%

Comments: The monthly figure provides an indication of performance for the current quarter.
All directorates are above target for Q1.
FMH and CJS are below target during August 2016 due to a recent issue of reviews not being flagged as
overdue if they have no recorded care co-ordinator. The services are in the process of updating all care coordinator information to avoid this on future reports.
CAMHS had 3 reviews overdue. In all 3 cases the client was discharged but the referral was closed with the
incorrect date.

6. & 7. MHSDS—Data Completeness
Identifiers

Outcomes
2016/17

Directorate
Bolton
Salford
Trafford
Forensic Mental Health
CJS
MHD
CPTS
CAMHS
GMW

2015/16
99.7%
99.5%
99.5%
98.8%
98.0%
98.6%
99.5%
99.5%
99.5%

Target

97.0%

97.0%

Aug-16
99.74%
99.56%
99.71%
98.65%
98.56%
96.67%
99.86%
99.52%
99.58%
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2016/17
Q1
2015/16
99.65%
66.2%
99.56%
73.5%
99.70%
70.0%
98.56%
73.6%
98.29%
74.4%
97.69%
75.4%
99.67%
80.8%
99.55%
82.7%
99.55%
65.4%

Target

50.0%

50.0%

Aug-16
63.17%
78.52%
84.50%
66.48%
88.57%
79.31%
81.03%
85.96%
71.44%

Q1
60.46%
70.30%
84.42%
68.10%
83.90%
67.11%
88.06%
95.59%
67.18%

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.
MHD is below target for August 2016 due to 4 clients
with missing postcodes as they have been recorded as
No Fixed Abode.
All other directorates have exceeded the targets for Q1.
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Monitor Mental Health Indicators
8 & 9. IAPT—Clients Treated Within 6 and 18 Weeks of Referral (RTT)
Bolton - IAPT Step 2/3
Referrals Received During Period
% within <= 6 weeks
% within <= 18 weeks

2015/16 Target
Q1
3463
1,569
86.2%
75
87.3%
100.0%
95
99.7%

Q2

Q3

Q4

Jul
Aug
471
437
86.9% 91.2%
99.2% 100.0%

Sep

Salford - IAPT Step 3
Referrals Received During Period
% within <= 6 weeks
% within <= 18 weeks

2015/16 Target
Q1
5476
1,098
47.5%
75
52.4%
89.3%
95
90.3%

Q2

Q3

Q4

Jul
366
49.4%
93.5%

Aug
401
48.1%
92.3%

Sep

Trafford - IAPT Step 2/3
Referrals Received During Period
% within <= 6 weeks
% within <= 18 weeks

2015/16 Target
Q1
8372
1,895
75.8%
75
75.8%
95.4%
95
96.9%

Q2

Q3

Q4

Jul
577
87.2%
98.3%

Aug
634
83.3%
98.4%

Sep

Military Veterans
Referrals Received During Period
% within <= 6 weeks
% within <= 18 weeks

2015/16 Target
Q1
27
9
75.0%
75
33.3%
100.0%
95
100.0%

Q2

Q3

Q4

Jul
Aug
0
5
100.0% 25.0%
100.0% 100.0%

Sep

Working Well
Referrals Received During Period
% within <= 6 weeks
% within <= 18 weeks

2015/16 Target
75
95

Q2

Q3

Q4

Jul
75
-

Aug
116
100.0%
100.0%

Sep

GMW
% within <= 6 weeks
% within <= 18 weeks

2015/16 Target
Q1
76.9%
75
71.2%
95.6%
95
95.6%

Q2

Q3

Q4

Jul
74.5%
96.9%

Aug
75.0%
97.1%

Sep

Q1
7
-

Comments:
Bolton: The service has continued to be compliant with both targets and manage the increase in referrals within the new service model.

Salford: Weekly performance monitoring is continuing to ensure improvements in current access times. The August position has maintained compliance
with the 18 week target. The service is still below the 6 week RTT target (for those discharged, which is the official measure) however, the service continues to monitor
compliance against 6 weeks for all patients entering treatment. For those entering treatment 75% of patients have been seen within 6 weeks from July 2016 onwards. As
such the RTT position for those discharged from service will continue to improve month on month for the rest of the year.
Trafford: The service has achieved compliance with both the 6 and 18 week targets and this has been sustained in August.
Trust Position: At the end of August 2016 The Trust is compliant with both the 6 and 18 week RTT targets.
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Care Quality Commission
CQC GMW Intelligent Monitoring Report

Feb-16
Jun-15
Nov-14

Risk Score

CQC Identified Risks

70
60

Maximum
Risk Score
Proportional
Risk Score

50

40
64

30

59

54

20
1

7

2

3

0
Feb-16
Elevated Risks

Jun-15
Risks

3

0

Nov-14
No Risks Identified

Banding
Thresholds,
based on
proportional
risk score:

Number of Risks +
(Number of
Directorate
Elevated Risks x 2)

2015/16

Elevated
No Risks Risk Number of Maximum Proportional
Risks
Band The trust has received an overall “Good” rating from CQC. Only 30% of Trusts have
Risks
Identified Score Indicators Risk Score Risk Score
achieved this.
1
7
64
9
72
143
6.29%
2
2
3
59
7
64
127
5.51%
2
CQC Visits
3
0
54
6
57
114
5.26%
2
C = CQC
M = Mental Health Act

Month

10

CQC Rating

Bolton
Woodlands
Salford
BH
Trafford
FMH
SMS
CAMHS
R1

0
0
2
0
2
11
0
0
2

Number of
indicators x 2
Risk Score /
Maximum Risk
Score
Band 1
Band 2
Band 3
Band 4

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

Comments: The February 2016 report identified 1 elevated risk and 7 risks –
Elevated Risk
Staff Appraised in last 12 month (staff survey ’14). The 2015 survey shows a
marked improvement
Risks
 2 risks in relation to sickness for last 12 months (nursing and non clinical staff,
up to 09/16). Previously these had been elevated risks
 Care records at MHA inspections showing evidence of discharge planning . This
should improve as work has been undertaken in prep for CQC inspection
 Patients discharged without recorded crisis plan – The community survey rates
us well on this. Data capture should improve with Paris implementation
 Deaths of patient detained under MHA (08/14-07/15) – There has been 1 death
 Sampling error in 2013 Community survey – survey population was c.5,000
compared to c.7,000 eligible population
 Delayed discharges data not available – Data has not been submitted on advice
of NHSE, but will be resumed now CQC using this indicator
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Apr
C M
- - - - - - 1
- - - -

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

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

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

Number of Visits 2016/17
Aug
Sep
Oct
Nov
C M C M C M C M
- 1
- 1
- 1
- - - 1
- - 1
- -

Dec
C M

Jan
C M

Feb
C M

Mar
C M

Mental Health Act Monitoring:
During August 2016 there were 5 CQC visits for Mental Health Act Monitoring purposes. The locations visited were: Bramley Street (Salford) on 03/08/2016, Holly
Ward (Woodlands) on 08/08/2016, J17 (CAMHS) on 08/08/2016, Maple House
(Bolton) on 11/08/2016, and Loweswater Ward (FMH) on 12/08/2016.
CQC Inspection:
A detailed action plan has been developed to address issues in relation to areas for
improvement. This has been shared with partners at the Quality Summit and an update on progress has been provided to the Board in September 2016.

Service Reviews
Community Patient Survey 2015:

The action plan to address the three key issues of :1) Giving information to service users in relation to newly prescribed medicines.
2) Improving awareness of the Out of Hours Crisis Helpline.
3) Improving pathways which support services users to find or keep work.
was reviewed by DMB and continues to be progressing well.
The draft 2016 Patient Survey data has now been received and is overall very positive. Services will consider individual results in October and develop appropriate
action plans where indicated. Publication of the CQC Patient Survey Report for
GMW is awaited.
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CQUIN
National CQUIN—5 indicators that are covered by both CCG and NHS England CQUIN schemes. These account for £780,000 towards CCG CQUIN scheme and £342,231 towards NHS
England CQUIN Scheme.
Greater Manchester CQUIN—4 indicators that are covered by CCG CQUIN Scheme and account for £585,000.
Local CQUINs—3 indicators that are covered by CCG CQUIN Scheme and account for £585,000.
Specialist Network CQUIN—4 indicators that are covered by NHS England Scheme and account for £771,000.

National CQUIN Scheme Indicators (£780,000 of CCG Contract and £342,231 of NHS England Contract)
Financial Value
CCG
NHSE

Target

N1a

Introduction of health and
well being initiatives for
staff

£195,000

£85,583

N1b

Step-change in the health
of the food offered on
provider premises

£195,000

£85,583

N1c

Improving uptake of flu
vaccinations for frontline
clinical staff

£195,000

£85,583

£156,000

£39,000

N2a

N2b

Cardio metabolic
assessment and
interventions for patients
with psychosis (EI,
inpatients and CMHT)
Communication with
General Practicioners

Q1

2016/17
Q2
Q3

Q4

YTD

Comments
All data required to achieve Q1 Milestones have been met. The
Trust has developed a Health and Wellbeing Action Plan which
actively promotes the three initiatives; physical health, MSK and
Mental Health. The action plan has been subject to peer review
from an external NHS Foundation Trust and via the Trusts Health
and Wellbeing Steering Group comprising of senior manages and
Lead experts. In addition the action plan is derived from the
Trusts Health and Wellbeing Strategy which has been ratified by
the Trust Board.
All required data has been submitted for Q1. Significant progress
has been achieved in Q1 on banning the price promotions on
sugary drinks and foods high in fat sugar and salt on Trust
premises for NHS staff, visitors and patients.
No milestones to be achieved until Q3. During Q1 a robust
action plan has been developed and the Trust is well prepared for
the seasonal flu vaccination programme. The plan for this year
includes staff incentives and accurate electronic recording.

G

G

G

G

G

G

£85,583

G

G

Continue to monitor by use of PHIT reporting. This is monitored
weekly via identified service leads. At the end of Q1 the Trust is
above target for interventions.

-

G

G

No Q1 milestone - work progressing on providing the audit in Q2.

To meet the quarterly milestones

Indicator
Number Indicator

CCG CQUIN Scheme Local Indicators (£585,000 of CCG Contract)
Indicator

Local CQUINS

Implement best practice and
L1 Suicide
enhance current policies in
Prevention
suicide prevention strategies.

Financial
Value
£468,000

L2 Older
Adults

Build on progress made last
year.

£68,250

L3
Physical
Health Early
Intervention

Continue provision of cardio
metabolic screening in EI
and build an innovative
solution to improve
engagement.

£48,750
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2016/17
Q2
Q3

Target

Q1

To meet the quarterly milestones

Indicator
Number

Q4

YTD

G

G

G

G

G

G

Comments
An external review benchmarking GMW against best practice has
been completed. The outcomes from this review are informing the
Action Plan which is also influenced by input from partner
organisations e.g. Public Health.
Level 1 and Level 2 training has continued to be rolled out to
agreed staff. A Steering Group has been set up to drive forward the
application for The Royal College of Psychiatrists AIMS (OP). The
Trust has made a formal application for accreditation and has
agreed that peer review visits will take place in early December
2016.
A review of technological options has been completed the outcome
being a decision to develop a specific app to support young people
with psychosis in managing their own physical health choices.
Milestones for Q2, Q3 and Q4 have been proposed and we await
agreement of commissioners.

10

CQUIN
CCG CQUIN Scheme Greater Manchester Indicators (£585,000 of CCG Contract)
Indicator
Development of indicator to
GM1 IAPT measure the effectiveness of
psychological interventions.
Development of robust
GM2 IM&T waiting list management for
IAPT and EI pathways.
Crisis Concordat - further
development across the
GM3
partnership to deliver
Partnership
improved outcomes for
patients.
GM4
Review of shared care
Shared
protocols to deliver improved
Care
outcomes for patients
Protocols receiving oral antipsychotics.

Financial
Value
Target
£117,000

Q1

To meet the quarterly milestones

Greater Manchester CQUINS

Indicator
Number

£117,000

£117,000

£234,000

2016/17
Q2
Q3

Q4

YTD

G

G

G

G

G

G

G

G

Comments
The end codes associated with planned and unplanned endings
have been established and we are able to describe both measures
of effectiveness by Step and ending type.
Leads appointed and systems to support waiting time standards
are in place and the Trust is meeting all statutory reporting
requirements.
Action plan developed to address areas identified during the
evaluation. Training continues and we have been exploring ideas to
ensure that training is sustainable, within current resources.
Additional leads have been identified within service areas new to
the Crisis Concordat.
GM wide pharmacist has been appointed. Scoping work continues
to understand current commissioning arrangements and to identify
barriers to effective shared care. A formal progress report was
presented at the May GMMMG.

NHS England CQUIN Scheme Specialist Network Indicators (£771,000 of NHS England Contract)

Recovery Colleges for
Medium and Low Secure
Patients

Target

£414,000

MHD

CAMHS

FMH

MH.ii

Financial
Value

MH.iii

Reducing Restrictive
Practices within Adult
Secure Services

£262,000

MH.iv

Improving CAMHS Care
Pathway Journeys by
Enhancing the Experience
of Family/Carer

£55,000

MH.v

Benchmarking Deaf Adult
MH Services and
Developing Outcome
Performance Plans and
Standards

£40,000
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Q1

G

To meet the quarterly milestones

Indicator
Number Indicator

2016/17
Q2
Q3

Q4

YTD

G

G

G

G

G

G

G

Comments
A plan of milestones has been prepared for the rest of the year. The
recruitment of Peer Mentors and Volunteers is in progress. A
working group has been established. A half day workshop inclusive
of service users took place on 3/6/16 in developing a strategy for
AFS and developing a prospectus. Communications team is working
alongside service users in the design of the prospectus.
The recruitment of service user Volunteers is in progress.
A working group has been agreed and a half day workshop inclusive
of service users took place on 6/6/16 in identifying restrictive
practices and blanket rules. An action plan has been produced
outlining the development of a framework. A scoping exercise on
data flow, collection of baseline data and monitoring outcomes.
Recruitment of a Carers Support Worker. Audit completed against
the standards stated within the CQUIN and an action plan has been
produced. A family/carer satisfaction survey is established in
preparation for roll out in Q2.
The first National meeting was held on 21/6/16 in Birmingham. A set
of standards were highlighted from the MHSDS incorporating the
measuring scale from ‘All About Me’ recovery package. Regional
training days for sharing of good practice will involve GMW,
Cygnet(Bury) & St Georges(Warrington). The deadline for Q1 has
been extended for all participating services to end of July 2016.
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Quality Account Highlights
The Quality Account 2015/16 was approved
at the Trust Board in May 2016 following extensive consultation and engagement. KPMG
External Assurance gave GMW the highest
rating in terms of the contents and accuracy
of data.
For 2016/17, there are only 7 Improvement
Priorities. Psychological Therapies, Carers
Involvement/Engagement and Dual Diagnosis have been removed due to assurances
these can be effectively managed separately.
Staffing has been added following suggestion
by the Council of Governors and supported
by governors, service user and carer representatives. CAMHS has also been added
following recent CQC feedback and from
Service User Surveys.
The Quality Governance Committee will continue as in previous years to monitor progress against the 7 priorities each quarter.

Priority One: Listening to and Learning
from Service User Feedback - Q1 Update

Priority Two: improving Outcomes
through the Delivery of RecoveryFocussed Services - Q1 Update

Priority Three: Enhancing the Quality of
Life of People with Dementia and Older
People with Functional Illness - Q1 Update

Progress on all improvement measures is
underway through the GMW CAREhub and
related activities.
A Service User Engagement Policy has been
developed, and the Service User Engagement Strategy for 2016-2019 is due to be
launched.
‘You Said, We Did’ posters developed to
communicate improvement stories based on
feedback.
During Q1 service user participation has
been widened including: 10 have been recruited to take part in the annual PLACE inspections; 20 are involved in developing and
delivering the Recovery Academy Prospectus; 2 are included in the Trust Welcome
Day.
GMW celebrated National Volunteer Week
and the Festival of Learning with an event
during Q1 attended by 97 people.

This is an exciting opportunity to develop
meaningful quality outcomes for GMW and it
is excellent to see that our initiative is synergistic with the latest document jointly published by NHSE and NHSI which discusses
the development of quality and outcomes
measures associated with the Five Year Forward View.
Progress is being made to determine what
tools will be used for different teams / health
conditions to capture the quality Outcomes
on the individual’s recovery rates. This requires both consideration and engagement
with people who use our services in order to
ensure meaningful outcome measures are
constructed and utilised. We continue to aim
to have 80% of our services reporting on
their recovery rates over the next 2 years and
careful consideration is being given to when
a measure is both clinically and practically
appropriate.

Both Level One and Level Two Training have
continued to be rolled out during Q1 to the
agreed staff within the services.
The Trust has made a formal application for
accreditation and has agreed to peer review
visits in early December 2016.
GMW continue to work with partners to develop the Dementia Friendly Communities. In
Dementia Awareness Week facilitated a full
programme of events. GMW are active members of Dementia Action Alliances across
Bolton, Salford and Trafford.
An End of Life Task and Finish Group has
been set up to look at effective end of life and
bereavement support across GMW.
Work has commenced in relation to the Pain
and Dementia project funded by The Dragons Den.
80% people referred to MATS had an initial
appointment within 6 weeks and 79% waited
no more than 12 weeks for a diagnosis.

Priority Four: Physical Health - Q1 Update

Priority Five: Positive and Safe - Reduce
Conflict in Inpatient Settings - Q1 Update

Priority Six: Staffing - Improving Individual and Organisation Well Being to Enhance Patient Care - Q1 Update

Priority Seven: CAMHS - Safe, Effective
and Collaborative Treatment - Q1 Update

Significant work in relation to ensure screening and intervention are priority across the
services with Lester Positive Cardiometabolic
health resource embedded within PARIS. We
can demonstrate regular monitoring against
target. Delivery of Higher education led training in wound care and chronic disease management has demonstrated high demand
and requirement to review available training
in relation to this. Successfully established
SLT in some areas, this to be extended. Dietetics services to be back to full establishment in August 2016 following period of maternity leave.

Progress on all improvement measures is
underway through the Positive and Safe network and related Task and Finish groups. We
are tracking the impact of our interventions to
reduce restrictive practices through a dashboard showing organisational levels of physical restraint, seclusion and intra-muscular
(IM) medication. In quarter 1 there has been
a reduction in physical restraint with prone
restraint as the least used method. However,
there has been a slight increase in the use of
IM medication and seclusion and the Positive
and Safe group have taken steps to ensure
that this is not a restrictive interventions displacement effect.

Staff Health and Wellbeing is key to delivering high quality care by a motivated and
healthy workforce. During Q1 staff have been
engaged to identify key areas in the promotion of health and wellbeing activities. Staff
Health and Wellbeing Network established in
close partnership with staff side colleagues.
Approx. 100 staff have volunteered to act as
Health and Wellbeing Champions.
An enhanced Occupational Health service
commenced in Q1. The new service offers
fast track physiotherapy and access to psychological therapies. An online employee
assistance programme is available to support
staff with advice, guidance and raising
awareness of wellbeing issues.
A range of initiatives to promote the Five
Ways to Wellbeing have taken place during
Q1and the Trust has linked with other partners to address public health challenges.

The process of the CAMHS Review and a
series of Visioning events has helped to focus and develop meaningful quality outcomes for GMW CAMHS. The process has
provided a framework for the organisational
structure and clarity of roles and responsibilities.
The visioning events have given rise to the
GMW CAMHS service development opportunities and the framework with which to recognise these ambitions.
There are challenges when moving forward
which include the national tender process for
CAMHS services and developing a cohesion
with our local colleagues in the GM Partnership. The new PICU service will offer an attractive package of care which we expect to
develop into a fully functional model of care.
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Human Resources
Sickness Rate

5.39

3.46

3.40

4.27

4.50

4.43

4.31

5.61

3.77
3.14

Directo rate Targe t

Corpor ate Target

1.52

J

1.93

1.82

M

A

1.73

A

2.21

1.96

M

J

2.25

F

2.33

2.42

N

1.53

2.57

O

1.84

J

D

6.08

6.00

4.40

4.47

4.27

4.58

4.62

4.62

4.57

4.50

4.54

1.61

1.61

A

1.56

J

J

1.62

M

1.00

1.57

1.61

A

1.19

1.55

Other
Spe cia list

Sickness Absence - Long Term

CAMHS

SMS

FMH

Trafford

Salford

Bolton

Sickness Absence - Short Term

5.83

M

1.60

6.20

1.59

1.29

6.17 6.19

F

1.72

1.62

1.82

0.00
J

1.74

GMW

1.68

Corpor ate

1.57

6.13

2.00

2.00

0.00

6.19

3.00

1.59

3.00

D

4.16

4.40

Target

5.00
4.00

4.33

6.96

6.09

4.44

%

5.36

6.12

1.68

4.45

6.11

N

4.38

5.37

5.00
4.67

6.00

6.08

4.41

6.28

6.11

1.70

6.12

6.00

O

5.73

6.34

S

GMW

7.07

7.00

4.39

8.00

GMW - Lo ng term

GMW Sickness Rate (%) - Rolling 12 m onths

7.00

8.25

2016/17

2015/16
GMW - Sh ort term

Corpor ate Target

Directorate Rolling 12 Month Sickness Rates (%) - August 2016

9.00

1.00

5.90 5.79

0.00

1.69

Directo rate Targe t

Corpor ate

Other
Spe cia list

CAMHS

SMS

Trafford

Salford

Bolton

FMH

Sickness Absence - Long Term

1.00

S

1.33

2.06

1.88

1.27

A

1.58

1.93

4.40

1.76

2.45

1.71

1.89

Sickness Absence - Short Term

4.00

6.23

2.00
2.74

0.00

6.00

6.39

3.00

3.03

2.00
1.00

4.00

6.09

4.07

3.00

3.46
2.77

4.13

6.64

3.84

3.32

6.19

4.66

4.41

6.60

5.64

5.00

4.36

3.27

6.04

A

%

3.50

3.12

4.65

6.00

4.18

4.90

5.00
4.00

5.39

5.40

3.80

5.72

6.56

3.98

5.86

%

5.40

GMW Sickness Rate (%) - In Month

7.00

%

6.00

6.17

3.99

Directorate In Month Sickness Rates (%) - August 2016

7.00

2015/16
GMW - Sh ort term

GMW - Lo ng term

2016/17
Target

Sickness: Please note that in smaller Directorates relatively small changes in absolute values can appear as marked fluctuations when expressed as percentages.
At 6.0% the total sickness rate for the 12 months ending August 2016 was 0.08% less than the previous month. The sickness rate comprised 4.4% due to long-term sickness and 1.61% arising from short term absences.
The August in-month total for the Trust was 0.22% lower than the previous month and at 5.39% was 0.36% below the target rate of 5.75%. Sickness rates have fallen for
five consecutive months. Long Term Sickness continues to make up the majority of the time lost to sickness absence. The new OH service became operational in April
and referrals for physiotherapy and psychological therapy support have been made.
Salford had the highest sickness absence rate (6.17%); the lowest sickness absence rate in the month of August was recorded in Corporate Services (4.36%).
The average sickness rate for Mental Health/Learning Disability Trusts in the NW for the month of July was 5.1% (latest available data); 0.51% lower than the GMW rate
at that time.
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Human Resources

IPDR

68

63

68

75

75

0.00
-0.04

1.14 1.28

J 0.13

1.17

1.18 1.21

D 0.03

0.74

1.15 1.18

N 0.03

1.05 1.35

O 0.30

1.80
1.60
1.40
1.20
1.00
0.80
0.60
0.40
0.20

1.36 1.53

Turnover

S 0.17

Course Name
Basic Life Support - 1 Year
Equality & Diversity - 3 Year
Fire Safety - 1 Year
Fire Safety - 3 Years
Health and Safety
Intermediate Life Support - 1 Year
Infection Prevention - Level 1 - 2 Year
Infection Prevention - Level 2 - 1 Year
Infection Prevention - Level 3 - 1 Year
Information Governance - 1 Year
Mental Capacity Act
Mental Health Act Code of Practice
Moving & Handling Inanimate Objects - 3 Year
PMVA
PMVA Later Life
Prevent Awareness
Safeguarding Adults Level 1 - 3 Years
Safeguarding Children Level 1 - 3 Years
Safeguarding Children Level 2
Trust Target
Total Compliance

Percentage of staff with valid completed mandatory training as at end of the month
Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17
69
85
86
82
79
92
93
93
91
91
63
70
72
55
64
87
90
91
N/A
N/A
69
76
79
80
81
56
54
53
50
56
86
87
87
88
88
75
79
35
62
65
65
73
76
75
76
93
94
94
93
92
58
68
71
74
78
66
88
89
88
90
81
84
85
85
85
65
73
67
66
68
54
48
43
41
44
84
87
88
87
86
90
90
92
91
90
91
92
93
92
91
71
78
80
81
82
85
85
85
85
85
79
84
85
82
83

1.40 1.60

Mandatory Training

1.05

13

0.12
-0.04
-0.05
0.01

88.63
87.42
White
1.60
1.57
Mixed
6.77
4.40
Asian
1.66
4.72
Black
Chinese/Other
1.33
0.90
Ethnic group
0.99
Not Stated
*Source: ONS PEEG Estimates for 2009

A 0.13

13

Ethnicity

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

1.35 1.42

13

Staff %

0.84

14

Mar-17

0.84

15

Feb-17

J

415

Jan-17

J 0.06

413

Dec-16

0.79

439

Nov-16

0.65

467

Oct-16

M 0.13

486

Sep-16

1.03 1.03

Aug-16
2,866
3,115

A

Jul-16
2,856
3,103

1.50 1.63

Jun-16
2,844
3,092

M 0.13

May-16
2,815
3,055

0.77

Apr-16
2,786
3,024

A 0.20

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

F 0.03

Workforce Overview

2015/16
2016/17
Wastage Rate (%)
Fixe d term Co ntr acts & TUP E Tra nsfers

All Other Leavers

Workforce Overview: The Trust employs 3115 people who work a total of 2866 Full -Time Equivalent. In August the budgeted FTE exceeded the contracted FTE by 415, a reduction of
71 when compared to the start of the financial year.
Mandatory Training and IPDR: Overall, the compliance rate is 83%, slightly below the target of 85%. Highest levels of compliance are in Information Govern ance, Safeguarding
Children Level 1 and Equality and Diversity where all exceeded 90%. There has been a change in training requirements for Fire Safety, now all staff must complete some element of fire
training on an annual basis; this change has had an effect on compliance rates.
As at the end of August 75% of staff had completed IPDRs. A new process for IPDR recording and scheduling is being developed with a view to improving compliance.
Ethnicity: The majority of GMW staff describe themselves as being of White origin. When compared with the ethnicity of Greater Mancheste r, 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 “Asian” and “Chinese/Other” category. The proportion of staff describing their ethnic origin as “Mixed” was very similar to the NW population. 0.99% of staff chose not to state their ethnic origin.
Turnover: During August a total of 39 staff left the Trust. Reasons for leaving included voluntary resignation (28), end of fixed term contract (6), Dismissed (3) and retirement
(2).
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Human Resources
Safe Staffing Levels
May-16
Night
Day

Apr-16
Night
Day

Jun-16
Night
Day

Jul-16
Night
Day

Aug-16
Day Night

Directorate
SMS
FMH
CAMHS
MHD
Bolton
Salford
Trafford

100.00%
106.94%
100.26%
109.89%
98.19%
96.96%
97.83%

100.0%
101.9%
99.7%
100.0%
105.1%
117.4%
100.0%

100.0%
108.3%
100.4%
100.0%
102.5%
105.3%
99.9%

100.0%
103.3%
99.4%
100.0%
103.7%
110.6%
100.0%

103.9%
107.3%
100.4%
100.0%
101.7%
103.9%
99.7%

GMW

102.44% 103.55% 104.7% 104.3%

105.0%

103.7%

104.3% 104.8% 104.9% 103.9%

100.00%
105.53%
100.00%
112.00%
99.67%
103.41%
100.00%

100.0%
105.8%
100.0%
100.0%
105.9%
108.2%
100.0%

104.8%
103.7%
99.6%
100.0%
103.9%
115.2%
100.0%

100.0%
108.4%
100.6%
100.0%
103.7%
105.2%
97.4%

Sep-16
Day Night

Oct-16
Night
Day

Nov-16
Night
Day

Dec-16
Day Night

Jan-17
Day Night

Feb-17
Day Night

Mar-17
Day Night

100.0%
102.8%
98.1%
100.0%
108.2%
111.2%
99.7%

Comments: Where percentages are in excess of 100% this is because the number of hours worked is greater than the number of hours planne d. This is usually on account of enhanced observations of service users. Where staffing falls short of 100% an escalation procedure is in place which is reviewed by matrons, senior
operations managers and heads of operations.

Staff, Friends and Family Test—Quarter 2 (2016/17)
Question 1. How likely are you to recom mend this organisation to friends
and fam ily if they needed care or treatment?

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

23,
28, 3%
3%

55,
6%
64,
8%

99, 12%
Extremely Likely
270,
31%

442,
51%

Likely

286,
33%

Extremely Likely
Likely

132, 15%

Neither likely nor unlikely

Neither likely nor unlikely

Unlikely

Unlikely

Extremely Unlikely

329,
38%

Extremely Unlikely

Comments: The results of the latest staff FFT relate to the second period 2016/17; GMW invites all staff to participate and has consistently high numbers of staff engaging with the process. 82% said they would recommend the Trust as a place to receive care or treatment. This is the highest proportion since the survey began in June
2014. 71% said they would recommend GMW as a place to work, a slight reduction from the previous test, but equalling the second highest score.
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Human Resources / Finance and Contracts
Staff Costs—Rolling 12 Months

S O N D J F M A M J J A S
2015/16
2016/17

S O N D J F M A M J J A S
2016/17
2015/16

484

472

459

464

538

457

619

466

386

486

398

Bank Costs (000s)

381

800
700
600
500
400
300
200
100

526

575

469

706

626

683

660

900

1053

761

735

9499

9417

9342

9351

9087

9319

8387

9162

9010

8951

8751

8815

2000

8719

4000

588

6000

Agency Costs (000s)

661

8000

800
700
600
500
400
300
200
100

760

Salary Costs (000s)

10000

Agency Spend Summary

S O N D J F M A M J J A S
2015/16
2016/17

Staff
Plan
Budget
Group
1617 to Sep-16
Med
2,149,353 1,074,676
Nurs
1,303,146 651,573
P&T
992,362 496,181
A&C
601,286 300,643
Anc
211,471 105,736
Total 5,257,618 2,628,809

Actual to
Sep-16
1,482,254
1,132,968
568,000
358,288
81,451
3,622,961

Variance
-407,578
-481,395
-71,819
-57,645
24,285
-994,152

Med = Medical; Nurs = Nursing; P&T = Professional & Technical; A&C = Admin and Clerical;
Anc = Ancillary

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

Sep-16
Plan Actual
13.97
14.34
-10.58 -10.56
-0.27
-0.21
-2.23
-2.69
0.89
0.89
-0.38
-0.38
0.02
0.01
-0.02
-0.01
0.00
0.00
-0.31
-0.31
0.20
0.20
0.00
-0.04
0.20
0.16
0.00
-0.00
0.20
0.16
6.4%
6.2%

Var
0.38
0.02
0.07
-0.46
-0.00
-0.01
-0.01
0.01
0.00
0.00
-0.00
-0.04
-0.04
-0.00
-0.04
-0.2%

YTD
Plan Actual
83.80
84.15
-63.40 -62.61
-1.64
-1.68
-13.23 -14.33
5.53
5.53
-2.26
-2.29
0.09
0.07
-0.11
-0.04
0.00
-0.00
-1.88
-1.88
1.37
1.38
0.00
(0.13)
1.37
1.26
-0.01
-0.01
1.36
1.25
6.6%
6.6%

FY
Var
Plan Comments: The Trust is reporting a surplus on income and
0.35 168.70 expenditure of £1,255k as at month 6 16/17. This is £113k
0.80 -126.78 behind the planned surplus.
-0.04
-3.28 Directorate financial positions compared to budget can be
-1.10 -26.74 found in section 5 of the Finance Board Report.
0.00
11.89
-0.04
-4.52
-0.02
0.18
0.06
-0.21
-0.00
0.00
0.00
-3.77 Mental Health Clustering
0.01
3.57 Percent Clustered
Percent with Valid Cluster
-0.13
(0.53)
Comments
-0.11
3.04
Percent Clustered is the total
-0.00
(0.02)
number of clients clustered to
-0.11
3.03
date, and is an increase of 0.6%
0.0%
7.0%
from the July 2016 position.

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
0.2
11.5
4.9
5.8
0.0
3.4
2.1
27.9
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Sep-16
Actual
0.2
11.5
4.9
5.8
0.0
3.8
2.0
28.2

Var
0.0
0.1
-0.1
0.0
0.0
0.4
-0.1
0.2

Plan
0.6
41.7
7.4
17.5
0.0
10.2
6.4
83.8

YTD
Actual
0.3
41.8
7.3
17.4
0.0
11.2
6.1
84.1

Var
-0.3
0.1
-0.1
0.0
0.0
0.9
-0.3
0.3

FY
Plan
1.2
77.2
22.2
35.4
0.0
20.4
12.3
168.7

Percent with a Valid Cluster is the
number of clustered clients for
whom the clustering review is not
yet due, and is an increase of
0.4% from the July 2016 position.
The drop in performance is due to
the change in clinical information
system. As the new process embeds data quality issues will be
addressed.
1162 clients remain unclustered.
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Locally Agreed Targets
Bed Occupancy
2016/17
Sep Oct

By Contract
% Occupancy
Bolton
Salford
Trafford
Medium Secure
LSS
JDU
CBU
RADAR
J17
Gardener
Bramley Street
Braeburn House

2015/16
Outturn Plan
85
92
85
98
85
96
95
95
95
97
78
89
87
87
67
95
101
90
62
87
38

Apr
84
98
96
99
95
84
89
66
80
38
100
56

May
94
93
99
96
98
77
97
66
70
40
86
72

Jun
94
95
103
96
96
62
99
59
74
40
73
78

Jul
96
95
100
98
100
60
93
77
74
40
67
76

Aug
98
91
101
97
99
61
79
81
88
45
83
82

By Specialty
% Occupancy
Functional
Organic
PICU
Rehab
Medium Secure
LSS
Mental Health &
Deafness
SMS
Young Persons
GMW

2015/16
Outturn
97
93
98
91
95
97

Apr
92
95
100
81
99
95

May
97
93
98
84
96
98

Jun
97
117
99
84
96
96

Jul
96
122
97
82
98
100

Aug
96
102
99
90
97
99

89

84

77

62

60

61

69

83
87
94

82
66
93

87
60
93

88
63
93

89
63
94

80
74
93

85
65
93

Sep

Comment:

Nov

Dec

Jan

Feb

Mar

YTD
93
95
100
97
98
69
91
70
77
41
82
73

2016/17
Oct Nov

Dec

Jan

Feb

Mar

YTD
96
106
98
84
97
98

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

2015/16
Outturn Apr

May

Jun

Jul

Aug

9

1

2

0

1

0

12

3

0

0

4

0

Sep

2016/17
Oct Nov

Dec

Jan

Feb

Mar

NHS England have confirmed a nationwide
drop in demand for secure young people’s
beds. Gardener continues to be challenged
for referrals following the transfer of young
offenders to Wetherby coinciding with a reduction in the number of referrals to the Gardener Unit. Improved links with Wetherby
established, and an outreach approach to
ensure referrals are received is ongoing.
Trafford is experiencing high occupancy due
to an increase in demand on Brook Ward
(Male Functional).
The low occupancy in JDU/MHD appears to
be a national trend in demand for MHD units.
It has been flagged on the GMW Risk Register with a robust action plan and monitoring
has been put in place.

Infection Control
There were no outbreaks of infection during
August 2016.

EMSA Breaches
There have been no breaches of Single Sex
Accommodation during August 2016

PLACE

The annual PLACE inspections were undertaken in Q1 2016/17 and the National results
have since been published by NHS England.
YTD GMW scored higher than the National average across all domains with an overall com4
pliance level of 99.87% across the organisation.
7

Comment: There were no clients under 18 admitted to adult wards during August 2016.
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Safety
Incidents—Patient Safety
Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Comments
All RCAs investigations continue to be managed as per Na1
6
5
1
2

There were no major incidents resulting in harm during August 2016.

Serious Incidents Comments:
During the last twelve months there has been an increase in
the number of incidents reported as serious as demonstrated
in Chart 4. In accordance with governance procedures all
deaths are robustly investigated and monitored through the
Trust mortality group.

25
41

R1

CAMHS

SMS

FMH

Trafford

Salford

Bolton

1

2

5

SSN
Other

10

7

15

The figures include both Expected and Unexpected deaths.

28

20

The in- month position for Aug 2016 is as follows:
23 serious incidents reported these include 1 inpatient death
(cause likely to be physical health, not yet confirmed), 1 expected (terminal illness), 21 unexpected deaths including 3
suspected suicides, 1 overdose (SMS), 1 possible homicide
which remains under police investigation, 10 physical health
related with the remaining 6 causes of death (5 of these within
SMS) are yet to be ascertained.

30

Aug -16

Jul-16

0

4. Total Serious Incidents Resulting in Death
Reported on Datix - Rolling 12 m onths with Trend

25
20
15

10
5
0
Aug -16

30

16

No. Incidents

35

20

Jul-16

40

30

Jun-16

R1

SSN Other

3. Serious Incidents Resulting in Death Reported
on Datix YTD to August 2016

45

40

10

6

6
CAMHS

SMS

FMH

Trafford

1

1
Salford

Bolton

7

16

14

5

18

10

21

22

15

50

Jun-16

Major

2. Total Moderate & Major Incidents Reported on
Datix - Rolling 12 m onths with Trend

May-16

Modera te

60

May-16

20
No. Incidents

Moderate & Major Incidents Comments:
During August 2016 there were 17 incidents of moderate
harm; self-harm x8, V&A x2, Accident x4, Patient care x1 and
medication incidents x2 (same service user – self harm - separate overdoses of prescribed medication) . The 4 accidents
include; fall x3 and report of a seizure on non-trust premises.
The patient care incident relates to a restraint in which the
patient sustained an injury (shoulder). This incident was referred and managed within local authority safeguarding procedures.

1. Moderate & Major Incidents Reported on Datix
YTD to August 2016

Aug -15

25

Apr -16

0

Apr -16

0

Mar-16

0

Mar-16

0

Feb-16

1

Feb-16

Regulation 28's

Jan-16

0

Jan-16

0

Dec-15

0

Dec-15

0

Nov-15

0

Nov-15

Never Events

tional SUI Framework (2015), Trust Incident Policy, and relevant Health & Safety/HR Policies.
All data was extracted from DATIX on 19/09/2016.
Regulation 28: None received during August 2016.

Oct-15

6

Oct-15

9

Sep -15

4

Sep -15

4

Aug -15

6

No. Incidents

RCA 2

No. Incidents

RCA 1

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 7 recorded Being Open discussions in August 2016, bringing the YTD total to 14.
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Safety
Incidents—Staff Safety

50

40
30

20
10

The rolling 12 months data suggests that incidents are reducing.

Aug -16

Jul-16

Jun-16

May-16

Apr -16

R1

Mar-16

0

Feb-16

1

1
SSN
Other

CAMHS

SMS

6

FMH 6

5

10
4

50

12
3
Trafford

60

Jan-16

YTD there have been 221 incidents recorded, of which 7
have been RIDDOR reportable.

106
Bolton

Salford3

14

50

The number of V&A incidents reported causing injury to staff
decreased from 70 in July to 45 incidents in August 2016.

Dec-15

Major perman ent or lon g-te rm har m

70

Nov-15

100

80

Oct-15

No. Incidents

Mo derate harm r equirin g treatment

6. Total V&A Incidents Causing Injury to Staff Rolling 12 m onths w ith Trend

Sep -15

Minor harm, may require ai d/supp ort

90

Aug -15

150

Violence and Aggression Incidents Causing Injury to
Staff Comments:
The number of incidents recorded during August 2016 was
45, of which three were RIDDOR reportable.
No. Incidents

5. Violence and Aggression Incidents Causing
Injury to Staff (Including RIDDOR) YTD to August
2016

Positive initiatives, including Positive and Safe, Safe Working, ‘Respect Us’ poster campaign, NLB approval of PMVA training, issuing of sanctions, and strengthening of police liaison relationships were implemented in 2015/16 which may have influenced the downward trend in V&A incidents resulting in harm. Further initiatives are planned for 2016/17 in order to identify and
manage the causes of V&A and provide a safe working environment for patients and staff. The 2015/16 Reported Physical Assaults report is due to be submitted to NHS Protect in June
2016.

10
8

6
4
2

Aug -16

Jul-16

Jun-16

May-16

Apr -16

Mar-16

0

Feb-16

8

2

Corpor ate

4

R1

2

SSN Other

CAMHS

1

3

SMS

3

FMH

4
1
Trafford

Salford 1

2

Bolton

12

Jan-16

12

5

YTD there have been 64 incidents recorded, of which 4 have
been RIDDOR reportable. Accidents include: 11 x trips/falls,
7 x moving & handling (non-patient), 3 x moving and handling
(patient), 4 x burn, 2 x trap, 5 x needle stick injuries, 5 x collision with object, 1 x stretching, 5 x slip/trip, 6 x cut with sharp
object (non-medical sharp), 1 x hit by moving object, 1 x cut
with medical equipment (non-needle stick), 9 x staff injury
PMVA, 1 x fall walking down stairs, 1 x injured by animal, 2 x staff illness at work.
5

14

Dec-15

10

16

Nov-15

Major perman ent or lon g term harm

18

Oct-15

15

8. Total Accident Incidents Causing Injury to Staff Rolling 12 m onths w ith Trend

Sep -15

Mo derate harm r equirin g treatment

20

Aug -15

Minor harm, may require ai d/supp ort

16

No. Incidents

20

Accident Incidents Causing Injury to Staff Comments:
The number of incidents recorded during August 2016 was
19, of which 2 were RIDDOR reportable. Accidents include:
6x injury from PMVA, 2x moving & handling non-patient, 1x
moving & handling patient, 4x slip/trip, 2x cut with sharp
(none needlestick), 1x burn, 2x collision with object and 1x
trap injury.

No. Incidents

7. Accident Incidents Causing Injury to Staff
(Including RIDDOR) YTD to August 2016

The rolling 12 month data suggests that incidents are increasing.
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Positive and Safe
Incidents—Positive and Safe (Positive Management of Violence and Aggression)
The DoH’s Positive & Safe Programme (2014) outlines requirements for promoting development of therapeutic environments and minimising restrictive practices, including prone restraint.
10. V&A Incidents where Restraint Techniques
V&A Incidents where Restraint Techniques were used
700
w ere used - Rolling 12 m onths with Trend
Comments:
Both
the
YTD
and
Rolling
12
months
charts
Face Down (Medication)
600
500
show the total number of times a restraint technique was used.
Face Down (Patient)
500
Multiple techniques can be recorded against one incident and
Other
400
the data represent a gradual increase in the use of restraint.
400
The Positive and Safe group commissioned a Trust wide ward
300
300
level review of restraint in July and this confirmed that the ma200
200
jority of restraint was associated with a small number of ser100
vice users who also accounted for a high proportion of seclu100
0
sion and rapid tranquillisation (see below). Analysis of July
and August restraint data confirmed use with single numbers
of service users at the Gardener Unit; Eskdale, Rydal and
Chaucer wards. A quality summit has been planned to review
the care of a service user at R1. All care plans have been reviewed by clinical and corporate services. The data indicate that prone restraint continues to be the least often method used and the Positive and Safe group continue to implement our
Trustwide restraint reduction programme through ‘Safewards’.
416

15 15
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14. Incidents Resulting inUse of Seclusion - Rolling
12 m onths w ith Trend
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Trafford 15

48
Salford

Bolton

20

61

40

60

Oct-15

60

70

Sep-15

108

80

25

No. Incidents

100

Incidents Resulting in Use of Seclusion Comments:
During August 2016 there were 61 incidents of seclusion involving 37 service users. The rolling 12 months trend represents a YTD increase in the use of seclusion. Incidents of seclusion have been reducing since February 2016 but began to
rise again in June. The Positive and Safe Group has reviewed
each cluster of seclusion incidents and each episode is reviewed at ward level. The Positive and Safe group commission
exception reports where rates of seclusion are higher than the
ward benchmark. Based on this report data this has included a
review of seclusion at the Gardener Unit; the review of one
Eskdale service user’s care needs. This confirms that seclusion rates have increased since June through to August based
on the care needs of a very small group of service users.

80

Aug-15

R1

SSN Other

CAMHS

SMS

FMH

Trafford

13. Incidents Resulting in Use of Seclusion YTD to
August 2016

12. Incidents that Required the Use of Rapid
Tranquilisation - Rolling 12 m onths w ith Trend

90

Aug-15

120

Salford

Bolton

7

1

36

38

37

40

Incidents that Required the use of Rapid Tranquilisation
Comments:
During August 2016 there were 81 incidents of RT involving
29 service users. YTD there have been 245 incidents involving 103 service users. The rolling 12 months trend represents
a YTD increase in the use of RT. The Positive and Safe group
commissioned a Trust wide ward level review of RT in July
and this confirmed that the majority of RT was associated with
a small number of service users. One female service user
accounted for the large majority of RT on Ash Ward at R1;
and one service user accounted for the increase in RT on
Hayeswater ward. Both plans of care have been regularly
reviewed by clinical and corporate services.

No. Incidents

100

60

Aug-15

R1

SSN
Other

201

CAMHS

SMS 51 1

80

26

No. Incidents

100

20

No. Incidents

9 14

44 93

396

FMH

Trafford

320

5 28

220

11. Incidents that Required the Use of Rapid
Tranquilisation YTD to August 2016

No. Incidents

120

Salford

134 11 26

18

43

9. V&A Incidents w here Restaint Techniques
w ere used YTD to August 2016

Bolton

No. Incidents

600

20

Safeguarding
Incidents—Safeguarding (Quarter 1 2016)
Safeguarding data will be reported on a quarterly basis. The next data set will be available in the September 2016 report.
Staff report in DATIX when they have initiated a Safeguarding Referral as a consequence of information/observation/disclosures pertaining to the welfare and safety of children, young people and adults from any setting, i.e. Trust and Non Trust locations. The safeguarding incidents are reviewed by the safeguarding Leads and any queries escalated to the Safeguarding Children’s Practitioner, Named 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.

250

19. Total Incidents Leading to a Safeguarding
Action - Rolling 8 Quarters with Trends

1

1
2

1

10

6 343

5 4 53 1

20

1

28

30

1. Init iation of a 2. Referral to 3. Other Action 4. Contacted
5. Local
Common
Children's
Taken
the police /
Authority
Assessment
Social Care
PPIU (Public
Designated
Framework
Services
Protection Officer (LADO)
(CAF)
Invest Unit)

Adult Safeguarding Comments:
The main categories for raising an adult safeguarding incident
during Q1 include; V&A, self-harm and patient care. The patient
care incidents were low level incidents, categorised as inappropriate behaviour patient on patient, vulnerable patient, suicidal
thoughts, inadequate supervision. The V&A included disclosures of abuse, patient admitted from another provider with a
pressure ulcer, 4 incidents of financial abuse and 4 allegations
of inappropriate communication staff on patient. The incidents of
financial abuse and staff allegations were reported and managed through local authority safeguarding procedures.

Rolling 12 Months Comments:
The trend shows that there is consistent reporting of safeguarding across the Trust.

Number of hospital-acquired pressure ulcers:
There have been no hospital - acquired pressure ulcers
recorded during August 2016.

1 3

3. Other action
13 2
taken

1

29 515
4. Referral to
safeguarding unit 5 23

1

6
18 14 4

34

2 31

18. Type of Action Taken for Adult Safeguarding
Incidents Q1 2016-17

1

90
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40
30
20
10

2. Managed in
Service

V&A Staff 221

V&A Patients 15 25

V&A Prisoners 4

V&A Others 8332

Self Harm 1 2

Smoking on…
1

Security Incident 121

Patient Care 2 11162

2

1
Medication

Environmental 1

Illicit Substances 1

Death 1

2
Communication

Contract/Fraud 1 1

1
Accident

Missing Patient 2 1

40

40

4

V&A Staff 11

34

60

V&A Patients 2 1 5

Security Incident 1

Patient Care 2 3

80

20

No. Incidents

Missing Patient 2

Information
Governance 1

100

Information…
11

No. Incidents

Illicit Substances 1

17. Num ber of Incidents Leading to a
Safeguarding Adults Action Q1 2016-17

120

35 27

140

Environmental 1

Death 1

Accident 11

5

V&A Others 1 2 11

7

10

Self Harm 4 1 4 2 2

15

16. Type of Action Taken for Child Safeguarding
Incidents Q1 2016-17

1. Contacted
police/ PPIU
(Public Protection 6 9 2
Invest Unit)

20

20

50

No. Incidents

No. Incidents

25

Child Safeguarding Comments:
The main categories for raising a child safeguarding incident
during Q1 include; V&A, self-harm and patient care. The patient
care incidents are not as a consequence of any care delivery/
care omissions. There was one allegation of abuse against a
staff member, this is being managed through local authority
safeguarding procedures and was reported to the LADO.
The death reported incident relates to an unexpected death of
an adult service user from a cardiac arrest. The service user
had guardianship responsibilities for a child in need, the clinical
team made contact with children’s services to ensure and seek
confirmation that they were aware of the death.

No. Incidents

15. Num be r of Incidents Leading to a
Safe guarding Children’s Action Q1 2016-17
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Complaints and Patient Feedback
Complaints and Concerns
40

25

District Services - 12 Months to August 2016

Specialist Services - 12 Months to August 2016

Trust Wide by Level - 12 Months to July 2016
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Trend
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Comments:
33 complaints and concerns were recorded across the Trust in August representing a 6% decrease from the number of complaints and concerns recorded in July (35).
The trend for complaints and concerns continues to trend upwards over the past twelve months.
During August 2016, 17 complaints at level 2 and above were closed, of which 11 (65%) were either upheld or partially upheld.
During August 2016 one level 4 complaint was closed. The complaint was about the CAMHS service and was partially upheld.
The partially upheld complaint about CAMHS related to the circumstances leading up to and after a young person’s discharge from Junction 17. Senior managers are
currently working to introduce systems to improve communication with relatives and carers, improve care planning, respond to verbal complaints and provide support to
relatives and carers after discharge.

Patient Feedback—Service User Friends and Family Test

23,
2.8%

21,
2.6%

Question. How likely are you to recommend this organisation to
19, friends and family if they needed care or treatment?
2.3%
YTD Period: August 2016

57,
7.0%

1 - Extremely Likely

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 month of August 2016, of the 133 service users asked, 91.0% said
they would recommend our services to friends and family bringing the YTD total to 85.2%.

2 - Likely
3 - Neither likely nor unlikely
203, 24.9%

491,
60.3%

4 - Unlikely
5 - Extremely unlikely
6 - Don't Know
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Post CQC Inspection Priority Action Plan
20th October 2016
Part A – This section of the action plan represents the actions undertaken or to be undertaken as a direct result of the CQC inspection ‘Requirement Notices’. Prior to the Requirement Notices being published the trust had already identified a number of these areas
as concerns and so actions were planned and implemented immediately.
Ref

A

1

Regulation

Core Service

How Regulation Was Not Being Met

Exec
Lead

Support

Update/Action/Comment

Target
Close
Date

Status

Regulation

Wards for older
adults with mental
health problems

Both Bollin and Greenway wards did not comply with
the Department of Health’s guidance on eliminating
mixed sex accommodation.

Gill
Green

Michelle
Anderson
and Helen
Cutts

During and immediately post CQC inspection actions were set to ensure the mixed sex
breaches were resolved:

30/09/16

Complete

30/04/16

Complete

31/12/16

On track

Regulation 10 HSCA (RA)
Regulations 2014

On Bollin ward there was no clear signage to indicate
where members of the opposite sex should not enter.

Dignity and respect
Service users must be treated
with dignity and respect

2

There was a designated female only lounge but on the
day of our inspection this was used for a singing group
which was attended by both males and females.

Child and
adolescent mental
health wards

On Junction 17, there were a number of blanket
restrictions in place including restricted access to
mobile phones and routine searches following periods
of leave.

Completed
by
09/02/16

Status

2) Directorate procedure for managing SSA on the unit devised
and communicate
3) Communication to staff to ensure that they understand
female only lounge is only for females and cannot be used for
mixed groups.

01/03/16

Complete

01/03/16

Complete

4) Bollin Ward ‐ Business case put to EMT re: building works

04/05/16

Complete

5) Final plans, room data sheets signed off and agreed phases of
works.

04/05/16

Complete

6) Work out to tender
7) The reconfiguration works completed

31/05/16
30/09/16

Complete
Complete

1) Temporary signage in place. Permanent signage ordered

On Greenway ward there was only one bath which was
at the end of the female corridor. This meant that
males using the bath would have to pass by female
bedrooms to get to it.

This was a breach of regulation
10(1)(2)(a)(b)

Action

Gill
Green

John
Walker

Complete

Immediately following the CQC inspection Lead CAMHS Consultant Psychiatrist, Dr Shermin
Imran, liaised with a number of Tier 4 CAMHS services across the country, benchmarking the
services practices and sharing issues and challenges. The initial findings from this review
showed a variation in restrictive practices, and that GMW’s services were at the more
restrictive end of the spectrum. This feedback was used in the development of new
guidelines.
All blanket restrictions on J17 have now been reviewed.
There are standards and a procedure which have been developed in collaboration with the
GMW CNT and introduced to support awareness, enable a positive focus and to promote the
teams understanding of blanket restrictions and their use.
The Mobile Telephone Policy for Junction 17 has been reviewed, consulted upon and rolled
out across the service with the support of our young people, the college and the staff team.

B

1

Regulation
Regulation 12 HSCA (RA)
Regulations 2014

Acute wards for
adults of working
age and
psychiatric

We found that staff were secluding patients in the de‐
escalation room without following the Mental Health
Act code of practice guidance and the trust’s own
policy.

Gill
Green

Richard
Backhouse
and
Michelle
Anderson

The CQUIN introduced for 2016/17 for secure services will include CAMHS services and
continue to develop our approach to reducing restrictive practices.
The following actions were set following the CQC inspection to ensure staff throughout the
trust demonstrated good working practice with regards Mental Health Act code and
seclusion:

Safe care and treatment

2

Care and treatment must be
provided in a safe way for
service users

This was a breach of regulation
12(2)(a)(b)(g)
3

intensive care
units

Acute wards for
adults of working
age and
psychiatric
intensive care
units
Acute wards for
adults of working
age and
psychiatric
intensive care
units

Action

Patients were not permitted to leave the de‐escalation
room and were restrained and prevented from leaving
by staff.

Gill
Green

Staff lacked awareness of the MHA and the safeguards
that should be followed if patients are secluded in this
way.

Gill
Green

Deborah
Partington

Richard
Backhouse
and Tim
McDougall

Patients were not aware of their rights or protections
that the MHA provides to patients who are secluded.
Staff did not document or report that an incident of
seclusion had occurred.
This meant that patients were secluded and that their
rights and safeguards under the Mental Health Act
were not followed.

4

Acute wards for
adults of working
age and
psychiatric
intensive care
units

We found that two of the wards we visited had out of
date oxygen which had not been replaced despite
regular audits which identified it needed to be
replaced.
Staff had checked the oxygen on a regular basis but
had not acted on the findings of the checks.
In an emergency patients would not have access to
equipment that was suitable for use. This meant that
equipment and medical supplies needed in an
emergency situation were not kept up to date and safe
for patient use.

Steve
Colgan

Jane
Wilson

1) The trust Seclusion Policy has been reviewed and updated to
ensure it is compatible with the Mental Health Act Code of
Practice, Chapter 26. The new policy was rolled out throughout
June 2016 and is stored on Staffnet for staff members to access.
2) A full audit of seclusion has been scheduled within the annual
MHA section of the clinical audit programme to start in
September 2016. The audit will include a structured
questionnaire relating to patients who were not recorded as
being secluded following incidents to provide assurance that any
practice that amounts to seclusion is managed and reviewed in
accordance with the requirements of the Code of Practice,
Chapter 26.
3) The revised Seclusion Policy is clear on the relationship
between seclusion and other interventions and the related
reporting, review and governance requirements. The new
policy was rolled out throughout June 2016 and is stored on
Staffnet for staff members to access.
4) A programme of MHA awareness using e‐learning packages
and classroom learning has achieved 85% coverage of clinical
staff on 27th May 2016.
5) Seclusion is now monitored on a bi‐monthly basis by the
Positive and Safe group. Exception reports are requested where
rates are higher than expected and these are monitored through
the Positive and Safe group.

Completed
by
30/06/16

Status

31/12/16

On track

30/06/16

Complete

31/05/16

Complete

30/09/16

Complete

Complete

There is a clear procedure in place (March 2016) for oxygen cylinders to be routinely checked
and authorised by qualified nursing staff.
This procedure is checked on an agreed regular basis by the ward manager and matron of the
Unit.

01/03/16

Complete

5

Wards for older
adults with mental
health problems

On all of the wards we found evidence that National
Institute for Health and Care Excellence (NICE)
guidance was not being followed in relation to rapid
tranquilisation. Staff were not monitoring and
recording physical observations after the use of rapid
tranquilisation.

Margaret
Campbell

Jane
Wilson

Action

On Holly ward, we found one incident had not been
logged on the trust incident reporting system. This is a
requirement in the trust policy for rapid tranquilisation.

Forensic wards

7

Child and
adolescent mental
health wards

8

Wards for older
adults with mental
health problems

Rapid tranquilisation was not carried out in accordance
with NICE guidance, as patients did not always have
physical healthcare checks carried out afterwards,
which may put them at risk.
Records showed that staff did not carry out physical
observations following administration of rapid
tranquilisation medication on three separate occasions.
This meant patients were at risk of physical health
complications not being recognised.

Records did not show that leave was routinely risk
assessed prior to authorisation or that the outcome of
any specific period of leave was reviewed consistently.

Completed
by
31/05/16

Status

2) The Positive and Safe Group are working with IM&T to
harmonise the detailed observation charts across rapid
tranquilisation, seclusion and PMVA polices. This will ensure that
staff become familiar with just one chart. Associated processes
for completion i.e. manual and scanned in vs handheld devices
to be used adjacent to patient are being considered also.

31/12/16

On track

3) GMWs Director of Pharmacy led a piece of work reviewing the
responsiveness of emergency response across all sites. A paper
detailing the benchmarking carried out, mapping RT and wider
PMVA incidents against doctor and Hospital at Night on‐site
cover has been completed and considered. The findings from the
report did not prove a need for change.

30/06/16

Complete

4) Standards for emergency response systems for each site are
currently included in the CPR policy. Rapid Tranquilisation policy
has been amended to remove reference to 30 mins response
and refer to CPR policy.

30/06/16

Complete

5) Trust are currently collecting data as part of the RCPsych
Quality Improvement Programme 16a ‐ POMH (Prescribing
observatory for mental health) audit regarding the use of rapid
tranquilisation across the whole of GMW bed based services.
The audit focuses on the use of rapid tranquilisation and the
physical health monitoring as per clinical guidance. The data
collection period is between 5th September and 25th November
and a report will be provided with completed action plans in
March 2017. The Trust Physical Health Group Committee will
receive a full report (from Governance and Audit Department)
and monitor progress of action plans.

31/03/17

On track

1) GMWs Director of Pharmacy led a piece of work that reviewed
the current rapid tranquilisation policy to ensure robust
monitoring standards in line with vital sign standards and
adherence to NICE guidance. The policy has now been approved
and is now available on Staffnet. A checklist for monitoring has
also been updated in line with vital signs standards.

On Bollin and Greenway wards, staff we spoke to were
not aware of the trust policy in relation to physical
health monitoring following rapid tranquilisation.

6

Following the CQC inspection in February actions around reviewing and improving working
practices regarding rapid tranquilisation were set in place:

Steve
Colgan

Jane
Wilson

Gill
Green
and
Steve
Colgan

Jane
Wilson and
Paul Roper

Gill
Green

Michelle
Anderson
and
Michelle
Aspinall
and Kerrie
Darvill

1) Section 17 leave is included in the MHA e‐learning package
that is now mandatory for all qualified clinical staff in in‐patient
services.
2) An Audit to be completed of risk assessment prior to leave on
Bollin/Greenway/Holly/Hazelwood/Delamere
3) A form to record patients leave to be implemented across the
unit this will include:
∙
What did you do?
∙
how did you feel?
∙
What were the good points about your leave?
∙
Were there any problems?

On track

Complete

The actions are set in place to ensure safe working practices on wards for older adults with
mental practices in relation to leave:
Action

31/03/16

Completed
by
31/06/16

Status

30/06/16

Complete

30/06/16

Complete

Complete

30/11/16

On track

∙
∙

9

Wards for older
adults with mental
health problems

The layout of the wards did not allow staff clear lines of
sight. This risk was not mitigated on any of the wards
by the use of mirrors, risk assessments or staff
observations.

Gill
Green

Deborah
Partington
and
Michelle
Aspinall

If there were problems what could we do to make this
better next time?
Carers views on leave

4) Guidance was issued to all Paris users in the June edition of
‘Paris in Practice’

31/07/16

Complete

5) Senior clinicians and IM&T have agreed improvements and
changes in the way that leave is recorded and displayed in Paris.

30/09/16

Complete

6) Changes are currently being rolled out and tested in Paris and
new guidance/training materials are being produced.

30/11/16

On track

During and immediately post CQC inspection actions were set to ensure safe ward
environments:
Action
1) Greenway and Bollin have installed fish eye mirrors as per
CQC Inspection feedback
2) Woodlands have implemented zonal observations on the unit

10

Child and
adolescent mental
health wards

Patients were being nursed in the intensive nursing
suite and were prevented from entering the main ward
area.

Gill
Green

Deborah
Partington
and John
Walker

Completed
by
29/02/16

Status

31/03/16

Complete

1) Local procedures to monitor and support the safe use of
intensive nursing have been introduced across the CAMHS
service. These have been supported with a procedure which was
introduced to monitor the use of safe clothing across all GMW
sites. This procedure ensures that the use of safe clothing across
GMW is adequately monitored and that there is oversight and a
process in place to govern its use.
2) Through the Positive and Safe Group that is chaired by Tim
McDougall, Deputy Director of Nursing, a review of the use of
seclusion, Intensive Nursing Suites and anti‐tear clothing across
the Trust, with a particular focus on CAMHS has taken place.

Complete

30/06/16

Complete

31/12/16

On track

Complete

During and immediately post CQC inspection actions were set to ensure safe use of intensive
nursing suites in our CAMHS service:
Action

31/03/16

Completed
by
31/03/16

Status

30/06/16

Complete

Complete

The service has produced a Restrictions of Liberties procedure
document covering the issues of use of seclusion, Intensive
Nursing Suites, anti‐tear clothes, keeping safe, and a response to
restrictive practices.
The new Trust seclusion policy is published and has relevance to
CAMHS services.

C

1

Regulation
Regulation 17 HSCA (RA)
Regulations 2014
Good governance

Acute wards for
adults of working
age and
psychiatric
intensive care
units

We found that environmental checks were not
completed in a consistent way and that inappropriate
fixtures and fittings were not replaced in a timely way.
•Ligature point audits were not completed in a
consistent way on each ward.

Gill
Green

Julie
Bodnarec

As a trust we are always reviewing how our local processes can be strengthened and our
Governance and Facilities teams are currently reviewing how the completion of the ligature
audit process can be improved in the future. The following actions have been set and will be
undertaken to ensure the next Ligature Audit (16/17) is carried out under a new and
improved approach:
Action

Systems and processes must
enable the registered person to
maintain securely and accurate,

•The findings of the ligature point audits were not
acted upon without delay.

Completed
by

Status

complete and contemporaneous
record in respect of each service
user,
including decisions taken in
relation to the care and
treatment provided.

This meant that in order to mitigate the environmental
risk factors, staff were required to increase patient
observations and complete regular environmental
checks.

This was a breach of regulation
17 (2)(a)(b)(c)(d)(ii)

2

Wards for older
adults with mental
health problems

At both Greenway and Holly wards, discussions around
capacity and best interest were not being documented
in patients care records. This meant that it was difficult
for staff to identify when these decisions would need
to be reviewed and show evidence of this being done,
as a baseline discussion was not recorded.
The recording and reviewing of patients’ rights was
inconsistent across all five wards for people detained
under the Mental Health Act
On Holly ward there was one example of a patient who
had a do not attempt resuscitation form in place but no
capacity assessment and best interest decision were
recorded.

Gill
Green
and
Steve
Colgan

Richard
Backhouse
and
Tim
McDougall

1) Future audits will be completed by a small team consisting of a
governance and facility lead with support from each local ward
manager.
The aim being for the ligature audit team to visit each in‐patient
area and complete the environmental ligature audit with the
support from local ward staff/mangers. This will ease the burden
on services having to complete the audit which was time and
resource intensive for ward teams. This approach will also
provide a timelier and more consistent approach to data
collection.
2) The Governance department are currently exploring and
trailing potential electronic audit tools on the market for
capturing audit results to use during the 16/17 audit process.

16/17
Audit
(31/12/16)

On track

16/17
Audit
(31/12/16)

On track

Action

Completed
by
31/03/16

Status

2) Informing patients of their rights is included in the MHA e‐
learning package that is now mandatory for all qualified clinical
staff in in‐patient services

31/03/16)

Complete

3) Plans are now in place to continuously review and strengthen
our DNAR policy and procedures through Individualised Care
Plans which will include a statement of capacity. This is as part of
our End of Life Care multi‐agency group chaired by our Assistant
Director of Nursing which reports to our Nursing Leadership
Board.

30/06/16

Complete

4) As per action 3 above there are a number of work streams
looking at the End of Life policies and procedures and we have
formed links with Greater Manchester End of Life Group to
ensure that our policies and procedures follow the National
guidance in relation to End of Life and Unified DNAR procedures
which are currently adopted by the Greater Manchester Acute
Hospital Trusts and Greater Manchester Ambulance
Service. This work is ongoing and is expected to be complete
across the Trust by April 2017.

30/04/17

On track

30/04/17

1) A standardised format for recording mental capacity
assessments and best interest assessments for in‐patients has
been introduced. This covers the decision requiring
establishment of mental capacity, establishing impairment of the
mind or brain, the four stage functional test of capacity,
engagement of IMCAs, consultation with interested persons,
considerations and the best interests decision.

Complete

On track

3

Child and
adolescent mental
health wards

Monitoring systems in place had failed to identify that
care was not being delivered safely or effectively due
to insufficient staffing numbers and lack of suitably
trained staff.

Gill
Green

Deborah
Partington
and John
Walker

On Junction 17, we saw 15 missing entries on patient
observation records.
On Junction 17, we saw 19 missing entries on fridge
temperature monitoring records.

To ensure safe staffing across CAMHS the following actions were set post CQC inspection:
Action
1) There are daily briefings which monitor the safe
management and allocation of resources across the service
and where there are gaps these are escalated.
2) On Gardener Unit ‐ Experienced staff members have been
introduced from other SSN services to enhance the skill mix.
3) A process of recruitment is underway, with a number of
unqualified and qualified vacancies being recruited to. A
review of all nursing grades has enabled the service to
temporarily recruit more experienced qualified staff to
support the development of the service. Ward Manager posts
have been filled, as have all team leader positions.
4) The recording of observation entries is being monitored
daily, with enhanced emphasis on ensuring these are signed in
line with the GMW policy. There are daily local checks in place,
with further weekly checks by managers and senior nurses.

D

1

Regulation

Forensic wards

Regulation 18 HSCA (RA)
Regulations 2014

On 14 wards less than 75% of staff had completed basic
life support training and on 10 wards less than 75% had
completed immediate life support training. This may
put patients at risk should they require life support in
an emergency.

Andrew
Maloney

A high proportion of staff were not up to date with
training in immediate life support and basic life
support.

Andrew
Maloney

Nicky
Littler

2
Persons employed by the
service provider in the provision
of a regulated activity must
receive such
appropriate support, training,
professional development,
supervision and appraisal as is
necessary to enable them to
carry out the duties they are
employed to perform.
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This was a breach of regulation
18(1)(2)(a)

Acute wards for
adults of working
age and
psychiatric
intensive care
units

Acute wards for
adults of working
age and
psychiatric
intensive care
units

We found that staff were not adequately trained in
important elements of nursing care.

Nicky
Littler

Status

31/03/16

Complete

30/04/16

Complete

31/03/16

Complete

1) Training compliance in Basic Life Support (BLS) – 85%
2) To ensure a minimum of 1 trained ILS member of staff to be
on shift per bed based service

Completed
by
31/05/16
31/03/16

Complete

31/05/16

Complete

01/11/16

On track

Complete

Post CQC inspection 2 Trustwide targets were set:
Action

Staffing

Completed
by
31/03/16

30/04/16

Status
Complete
Complete

1) All services have been engaged in the implementation of a recovery plan to ensure that
compliance is raised. Enough training places were commissioned across the Trust to support
the achievement of the 85% target by 31st May 2016. Compliance as at 27th May is 85%.

Gill
Green

Tim
McDougall

2) To ensure a minimum of 1 trained ILS member of staff to be on shift per bed based service,
this has been built into the rostering capability. A scoping exercise has been completed to
identify the local compliance across each bed based area and arrangements in place to ensure
ILS trained nurse is available across the 24‐hour period. The Trust continues to monitor the
overall compliance of ILS Trained staff to ensure training places can be commissioned
appropriately.
Currently all GMW staff have an annual Personal Development Plan which identifies their
training needs. Staff have access to over 50 training courses that support them to deliver
nursing care. Additionally, our Nursing Strategy contains a number of actions to improve
mental and physical health nursing care. The following action will be led by GMWs Deputy
Director of Nursing and the central nursing team:

Action
1) To ensure all staff are adequately trained in important
elements of nursing care in acute wards for adults of working
age and psychiatric intensive care units, as per one of the
actions in our Nursing Strategy, a training needs analysis has
now been completed, not just in this area but trustwide.
2) The results of the training needs analysis are being
discussed at the Senior Nursing Task and Finish Group will be
discussed at Nursing Leadership Board in October, these
discussions will inform a report/document which identifies
aggregated training needs and the top training priorities. Plans
will then be made to translate the trust wide training needs

Completed
by
01/09/16

Status

01/11/16

On track

Complete

analysis into a training programme for all staff across the
organisation.
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Acute wards for
adults of working
age and
psychiatric
intensive care
units
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Child and
adolescent mental
health wards
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Child and
adolescent mental
health wards

A high proportion of staff were not up to date with
training in the Mental Health Act and Mental Capacity
Act.

Gill
Green

Richard
Backhouse

Staff had not received service specific training,
including the need to alter the approach when
managing violence and aggression with children and
adolescents.

30/06/16

Complete

Awareness of the MHA through a combination of classroom and e‐learning courses, trust‐
wide compliance with MHA training has increased from 19% at 12 February 2016 to 85% at
27th May 2016.

Staff demonstrated a lack of understanding regarding
the Mental Health Act and Mental Capacity Act.
This meant that staff were not aware of the latest
guidance and best practice in relation to safe patient
care and treatment.
There were not always enough staff on duty to deliver
safe care. We found insufficient staffing on duty to
cover enhanced observations and to manage incidents
effectively.

Mandatory e‐learning packages on MHA and MCA are now fully operational on the trust’s e‐
learning hub.

Gill
Green

Deborah
Partington

Post CQC inspection a short term and longer term CAMHS action plan was set in place (action
F1). A mixture of the actions within F1 and the actions within C3 above aim to ensure there is
always enough staff on duty to deliver safe care.

31/07/16

Complete

Gill
Green

John
Walker

Post CQC inspection a plan was set in place to ensure CAMHS staff received appropriate
training and professional development:

30/01/17

On track

Action
1) Safeguarding Level 2 training – the team have achieved
100% compliance
2) Level 3 Safeguarding (classroom based) has been
developed.

Completed
by
31/03/16

Status

30/11/16

On track

30/01/17

On track

31/03/16
31/05/16

Complete
Complete

Complete

Level 3 Safeguarding Children needs were partially met with
an eLearning option for those previously receiving enhanced
level 2.
Classroom sessions are prepared and the roll out was due to
commence on Tuesday 6th September, delivered by Helen
Williamson to CAMHS staff. Due to unforeseen events the
training was not able to be delivered and is now planned for
late October and November.
The revised target compliance is to have all qualified nursing
staff trained by 30th November.
3) A programme has been developed with the support of the
CNT to ensure that there is CAMHS specific PMVA training.
Trust PMVA training has been developed to provide a 4‐day
training course with the final day providing service (CAMHS)
specific training. It is expected that all new starters will
experience the new style of training and existing staff receive
the update in refresher sessions.
The new Trust PMVA training programme is expected to be
ready for roll out by January 2017. AQUA training will run
alongside this focus.
The target compliance has been revised to have all nursing
staff trained by 30th January 2017.
4) Achieved above 100% expected standard for MHA training
5) Achieved above 85% expected standard for BLS training

Part B – This section of the action plan represents the concerns as identified internally during and post CQC inspection that haven’t already been addressed in Part A as part of the Requirement Notices.
Ref

E

1

2

Post Inspection Concern

Core Service

Action

Exec
Lead

Support

Progress/Update

MHA and MCA ‐ training uptake
is low and not mandatory.
Concern about staff knowing
and reading people their rights

Trust Wide

This training would be part of the mandatory training
programme going forwards and is already included in
induction. By a combination of these and using 2
recently appointed dedicated trainers the Trust plan to
achieve 85% training compliance by end of May 2016.

Gill
Green

Richard
Backhouse

Through a combination of classroom and e‐learning courses, compliance with MHA training
has increased from 19% at 12th February 2016 to 85% at 27th May 2016.

Child and
adolescent mental
health wards

Bespoke MHA training sessions will be delivered to all
CAMHS qualified nursing staff by end of March 2016,
achieving 100% compliance. This will be maintained
through supervision and appraisal processes.

Gill
Green

Richard
Backhouse

Trust Wide

Section 17 leave to be included in the new MHA
mandatory training.

Gill
Green

Child and
adolescent mental
health wards

CAMHS development plan to be developed, to include
peer review.

Gill
Green

Section 17 Leave – lack of
consistency of use of policy and
recording issues

3

F

1

The CQC expressed some
concerns the week prior to the
inspection about the CAMHS
services based on the
information provided by the
Trust pre‐inspection. There had
been two escapes from the
Gardener Unit in the previous
months, a number of
safeguarding concerns reported
regarding staff and the CQC
expressed a view that there may
be cultural issues.
During the inspection week, at
the end of day one, the CQC
formally raised a concern
regarding the management of a
young person in seclusion, the
use of INS/seclusion,
understanding of rights amongst
the staff, restrictive practices,
blanket rules and the
appropriateness of restraint
training.

Target
Close
Date
31/05/16

Status

100% of CAMHS staff underwent the training sessions by 31/03/16

31/03/16

Complete

Richard
Backhouse

Section 17 leave is included in the MHA e‐learning package

29/02/16

Complete

John
Walker

In March an external review to develop a clear clinical model and strategy for CAMHS which
addresses the specific challenges (some new, some longer standing) faced by J17 (as a tier 4
CAMHS) and Gardener (as an adolescent medium secure service) has been commissioned.
The team undertaking this work includes a number of external CAMHS experts.

16/12/16

On track

Objectives of this work are to:






Analyse the current culture, practice, model of care and service user profile across
CAMHS services, identifying key current risks and issues.
Assess the likely future demand for Tier 4 and male medium secure CAMHS services.
Determine the most appropriate future clinical vision and strategy ensuring a clear
distinction between the two services.
Identify the most appropriate leadership and workforce model to deliver the agreed
strategy.
Ensure all recommendations are informed by current “best practice” and are cost
effective.

Timescales:
Action
1) Review commissioned and commenced
2) Initial findings on current position
3) Initial draft service development framework is still being
developed. External facilitation has been commissioned to
assist with this work.

Completed by
EMT 23rd
March 2016
EMT 27th
April 2016
30th October
2016

Status
Delivered

16th
December
2016
To be agreed

On track

Delivered
On track

The CAMHS Steering Group has agreed a revised timescale
and delivery dates for this piece of work to ensure it is as
comprehensive as it can be.
4) Final agreed model and strategy

5) Implementation

On track

Oversight is being delivered by the CAMHS steering group, led by Gill Green, Director of
Nursing and Operations.

Complete

G

1

Mandatory Training – Inspectors
found locally training
compliance seemed to be higher
than reported corporately

Trust Wide

Audit of mandatory training to include cross
referencing of figures at ward/team level using ward
dashboards data and data held locally.

Andrew
Maloney

Nicky
Littler

The GMW Learning Hub is now established as the main Training Compliance record for all
employees across the Trust. Both the Employee Self Service and Manager Self Service
functionality has enabled the workforce to own the data held against them and provide
feedback on any discrepancies that may exist.

30/04/16

Complete

In addition to this extensive work has taken place with individual directorates to ensure that
any local records that they hold are accurately reflected within the Learning Hub and this
work has now been completed.
Ongoing data checks are still taking place with all Directorates, recognising that the system is
still in its infancy, and the need to continue this work will continue over this coming year, and
this will continue to be reported at DMB and Workforce Development Committee.
H

1

2
3

PARIS – Identified mix of skills
and abilities amongst staff
group. Some staff struggled and
CQC showed them how to use
Paris. Older Peoples community
teams worked well with Paris;
Adult teams were seen to be
struggling

Trust Wide

To review the training package that new starters
undergo to ensure the training focuses on the correct
areas.

Ismail
Hafeji

Kerrie
Darvill

New starter training course in place. Plus, ongoing workplace support programme resource
now finalised with 2 trainers: 1 covering District Services and 1 covering Specialist Services.

31/03/16

Complete

Trust Wide

To understand concerns raised during inspection
regarding use‐ability and to resolve with Paris Team.

Ismail
Hafeji

Kerrie
Darvill

Mental Health eLearning now complete and available to users. Developments being
introduced on an ongoing basis in response to service needs to increase use‐ability.

31/03/16

Complete

Trust Wide

To roll out an easy to use guide developed in District
Services Trustwide (tailored to each area).

Ismail
Hafeji

Kerrie
Darvill

Guidance shared across the directorates.

31/03/16

Complete

Key
Delivered – No further action
On track – Actions underway, no issues
Some issues ‐ Actions underway however some issues needing attention
Not on track to deliver – Urgent action required

Assumed as being managed within normal business in future and is not revisited by this action plan
If actions are not completed within the stated timeline, converts to “Some Issues” the next working day, new timeline given
If actions are not completed within the stated timeline, converts to “Not on track to deliver” the next working day, new timeline given
Urgent action taken by the lead until the action is back on track
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EXECUTIVE SUMMARY:

As part of its formal application to NHS Improvement to acquire Manchester Mental
Health and Social Care NHS Trust (MMHSC), the Trust is required to submit a
proposed new or revised constitution for the combined entity. This paper
summarises the approach taken to developing a new constitution and highlights any
areas of particular interest, or significant change. The proposed new constitution is
also attached for the Board’s review and approval.

LINKS TO OTHER KEY
REPORTS/DECISIONS:

LEGAL/REGULATORY
IMPLICATIONS:



Acquisition of Manchester Mental Health and Social Care NHS Trust
(MMHSC) Full Business Case ‐ 13th October 2016 Board of Directors meeting
 MMHSC acquisition proposal
 Proposal and Timetable for the Reconfiguration of the Council of Governors
– 31st October 2016 Board of Directors meeting
Compliance with:



‘Supporting NHS Providers: Guidance on Transactions for NHS Foundation
Trusts’ (March, 2015)
‘The NHS Foundation Trust Code of Governance’ (updated July 2014)

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

x

Yes

If ‘yes’:
DATIX ID
2189

Strategic Objective
Obj. 6 – Achieve Financial
Strength and be Well‐
Governed

Description (as per BAF)
Future delivery of mental health services currently provided
by MMHSCT

RECOMMENDATIONS:

The Board of Directors are asked to review the proposed new constitution for the
combined entity and formally vote to approve it.
A majority vote in favour is required from the members of both the Board of
Directors and Council of Governors, who are present and voting, for the proposed
new constitution to take effect from the date of acquisition. The Council of
Governors will be invited to review the proposed new constitution at their meeting
on 1st November 2016.

CONSTITUTION OF (INSERT NAME) NHS FOUNDATION TRUST

Approved:
Board of Directors –
Council of Governors –
Notified:
NHS Improvement ‐
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1.

Interpretation and Definitions

Unless otherwise stated, words or expressions contained in this constitution shall bear the same
meaning as in the National Health Service Act 2006 as amended by the Health and Social Care Act
2012
Words importing the masculine gender only shall include the feminine gender; words importing
the singular shall import the plural and vice‐versa
the 2006 Act is the National Health Service Act 2006
the 2012 Act is the Health and Social Care Act 2012
the Accounting Officer is the person who from time to time discharges the functions specified in
paragraph 25(5) of Schedule 7 to the 2006 Act
Annual Members’ Meeting is defined in paragraph 14 of the constitution
Appointed Governors means those governors appointed by the Appointing Organisations
Appointing Organisation means those organisations named in Annex 4 of this Constitution who
are entitled to appoint Appointed Governors
Carer means a person who has attended any of the Foundation Trust’s premises from which
services are provided as the carer of a service user and who provides regular practical or emotional
support to a service user, provided that such person is not providing care in pursuance of a contract
(including a contract of employment) or as a volunteer for a voluntary organisation
Constitution means this constitution and all annexes to it
Elected Governors means those governors elected by the public constituencies, the classes of the
service user and carer constituency and the classes of the staff constituency
Financial Year means (a) a period beginning with the date on which the Foundation Trust is
authorised and ending with the next 31 March; and (b) each successive period of 12 months
beginning with 1 April
Governor means a member of the Council of Governors
Independent Regulator is the body corporate known as NHS Improvement (previously Monitor),
as provided by Section 61 of the 2012 Act
Lead Governor means a governor appointed by the Council of Governors to fulfil the role as defined
in paragraph 15.5 of this constitution
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NHS Provider Licence means the NHS Provider Licence issued by the Independent Regulator under
Part 3 Chapter 3 of the 2012 Act
Predecessor Trust means Manchester Mental Health and Social Care NHS Trust
Public Constituency means (collectively) those members living in one of the areas specified in
Annex 1
Public Governor means a governor elected by the members of one of the public constituencies
Secretary of State means the person appointed by HM Government to be the Secretary of State
for Health for England
Senior Independent Director means the person appointed by the Board of Directors, in
consultation with the Council of Governors, to provide a sounding board for the Chair, to serve as
an intermediary for the other Directors when necessary and to be available to Governors if they
have concerns that contact through normal channels has failed to resolve.
Service User and Carer Constituency means (collectively) the members of the service user and carer
constituency which is referred to as the ‘patients’ constituency’ in the 2006 Act
Service User and Carer Governor means a governor elected by the members of one of the classes
of the service user and carer constituency
Staff Constituency means (collectively) the members of the six classes comprising the staff
constituency
Staff Governor means a governor elected by the members of one of the classes of the staff
constituency
Vexatious complainant means a person who has been deemed to be an unreasonable and
persistent complainant in accordance with the procedures laid out in the relevant Foundation Trust
policy
voluntary organisation means a body, other than a public or local authority, the activities of which
are not carried on for profit

2.

Name

The name of the Foundation Trust is (insert name) NHS Foundation Trust (the Foundation Trust).

3.

Principal Purpose
3.1

The principal purpose of the Foundation Trust is the provision of goods and services for
the purposes of the health service in England.
5

3.2

The Foundation Trust does not fulfil its principal purpose unless, in each financial year,
its total income from the provision of goods and services for the purposes of the health
service in England is greater than its total income from the provision of goods and
services for any other purposes.

3.3

The Foundation Trust may provide goods and services for any purposes related to:

3.4

4.

3.3.1

the provision of services provided to individuals for or in connection with the
prevention, diagnosis or treatment of illness, and

3.3.2

the promotion and protection of public health.

The Foundation Trust may also carry on activities other than those mentioned in the
above paragraph for the purpose of making additional income available in order to
better carry on its principal purpose.

Powers
4.1

The powers of the Foundation Trust are set out in the 2006 Act (as amended by the
2012 Act), subject to any restrictions in the Terms of Authorisation and NHS Provider
Licence.

4.2

The Foundation Trust may do anything which appears to it to be necessary or desirable
for the purposes of, or in connection with, its functions.

4.3

In particular, it may:

4.4

4.3.1

acquire and dispose of property;

4.3.2

enter into contracts;

4.3.3

be a party to any arrangements with a local authority or local authorities;

4.3.4

accept gifts of property (including property to be held on trust for the
purposes of the Foundation Trust or for any purposes relating to the health
service); and

4.3.5

employ staff.

Any power of the Foundation Trust to pay remuneration and allowances to any person
includes the power to make arrangements for providing or securing the provision of
pensions or gratuities (including those payable by way of compensation for loss of
employment or loss or reduction of pay).
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4.5

The Foundation Trust may borrow money for the purposes of or in connection with its
functions, subject to any limit imposed by its authorisation or specified in the
prudential borrowing code published by the Independent Regulator from time to time.

4.6

The Foundation Trust may invest money (other than money held by it as trustee) for
the purposes of or in connection with its functions. The investment may include
investment by:
4.6.1

forming or participating in forming bodies corporate; and/or

4.6.2

otherwise acquiring membership of bodies corporate

4.7

The Foundation Trust may give financial assistance (whether by way of loan, guarantee
or otherwise) to any person for the purposes of or in connection with its functions.

4.8

Without prejudice to the general powers in paragraphs 4.1 to 4.7 and subject to the
2006 Act and to any restrictions in the Terms of Authorisation, the Foundation Trust
may also act and continue to act as trustee of charitable and other trusts and funds,
including but not limited to those trusts and funds of which the Foundation Trust is
trustee at the date of adoption of this Constitution.

4.9

All the powers of the Foundation Trust shall be exercised by the Board of Directors on
behalf of the Foundation Trust.

4.10 Any of these powers may be delegated to a committee of Directors or to an Executive
Director.

5.

Commitments
5.1

The Foundation Trust shall exercise its functions effectively, efficiently and
economically.

Representative Membership
5.2

The Foundation Trust shall at all times strive to ensure that taken as a whole its actual
membership is representative of those eligible for membership. To this end the
Foundation Trust shall have a Membership Strategy which shall be approved by the
Council of Governors and shall be reviewed by them from time to time, and at least
every three years.

Co‐operation with Health Service and Other Bodies
5.3

In exercising its functions, the Foundation Trust shall co‐operate with other health
organisations and local authorities.
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Respects for Rights of People
5.4

In conducting its affairs, the Foundation Trust shall respect the rights of members of
the communities it serves, its employees and people dealing with the Foundation
Trust.

Openness
5.5

The Foundation Trust shall have regard to the need to provide information to
members and shall conduct its affairs in an open and accessible way.

Prohibiting Distribution
5.6

6.

The surpluses of the Foundation Trust are not to be distributed either directly or
indirectly in any way among members of the Foundation Trust or to other
organisations.

Framework
6.1

The affairs of the Foundation Trust are to be conducted by the Board of Directors,
the Council of Governors and the members in accordance with this Constitution, the
Terms of Authorisation and the NHS Provider Licence.

Members
6.2

Members may attend and participate in Members’ Meetings, vote in elections to
the Council of Governors, stand for election to the Council of Governors, and take
such other part in the affairs of the Foundation Trust as is provided in this
Constitution.

Council of Governors
6.3

6.4

The general duties of the Council of Governors are:
6.3.1

to hold the Non‐Executive Directors individually and collectively to account
for the performance of the Board of Directors; and

6.3.2

to represent the interests of the members of the Foundation Trust as a
whole and the interests of the public.

The roles and responsibilities of the Council of Governors, which are to be carried
out in accordance with this Constitution and the Foundation Trust’s authorisation;
are
6.4.1

at a General Meeting:
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6.4.1.1 to appoint or remove the Chair and the other Non‐Executive
Directors;
6.4.1.2 to approve an appointment (by the Non‐Executive Directors) of
the Chief Executive;
6.4.1.3 to decide the remuneration, allowances and other terms and
conditions of office of the Non‐Executive Directors;
6.4.1.4 to appoint or remove the Foundation Trust’s auditor; and
6.4.1.5 to be presented with the annual accounts, any report of the
auditor on them, and the annual report;

6.5

6.4.2

to provide their views to the Board of Directors when the Board of
Directors is preparing the document containing information about the
Foundation Trust’s forward planning;

6.4.3

to approve significant transactions, mergers, acquisitions, separations and
dissolutions proposed for the Foundation Trust by the Board of Directors;

6.4.4

to take decisions on non‐NHS income, determining whether it is satisfied
that carrying out the activity will not to any significant extent interfere with
the Foundation Trust’s fulfilment of its principal purpose or the
performance of its other functions;

6.4.5

to undertake such functions as the Board of Directors shall from time to
time request;

6.4.6

to respond as appropriate when consulted by the Board of Directors on
any proposed revision to this Constitution or any other matter.

The Foundation Trust must take steps to secure that the Governors are equipped
with the skills and knowledge they require in their capacity as such.

Board of Directors
6.6

The general duty of the Board of Directors and of each Director is to act with a view
to promoting the success of the Foundation Trust so as to maximise the benefit for
the members of the Foundation Trust as a whole and for the public.

6.7

The business of the Foundation Trust is to be managed by the Board of Directors,
who shall exercise all the powers of the Foundation Trust, subject to any contrary
provisions of the 2006 Act.
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7.

6.8

The Board of Directors shall be responsible for approving the annual accounts and
annual report of the Foundation Trust.

6.9

In preparing the document containing information about the Foundation Trust's
forward planning, the Board of Directors shall have regard to the views of the
Council of Governors.

Membership
7.1

8.

The members of the Foundation Trust are those individuals whose names are
entered in the register of members. Every member shall be a member of one of the
Public Constituencies, or a member of one of the classes of the Service User and
Carer Constituency, or a member of one of the classes of the Staff Constituency.

Eligibility and Application for Membership
8.1

An individual who is eligible to become a member of the Foundation Trust may do
so on application to the Foundation Trust.

8.2

Subject to this constitution, membership is open to any individual who:
8.2.1

is fourteen years of age or over;

8.2.2

is not otherwise disqualified from membership under paragraph 12 or any
other provisions of this Constitution;

8.2.3

is eligible under this Constitution to be a member of one of the Public
Constituencies, or one of the classes of the Service User and Carer
Constituency, or one of the classes of the Staff Constituency;

8.2.4

(unless they are a member of one of the classes of the Staff Constituency)
completes a membership application form in whatever form the
Foundation Trust specifies; and

8.2.5

in the case of the Staff Constituency only, has been invited to become a
member of that constituency by the Foundation Trust and has not
informed the Foundation Trust that they do not wish to be members.

8.3

Any dispute about eligibility for membership or the constituency or class of a
constituency that an individual is entitled to join shall be resolved by the
Foundation Trust in accordance with the Dispute Resolution Procedure set out at
paragraph 49 of this Constitution.

8.4

It is the responsibility of members, and not the Foundation Trust, to ensure their
eligibility for membership. A member who becomes aware of his ineligibility shall
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inform the Foundation Trust as soon as practicable and shall thereupon be
removed from the Register of Members and shall cease to be a member.

9.

Public Constituency
9.1

10.

There are four Public Constituencies corresponding to the public constituency
areas specified in Annex 1. Membership of a Public Constituency is open to
individuals who:
9.1.1

live in the relevant area of the Foundation Trust;

9.1.2

are not a member of another Public Constituency or of one of the classes
of the Service User and Carer Constituency; and

9.1.3

are not eligible to be members of any of the classes of the Staff
Constituency.

9.2

Those individuals who live in an area specified for a public constituency are referred
to collectively as a Public Constituency.

9.3

The minimum number of members in each Public Constituency is specified in Annex
1.

Staff Constituency
10.1

The Staff Constituency shall be divided into six classes as specified in Annex 2.

10.2

Membership of one of the classes of the Staff Constituency is open to individuals
who:
10.2.1 are employed under a contract of employment by the Foundation Trust
provided:
10.2.1.1

the contract of employment has no fixed term or has a fixed
term of at least 12 months; or

10.2.1.2

they have been continuously employed by the Foundation Trust
or the Predecessor Trust for at least 12 months.

10.2.2 are not members of any Public Constituency or of one of the classes of the
Service User and Carer Constituency.
10.3

Those individuals who are eligible for membership of the Foundation Trust by
reason of the previous provisions are referred to collectively as the Staff
Constituency.
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10.4

An individual who satisfies the criteria for membership of the Staff Constituency
may not become or continue as a member of any constituency other than the Staff
Constituency.

10.5

The minimum number of members in each class of the Staff Constituency is
specified in Annex 2.

10.6

The Company Secretary shall make a final decision as to which class an individual
is eligible to be a member.

Automatic Membership by Default – Staff
10.7

An individual who is:
10.7.1

eligible to become a member of one of the classes of the Staff
Constituency, and

10.7.2

invited by the Foundation Trust to become a member of the appropriate
class within the Staff Constituency,

shall become a member of the Foundation Trust as a member of the Staff
Constituency and appropriate class within the Staff Constituency without an
application being made, unless he informs the Foundation Trust that he does not
wish to do so.

11.

Service User and Carer Constituency
11.1

The Service User and Carer Constituency is divided into two classes as specified in
Annex 3.

11.2

Membership of the Service User and Carer Constituency is open to individuals:
11.2.1

who are a service user or carer when they apply for membership or have
been a service user or carer within the period of five years ending on the
date they apply for membership; and

11.2.2

who are not a member of a Public Constituency, nor eligible to be a
member of one of the classes of the Staff Constituency.

11.3

Those individuals who are eligible for membership of the Foundation Trust by
reason of the previous provisions are referred to collectively as the Service User
and Carer Constituency.

11.4

An individual providing care in pursuance of a contract (including a contract of
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employment) with a voluntary organisation, or as a volunteer for a voluntary
organisation, does not come within the category of those who qualify for
membership of the Service User and Carer Constituency.
11.5

12.

Disqualification from Membership
12.1

12.2

13.

The minimum number of members in each class of the Service User and Carer
Constituency is specified in Annex 3.

This provision applies to:
12.1.1

any person involved within the last five years as a perpetrator in a serious
incident of assault or violence, or in one of more incidents of harassment,
against any of the Foundation Trust’s employees or other persons who
exercise functions for the purposes of the Foundation Trust, or against
registered volunteers;

12.1.2

any person who has been excluded from the Foundation Trust’s premises
from which services are provided;

12.1.3

any person who has been previously employed by the Foundation Trust
and was dismissed for gross misconduct; and

12.1.4

any person who is, or at any time has been, deemed as a vexatious
complainant.

In relation to any such person, membership of the Foundation Trust may be refused
or withdrawn if the Council of Governors considers that it is not in the best interests
of the Foundation Trust for them to become or remain a member.

Termination of Membership
13.1

A member shall cease to be a member if:
13.1.1

they resign by notice to the Company Secretary;

13.1.2

they die;

13.1.3

they are expelled from membership under this Constitution;

13.1.4

they cease to be entitled under this Constitution to be a member of any
of the Public Constituencies, or any of the classes of the Service User and
Carer Constituency, or of any of the classes of the Staff Constituency;
and/or
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14.

13.1.5

if it appears to the Foundation Trust, after making enquiries, that they no
longer wish to be a member of the Foundation Trust;

13.1.6

the Foundation Trust believes that a member no longer lives at their
registered address and the Foundation Trust does not know where the
member lives; or

13.1.7

they are otherwise disqualified from membership under paragraph 12 of
this constitution

13.2

A member may be expelled by a resolution of the Council of Governors on the
grounds that the member’s continued membership is harmful to, or not in the best
interests of, the Foundation Trust.

13.3

If a resolution to expel a member is to be considered at a general meeting of the
Council of Governors, the following procedure is to be adopted:
13.3.1

Details of the grounds for the proposed resolution must be sent to the
member concerned not less than one calendar month before the meeting
with an invitation to respond to the grounds and attend the meeting.

13.3.2

At the meeting, the Council of Governors will consider evidence in
support of the proposed resolution and such evidence as the member
concerned may wish to place before them.

13.3.3

If the member concerned fails to attend the meeting without reasonable
cause, the meeting may proceed in their absence.

13.4

A person expelled from membership will cease to be a member when not less than
two thirds of the governors present and voting at a General Meeting approve the
resolution and the Chair of the meeting declares that the resolution to expel them
is carried.

13.5

No person who has been expelled from membership is to be re‐admitted except by
a resolution carried by the votes of not less than two thirds of the Governors
present and voting at a General Meeting of the Council of Governors.

Annual Members’ Meeting
14.1

The Foundation Trust shall hold an annual meeting of its members (‘Annual
Members’ Meeting’) within nine months of the end of each financial year.
Additional Members’ Meetings may be held as and when is considered necessary.

14.2

The Annual Members’ Meeting shall be open to members of the public. All other
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Members’ Meetings shall be open to all members of the Foundation Trust,
Governors and Directors but not to members of the public unless the Council of
Governors decides otherwise. The Council of Governors may invite representatives
of the media and any experts or advisors whose attendance they consider to be in
the best interests of the Foundation Trust to attend a Members’ Meeting.
14.3

All Members’ Meetings, including an Annual Members’ Meeting, are to be
convened by the Company Secretary by order of the Council of Governors.

14.4

At the Annual Members’ Meeting:
14.4.1 the Board of Directors shall present to the members the annual accounts,
any report of the auditor, the annual report and the forward planning
information for the next financial year.
14.4.2 the Council of Governors shall present to the members the progress of the
Membership Strategy and any changes to the Membership Strategy; and
14.4.3 the results of the election and appointment of Governors and the
appointment of Non‐Executive Directors will be announced.

14.5

14.6

Where an amendment to the Constitution in relation to the powers or duties of
the Council of Governors (or otherwise with respect to the role that the Council of
Governors has as part of the Foundation Trust):
14.5.1

at least one member of the Council of Governors must attend the next
Annual Members’ Meeting and present the amendment; and

14.5.2

the Foundation Trust must give the members an opportunity to vote on
whether they approve the amendment.

Notice of an Annual Members’ Meeting is to be given:
14.6.1

by notice to all members;

14.6.2

by notice prominently displayed at the Foundation Trust’s Head Office;
and

14.6.3

by notice on the Foundation Trust’s website

at least 14 days clear before the date of the meeting. The notice must:
14.6.4

be given to the Council of Governors and to the Board of Directors, and
to the financial auditor and any external auditors;

15

14.6.5

state whether the meeting is an Annual Members’ Meeting;

14.6.6

give the time, date and place of the meeting; and

14.6.7

indicate the business to be dealt with at the meeting.

14.7

Before a Members’ Meeting, including an Annual Members’ Meeting, can do
business there must be a quorum present. Except where this Constitution permits
otherwise, a quorum is one member present from each of the Foundation Trust’s
constituencies. If no quorum is present within fifteen minutes of the time fixed for
the start of the meeting, the meeting shall be adjourned to such time and place as
the Council of Governors’ decides. If a quorum is not present within half an hour of
the time fixed for the start of the adjourned meeting, the number of members
present during the meeting is to be a quorum.

14.8

The Chair of the Foundation Trust, or in their absence the Vice‐Chair (who shall be
Vice‐Chair of the Council of Governors), or in their absence one of the Non‐
Executive Directors appointed by the Council of Governors to fulfil the role of Chair,
shall act as Chair at all Members’ Meetings of the Foundation Trust.

14.9

It is the responsibility of the Chair of the meeting and the Company Secretary to
ensure that at any Members’ Meeting:
14.9.1

the issues to decide are clearly explained; and

14.9.2

sufficient information is provided to members to enable them rational
discussion to take place.

14.10 A resolution put to the vote at a Members’ Meeting shall be decided upon by a
poll.
14.11 The Foundation Trust may make arrangements for members to vote by post, or
by using electronic communications.
14.12 Every member present and every member who has voted by post or using
electronic communications is to have one vote. In the case of any equality of votes
the Chair of the meeting is to have a second or casting vote.
14.13 The result of any vote will be declared by the Chair and recorded in the minutes of
the meeting. The minutes will be conclusive evidence of the result of the vote.

15.

Council of Governors – Composition
15.1

The Foundation Trust is to have a Council of Governors, which shall comprise both
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Elected and Appointed Governors.
15.2

The aggregate number of Public and Service User and Carer Governors is to be
more than half of the total number of Governors.

15.3

The composition of the Council of Governors is specified in Annex 4.

15.4

The Council of Governors, subject to the 2006 Act, shall seek to ensure that through
the composition of the Council of Governors:

15.5

16.

15.4.1

the interests of the community served by the Foundation Trust are
appropriately represented;

15.4.2

the level of representation of the Public Constituencies, the classes of the
Service User and Carer Constituency, the classes of the Staff Constituency
and the Appointing Organisations strikes an appropriate balance having
regard to their legitimate interest in the Foundation Trust’s affairs.

The Council of Governors shall appoint one governor to operate as Lead Governor.
The Lead Governor shall:
15.5.1

lead the Council of Governors where it is not considered appropriate for
the Chair, Vice‐Chair or another Non‐Executive Director to do so;

15.5.2

provide the main point of contact for the Independent Regulator in any
specific circumstances where it may need to contact the Council of
Governors;

15.5.3

bring to the Chair’s notice any issues arising from the Governors; and

15.5.4

work to ensure a continuing positive relationship between Governors and
Directors of the Foundation Trust.

Council of Governors – Election of Governors
16.1

The members of the Council of Governors, other than the Appointed Governors,
shall be chosen by election by their constituency or, where there are classes within
a constituency, by their class within that constituency. The number of Governors
to be elected by each constituency, or, where appropriate, by each class of each
constituency, is specified in Annex 4.

16.2

Elections for Elected Governors shall be conducted in accordance with the Model
Election Rules (as published from time to time by NHS Providers) set out in Annex
5.
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17.

18.

16.3

A subsequent variation of the Model Election Rules by NHS Providers shall not
constitute a variation of the terms of this constitution for the purposes of
paragraph 50 of the Constitution (amendment of the constitution).

16.4

An election, if contested, shall be by secret ballot.

16.5

To be eligible to vote at an election for Governors, members of a Public
Constituency and members of a class of the Service User and Carer Constituency
must, within twenty‐one days before they vote, make a declaration in the form
specified by the Trust that they are eligible to vote. Making an incorrect declaration
may be an offence.

16.6

To be eligible to stand for election as a Public Governor or Service User and Carer
Governor, a person must, within the period specified in Annex 5, make a
declaration in the form specified by the Foundation Trust that they are qualified to
vote as a member of the relevant Public Constituency or relevant class of the
Service User and Carer Constituency and are not prevented from being a Governor
under the 2006 Act or this Constitution. Making an incorrect declaration may be an
offence.

Council of Governors – Appointment of Appointed Governors
17.1

The Appointing Organisations that may appoint an Appointed Governor are set
out in Annex 4.

17.2

The Appointed Governors are to be appointed by the Appointing Organisations in
accordance with a process agreed with the Foundation Trust.

Council of Governors ‐ Tenure
Elected Governors
18.1

An Elected Governor may hold office for a period of up to three years following the
election that resulted in their election as Governor.

18.2

An Elected Governor shall cease to hold office if he ceases to be a member of the
constituency or class by which he was elected.

18.3

An Elected Governor shall be eligible for re‐election at the end of his term.

18.4

An Elected Governor may not, if re‐elected, hold office for more than three
consecutive terms, making nine consecutive years.

18.5

An Elected Governor shall not be eligible for re‐election if they have already held
office for more than six consecutive years.
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18.6

The Board of Directors may, at its discretion, appoint an Elected Governor who has
concluded his tenure to act as an Ambassador of the Foundation Trust. Such
appointment is to be terminable at the discretion of the Board by notice in writing.

Appointed Governors
18.7

An Appointed Governor may hold office for a period of up to three years.

18.8

An Appointed Governor shall cease to hold office if the appointing
organisation withdraws its sponsorship of him.

18.9

An Appointed Governor shall be eligible for re‐appointment at the end of his term.

18.10 An Appointed Governor may not hold office for more than three consecutive terms,
making nine consecutive years.

19.

Council of Governors – Disqualification
19.1

A person may not become or continue as a member of the Council of Governors if:
19.1.1

they are under sixteen years of age;

19.1.2

they are a Director of the Foundation Trust, or a Governor or Director of
another NHS Trust or Foundation Trust;

19.1.3

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

19.1.4

they are a member of a Local Authority’s scrutiny committee covering
health matters;

19.1.5

being a member of one of the Public Constituencies or the Service User
and Carer Constituency, they refuse to sign a declaration in the form
specified by the Foundation Trust of particulars of their qualification to
vote as a member of the Foundation Trust, and that they are not
prevented from being a member of the Council of Governors;

19.1.6

they have been adjudged bankrupt or whose estate has been
sequestrated and (in either case) has not been discharged;

19.1.7

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

19.1.8

they have within the preceding five years been convicted in the British
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Islands of any offence if a sentence of imprisonment (whether suspended
or not) for a period of not less than three months (without the option of
a fine) was imposed on him;
19.1.9

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

19.1.10 they are a person whose tenure of office as the Chair or as a member or
director of a health service body has been terminated on the grounds that
their appointment is not in the interests of the health service, for non‐
attendance at meetings, or for non‐disclosure of a pecuniary interest;
and/or
19.1.11 they are a vexatious complainant.

20.

Termination of Office and Removal of Governors
20.1

A person holding office as a Governor shall immediately cease to do so if:
20.1.1

they resign by notice in writing to the Company Secretary;

20.1.2

they fail to attend meetings of the Council of Governors for the lesser of
twelve or more consecutive months or three successive meetings, unless
the other Governors are satisfied that:
20.1.2.1 the absences were due to reasonable causes; and
20.1.2.2 they will be able to start attending meetings of the Council of
Governors again within such a period as the other Governors
consider reasonable.

20.1.3

in the case of an Elected Governor, they cease to be a member of the
constituency or class of the constituency by which they were elected;

20.1.4

in the case of an Appointed Governor, the Appointing Organisation
terminates the appointment;

20.1.5

they are disqualified from continuing to be a Governor under paragraph
19;

20.1.6

they have refused without unreasonable cause to undertake any training
which the Council of Governors requires all governors to undertake;

20.1.7

they have failed to sign and deliver to the Company Secretary a statement
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in the form required by the Foundation Trust confirming their acceptance
of the Code of Conduct for Governors; or
20.1.8

20.2

20.3

21.

they are removed from the Council of Governors under the following
provisions of paragraph 20.2.

A Governor may be removed from the Council of Governors by a resolution
approved by not less than two‐thirds of the remaining Governors present and
voting on the grounds that:
20.2.1

they have committed a serious breach of the Code of Conduct; or

20.2.2

they have knowingly or recklessly made a false declaration for any
purpose provided for under this Constitution; or

20.2.3

they have failed to declare a relevant and material interest; or

20.2.4

they have acted in a manner detrimental to the interests of the
Foundation Trust; and

20.2.5

the Council of Governors considers that it is not in the best interests of
the Foundation Trust for them to continue as a Governor.

A Governor who resigns of whose term of office ends under paragraph 18 or this
paragraph 20 shall not be eligible to stand for re‐election, or for re‐appointment in
the case of Appointed Governors, for a period of 12 months from the end of his
term of office.

Vacancies amongst Governors
21.1

Where a vacancy arises on the Council of Governors for any reason other than
expiry of term of office, the following provisions will apply.

21.2

Where the vacancy arises amongst the Appointed Governors, the Foundation Trust
shall request that the Appointing Organisation appoints a replacement to hold
office for the remainder of the term of office.

21.3

Where the vacancy arises amongst the Elected Governors, the Council of Governors
shall:
21.3.1

invite the next highest polling candidate for that seat at the most recent
elections held less than twelve months previously, who is willing to take
office, to fill the seat for the unexpired period of the term of office; or

21.3.2

if there is no candidate at the most recent election willing to take office
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or if the most recent election was held more than twelve months
previously, call an election within six months to fill the seat for the
remainder of that term of office.

22.

23.

Expenses and Remuneration of Governors
22.1

The Foundation Trust may reimburse Governors for travelling and other costs and
expenses at such rates as the Board of Directors decides.

22.2

Governors are not to receive remuneration.

Council of Governors – Meetings of Governors
23.1

The Council of Governors is to meet at least three times in each financial year. Save
in the case of emergencies or the need to conduct urgent business, at least ten
days written notice shall be given to all Governors of the date and place of every
meeting of the Council of Governors. Notice will also be published on the
Foundation Trust’s website.

23.2

All meetings of the Council of Governors are to be General Meetings open to
members of the public unless the Council of Governors decides otherwise in
relation to all or part of a meeting for reasons of commercial confidentiality or on
other proper grounds.

23.3

The Chair of the Foundation Trust (i.e. the Chair of the Board of Directors,
appointed in accordance with the provisions of paragraph 29.1 below) or, in his
absence, the Vice‐Chair, shall preside at meetings of the Council of Governors.

23.4

Nine Governors and where a majority of Governors present are Public and Service
User and Carer Governors, shall form a quorum.

23.5

The Chair may exclude any member of the public or a Governor from a meeting of
the Council of Governors, if the Chair considers he is interfering with or preventing
the proper conduct of the meeting.

23.6

Subject to this Constitution and the following provisions of this paragraph, if the
Chair of the meeting considers it necessary to hold a vote on an issue, questions
arising at a meeting of the Council of Governors shall be decided by a majority of
votes. In case of an equality of votes the person chairing the meeting shall have a
casting vote.

23.7

For the purposes of obtaining information about the Foundation Trust’s
performance of its functions or the Directors’ performance of their duties (and
deciding whether to propose a vote on the Foundation Trust’s or Directors’
performance), the Council of Governors may require one or more of the Directors
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to attend a meeting.

24.

23.8

The Council of Governors may not delegate any of its powers to a committee or
sub‐committee, but it may appoint committees to assist the Council of Governors
in carrying out its functions. The Council of Governors may appoint Governors and
may invite Directors and other persons to serve on such committees. The Council
of Governors may, through the Company Secretary, request that external advisors
assist them or any committee they appoint in carrying out its duties.

23.9

All decisions taken in good faith at a meeting of the Council of Governors or of any
committee shall be valid even if it is discovered subsequently that there was a
defect in the calling of the meeting, or in the appointment of the Governors
attending the meeting.

Council of Governors – Standing Orders
The standing orders for the practice and procedure of the Council of Governors, as may be
varied from time to time, are attached at Annex 6.

25.

Council of Governors – Referral to the Panel
25.1

25.2

26.

In this paragraph, the Panel means a panel of persons appointed by the
Independent Regulator to which a Governor of an NHS foundation trust may refer
a question as to whether the Foundation Trust has failed or is failing:
25.1.1

to act in accordance with its constitution, or

25.1.2

to act in accordance with provision made by or under Chapter 5 of the
2006 Act.

A Governor may refer a question to the Panel only if more than half of the members
of the Council of Governors voting approve the referral.

Council of Governors ‐ Conflicts of Interest of Governors
26.1

If a Governor has a pecuniary, personal or family interest, whether that interest is
actual or potential and whether that interest is direct or indirect, in any proposed
contract or other matter which is under consideration or is to be considered by the
Council of Governors, the Governor shall disclose that interest to the members of
the Council of Governors as soon as he becomes aware of it. The Standing Orders
for the Council of Governors shall make provision for the disclosure of interests and
arrangements for the exclusion of a Governor declaring any interest from any
discussion or consideration of the matter in respect of which an interest has been
disclosed.
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26.2

Any Governor who has a material interest in a matter as defined below shall declare
such interest to the Council of Governors and:
26.2.1

shall withdraw from the meeting and play no part in the relevant
discussion or decision; and

26.2.2

shall not vote on the issue (and if by inadvertence they do remain and
vote, their vote shall not be counted).

26.3

Any Governor who fails to disclose any interest required to be disclosed under the
preceding paragraph must permanently vacate their office if required to do so by
a majority of the remaining Governors.

26.4

Subject to the exception below, a material interest is:

26.5

26.4.1

any directorship of a company;

26.4.2

any interest or position held by a Governor in any firm or company or
business which, in connection with the matter, is trading with the
Foundation Trust, or is likely to be considered as a potential trading
partner with the Foundation Trust;

26.4.3

any interest in a voluntary or other organisation providing health and
social care services to the National Health Service;

26.4.4

a position of authority in a charity or voluntary organisation in the field of
health and social care; and/or

26.4.5

any connection with any organisation, entity or company considering
entering into a financial arrangement with the Foundation Trust including
but not limited to lenders or banks.

The exceptions which shall not be treated as material interests are as follows:
26.5.1

shares not exceeding 1% of the total shares in issue, or a value of £5,000,
held in any company whose shares are listed on the public exchange;

26.5.2

an employment contract held by a Staff Governor;

26.5.3

an employment contract held with an Appointing Organisation by an
Appointed Governor;

26.5.4

the holding of any position of authority within their Appointing
Organisation by an Appointed Governor.
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27.

Board of Directors – Composition
27.1

The Foundation Trust is to have a Board of Directors, which shall comprise both
Executive and Non‐Executive Directors.

27.2

The Board of Directors is to comprise:
27.2.1

a non‐executive Chair

27.2.2

a maximum of seven other Non‐Executive Directors; and

27.2.3

a maximum of seven Executive Directors.

27.3

At least half of the Board of Directors, including the Chair, shall be comprised of
non‐executive directors.

27.4

One of the Executive Directors shall be the Chief Executive.

27.5

The Chief Executive shall be the Accounting Officer.

27.6

One of the Executive Directors shall be the finance director.

27.7

One of the Executive Directors is to be a registered medical practitioner or a
registered dentist (within the meaning of the Dentists Act 1984).

27.8

One of the Executive Directors is to be a registered nurse or a registered midwife.

27.9

The Chief Executive shall be entitled to nominate one of the Executive Directors to
be Deputy Chief Executive.

27.10 In consultation with the Council of Governors, the Board of Directors shall appoint
one of the independent Non‐Executive Directors to be the Senior Independent
Director.

28.

Board of Directors – Qualification for Appointment as a Non‐Executive Director
A person may be appointed as a Non‐Executive Director only if:
28.1

he is a member of a Public Constituency, or

28.2

he is a member of the Service User and Carer Constituency, and

28.3

he is not disqualified by virtue of paragraph 32 below.
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29.

Board of Directors – Appointment and Removal of the Chair and other Non‐
Executive Directors
29.1

The Council of Governors at a General Meeting of the Council of Governors shall
appoint the Chair of the Foundation Trust and the other Non‐Executive Directors
in accordance with the Foundation Trust’s appointments policies and practices and
the following procedure:
29.1.1

The Board of Directors will identify and review the skills and experience
required for Non‐Executive Directors to achieve the appropriate balance
on the Board of Directors;

29.1.2

Appropriate candidates will be identified by a Nominations Committee
through a process of open competition, which takes account of the
required skills and experience required;

29.1.3

The Nominations Committee will comprise the Chair of the Foundation
Trust (or the Vice‐Chair unless they are standing for appointment, in
which case another Non‐Executive Director, when a Chair is being
appointed), and a minimum of three elected Governors.

29.1.4

The Nominations Committee may invite an external organisation,
recognised as experts at appointments, and an independent assessor to
assist the Nominations Committee;

29.1.5

The Nominations Committee will make a recommendation to the Council
of Governors on the ability of the identified candidates to meet the
required skills and experience.

29.2

Appointment of the Chair or any other Non‐Executive Director shall require the
approval of a majority of the Governors present and voting at a General Meeting
of the Council of Governors

29.3

The removal of the Chair or any other Non‐Executive Director shall be in
accordance with the following procedure:
29.3.1

Any proposal for removal must be proposed by a Governor and seconded
by not less than nine Governors including at least two Elected Governors
and two Appointed Governors;

29.3.2

Written reasons for the proposal shall be provided to the Non‐Executive
Director in question, who shall be given the opportunity to respond to
such reasons;

29.3.3

In making any decision to remove a Non‐Executive Director, the Council
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of Governors shall take into account any annual appraisal carried out by
the Chair; and
29.3.4

29.4

30.

32.

Removal of the Chair or another Non‐Executive Director shall require the approval
of three‐quarters of the members of the Council of Governors.

Board of Directors – Appointment of Vice‐Chair
30.1

31.

If any proposal to remove a Non‐Executive Director is not approved at a
meeting of the Council of Governors, no further proposal can be put
forward to remove such Non‐Executive Director based upon the same
reasons within twelve months of the meeting.

The Council of Governors at a General Meeting of the Council of Governors shall
appoint one of the Non‐Executive Directors as a Vice‐Chair of the Board of
Directors. If the Chair is unable to discharge their office as the Chair of the
Foundation Trust, the Vice‐Chair shall be acting Chair of the Foundation Trust.

Board of Directors ‐ Appointment and Removal of the Chief Executive and other
Executive Directors
31.1

The Non‐Executive Directors shall appoint or remove the Chief Executive.

31.2

The appointment of the Chief Executive shall require the approval of a majority of
the Council of Governors present and voting at a General Meeting of the Council of
Governors.

31.3

A committee consisting of the Chair, the Chief Executive and the other Non‐
Executive Directors shall appoint or remove the other Executive Directors.

Board of Directors – Disqualification
A person may not become or continue as a member of the Board of Directors if:
32.1

they are a Governor member of the Council of Governors;

32.2

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

32.3

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

32.4

they are determined to be an “unfit person” in accordance with the definition
provided at condition G4(5) of the Foundation Trust’s Provider Licence;
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32.5

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

32.6

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

32.7

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

32.8

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

32.9

in the case of a Non‐Executive Director, they have refused without reasonable
cause to fulfil any training requirement established by the Board of Directors;
and/or

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

33.

34.

Board of Directors ‐ Committees and Delegation
33.1

The Board of Directors may delegate any of its powers to a committee of Directors
or to an Executive Director.

33.2

The Board of Directors shall appoint an Audit Committee of Non‐Executive
Directors for the purpose set out in paragraph 43 of this Constitution.

33.3

The Board of Directors shall appoint a Remuneration and Terms of Service
Committee of Non‐Executive Directors to decide the remuneration and allowances,
and the other terms and conditions of office, of the Executive Directors.

Board of Directors – Meetings
34.1

Meetings of the Board of Directors shall be open to members of the public.
Members of the public may be excluded from a meeting for reasons of commercial
sensitivity or for other special reasons.

34.2

The Chair may exclude any member of the public from a meeting of the Board of
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Directors if he is interfering with or preventing the proper conduct of the meeting.
34.3

35.

36.

Before holding a meeting, the Board of Directors must send or otherwise make
available a copy of the agenda of the meeting to the Council of Governors. As soon
as practicable after holding a meeting, the Board of Directors must send or
otherwise make available a copy of the minutes of the meeting to the Council of
Governors.

Board of Directors – Standing Orders
35.1

The Board of Directors is to adopt standing orders for the practice and procedure
of the Board of Directors and may vary its standing orders from time to time. The
standing orders for the practice and procedure of the Board of Directors are
attached at Annex 7.

35.2

The proceedings of the Board of Directors shall not be invalidated by any vacancy
in the office of Director, or any defect in the calling of the meeting or in the
appointment of a Director.

Board of Directors ‐ Conflicts of Interest of Directors
36.1

The duties that a Director of the Foundation Trust has by virtue of being a Director
include in particular:
36.1.1 A duty to avoid a situation in which the Director has (or can have) a direct
or indirect interest that conflicts (or possibly may conflict) with the
interests of the trust.
36.1.2 A duty not to accept a benefit from a third party by reason of being a
director or doing (or not doing) anything in that capacity.

36.2

The duty referred to in sub‐paragraph 36.1.1 is not infringed if:
36.2.1 The situation cannot reasonably be regarded as likely to give rise to a
conflict of interest, or
36.2.2 The matter has been authorised in accordance with the constitution.

36.3

The duty referred to in sub‐paragraph 36.1.2 is not infringed if acceptance of the
benefit cannot reasonably be regarded as likely to give rise to a conflict of interest.

36.4

In sub‐paragraph 36.1.2, “third party” means a person other than –
36.4.1 The Foundation Trust, or
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36.4.2 A person acting on its behalf.
36.5

If a Director of the Foundation Trust has in any way a direct or indirect interest in
a proposed transaction or arrangement with the Foundation Trust, the Director
must declare the nature and extent of that interest to the other Directors.

36.6

If a declaration under this paragraph proves to be, or becomes, inaccurate,
incomplete, a further declaration must be made.

36.7

Any declaration required by this paragraph must be made before the Foundation
Trust enters into the transaction or arrangement.

36.8

This paragraph does not require a declaration of an interest of which the director
is not aware or where the Director is not aware of the transaction or arrangement
in question.

36.9

A Director need not declare an interest:
36.9.1 If it cannot reasonably be regarded as likely to give rise to a conflict of
interest;
36.9.2 If, or to the extent that, the Directors are already aware of it;
36.9.3 If, or to the extent that, it concerns terms of the Director’s appointment
that have been or are to be considered:
36.9.3.1 By a meeting of the Board of Directors, or
36.9.3.2 By a committee of the Directors appointed for the purpose under
the constitution.

36.10 A matter shall have been authorised for the purposes of paragraph 36.2.2 if:
36.10.1 the Board of Directors by majority dis‐applies the provision of the
constitution which would otherwise prevent a Director from being
counted as participated in the decision‐making process;
36.10.2 the Director’s interest cannot reasonably be regarded as likely to give rise
to a conflict of interest; or
36.10.3 the Director’s conflict of interest arises from a permitted cause.
36.10.4 For the purposes of paragraph 36.10.3, a permitted cause includes (but
is not limited to):
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36.10.4.1 a guarantee given, or to be given, by or to a Director in respect
of an obligation incurred by or on behalf of the Foundation
Trust or any of its subsidiaries; and
36.10.4.2 a transaction or arrangement for the benefit of the
Foundation Trust’s employees, or any of its subsidiaries, which
does not award him a privilege or benefit not generally
awarded to the employees to whom it relates.

37.

Board of Directors – Remuneration and Terms of Office
37.1

The Chair and other Non‐Executive Directors shall hold office for a period of up to
three years, and are eligible for re‐appointment after a three‐year period of office.

37.2

The Chair and other Non‐Executive Directors may not hold office for more than two
successive terms (six consecutive years in total), except in exceptional
circumstances.

37.3

Where the term of office of the Chair or any other Non‐Executive Director extends
beyond six years, this will be subject to annual re‐appointment.

37.4

The Council of Governors at a general meeting of the Council of Governors shall
decide the remuneration and allowances, and the other terms and conditions of
office, of the Chair and the other Non‐Executive Directors.

37.5

Any re‐appointment of the Chair or another Non‐Executive Director by the Council
of Governors shall be subject to a satisfactory appraisal.

37.6

The Foundation Trust shall establish a committee of Non‐Executive Directors to
decide the remuneration and allowances, and the other terms and conditions of
office, of the Chief Executive and other Executive Directors.

Expenses
37.7

The Foundation Trust may reimburse Executive Directors travelling and other costs
and expenses incurred in carrying out their duties at such rates as the
remuneration committee of Non‐Executive Directors decides. These are to be
disclosed in the Annual Report.

37.8

The remuneration and allowances for Directors are to be disclosed in bands in the
Annual Report.
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38.

Registers

The Foundation Trust shall have:

39.

38.1

a register of members showing, in respect of each member, the constituency to
which he belongs and, where there are classes within it, the class to which he
belongs;

38.2

a register of members of the Council of Governors;

38.3

a register of interests of Governors;

38.4

a register of Directors; and

38.5

a register of interests of the Directors.

Admission to and Removal from the Registers
39.1

40.

The Board of Directors shall delegate to an officer, or officers, of the Foundation
Trust responsibility for maintaining the registers and removing from the register
of members the name of any member who ceases to be entitled to be a member
under the provisions of this Constitution.

Registers – Inspection and Copies
40.1

The Foundation Trust shall make the registers specified in paragraph 38 above
available for inspection by members of the public, except in the circumstances set
out below or as otherwise prescribed by regulations.

40.2

The Foundation Trust shall not make any part of its registers available for inspection
by members of the public which shows details of:

40.3

40.4

40.2.1

any member of the Service User and Carers Constituency; or

40.2.2

any other member of the Foundation Trust, if he so requests.

So far as the registers are required to be made available:
40.3.1

they are to be available for inspection free of charge at all reasonable
times; and

40.3.2

a person who requests a copy of or extract from the registers is to be
provided with a copy or extract.

If the person requesting a copy or extract is not a member of the Foundation Trust,
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the Foundation Trust may impose a reasonable charge for doing so.

41.

Documents Available for Public Inspection
41.1

41.2

The Foundation Trust shall make the following documents available for inspection
by members of the public free of charge at all reasonable times:
41.1.1

a copy of the current constitution,

41.1.2

a copy of the latest annual accounts and of any report of the auditor on
them, and

41.1.3

a copy of the latest annual report.

The Foundation Trust shall also make the following documents relating to a special
administration of the Foundation Trust available for inspection by members of the
public free of charge at all reasonable times:
41.2.1

a copy of any order made under section 65D (appointment of trust special
administrator), 65J (power to extend time), 65KC (action following
Secretary of State’s rejection of final report), 65L (trusts coming out of
administration) or 65LA (trusts to be dissolved) of the 2006 Act.

41.2.2

a copy of any report laid under section 65D (appointment of trust special
administrator) of the 2006 Act.

41.2.3

a copy of any information published under section 65D (appointment of
trust special administrator) of the 2006 Act.

41.2.4

a copy of any draft report published under section 65F (administrator’s
draft report) of the 2006 Act.

41.2.5

a copy of any statement provided under section 65F (administrator’s
draft report) of the 2006 Act.

41.2.6

a copy of any notice published under section 65F (administrator’s draft
report), 65G (consultation plan), 65H (consultation requirements), 65J
(power to extend time), 65KA (Monitor’s decision), 65KB (Secretary of
State’s response to Monitor’s decision), 65KC (action following Secretary
of State’s rejection of final report) or 65KD (Secretary of State’s response
to re‐submitted final report) of the 2006 Act.

41.2.7

a copy of any statement published or provided under section 65G
(consultation plan) of the 2006 Act.
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41.2.8

a copy of any final report published under section 65I (administrator’s
final report),

41.2.9

a copy of any statement published under section 65J (power to extend
time) or 65KC (action following Secretary of State’s rejection of final
report) of the 2006 Act.

41.2.10 a copy of any information published under section 65M (replacement of
trust special administrator) of the 2006 Act.

42.

43.

41.3

Any person who requests a copy of or extract from any of the above documents is
to be provided with a copy.

41.4

If the person requesting a copy or extract is not a member of the Foundation Trust,
the Foundation Trust may impose a reasonable charge for doing so.

Auditor
42.1

The Foundation Trust shall have an auditor and is to provide the auditor with every
facility and all information, which he may reasonably require for the purposes of
his functions under Schedule 10 of the 2006 Act.

42.2

A person may only be appointed as the auditor if he (or in the case of a firm, each
of its members) is a member of one or more of the bodies referred to in paragraph
23 (4) of Schedule 7 to the 2006 Act.

42.3

The Council of Governors shall appoint or remove the auditor at a general meeting
of the Council of Governors.

42.4

The auditor shall be required to carry out their duties in accordance with Schedule
10 to the 2006 Act and in accordance with any directions given by the Independent
Regulator on standards, procedures and techniques to be adopted.

Audit Committee
43.1

44.

The Foundation Trust shall establish a committee of Non‐Executive Directors as an
Audit Committee to perform such monitoring, reviewing and other functions as are
appropriate.

Accounts
44.1

The Foundation Trust must keep proper accounts and proper records in relation to
the accounts.

44.2

The Independent Regulator may with the approval of the Secretary of State give
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directions to the Foundation Trust as to the content and form of its accounts.

45.

44.3

The accounts are to be audited by the Foundation Trust’s auditor.

44.4

The Foundation Trust shall prepare in respect of each financial year annual
accounts in such form as the Independent Regulator may with the approval of the
Secretary of State direct.

44.5

The functions of the Foundation Trust with respect to the preparation of the annual
accounts shall be delegated to the Accounting Officer.

44.6

In preparing its annual accounts, the Accounting Officer shall require the Trust to
comply with any directions given by the Independent Regulator with the approval
of the Secretary of State as to:
44.6.1

the methods and principles according to which the accounts are to be
prepared; and

44.6.2

the content and form of the accounts.

44.7

The annual accounts, any report of the auditor on them, and the annual report are
to be presented to the Council of Governors at a General Meeting.

44.8

The Accounting Officer shall cause the Foundation Trust to:
44.8.1

lay a copy of the annual accounts, and any report of the auditor on them,
before Parliament, and

44.8.2

once it has done so, send copies of those documents to the Independent
Regulator within such a period as the Independent Regulator may direct.

Annual Report, Forward Plans and Non‐NHS Work
45.1

The Foundation Trust shall prepare an Annual Report and send it to the
Independent Regulator.

45.2

The Annual Report is to contain:
45.2.1

information on any steps taken by the Foundation Trust to secure that
(taken as a whole) the actual membership of its Public Constituencies and
of the classes of its Service User and Carer Constituency and Staff
Constituency is representative of those eligible for such membership; and

45.2.2

any other information the Independent Regulator requires including
information required by ‘The NHS Foundation Trust Code of Governance’
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as summarised at Schedule A of that Code.
45.3

The Foundation Trust is to comply with any decision the Independent Regulator
makes as to the form of Annual Reports.

45.4

The Foundation Trust shall give information as to its forward planning in respect of
each financial year to the Independent Regulator.

45.5

The document containing the information with respect to forward planning
(referred to above) shall be prepared by the Directors.

45.6

In preparing the document, the Directors shall have regard to the views of the
Council of Governors.

45.7

Each forward plan must include information about –

45.8

45.9

46.

45.7.1

the activities other than the provision of goods and services for the
purposes of the health service in England that the Foundation Trust
proposes to carry on, and

45.7.2

the income it expects to receive from doing so.

Where a forward plan contains a proposal that the Foundation Trust carry on an
activity of a kind mentioned in sub‐paragraph 45.7.1 the Council of Governors
must:
45.8.1

determine whether it is satisfied that the carrying on of the activity will
not to any significant extent interfere with the fulfillment by the
Foundation Trust of its principal purpose or the performance of its other
functions, and

45.8.2

notify the directors of the Foundation Trust of its determination.

A Foundation Trust which proposes to increase by 5% or more the proportion of its
total income in any financial year attributable to activities other than the provision
of goods and services for the purposes of the health service in England may
implement the proposal only if more than half of the members of the Council of
Governors of the Foundation Trust voting approve its implementation.

Presentation of the annual accounts and reports to the governors and members
46.1

The following documents are to be presented to the Council of Governors at a
General Meeting of the Council of Governors:
46.1.1

the annual accounts
36

47.

49.

any report of the auditor on them

46.1.3

the annual report.

46.2

The documents shall also be presented to the members of the Foundation Trust at
the Annual Members’ Meeting by at least one member of the Board of Directors in
attendance.

46.3

The Foundation Trust may combine a meeting of the Council of Governors
convened for the purposes of sub‐paragraph 46.1 with the Annual Members’
Meeting.

Indemnity
47.1

48.

46.1.2

Members of the Council of Governors, the Board of Directors and the Company
Secretary who act honestly and in good faith will not have to meet out of their
personal resources any personal civil liability which is incurred in the execution or
purported execution of their functions, save where they have acted recklessly. Any
costs arising in this way will be met by the Foundation Trust. The Foundation Trust
may purchase and maintain insurance against this liability for its own benefit and
for the benefit of the Council of Governors, the Board of Directors and the
Company Secretary.

Instruments
48.1

The Foundation Trust shall have a seal.

48.2

The seal shall not be affixed except under the authority of the Board of Directors.

48.3

The Standing Orders of the Board of Directors shall make provision as to whose
signature(s) shall attest the seal.

48.4

A document purporting to be duly executed under the Foundation Trust’s seal or
to be signed on its behalf is to be received in evidence and, unless the contrary is
proved, taken to be so executed or signed.

Dispute Resolution Procedure
49.1

Every unresolved dispute which arises out of this constitution between the
Foundation Trust and:
49.1.1 a member;
49.1.2 any aggrieved person who has ceased to be a member within the six
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months prior to the dispute;
49.1.3 a Governor,
49.1.4 any person bringing a claim under this constitution; or
49.1.5 an office‐holder of the Foundation Trust
is to be submitted to an arbitrator agreed by the parties. The arbitrator’s decision
will be binding and conclusive on all parties.
49.2

50.

Any person bringing a dispute must, if required to do so, deposit with the
Foundation Trust a reasonable sum (not exceeding £250) to be determined by the
Council of Governors and approved by the Company Secretary. The arbitrator will
decide how the costs of the arbitration will be paid and what should be done with
the deposit.

Amendment of the Constitution
50.1

The Foundation Trust may make amendments to this constitution only if:
50.1.1 More than half of the members of the Council of Governors of the
Foundation Trust voting approve the amendments, and
50.1.2 More than half of the members of the Board of Directors of the Foundation
Trust voting approve the amendments.

50.2

Amendments made under paragraph 50.1 take effect as soon as the conditions in
that paragraph are satisfied, but the amendment has no effect in so far as the
constitution would, as a result of the amendment, not accord with Schedule 7 of
the 2006 Act.

50.3

Where an amendment is made to the constitution in relation to the powers or
duties of the Council of Governors (or otherwise with respect to the role that the
Council of Governors has as part of the Foundation Trust):
50.3.1 At least one member of the Council of Governors must attend the next
Annual Members’ Meeting and present the amendment, and
50.3.2 The Foundation Trust must give the members an opportunity to vote on
whether they approve the amendment.

50.4

If more than half of the members voting approve the amendment, the amendment
continues to have effect; otherwise, it ceases to have effect and the Foundation
Trust must take such steps as are necessary as a result.
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50.5

51.

Amendments by the Foundation Trust of its constitution are to be notified to the
Independent Regulator. For the avoidance of doubt, the Independent Regulator’s
functions do not include a power or duty to determine whether or not the
constitution, as a result of the amendments, accords with Schedule 7 of the 2006
Act.

Mergers etc. and significant transactions
51.1

The Foundation Trust may only apply for a merger, acquisition, separation or
dissolution with the approval of more than half of the members of the Council of
Governors.

51.2

The Foundation Trust may enter into a significant transaction only if more than half
of the members of the Council of Governors of the Foundation Trust voting approve
entering into the transaction.

51.3

“Significant transactions” means a transaction which meets any of the following:

51.4

51.3.1

in relation to assets, the gross assets subject to the transaction exceed
25% of the gross assets of the Foundation Trust;

51.3.2

in relation to income, following the completion of the relevant
transaction, the income attributable to the assets or contract associated
with the transaction exceeds 25% of the income of the Foundation Trust;

51.3.3

in relation to capital, the gross capital of the company or business being
acquired or divested represents more than 25% of the capital of the
Foundation Trust following completion (where “gross capital” is the
market value of the relevant company or business’s shares and debt
securities, plus the excess of current liabilities over current assets, and
the Foundation Trust’s capital is determined by reference to its balance
sheet)

A transaction includes any agreement (including an amendment to an
agreement) entered into by the Foundation Trust, but:
51.4.1 excludes a transaction in the ordinary course of business (including the
renewal, extension or entering into an agreement in respect of
healthcare services carried out by the Foundation Trust);
51.4.2 excludes any agreement or changes to healthcare services carried out by
the Foundation Trust following a reconfiguration of services led by the
commissioners of such services;
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51.4.3 excludes any grant of public dividend capital or the entering into of a
working capital facility or other loan, which does not involve the
acquisition or disposal of any fixed asset of the Foundation Trust.

52.

Head Office
52.1

53.

The Foundation Trust’s Head Office is at The Curve, Bury New Road, Prestwich,
Greater Manchester, M25 3BL.

Notices
53.1

Any notices required by this constitution to be given shall be given in writing or
shall be given using electronic communications to an address for the time being
notified for that purpose. “Address” in relation to electronic communications
includes any number of addresses used for the purposes of such communications.

53.2

Proof that an envelope containing a notice was properly addressed, prepaid and
posted shall be conclusive evidence that the notice was given. A notice shall be
treated as delivered 48 hours after the envelope containing it was posted or, in the
case of a notice contained in an electronic communication, 48 hours after it was
sent.
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ANNEX 1 – THE PUBLIC CONSTITUENCIES
(Paragraphs 9.1 and 9.3)

Constituency

Qualification

Bolton

Resident of the Metropolitan
Borough of Bolton
Resident of the City of Salford

Salford
Trafford
City of Manchester
Other England

Resident of the Metropolitan
Borough of Trafford
Resident of the City of
Manchester
Resident of England, other
than Bolton, Salford, Trafford
or Manchester
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Minimum
Number of
Members
20

Number of
Elected
Governors
2

20

2

20

2

20

3

20

2

ANNEX 2 – THE STAFF CONSTITUENCY
(Paragraphs 10.1 and 10.5)

Constituency

Class

Staff

Medical
Nursing
Psychological Therapies
Allied Health Professionals
Social Care
Non‐Clinical

Number of Elected
Governors
1
2
1
1
1
1

The minimum number of members in each class of the Staff Constituency is to be 20% of the total
number of employees who are eligible to be members of that class.
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ANNEX 3 – THE SERVICE USER AND CARER CONSTITUENCY
(Paragraphs 11.1 and 11.5)

Constituency

Class
Service User

Minimum Number of
Members
20

Number of Elected
Governors
2

Service User and
Carer

Carer

20

2
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ANNEX 4 – COMPOSITION OF THE COUNCIL OF GOVERNORS
(Paragraphs 15.1, 15.2 and 15.3)

Elected Public, Service User and No.
Carer Governors
Public Governors

Appointed Governors

No.

Partners

Bolton

2

University of Manchester

1

Salford

2

University of Salford

1

Trafford

2

Voluntary Sector

1

City of Manchester

3

Greater Manchester Police

1

Other England

2

Greater Manchester Combined Authority (GMCA)

1

Total
Service Users and Carers

11

Greater Manchester Association of Clinical
Commissioning Groups

1

Service Users

2

Carers

2

Total

4

Total
Elected Staff Governors

6

Health care clinical staff:
More than half of the members of the
Council of Governors are to be elected by
members of the Trust other than those
individuals within the staff constituency

Total Elected Public, Service User
and Carer Governors

15

Medical
Nursing
Psychological Therapies
Allied Health Professional

1
2
1
1

Social care staff

1

Non‐clinical staff
Total
Total Appointed Governors and Elected Staff
Governors

1
7
13

TOTAL GOVERNORS ‐ 28
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ANNEX 5 –THE MODEL ELECTION RULES
(Paragraph 16.2)

PART 1: INTERPRETATION
1.

Interpretation

PART 2: TIMETABLE FOR ELECTION
2.
3.

Timetable
Computation of time

PART 3: RETURNING OFFICER
4.
5.
6.
7.

Returning officer
Staff
Expenditure
Duty of co‐operation

PART 4: STAGES COMMON TO CONTESTED AND UNCONTESTED ELECTIONS
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.

Notice of election
Nomination of candidates
Candidate’s particulars
Declaration of interests
Declaration of eligibility
Signature of candidate
Decisions as to validity of nomination forms
Publication of statement of nominated candidates
Inspection of statement of nominated candidates and nomination forms
Withdrawal of candidates
Method of election

PART 5: CONTESTED ELECTIONS
19.
20.
21.

Poll to be taken by ballot
The ballot paper
The declaration of identity (public and patient constituencies)

Action to be taken before the poll
22.
23.
24.
25.
26.

List of eligible voters
Notice of poll
Issue of voting information by returning officer
Ballot paper envelope and covering envelope
E‐voting systems
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The poll
27.
28.
29.
30.
31.
32.
33
34.
35.

Eligibility to vote
Voting by persons who require assistance
Spoilt ballot papers and spoilt text message votes
Lost voting information
Issue of replacement voting information
ID declaration form for replacement ballot papers (public and patient constituencies)
Procedure for remote voting by internet
Procedure for remote voting by telephone
Procedure for remote voting by text message

Procedure for receipt of envelopes, internet votes, telephone vote and text message votes
36.
37.
38.
39.
40.

Receipt of voting documents
Validity of votes
Declaration of identity but no ballot (public and patient constituency)
De‐duplication of votes
Sealing of packets

PART 6: COUNTING THE VOTES
41.
42.
43.
44.
45.
46.
47
48.
49.
50.
51.

Interpretation of Part 6
Arrangements for counting of the votes
The count
Rejected ballot papers and rejected text voting records
First stage
The quota
Transfer of votes
Supplementary provisions on transfer
Exclusion of candidates
Filling of last vacancies
Order of election of candidates

PART 7: FINAL PROCEEDINGS IN CONTESTED AND UNCONTESTED ELECTIONS
52.
53.

Declaration of result for contested elections
Declaration of result for uncontested elections

PART 8: DISPOSAL OF DOCUMENTS
54.
55.
56.
57.
58.

Sealing up of documents relating to the poll
Delivery of documents
Forwarding of documents received after close of the poll
Retention and public inspection of documents
Application for inspection of certain documents relating to election
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PART 9: DEATH OF A CANDIDATE DURING A CONTESTED ELECTION
59.

Countermand or abandonment of poll on death of candidate

PART 10: ELECTION EXPENSES AND PUBLICITY
Expenses
60.
61.
62.

Election expenses
Expenses and payments by candidates
Expenses incurred by other persons

Publicity
63.
64.
65.

Publicity about election by the corporation
Information about candidates for inclusion with voting information
Meaning of “for the purposes of an election”

PART 11: QUESTIONING ELECTIONS AND IRREGULARITIES
66.

Application to question an election

PART 12: MISCELLANEOUS
67.
68.
69.
70.

Secrecy
Prohibition of disclosure of vote
Disqualification
Delay in postal service through industrial action or unforeseen event
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PART 1: INTERPRETATION

1.

Interpretation
1.1

In these rules, unless the context otherwise requires:

“2006 Act” means the National Health Service Act 2006;
“corporation” means the public benefit corporation subject to this constitution;
“council of governors” means the council of governors of the corporation;
“declaration of identity” has the meaning set out in rule 21.1;
“election” means an election by a constituency, or by a class within a constituency, to fill a
vacancy among one or more posts on the council of governors;
“e‐voting” means voting using either the internet, telephone or text message;
“e‐voting information” has the meaning set out in rule 24.2;
“ID declaration form” has the meaning set out in Rule 21.1; “internet voting record” has
the meaning set out in rule 26.4(d);
“Independent Regulator” means the body corporate known as NHS Improvement
(previously Monitor) as provided by section 61 of the 2012 Act;
“internet voting system” means such computer hardware and software, data other
equipment and services as may be provided by the returning officer for the purpose of
enabling voters to cast their votes using the internet;
“lead governor” means the governor nominated by the corporation to fulfil the role
described in Appendix B to The NHS Foundation Trust Code of Governance (Monitor,
December 2013) or any later version of such code.
“list of eligible voters” means the list referred to in rule 22.1, containing the information
in rule 22.2;
“method of polling” means a method of casting a vote in a poll, which may be by post,
internet, text message or telephone;
“numerical voting code” has the meaning set out in rule 64.2(b)
“polling website” has the meaning set out in rule 26.1;
“postal voting information” has the meaning set out in rule 24.1;
“telephone short code” means a short telephone number used for the purposes of
submitting a vote by text message;
“telephone voting facility” has the meaning set out in rule 26.2;
“telephone voting record” has the meaning set out in rule 26.5 (d);
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“text message voting facility” has the meaning set out in rule 26.3;
“text voting record” has the meaning set out in rule 26.6 (d);
“the telephone voting system” means such telephone voting facility as may be provided
by the returning officer for the purpose of enabling voters to cast their votes by telephone;
“the text message voting system” means such text messaging voting facility as may be
provided by the returning officer for the purpose of enabling voters to cast their votes by
text message;
“voter ID number” means a unique, randomly generated numeric identifier allocated to
each voter by the Returning Officer for the purpose of e‐voting,
“voting information” means postal voting information and/or e‐voting information
1.2

Other expressions used in these rules and in Schedule 7 to the NHS Act 2006 have
the same meaning in these rules as in that Schedule.
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PART 2: TIMETABLE FOR ELECTIONS

2.

Timetable
2.1

The proceedings at an election shall be conducted in accordance with the following
timetable:

Proceeding

Time

Publication of notice of election

Not later than the fortieth day before the
day of the close of the poll.

Final day for delivery of nomination forms to Not later than the twenty eighth day
returning officer
before the day of the close of the poll.
Publication of statement of nominated Not later than the twenty seventh day
candidates
before the day of the close of the poll.
Final day for delivery of notices of withdrawals Not later than twenty fifth day before the
by candidates from election
day of the close of the poll.

3.

Notice of the poll

Not later than the fifteenth day before the
day of the close of the poll.

Close of the poll

By 5.00pm on the final day of the election.

Computation of time
3.1

In computing any period of time for the purposes of the timetable:
(a)
(b)
(c)

a Saturday or Sunday;
Christmas day, Good Friday, or a bank holiday, or
a day appointed for public thanksgiving or mourning,

shall be disregarded, and any such day shall not be treated as a day for the purpose
of any proceedings up to the completion of the poll, nor shall the returning officer
be obliged to proceed with the counting of votes on such a day.
3.2

In this rule, “bank holiday” means a day which is a bank holiday under the Banking
and Financial Dealings Act 1971 in England and Wales.
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PART 3: RETURNING OFFICER

4.

Returning Officer
4.1 Subject to rule 69, the returning officer for an election is to be appointed by the
corporation.
4.2 Where two or more elections are to be held concurrently, the same returning officer
may be appointed for all those elections.

5.

Staff
5.1

6.

Subject to rule 69, the returning officer may appoint and pay such staff, including
such technical advisers, as he or she considers necessary for the purposes of the
election.

Expenditure
6.1

The corporation is to pay the returning officer:
(a) any expenses incurred by that officer in the exercise of his or her functions
under these rules,
(b) such remuneration and other expenses as the corporation may determine.

7.

Duty of co‐operation
7.1

The corporation is to co‐operate with the returning officer in the exercise of his or
her functions under these rules.
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PART 4: STAGES COMMON TO CONTESTED AND UNCONTESTED ELECTIONS

8.

Notice of election
8.1 The returning officer is to publish a notice of the election stating:
(a) the constituency, or class within a constituency, for which the election is being
held,
(b) the number of members of the council of governors to be elected from that
constituency, or class within that constituency,
(c) the details of any nomination committee that has been established by the
corporation,
(d) the address and times at which nomination forms may be obtained;
(e) the address for return of nomination forms (including, where the return of
nomination forms in an electronic format will be permitted, the e‐mail address
for such return) and the date and time by which they must be received by the
returning officer,
(f)

the date and time by which any notice of withdrawal must be received by the
returning officer

(g) the contact details of the returning officer
(h) the date and time of the close of the poll in the event of a contest.
9.

Nomination of candidates
9.1 Subject to rule 9.2, each candidate must nominate themselves on a single nomination
form.
9.2 The returning officer:
(a) is to supply any member of the corporation with a nomination form, and
(b) is to prepare a nomination form for signature at the request of any member of the
corporation,
but it is not necessary for a nomination to be on a form supplied by the returning
officer and a nomination can, subject to rule 13, be in an electronic format.

10.

Candidate’s particulars
10.1 The nomination form must state the candidate’s:
(a) full name,
(b) contact address in full (which should be a postal address although an e‐mail
address may also be provided for the purposes of electronic communication),
and
(c) constituency, or class within a constituency, of which the candidate is a
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member.
11.

Declaration of interests
11.1

The nomination form must state:
(a) any financial interest that the candidate has in the corporation, and
(b) whether the candidate is a member of a political party, and if so, which party,
and if the candidate has no such interests, the paper must include a
statement to that effect.

12.

Declaration of eligibility
12.1

The nomination form must include a declaration made by the candidate:
(a) that he or she is not prevented from being a member of the council of
governors by paragraph 8 of Schedule 7 of the 2006 Act or by any provision of
the constitution; and,
(b) for a member of the public or patient constituency, of the particulars of his or
her qualification to vote as a member of that constituency, or class within that
constituency, for which the election is being held.

13.

Signature of candidate
13.1

The nomination form must be signed and dated by the candidate, in a manner
prescribed by the returning officer, indicating that:
(a) they wish to stand as a candidate,
(b) their declaration of interests as required under rule 11, is true and correct, and
(c) their declaration of eligibility, as required under rule 12, is true and correct.

13.2

14.

Where the return of nomination forms in an electronic format is permitted, the
returning officer shall specify the particular signature formalities (if any) that will
need to be complied with by the candidate.

Decisions as to the validity of nomination
14.1

Where a nomination form is received by the returning officer in accordance with
these rules, the candidate is deemed to stand for election unless and until the
returning officer:
(a) decides that the candidate is not eligible to stand,
(b) decides that the nomination form is invalid,
(c) receives satisfactory proof that the candidate has died, or
(d) receives a written request by the candidate of their withdrawal from
candidacy.

14.2

The returning officer is entitled to decide that a nomination form is invalid only on
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one of the following grounds:
(a) that the paper is not received on or before the final time and date for return
of nomination forms, as specified in the notice of the election,
(b) that the paper does not contain the candidate’s particulars, as required by rule
10;
(c) that the paper does not contain a declaration of the interests of the candidate,
as required by rule 11,
(d) that the paper does not include a declaration of eligibility as required by rule
12, or
(e) that the paper is not signed and dated by the candidate, if required by rule 13.

15.

14.3

The returning officer is to examine each nomination form as soon as is practicable
after he or she has received it, and decide whether the candidate has been validly
nominated.

14.4

Where the returning officer decides that a nomination is invalid, the returning
officer must endorse this on the nomination form, stating the reasons for their
decision.

14.5

The returning officer is to send notice of the decision as to whether a nomination
is valid or invalid to the candidate at the contact address given in the candidate’s
nomination form. If an e‐mail address has been given in the candidate’s
nomination form (in addition to the candidate’s postal address), the returning
officer may send notice of the decision to that address.

Publication of statement of candidates
15.1

The returning officer is to prepare and publish a statement showing the candidates
who are standing for election.

15.2

The statement must show:
(a)

the name, contact address (which shall be the candidate’s postal address),
and constituency or class within a constituency of each candidate standing,
and

(b)

the declared interests of each candidate standing, as given in their
nomination form.

15.3

The statement must list the candidates standing for election in alphabetical order
by surname.

15.4

The returning officer must send a copy of the statement of candidates and copies
of the nomination forms to the corporation as soon as is practicable after
publishing the statement.

54

16.

17.

Inspection of statement of nominated candidates and nomination forms
16.1

The corporation is to make the statement of the candidates and the nomination
forms supplied by the returning officer under rule 15.4 available for inspection by
members of the corporation free of charge at all reasonable times.

16.2

If a member of the corporation requests a copy or extract of the statement of
candidates or their nomination forms, the corporation is to provide that member
with the copy or extract free of charge.

Withdrawal of candidates
17.1

18.

A candidate may withdraw from election on or before the date and time for
withdrawal by candidates, by providing to the returning officer a written notice of
withdrawal which is signed by the candidate and attested by a witness.

Method of election
18.1

If the number of candidates remaining validly nominated for an election after any
withdrawals under these rules is greater than the number of members to be
elected to the council of governors, a poll is to be taken in accordance with Parts 5
and 6 of these rules.

18.2

If the number of candidates remaining validly nominated for an election after any
withdrawals under these rules is equal to the number of members to be elected to
the council of governors, those candidates are to be declared elected in accordance
with Part 7 of these rules.

18.3

If the number of candidates remaining validly nominated for an election after any
withdrawals under these rules is less than the number of members to be elected
to be council of governors, then:
(a)

the candidates who remain validly nominated are to be declared elected in
accordance with Part 7 of these rules, and

(b)

the returning officer is to order a new election to fill any vacancy which
remains unfilled, on a day appointed by him or her in consultation with the
corporation.
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PART 5: CONTESTED ELECTIONS

19.

Poll to be taken by ballot
19.1

The votes at the poll must be given by secret ballot.

19.2

The votes are to be counted and the result of the poll determined in accordance
with Part 6 of these rules.

19.3

The corporation may decide that voters within a constituency or class within a
constituency, may, subject to rule 19.4, cast their votes at the poll using such
different methods of polling in any combination as the corporation may determine.

19.4

The corporation may decide that voters within a constituency or class within a
constituency for whom an e‐mail address is included in the list of eligible voters
may only cast their votes at the poll using an e‐voting method of polling.

19.5

Before the corporation decides, in accordance with rule 19.3 that one or more e‐
voting methods of polling will be made available for the purposes of the poll, the
corporation must satisfy itself that:
(a)

if internet voting is to be a method of polling, the internet voting system to
be used for the purpose of the election is:
(i)

configured in accordance with these rules; and

(ii) will create an accurate internet voting record in respect of any voter who
casts his or her vote using the internet voting system;
(b)

if telephone voting to be a method of polling, the telephone voting system to
be used for the purpose of the election is:
(i)

configured in accordance with these rules; and

(ii) will create an accurate telephone voting record in respect of any voter
who casts his or her vote using the telephone voting system;
(c) if text message voting is to be a method of polling, the text message voting
system to be used for the purpose of the election is:
(i)

configured in accordance with these rules; and

(ii) will create an accurate text voting record in respect of any voter who casts
his or her vote using the text message voting system.
20.

The ballot paper
20.1 The ballot of each voter (other than a voter who casts his or her ballot by an e‐voting
method of polling) is to consist of a ballot paper with the persons remaining validly
nominated for an election after any withdrawals under these rules, and no others,
inserted in the paper.
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20.2 Every ballot paper must specify:
(a)

the name of the corporation,

(b)

the constituency, or class within a constituency, for which the election is being
held,

(c)

the number of members of the council of governors to be elected from that
constituency, or class within that constituency,

(d)

the names and other particulars of the candidates standing for election, with
the details and order being the same as in the statement of nominated
candidates,

(e)

instructions on how to vote by all available methods of polling, including the
relevant voter’s voter ID number if one or more e‐voting methods of polling
are available,

(f)

if the ballot paper is to be returned by post, the address for its return and the
date and time of the close of the poll, and

(g)

the contact details of the returning officer.

20.3 Each ballot paper must have a unique identifier.
20.4 Each ballot paper must have features incorporated into it to prevent it from being
reproduced.
21.

The declaration of identity (public and patient constituencies)
21.1 The corporation shall require each voter who participates in an election for a public
or patient constituency to make a declaration confirming:
(a)

that the voter is the person:
(i)

to whom the ballot paper was addressed, and/or

(ii)

to whom the voter ID number contained within the e‐voting
information was allocated,

(b)

that he or she has not marked or returned any other voting information in
the election, and

(c)

the particulars of his or her qualification to vote as a member of the
constituency or class within the constituency for which the election is being
held,

(“declaration of identity”)
and the corporation shall make such arrangements as it considers appropriate to
facilitate the making and the return of a declaration of identity by each voter, whether
by the completion of a paper form (“ID declaration form”) or the use of an electronic
method.
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21.2 The voter must be required to return his or her declaration of identity with his or her
ballot.
21.3 The voting information shall caution the voter that if the declaration of identity is
not duly returned or is returned without having been made correctly, any vote cast
by the voter may be declared invalid.
Action to be taken before the poll
22.

List of eligible voters
22.1 The corporation is to provide the returning officer with a list of the members of the
constituency or class within a constituency for which the election is being held who
are eligible to vote by virtue of rule 27 as soon as is reasonably practicable after the
final date for the delivery of notices of withdrawals by candidates from an election.
22.2 The list is to include, for each member:
(a) a postal address; and,
(b)

the member’s e‐mail address, if this has been provided to which his or her
voting information may, subject to rule 22.3, be sent.

22.3 The corporation may decide that the e‐voting information is to be sent only by e‐
mail to those members in the list of eligible voters for whom an e‐mail address is
included in that list.
23.

Notice of poll
23.1 The returning officer is to publish a notice of the poll stating:
(a) the name of the corporation,
(b) the constituency, or class within a constituency, for which the election is being
held,
(c) the number of members of the council of governors to be elected from that
constituency, or class with that constituency,
(d) the names, contact addresses, and other particulars of the candidates standing
for election, with the details and order being the same as in the statement of
nominated candidates,
(e) that the ballot papers for the election are to be issued and returned, if
appropriate, by post,
(f)

the methods of polling by which votes may be cast at the election by voters in a
constituency or class within a constituency, as determined by the corporation
in accordance with rule 19.3,

(g) the address for return of the ballot papers,
(h) the uniform resource locator (url) where, if internet voting is a method of
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polling, the polling website is located;
(i)

the telephone number where, if telephone voting is a method of polling, the
telephone voting facility is located,

(j)

the telephone number or telephone short code where, if text message voting is
a method of polling, the text message voting facility is located,

(k) the date and time of the close of the poll,
(l)

the address and final dates for applications for replacement voting information,
and

(m) the contact details of the returning officer.
24.

Issue of voting information by returning officer
24.1

Subject to rule 24.3, as soon as is reasonably practicable on or after the publication
of the notice of the poll, the returning officer is to send the following information
by post to each member of the corporation named in the list of eligible voters:
(a) a ballot paper and ballot paper envelope,
(b) the ID declaration form (if required),
(c) information about each candidate standing for election, pursuant to rule 61
of these rules, and
(d) a covering envelope;
(“postal voting information”).

24.2

Subject to rules 24.3 and 24.4, as soon as is reasonably practicable on or after the
publication of the notice of the poll, the returning officer is to send the following
information by e‐mail and/ or by post to each member of the corporation named
in the list of eligible voters whom the corporation determines in accordance with
rule 19.3 and/ or rule 19.4 may cast his or her vote by an e‐voting method of polling:
(a) instructions on how to vote and how to make a declaration of identity (if
required),
(b) the voter’s voter ID number,
(c) information about each candidate standing for election, pursuant to rule 64 of
these rules, or details of where this information is readily available on the
internet or available in such other formats as the Returning Officer thinks
appropriate, (d) contact details of the returning officer,
(“e‐voting information”).

24.3

The corporation may determine that any member of the corporation shall:
(a) only be sent postal voting information; or
(b) only be sent e‐voting information; or
(c) be sent both postal voting information and e‐voting information;
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for the purposes of the poll.

25.

24.4

If the corporation determines, in accordance with rule 22.3, that the e‐voting
information is to be sent only by e‐mail to those members in the list of eligible
voters for whom an e‐mail address is included in that list, then the returning officer
shall only send that information by e‐mail.

24.5

The voting information is to be sent to the postal address and/ or e‐mail address
for each member, as specified in the list of eligible voters.

Ballot paper envelope and covering envelope
25.1

The ballot paper envelope must have clear instructions to the voter printed on it,
instructing the voter to seal the ballot paper inside the envelope once the ballot
paper has been marked.

25.2

The covering envelope is to have:
(a) the address for return of the ballot paper printed on it, and
(b) pre‐paid postage for return to that address.

25.3

26.

There should be clear instructions, either printed on the covering envelope or
elsewhere, instructing the voter to seal the following documents inside the
covering envelope and return it to the returning officer –
(a)

the completed ID declaration form if required, and

(b)

the ballot paper envelope, with the ballot paper sealed inside it.

E‐voting systems
26.1

If internet voting is a method of polling for the relevant election then the returning
officer must provide a website for the purpose of voting over the internet (in these
rules referred to as "the polling website").

26.2

If telephone voting is a method of polling for the relevant election then the
returning officer must provide an automated telephone system for the purpose of
voting by the use of a touch‐tone telephone (in these rules referred to as “the
telephone voting facility”).

26.3

If text message voting is a method of polling for the relevant election then the
returning officer must provide an automated text messaging system for the
purpose of voting by text message (in these rules referred to as “the text message
voting facility”).

26.4

The returning officer shall ensure that the polling website and internet voting
system provided will:
(a) require a voter to:
(i)

enter his or her voter ID number; and
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(ii)

where the election is for a public or patient constituency, make a
declaration of identity;

in order to be able to cast his or her vote;
(b) specify:
(i)

the name of the corporation,

(ii)

the constituency, or class within a constituency, for which the election
is being held,

(iii)

the number of members of the council of governors to be elected from
that constituency, or class within that constituency,

(iv)

the names and other particulars of the candidates standing for
election, with the details and order being the same as in the statement
of nominated candidates,

(v)

instructions on how to vote and how to make a declaration of identity,

(vi)

the date and time of the close of the poll, and

(vii)

the contact details of the returning officer;

(c) prevent a voter from voting for more candidates than he or she is entitled to at
the election;
(d) create a record ("internet voting record") that is stored in the internet voting
system in respect of each vote cast by a voter using the internet that comprises
of‐
(i)

the voter’s voter ID number;

(ii)

the voter’s declaration of identity (where required);

(iii)

the candidate or candidates for whom the voter has voted; and

(iv)

the date and time of the voter’s vote,

(e) if the voter’s vote has been duly cast and recorded, provide the voter with
confirmation of this; and
(f)

prevent any voter from voting after the close of poll.

26.5 The returning officer shall ensure that the telephone voting facility and telephone
voting system provided will:
(a) require a voter to
(i)

enter his or her voter ID number in order to be able to cast his or her vote;
and

(ii) where the election is for a public or patient constituency, make a
declaration of identity;
(b) specify:
(i)

the name of the corporation,
61

(ii) the constituency, or class within a constituency, for which the election is
being held,
(iii) the number of members of the council of governors to be elected from
that constituency, or class within that constituency,
(iv) instructions on how to vote and how to make a declaration of identity,
(v) the date and time of the close of the poll, and
(vi) the contact details of the returning officer;
(c) prevent a voter from voting for more candidates than he or she is entitled to at
the election;
(d) create a record ("telephone voting record") that is stored in the telephone
voting system in respect of each vote cast by a voter using the telephone that
comprises of:

26.6

(i)

the voter’s voter ID number;

(ii)

the voter’s declaration of identity (where required);

(iii)

the candidate or candidates for whom the voter has voted; and

(iv)

the date and time of the voter’s vote

(e)

if the voter’s vote has been duly cast and recorded, provide the voter with
confirmation of this;

(f)

prevent any voter from voting after the close of poll.

The returning officer shall ensure that the text message voting facility and text
messaging voting system provided will:
(a)

require a voter to:
(i)

provide his or her voter ID number; and

(ii)

where the election is for a public or patient constituency, make a
declaration of identity;

in order to be able to cast his or her vote;
(b)

prevent a voter from voting for more candidates than he or she is entitled to
at the election;

(d)

create a record ("text voting record") that is stored in the text messaging
voting system in respect of each vote cast by a voter by text message that
comprises of:

(e)

(i)

the voter’s voter ID number;

(ii)

the voter’s declaration of identity (where required);

(ii)

the candidate or candidates for whom the voter has voted; and

(iii)

the date and time of the voter’s vote

if the voter’s vote has been duly cast and recorded, provide the voter with
confirmation of this;
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(f)

prevent any voter from voting after the close of poll.

The poll
27. Eligibility to vote
27.1

An individual who becomes a member of the corporation on or before the closing date
for the receipt of nominations by candidates for the election, is eligible to vote in that
election.

28. Voting by persons who require assistance
28.1

The returning officer is to put in place arrangements to enable requests for assistance
to vote to be made.

28.2

Where the returning officer receives a request from a voter who requires assistance
to vote, the returning officer is to make such arrangements as he or she considers
necessary to enable that voter to vote.

29. Spoilt ballot papers and spoilt text message votes
29.1

If a voter has dealt with his or her ballot paper in such a manner that it cannot be
accepted as a ballot paper (referred to as a “spoilt ballot paper”), that voter may apply
to the returning officer for a replacement ballot paper.

29.2

On receiving an application, the returning officer is to obtain the details of the unique
identifier on the spoilt ballot paper, if he or she can obtain it.

29.3

The returning officer may not issue a replacement ballot paper for a spoilt ballot paper
unless he or she:

29.4

(a)

is satisfied as to the voter’s identity; and

(b)

has ensured that the completed ID declaration form, if required, has not been
returned.

After issuing a replacement ballot paper for a spoilt ballot paper, the returning officer
shall enter in a list (“the list of spoilt ballot papers”):
(a)

the name of the voter, and

(b)

the details of the unique identifier of the spoilt ballot paper (if that officer was
able to obtain it), and

(c)

the details of the unique identifier of the replacement ballot paper.

29.5

If a voter has dealt with his or her text message vote in such a manner that it cannot
be accepted as a vote (referred to as a “spoilt text message vote”), that voter may
apply to the returning officer for a replacement voter ID number.

29.6

On receiving an application, the returning officer is to obtain the details of the voter
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ID number on the spoilt text message vote, if he or she can obtain it.

30.

29.7

The returning officer may not issue a replacement voter ID number in respect of a
spoilt text message vote unless he or she is satisfied as to the voter’s identity.

29.8

After issuing a replacement voter ID number in respect of a spoilt text message vote,
the returning officer shall enter in a list (“the list of spoilt text message votes”):
(a)

the name of the voter, and

(b)

the details of the voter ID number on the spoilt text message vote (if that
officer was able to obtain it), and

(c)

the details of the replacement voter ID number issued to the voter.

Lost voting information
30.1 Where a voter has not received his or her voting information by the tenth day before
the close of the poll, that voter may apply to the returning officer for replacement
voting information.
30.2 The returning officer may not issue replacement voting information in respect of lost
voting information unless he or she:
(a) is satisfied as to the voter’s identity,
(b) has no reason to doubt that the voter did not receive the original voting
information,
(c) has ensured that no declaration of identity, if required, has been returned.
30.3

After issuing replacement voting information in respect of lost voting information,
the returning officer shall enter in a list (“the list of lost ballot documents”):
(a) the name of the voter
(b) the details of the unique identifier of the replacement ballot paper, if applicable,
and
(c)

31.

the voter ID number of the voter.

Issue of replacement voting information
31.1 If a person applies for replacement voting information under rule 29 or 30 and a
declaration of identity has already been received by the returning officer in the name
of that voter, the returning officer may not issue replacement voting information
unless, in addition to the requirements imposed by rule 29.3 or 30.2, he or she is also
satisfied that that person has not already voted in the election, notwithstanding the
fact that a declaration of identity if required has already been received by the
returning officer in the name of that voter.
31.2 After issuing replacement voting information under this rule, the returning officer
shall enter in a list (“the list of tendered voting information”):
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(a) the name of the voter,
(b) the unique identifier of any replacement ballot paper issued under this
rule,
(c) the voter ID number of the voter.
32.

ID declaration form for replacement ballot papers (public and patient constituencies)
32.1

In respect of an election for a public or patient constituency an ID declaration form
must be issued with each replacement ballot paper requiring the voter to make a
declaration of identity.

Polling by internet, telephone or text
33.

34.

Procedure for remote voting by internet
33.1

To cast his or her vote using the internet, a voter will need to gain access to the
polling website by keying in the url of the polling website provided in the voting
information.

33.2

When prompted to do so, the voter will need to enter his or her voter ID number.

33.3

If the internet voting system authenticates the voter ID number, the system will
give the voter access to the polling website for the election in which the voter is
eligible to vote.

33.4

To cast his or her vote, the voter will need to key in a mark on the screen opposite
the particulars of the candidate or candidates for whom he or she wishes to cast
his or her vote.

33.5

The voter will not be able to access the internet voting system for an election once
his or her vote at that election has been cast.

Voting procedure for remote voting by telephone
34.1

To cast his or her vote by telephone, the voter will need to gain access to the
telephone voting facility by calling the designated telephone number provided in
the voter information using a telephone with a touch‐tone keypad.

34.2

When prompted to do so, the voter will need to enter his or her voter ID number
using the keypad.

34.3

If the telephone voting facility authenticates the voter ID number, the voter will be
prompted to vote in the election.

34.4

When prompted to do so the voter may then cast his or her vote by keying in the
numerical voting code of the candidate or candidates, for whom he or she wishes
to vote.

34.5

The voter will not be able to access the telephone voting facility for an election
once his or her vote at that election has been cast.
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35.

Voting procedure for remote voting by text message
35.1

To cast his or her vote by text message the voter will need to gain access to the text
message voting facility by sending a text message to the designated telephone
number or telephone short code provided in the voter information.

35.2

The text message sent by the voter must contain his or her voter ID number and
the numerical voting code for the candidate or candidates, for whom he or she
wishes to vote.

35.3

The text message sent by the voter will need to be structured in accordance with
the instructions on how to vote contained in the voter information, otherwise the
vote will not be cast.

Procedure for receipt of envelopes, internet votes, telephone votes and text message votes
36.

Receipt of voting documents
36.1

Where the returning officer receives:
(a)

a covering envelope, or

(b)

any other envelope containing an ID declaration form if required, a ballot
paper envelope, or a ballot paper,
before the close of the poll, that officer is to open it as soon as is practicable;
and rules 37 and 38 are to apply.

36.2

36.3

37.

The returning officer may open any covering envelope or any ballot paper envelope
for the purposes of rules 37 and 38, but must make arrangements to ensure that
no person obtains or communicates information as to:
(a)

the candidate for whom a voter has voted, or

(b)

the unique identifier on a ballot paper.

The returning officer must make arrangements to ensure the safety and security of
the ballot papers and other documents.

Validity of votes
37.1

A ballot paper shall not be taken to be duly returned unless the returning officer is
satisfied that it has been received by the returning officer before the close of the
poll, with an ID declaration form if required that has been correctly completed,
signed and dated.

37.2

Where the returning officer is satisfied that rule 37.1 has been fulfilled, he or she
is to:
(a) put the ID declaration form if required in a separate packet, and
(b) put the ballot paper aside for counting after the close of the poll.

37.3

Where the returning officer is not satisfied that rule 37.1 has been fulfilled, he or
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she is to:
(a) mark the ballot paper “disqualified”,
(b) if there is an ID declaration form accompanying the ballot paper, mark it
“disqualified” and attach it to the ballot paper,
(c) record the unique identifier on the ballot paper in a list of disqualified
documents (the “list of disqualified documents”); and
(d) place the document or documents in a separate packet.

38.

37.4

An internet, telephone or text message vote shall not be taken to be duly returned
unless the returning officer is satisfied that the internet voting record, telephone
voting record or text voting record (as applicable) has been received by the
returning officer before the close of the poll, with a declaration of identity if
required that has been correctly made.

37.5

Where the returning officer is satisfied that rule 37.4 has been fulfilled, he or she
is to put the internet voting record, telephone voting record or text voting record
(as applicable) aside for counting after the close of the poll.

37.6

Where the returning officer is not satisfied that rule 37.4 has been fulfilled, he or
she is to:

(b)

record the voter ID number on the internet voting record, telephone voting
record or text voting record (as applicable) in the list of disqualified
documents; and

(c)

place the document or documents in a separate packet.

Where the returning officer receives an ID declaration form if required but no
ballot paper, the returning officer is to:
(a)

mark the ID declaration form “disqualified”,

(b)

record the name of the voter in the list of disqualified documents,
indicating that declaration of identity was received from the voter without
a ballot paper, and

(c)

place the ID declaration form in a separate packet.

De‐duplication of votes
39.1

1

mark the internet voting record, telephone voting record or text voting
record (as applicable) “disqualified”,

Declaration of identity but no ballot paper (public and patient constituency)1
38.1

39.

(a)

Where different methods of polling are being used in an election, the returning
officer shall examine all votes cast to ascertain if a voter ID number has been used
more than once to cast a vote in the election.

It should not be possible, technically, to make a declaration of identity electronically without also submitting a vote.
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39.2

39.3

39.4

40.

If the returning officer ascertains that a voter ID number has been used more than
once to cast a vote in the election he or she shall:
(a)

only accept as duly returned the first vote received that was cast using the
relevant voter ID number; and

(b)

mark as “disqualified” all other votes that were cast using the relevant
voter ID number

Where a ballot paper is disqualified under this rule the returning officer shall:
(a)

mark the ballot paper “disqualified”,

(b)

if there is an ID declaration form accompanying the ballot paper, mark it
“disqualified” and attach it to the ballot paper,

(c)

record the unique identifier and the voter ID number on the ballot paper
in the list of disqualified documents;

(d)

place the document or documents in a separate packet; and

(e)

disregard the ballot paper when counting the votes in accordance with
these rules.

Where an internet voting record, telephone voting record or text voting record is
disqualified under this rule the returning officer shall:
(a)

mark the internet voting record, telephone voting record or text voting
record (as applicable) “disqualified”,

(b)

record the voter ID number on the internet voting record, telephone voting
record or text voting record (as applicable) in the list of disqualified
documents;

(c)

place the internet voting record, telephone voting record or text voting
record (as applicable) in a separate packet, and

(d)

disregard the internet voting record, telephone voting record or text voting
record (as applicable) when counting the votes in accordance with these
rules.

Sealing of packets
40.1

As soon as is possible after the close of the poll and after the completion of the
procedure under rules 37 and 38, the returning officer is to seal the packets
containing:
(a)

the disqualified documents, together with the list of disqualified
documents inside it,

(b)

the ID declaration forms, if required,

(c)

the list of spoilt ballot papers and the list of spoilt text message votes,

(d)

the list of lost ballot documents,

(e)

the list of eligible voters, and
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(f)

the list of tendered voting information

and ensure that complete electronic copies of the internet voting records,
telephone voting records and text voting records created in accordance with
rule 26 are held in a device suitable for the purpose of storage.
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PART 6: COUNTING THE VOTES

41.

Interpretation of Part 6
41.1

In Part 6 of these rules:

“ballot document” means a ballot paper, internet voting record, telephone voting record
or text voting record.
“continuing candidate” means any candidate not deemed to be elected, and not
excluded,
“count” means all the operations involved in counting of the first preferences recorded
for candidates, the transfer of the surpluses of elected candidates, and the transfer of the
votes of the excluded candidates,
“deemed to be elected” means deemed to be elected for the purposes of counting of
votes but without prejudice to the declaration of the result of the poll,
“mark” means a figure, an identifiable written word, or a mark such as “X”,
“non‐transferable vote” means a ballot document:
(a)

on which no second or subsequent preference is recorded for a continuing
candidate,

or
(b)

which is excluded by the returning officer under rule 49,

“preference” as used in the following contexts has the meaning assigned below:
(a)

“first preference” means the figure “1” or any mark or word which clearly
indicates a first (or only) preference,

(b)

“next available preference” means a preference which is the second, or as the
case may be, subsequent preference recorded in consecutive order for a
continuing candidate (any candidate who is deemed to be elected or is excluded
thereby being ignored); and

(c)

in this context, a “second preference” is shown by the figure “2” or any mark or
word which clearly indicates a second preference, and a third preference by the
figure “3” or any mark or word which clearly indicates a third preference, and so
on,

“quota” means the number calculated in accordance with rule 46,
“surplus” means the number of votes by which the total number of votes for any
candidate (whether first preference or transferred votes, or a combination of both)
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exceeds the quota; but references in these rules to the transfer of the surplus means the
transfer (at a transfer value) of all transferable ballot documents from the candidate who
has the surplus,
“stage of the count” means:
(a)
(b)
(c)

the determination of the first preference vote of each candidate,
the transfer of a surplus of a candidate deemed to be elected, or
the exclusion of one or more candidates at any given time,

“transferable vote” means a ballot document on which, following a first preference, a
second or subsequent preference is recorded in consecutive numerical order for a
continuing candidate,
“transferred vote” means a vote derived from a ballot document on which a second or
subsequent preference is recorded for the candidate to whom that ballot document has
been transferred, and
“transfer value” means the value of a transferred vote calculated in accordance with
rules 47.4 or 47.7.
42.

Arrangements for counting of the votes
42.1

The returning officer is to make arrangements for counting the votes as soon as is
practicable after the close of the poll.

42.2

The returning officer may make arrangements for any votes to be counted using
vote counting software where:
(a)

the board of directors and the council of governors of the corporation have
approved:
(i)

the use of such software for the purpose of counting votes in the
relevant election, and

(ii) a policy governing the use of such software, and
(b)

43.

the corporation and the returning officer are satisfied that the use of such
software will produce an accurate result.

The count
43.1

The returning officer is to:
(a)

count and record the number of:
(i)

ballot papers that have been returned; and

(ii)

the number of internet voting records, telephone voting records
and/or text voting records that have been created, and
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(b)

44.

count the votes according to the provisions in this Part of the rules and/or
the provisions of any policy approved pursuant to rule 42.2(ii) where vote
counting software is being used.

43.2

The returning officer, while counting and recording the number of ballot papers,
internet voting records, telephone voting records and/or text voting records and
counting the votes, must make arrangements to ensure that no person obtains or
communicates information as to the unique identifier on a ballot paper or the voter
ID number on an internet voting record, telephone voting record or text voting
record.

43.3

The returning officer is to proceed continuously with counting the votes as far as
is practicable.

Rejected ballot papers and rejected text voting records
44.1

Any ballot paper:
(a)

which does not bear the features that have been incorporated into the
other ballot papers to prevent them from being reproduced,

(b)

on which the figure “1” standing alone is not placed so as to indicate a
first preference for any candidate,

(c)

on which anything is written or marked by which the voter can be
identified except the unique identifier, or

(d)

which is unmarked or rejected because of uncertainty,

shall be rejected and not counted, but the ballot paper shall not be rejected by
reason only of carrying the words “one”, “two”, “three” and so on, or any other
mark instead of a figure if, in the opinion of the returning officer, the word or
mark clearly indicates a preference or preferences.
44.2

The returning officer is to endorse the word “rejected” on any ballot paper which
under this rule is not to be counted.

44.3

Any text voting record:
(a)

on which the figure “1” standing alone is not placed so as to indicate a
first preference for any candidate,

(b)

on which anything is written or marked by which the voter can be
identified except the unique identifier, or

(c)

which is unmarked or rejected because of uncertainty,

shall be rejected and not counted, but the text voting record shall not be rejected
by reason only of carrying the words “one”, “two”, “three” and so on, or any other
mark instead of a figure if, in the opinion of the returning officer, the word or
mark clearly indicates a preference or preferences.
44.4

The returning officer is to endorse the word “rejected” on any text voting record
which under this rule is not to be counted.
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44.5

45.

46.

47.

The returning officer is to draw up a statement showing the number of ballot
papers rejected by him or her under each of the subparagraphs (a) to (d) of rule
44.1 and the number of text voting records rejected by him or her under each
of the sub‐paragraphs (a) to (c) of rule 44.3.

First stage
45.1

The returning officer is to sort the ballot documents into parcels according to
the candidates for whom the first preference votes are given.

45.2

The returning officer is to then count the number of first preference votes given
on ballot documents for each candidate, and is to record those numbers.

45.3

The returning officer is to also ascertain and record the number of valid ballot
documents.

The quota
46.1

The returning officer is to divide the number of valid ballot documents by a
number exceeding by one the number of members to be elected.

46.2

The result, increased by one, of the division under rule 46.1 (any fraction being
disregarded) shall be the number of votes sufficient to secure the election of a
candidate (in these rules referred to as “the quota”).

46.3

At any stage of the count a candidate whose total votes equals or exceeds the
quota shall be deemed to be elected, except that any election where there is
only one vacancy a candidate shall not be deemed to be elected until the
procedure set out in rules 47.1 to 47.3 has been complied with.

Transfer of votes
47.1

Where the number of first preference votes for any candidate exceeds the
quota, the returning officer is to sort all the ballot documents on which first
preference votes are given for that candidate into sub‐ parcels so that they are
grouped:
(a)

according to next available preference given on those ballot documents
for any continuing candidate, or

(b)

where no such preference is given, as the sub‐parcel of non‐transferable
votes.

47.2

The returning officer is to count the number of ballot documents in each parcel
referred to in rule 47.1.

47.3

The returning officer is, in accordance with this rule and rule 48, to transfer each
sub‐parcel of ballot documents referred to in rule 47.1(a) to the candidate for
whom the next available preference is given on those ballot documents.

47.4

The vote on each ballot document transferred under rule 47.3 shall be at a value
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(“the transfer value”) which:

47.5

(a)

reduces the value of each vote transferred so that the total value of all such
votes does not exceed the surplus, and

(b)

is calculated by dividing the surplus of the candidate from whom the votes
are being transferred by the total number of the ballot documents on
which those votes are given, the calculation being made to two decimal
places (ignoring the remainder if any).

Where at the end of any stage of the count involving the transfer of ballot
documents, the number of votes for any candidate exceeds the quota, the
returning officer is to sort the ballot documents in the sub‐parcel of transferred
votes which was last received by that candidate into separate sub‐parcels so
that they are grouped:
(a)

according to the next available preference given on those ballot
documents for any continuing candidate, or

(b)

where no such preference is given, as the sub‐parcel of non‐transferable
votes.

47.6

The returning officer is, in accordance with this rule and rule 48, to transfer each
sub‐parcel of ballot documents referred to in rule 47.5(a) to the candidate for
whom the next available preference is given on those ballot documents.

47.7

The vote on each ballot document transferred under rule 47.6 shall be at:
(a)

a transfer value calculated as set out in rule 47.4(b), or

(b)

at the value at which that vote was received by the candidate from whom
it is now being transferred,

whichever is the less.
47.8

Each transfer of a surplus constitutes a stage in the count.

47.9

Subject to rule 47.10, the returning officer shall proceed to transfer transferable
ballot documents until no candidate who is deemed to be elected has a surplus
or all the vacancies have been filled.

47.10 Transferable ballot documents shall not be liable to be transferred where any
surplus or surpluses which, at a particular stage of the count, have not already
been transferred, are:
(a)

less than the difference between the total vote then credited to the
continuing candidate with the lowest recorded vote and the vote of the
candidate with the next lowest recorded vote, or

(b)

less than the difference between the total votes of the two or more
continuing candidates, credited at that stage of the count with the lowest
recorded total numbers of votes and the candidate next above such
candidates.
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47.11
48.

This rule does not apply at an election where there is only one vacancy.

Supplementary provisions on transfer
48.1

48.2

If, at any stage of the count, two or more candidates have surpluses, the
transferable ballot documents of the candidate with the highest surplus shall be
transferred first, and if:
(a)

The surpluses determined in respect of two or more candidates are equal,
the transferable ballot documents of the candidate who had the highest
recorded vote at the earliest preceding stage at which they had unequal
votes shall be transferred first, and

(b)

the votes credited to two or more candidates were equal at all stages of
the count, the returning officer shall decide between those candidates by
lot, and the transferable ballot documents of the candidate on whom the
lot falls shall be transferred first.

The returning officer shall, on each transfer of transferable ballot documents
under rule 47:
(a)

record the total value of the votes transferred to each candidate,

(b)

add that value to the previous total of votes recorded for each candidate
and record the new total,

(c)

record as non‐transferable votes the difference between the surplus and
the total transfer value of the transferred votes and add that difference
to the previously recorded total of non‐transferable votes, and

(d)

compare:
(i)

the total number of votes then recorded for all of the candidates,
together with the total number of non‐transferable votes, with

(ii)

the recorded total of valid first preference votes.

48.3

All ballot documents transferred under rule 47 or 49 shall be clearly marked,
either individually or as a sub‐parcel, so as to indicate the transfer value
recorded at that time to each vote on that ballot document or, as the case may
be, all the ballot documents in that sub‐parcel.

48.4

Where a ballot document is so marked that it is unclear to the returning officer
at any stage of the count under rule 47 or 49 for which candidate the next
preference is recorded, the returning officer shall treat any vote on that ballot
document as a non‐transferable vote; and votes on a ballot document shall be
so treated where, for example, the names of two or more candidates (whether
continuing candidates or not) are so marked that, in the opinion of the returning
officer, the same order of preference is indicated or the numerical sequence is
broken.
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49.

Exclusion of candidates
49.1

If:
(a)

all transferable ballot documents which under the provisions of rule 47
(including that rule as applied by rule 49.11) and this rule are required to
be transferred, have been transferred, and

(b)

subject to rule 50, one or more vacancies remain to be filled,

the returning officer shall exclude from the election at that stage the candidate
with the then lowest vote (or, where rule 49.12 applies, the candidates with the
then lowest votes).
49.2

The returning officer shall sort all the ballot documents on which first
preference votes are given for the candidate or candidates excluded under rule
49.1 into two sub‐parcels so that they are grouped as:
(a)

ballot documents on which a next available preference is given, and

(b)

ballot documents on which no such preference is given (thereby including
ballot documents on which preferences are given only for candidates who
are deemed to be elected or are excluded).

49.3

The returning officer shall, in accordance with this rule and rule 48, transfer
each sub‐parcel of ballot documents referred to in rule 49.2 to the candidate
for whom the next available preference is given on those ballot documents.

49.4

The exclusion of a candidate, or of two or more candidates together, constitutes
a further stage of the count.

49.5

If, subject to rule 50, one or more vacancies still remain to be filled, the
returning officer shall then sort the transferable ballot documents, if any, which
had been transferred to any candidate excluded under rule 49.1 into sub‐
parcels according to their transfer value.

49.6

The returning officer shall transfer those ballot documents in the sub‐parcel of
transferable ballot documents with the highest transfer value to the continuing
candidates in accordance with the next available preferences given on those
ballot documents (thereby passing over candidates who are deemed to be
elected or are excluded).

49.7

The vote on each transferable ballot document transferred under rule 49.6 shall
be at the value at which that vote was received by the candidate excluded under
rule 49.1.

49.8

Any ballot documents on which no next available preferences have been
expressed shall be set aside as non‐transferable votes.

49.9

After the returning officer has completed the transfer of the ballot documents
in the sub‐parcel of ballot documents with the highest transfer value he or she
shall proceed to transfer in the same way the sub‐parcel of ballot documents
with the next highest value and so on until he has dealt with each sub‐parcel of
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a candidate excluded under rule 49.1.
49.10

The returning officer shall after each stage of the count completed under this
rule:
(a)

50.

record:
(i)

the total value of votes, or

(ii)

the total transfer value of votes transferred to each candidate,

(b)

add that total to the previous total of votes recorded for each candidate
and record the new total,

(c)

record the value of non‐transferable votes and add that value to the
previous non‐transferable votes total, and

(d)

compare:
(i)

the total number of votes then recorded for each candidate
together with the total number of non‐transferable votes, with

(ii)

the recorded total of valid first preference votes.

49.11

If after a transfer of votes under any provision of this rule, a candidate has a
surplus, that surplus shall be dealt with in accordance with rules 47.5 to 47.10
and rule 48.

49.12

Where the total of the votes of the two or more lowest candidates, together
with any surpluses not transferred, is less than the number of votes credited to
the next lowest candidate, the returning officer shall in one operation exclude
such two or more candidates.

49.13

If when a candidate has to be excluded under this rule, two or more candidates
each have the same number of votes and are lowest:
(a)

regard shall be had to the total number of votes credited to those
candidates at the earliest stage of the count at which they had an unequal
number of votes and the candidate with the lowest number of votes at
that stage shall be excluded, and

(b)

where the number of votes credited to those candidates was equal at all
stages, the returning officer shall decide between the candidates by lot
and the candidate on whom the lot falls shall be excluded.

Filling of last vacancies
50.1

Where the number of continuing candidates is equal to the number of vacancies
remaining unfilled the continuing candidates shall thereupon be deemed to be
elected.

50.2

Where only one vacancy remains unfilled and the votes of any one continuing
candidate are equal to or greater than the total of votes credited to other
continuing candidates together with any surplus not transferred, the candidate
shall thereupon be deemed to be elected.
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50.3

51.

Where the last vacancies can be filled under this rule, no further transfer of votes
shall be made.

Order of election of candidates
51.1

The order in which candidates whose votes equal or exceed the quota are
deemed to be elected shall be the order in which their respective surpluses
were transferred, or would have been transferred but for rule 47.10.

51.2

A candidate credited with a number of votes equal to, and not greater than, the
quota shall, for the purposes of this rule, be regarded as having had the smallest
surplus at the stage of the count at which he obtained the quota.

51.3

Where the surpluses of two or more candidates are equal and are not required
to be transferred, regard shall be had to the total number of votes credited to
such candidates at the earliest stage of the count at which they had an unequal
number of votes and the surplus of the candidate who had the greatest number
of votes at that stage shall be deemed to be the largest.

51.4

Where the number of votes credited to two or more candidates were equal at
all stages of the count, the returning officer shall decide between them by lot
and the candidate on whom the lot falls shall be deemed to have been elected
first.
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PART 7: FINAL PROCEEDINGS IN CONTESTED AND UNCONTESTED ELECTIONS

52.

Declaration of result for contested elections
52.1

In a contested election, when the result of the poll has been ascertained, the
returning officer is to:
(a)

declare the candidates who are deemed to be elected under Part 6 of these
rules as elected,

(b)

give notice of the name of each candidate who he or she has declared
elected –

(c)

52.2

(i)

where the election is held under a proposed constitution pursuant to
powers conferred on the [insert name] NHS Trust by section 33(4) of
the 2006 Act, to the chairman of the NHS Trust, or

(ii)

in any other case, to the chairman of the corporation, and

give public notice of the name of each candidate who he or she has declared
elected.

The returning officer is to make:
(a)

the number of first preference votes for each candidate whether elected or
not,

(b)

any transfer of votes,

(c)

the total number of votes for each candidate at each stage of the count at
which such transfer took place,

(d)

the order in which the successful candidates were elected, and

(e)

the number of rejected ballot papers under each of the headings in rule 44.1,

(f)

the number of rejected text voting records under each of the headings in
rule 44.3,

available on request.
53.

Declaration of result for uncontested elections
53.1 In an uncontested election, the returning officer is to as soon as is practicable after
final day for the delivery of notices of withdrawals by candidates from the election:
(a)

declare the candidate or candidates remaining validly nominated to be
elected,

(b)

give notice of the name of each candidate who he or she has declared
elected to the chairman of the corporation, and

(c)

give public notice of the name of each candidate who he or she has declared
elected.
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PART 8: DISPOSAL OF DOCUMENTS

54.

Sealing up of documents relating to the poll
54.1

On completion of the counting at a contested election, the returning officer is to
seal up the following documents in separate packets:
(a)

the counted ballot papers, internet voting records, telephone voting records
and text voting records,

(b)

the ballot papers and text voting records endorsed with “rejected in part”,

(c)

the rejected ballot papers and text voting records, and

(d)

the statement of rejected ballot papers and the statement of rejected text
voting records,

and ensure that complete electronic copies of the internet voting records,
telephone voting records and text voting records created in accordance with rule
26 are held in a device suitable for the purpose of storage.
54.2

The returning officer must not open the sealed packets of:
(a)

the disqualified documents, with the list of disqualified documents inside it,

(b)

the list of spoilt ballot papers and the list of spoilt text message votes,

(c)

the list of lost ballot documents, and

(d)

the list of eligible voters,

or access the complete electronic copies of the internet voting records, telephone
voting records and text voting records created in accordance with rule 26 and held
in a device suitable for the purpose of storage.
54.3 The returning officer must endorse on each packet a description of:

55.

(a)

its contents,

(b)

the date of the publication of notice of the election,

(c)

the name of the corporation to which the election relates, and

(d)

the constituency, or class within a constituency, to which the election
relates.

Delivery of documents
55.1

Once the documents relating to the poll have been sealed up and endorsed
pursuant to rule 56, the returning officer is to forward them to the chair of the
corporation.
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56.

Forwarding of documents received after close of the poll
56.1

Where:
(a)

any voting documents are received by the returning officer after the close of
the poll, or

(b)

any envelopes addressed to eligible voters are returned as undelivered too
late to be resent, or

(c)

any applications for replacement voting information are made too late to
enable new voting information to be issued,

the returning officer is to put them in a separate packet, seal it up, and endorse
and forward it to the chairman of the corporation.
57.

58.

Retention and public inspection of documents
57.1

The corporation is to retain the documents relating to an election that are
forwarded to the chair by the returning officer under these rules for one year, and
then, unless otherwise directed by the board of directors of the corporation, cause
them to be destroyed.

57.2

With the exception of the documents listed in rule 58.1, the documents relating to
an election that are held by the corporation shall be available for inspection by
members of the public at all reasonable times.

57.3

A person may request a copy or extract from the documents relating to an election
that are held by the corporation, and the corporation is to provide it, and may
impose a reasonable charge for doing so.

Application for inspection of certain documents relating to an election
58.1

The corporation may not allow:
(a)

(b)

the inspection of, or the opening of any sealed packet containing –
(i)

any rejected ballot papers, including ballot papers rejected in part,

(ii)

any rejected text voting records, including text voting records
rejected in part,

(iii)

any disqualified documents, or the list of disqualified documents,

(iv)

any counted ballot papers, internet voting records, telephone voting
records or text voting records, or

(v)

the list of eligible voters, or

access to or the inspection of the complete electronic copies of the internet
voting records, telephone voting records and text voting records created in
accordance with rule 26 and held in a device suitable for the purpose of
storage,
by any person without the consent of the board of directors of the
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corporation.
58.2

A person may apply to the board of directors of the corporation to inspect any of
the documents listed in rule 58.1, and the board of directors of the corporation
may only consent to such inspection if it is satisfied that it is necessary for the
purpose of questioning an election pursuant to Part 11.

58.3

The board of directors of the corporation’s consent may be on any terms or
conditions that it thinks necessary, including conditions as to –
(a) persons,
(b) time,
(c) place and mode of inspection,
(d) production or opening,
and the corporation must only make the documents available for inspection in
accordance with those terms and conditions.

58.4

On an application to inspect any of the documents listed in rule 58.1 the board of
directors of the corporation must:
(a) in giving its consent, and
(b) in making the documents available for inspection
ensure that the way in which the vote of any particular member has been given
shall not be disclosed, until it has been established –
(i) that his or her vote was given, and
(ii) that the Independent Regulator has declared that the vote was invalid.
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PART 9: DEATH OF A CANDIDATE DURING A CONTESTED ELECTION

59.

Countermand or abandonment of poll on death of candidate
59.1

59.2

If, at a contested election, proof is given to the returning officer’s satisfaction
before the result of the election is declared that one of the persons named or to
be named as a candidate has died, then the returning officer is to:
(a)

publish a notice stating that the candidate has died, and

(b)

proceed with the counting of the votes as if that candidate had been
excluded from the count so that –
(i)

ballot documents which only have a first preference recorded for the
candidate that has died, and no preferences for any other candidates,
are not to be counted, and

(ii)

ballot documents which have preferences recorded for other
candidates are to be counted according to the consecutive order of
those preferences, passing over preferences marked for the candidate
who has died.

The ballot documents which have preferences recorded for the candidate who has
died are to be sealed with the other counted ballot documents pursuant to rule
54.1(a).
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PART 10: ELECTION EXPENSES AND PUBLICITY

Election expenses
60.

Election expenses
60.1

61.

Any expenses incurred, or payments made, for the purposes of an election which
contravene this Part are an electoral irregularity, which may only be questioned in
an application made to the Independent Regulator under Part 11 of these rules.

Expenses and payments by candidates
61.1

A candidate may not incur any expenses or make a payment (of whatever nature)
for the purposes of an election, other than expenses or payments that relate to:
(a) personal expenses,
(b) travelling expenses, and expenses incurred while living away from home, and
(c) expenses for stationery, postage, telephone, internet (or any similar means of
communication) and other petty expenses, to a limit of £100.

62.

Election expenses incurred by other persons
62.1

No person may:
(a) incur any expenses or make a payment (of whatever nature) for the purposes
of a candidate’s election, whether on that candidate’s behalf or otherwise, or
(b) give a candidate or his or her family any money or property (whether as a gift,
donation, loan, or otherwise) to meet or contribute to expenses incurred by or
on behalf of the candidate for the purposes of an election.

62.2

Nothing in this rule is to prevent the corporation from incurring such expenses, and
making such payments, as it considers necessary pursuant to rules 63 and 64.

Publicity
63.

Publicity about election by the corporation
63.1

The corporation may:
(a) compile and distribute such information about the candidates, and
(b) organise and hold such meetings to enable the candidates to speak and
respond to questions,
as it considers necessary.

63.2

Any information provided by the corporation about the candidates, including
information compiled by the corporation under rule 64, must be:
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(a) objective, balanced and fair,
(b) equivalent in size and content for all candidates,
(c) compiled and distributed in consultation with all of the candidates standing
for election, and
(d) must not seek to promote or procure the election of a specific candidate or
candidates, at the expense of the electoral prospects of one or more other
candidates.
63.3

64.

65.

Where the corporation proposes to hold a meeting to enable the candidates to
speak, the corporation must ensure that all of the candidates are invited to attend,
and in organising and holding such a meeting, the corporation must not seek to
promote or procure the election of a specific candidate or candidates at the
expense of the electoral prospects of one or more other candidates.

Information about candidates for inclusion with voting information
64.1

The corporation must compile information about the candidates standing for
election, to be distributed by the returning officer pursuant to rule 24 of these
rules.

64.2

The information must consist of:
(a)

a statement submitted by the candidate of no more than 250 words,

(b)

if voting by telephone or text message is a method of polling for the
election, the numerical voting code allocated by the returning officer to
each candidate, for the purpose of recording votes using the telephone
voting facility or the text message voting facility (“numerical voting code”),
and

(c)

a photograph of the candidate.

Meaning of “for the purposes of an election”
65.1

In this Part, the phrase “for the purposes of an election” means with a view to, or
otherwise in connection with, promoting or procuring a candidate’s election,
including the prejudicing of another candidate’s electoral prospects; and the
phrase “for the purposes of a candidate’s election” is to be construed accordingly.

65.2

The provision by any individual of his or her own services voluntarily, on his or her
own time, and free of charge is not to be considered an expense for the purposes
of this Part.
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PART 11: QUESTIONING ELECTIONS AND THE CONSEQUENCE OF IRREGULARITIES

66.

Application to question an election
66.1

An application alleging a breach of these rules, including an electoral irregularity
under Part 10, may be made to the Independent Regulator for the purpose of
seeking a referral to the independent election arbitration panel (IEAP).

66.2

An application may only be made once the outcome of the election has been
declared by the returning officer.

66.3

An application may only be made to the Independent Regulator by:

66.4

(a)

a person who voted at the election or who claimed to have had the right to
vote, or

(b)

a candidate, or a person claiming to have had a right to be elected at the
election.

The application must:
(a)

describe the alleged breach of the rules or electoral irregularity, and

(b)

be in such a form as the independent panel may require.

66.5

The application must be presented in writing within 21 days of the declaration of
the result of the election. The Independent Regulator will refer the application to
the independent election arbitration panel appointed by the Independent
Regulator.

66.6

If the independent election arbitration panel requests further information from
the applicant, then that person must provide it as soon as is reasonably practicable.

66.7

The Independent Regulator shall delegate the determination of an application to a
person or panel of persons to be nominated for the purpose.

66.8

The determination by the IEAP shall be binding on and shall be given effect by the
corporation, the applicant and the members of the constituency (or class within a
constituency) including all the candidates for the election to which the application
relates.

66.9

The IEAP may prescribe rules of procedure for the determination of an application
including costs.
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PART 12: MISCELLANEOUS

67.

Secrecy
67.1

The following persons:
(a)

the returning officer,

(b)

the returning officer’s staff,

must maintain and aid in maintaining the secrecy of the voting and the counting of
the votes, and must not, except for some purpose authorised by law, communicate
to any person any information as to:
(i)

the name of any member of the corporation who has or has not been given
voting information or who has or has not voted,

(ii) the unique identifier on any ballot paper,
(iii) the voter ID number allocated to any voter,
(iv) the candidate(s) for whom any member has voted.

68.

67.2

No person may obtain or attempt to obtain information as to the candidate(s) for
whom a voter is about to vote or has voted, or communicate such information to
any person at any time, including the unique identifier on a ballot paper given to a
voter or the voter ID number allocated to a voter.

67.3

The returning officer is to make such arrangements as he or she thinks fit to ensure
that the individuals who are affected by this provision are aware of the duties it
imposes.

Prohibition of disclosure of vote
68.1

69.

No person who has voted at an election shall, in any legal or other proceedings to
question the election, be required to state for whom he or she has voted.

Disqualification
69.1

A person may not be appointed as a returning officer, or as staff of the returning
officer pursuant to these rules, if that person is:
(a) a member of the corporation,
(b) an employee of the corporation,
(c) a director of the corporation, or
(d) employed by or on behalf of a person who has been nominated for election.

70.

Delay in postal service through industrial action or unforeseen event
70.1

If industrial action, or some other unforeseen event, results in a delay in:
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(a) the delivery of the documents in rule 24, or
(b) the return of the ballot papers,
the returning officer may extend the time between the publication of the notice of the poll
and the close of the poll by such period as he or she considers appropriate.
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ANNEX 6 – STANDING ORDERS FOR THE PRACTICE AND PROCEDURE OF THE COUNCIL OF
GOVERNORS
(Paragraph 24)

1.

Interpretation
1.1

Save as permitted by law, the Chair of the Trust shall be the final authority on the
interpretation of Standing Orders (on which he shall be advised by the Secretary).

1.2

If there is any conflict between these Standing Orders and the Constitution, the
Constitution shall prevail.

1.3

Any expression to which a meaning is given in the 2006 Act shall have the same
meaning in this interpretation and in addition:
“Board of Directors” shall mean the Board of Directors of the NHS Foundation
Trust
“Chair” means the Chair of the NHS Foundation Trust or, in relation to the
function of presiding at or chairing a meeting where another person is carrying
out that role as required by the Constitution
“Committee” means a committee appointed by the Council of Governors
“Constitution” means the Constitution of the NHS Foundation Trust as amended
from time to time
“Council of Governors” means the Council of Governors of the Foundation Trust
as constituted in accordance with the Constitution
“Foundation Trust” means (INSERT NAME) NHS Foundation Trust
“Meeting” means a duly convened meeting of the Council of Governors
“Motion” means a formal proposition to be discussed or voted on during the
course of a meeting
“Secretary” means the Company Secretary of the Foundation Trust, or any other
person appointed to perform the duties of the Secretary, including an assistant

1.4

Other terms defined in the Constitution shall have the same meaning in these
Standing Orders.
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2.

3.

4.

General Information
2.1

The purpose of the Standing Orders for the Practice and Procedure of the Council
of Governors is to ensure that the highest standards of corporate governance and
conduct are applied to all meetings of the Council of Governors.

2.2

The Council of Governors shall at all times seek to comply with the Trust’s Code of
Conduct for Governors.

2.3

All business shall be conducted in the name of the Trust.

Composition of the Council of Governors
3.1

The composition of the Council of Governors shall be as set out in Annex 4 of the
Foundation Trust’s Constitution.

3.2

The appointment and removal of the Chair and Vice‐Chair of the Council of
Governors shall be in accordance with paragraphs 29 and 30 of the Trust’s
Constitution.

3.3

If the Chair is unable to discharge their office as the Chair of the Foundation Trust,
the Vice‐Chair shall be acting Chair of the Foundation Trust.

Meetings of the Council of Governors
4.1

4.2

4.3

Meetings of the Council of Governors shall be held at least three times in each
Financial Year in accordance with the Constitution, at such time and places as the
Chair may determine.
Admission to Meetings
4.2.1

All meetings of the Council of Governors are to be open to members of the
public unless the Council of Governors determines otherwise in relation to
all or part of a meeting for reasons of commercial confidentiality or on other
proper grounds.

4.2.2

The Chair may exclude any member of the public or a Governor from a
meeting of the Council of Governors, if the Chair considers he is interfering
with or preventing the proper conduct of the meeting.

Calling Meetings
4.3.1

Meetings of the Council of Governors may be called by the Chair, or by the
Secretary on behalf of the Chair, or by more than a third of Governors who
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give written notice to the Chair specifying the business to be carried out. The
Secretary shall send written notice to all Governors as soon as possible after
receipt of such a request. A meeting shall be called on at least fourteen but
no more than twenty eight days’ notice to discuss the specified business.

4.4

4.5

4.3.2

If the Chair fails to call a meeting after a requisition by Governors for that
purpose, then the Governors may forthwith call a meeting provided that
they have been requisitioned to do so by more than half of the members of
the Council of Governors.

4.3.3

All decisions taken in good faith at a meeting of the Council of Governors
shall be valid even if it is subsequently discovered that there was a defect in
the calling of the meeting, or in the appointment of the Governors attending
the meeting.

Notice of Meetings
4.4.1

Save in the case of emergencies or the need to conduct urgent business, at
least fourteen days’ written notice shall be given to all Governors of the date
and place of every meeting of the Council of Governors. Notice will also be
published on the Foundation Trust’s website.

4.4.2

Failure to serve notice on more than three quarters of the Council of
Governors will invalidate any meeting. A notice will be presumed to have
been served in accordance with the provisions of paragraph 53 of the
Constitution.

4.4.3

Before each meeting of the Council of Governors, the Secretary shall ensure
that every Governor is provided with reasonable notice of the details of the
business proposed to be transacted at it. In the case of a meeting called by
Governors in default of the Chair, no business shall be transacted at the
meeting other than that specified in the notice.

Setting the Agenda
4.5.1

The agenda for all meetings of the Council of Governors will be prepared by
the Chair, as advised by the Secretary.

4.5.2

The Council of Governors may determine that certain matters shall appear
on every agenda for a meeting of the Council of Governors and shall be
addressed prior to any business being conducted.

4.5.3

A Governor desiring a matter to be included on an agenda shall make his
request in writing to the Chair at least fourteen clear days before the
meeting. Requests made less than fourteen days before a meeting may be
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included on the agenda at the discretion of the Chair.
4.5.4

4.6

Chair of Meeting
4.6.1

4.7

An agenda, copies of any agenda items on notice and/or motions on notice
to be considered at the relevant meeting of the Council of Governors and
any supporting papers shall be sent to each Governor so as to arrive with
each Governor no later than five days in advance of each meeting. Minutes
of the previous meeting will be circulated with these papers for approval and
this will be a specific agenda item.

At any meeting of the Council of Governors, the Chair, if present, shall
preside. If the Chair is absent from the meeting, or the Council of Governors
is meeting to appoint or remove the Chair or decide his remuneration or
allowances and other terms and conditions of office, the Vice‐Chair shall
preside. Otherwise, another Non‐Executive Director, acting as Vice‐Chair,
shall preside.

Notice of Motions
4.7.1

A Governor of the Trust desiring to move or amend a motion shall send a
written notice thereof at least ten clear days before the meeting to the
Secretary, who shall in the agenda of the meeting record all notices so
received subject to the notice being permissible under the appropriate
regulations. This paragraph shall not prevent any motion being moved
during the meeting, without notice, on any business mentioned on the
agenda subject to section 4.4.3 of these Standing Orders.

4.7.2

A motion or amendment, once moved and seconded, may be withdrawn by
the proposer with the concurrence of the seconder and the consent of the
Chair.

4.7.3

Notice of motion to amend or rescind any resolution (or the general
substance of any resolution), which has been passed within the preceding six
calendar months, shall bear the signature of the Governors who gave it and
also the signature of four other Governors. When any such motion has been
disposed of by the Council it shall not be competent for any Governor, other
than the Chair, to propose a motion to the same effect within six months;
however, the Chair may do so if he considers it appropriate.

4.7.4

The mover of a motion shall have a right of reply at the close of any
discussion on the motion or any amendment thereto.

4.7.5

When a motion is under discussion or immediately prior to discussion it shall
be open to a Governor to move:
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4.7.5.1

An amendment to the motion.

4.7.5.2

The adjournment of the discussion or the meeting.

4.7.5.3

The appointment of an ad hoc committee to deal with a
specific item of business.

4.7.5.4

That the meeting proceed to the next business.

4.7.5.5

That the motion be now put.

Such a motion, if seconded, shall be disposed of before the motion, which was
originally under discussion or about to be discussed. No amendment to the
motion shall be admitted if, in the opinion of the Chair of the meeting, the
amendment negates the substance of the motion.
In the case of motions under paragraphs 4.7.5.4 and 4.7.5.5 of these Standing
Orders, to ensure objectivity, motions may only be put by a Governor who has
not previously taken part in the debate.
4.8

Chair’s Ruling
4.8.1

4.9

Statements of Governors made at meetings of the Council of Governors shall
be relevant to the matter under discussion at the material time and the
decision of the Chair of the meeting on questions of order, relevancy,
regularity and any other matters shall be observed at the meeting.

Voting
4.9.1

An Elected Governor may not vote at a meeting of the Council of Governors
unless, before attending the meeting, they have made a declaration in the
form specified by the Trust of the particulars of their qualification to vote as
a member of the Trust and that they are not prevented from being a
Governor. An Elected Governor shall be deemed to have confirmed the
declaration upon attending any subsequent meeting of the Council of
Governors and every agenda for meetings of the Council of Governors shall
draw this to the attention of the Governors. Making a false declaration may
be an offence.

4.9.2

Save as otherwise specified in the Constitution, decisions at meetings shall
be determined by a majority of the votes of the Governors present and
voting. In the case of any equality of votes, the Chair or, in his absence, the
person presiding in accordance with paragraph 4.6 shall have a second and
casting vote.
93

4.9.3

All decisions put to the vote shall, at the discretion of the Chair of the
meeting, be determined by oral expression or by a show of hands. A paper
ballot may also be used if a majority of the Governors present so request or
if the Chair so directs.

4.9.4

If at least one‐third of the Governors present so request, the voting (other
than by paper ballot) on any question may be recorded to show how each
Governor present voted or abstained.

4.9.5

If a Governor so requests, his vote shall be recorded by name upon any other
vote (other than by paper ballot).

4.9.6

In no circumstances may an absent Governor vote by proxy. Absence is
defined as being absent at the time of the vote.

4.10 Suspension of Standing Orders
4.10.1 Except where this would contravene any statutory provision, any one or
more of these Standing Orders may be suspended at any meeting, provided
that at least two‐thirds of the Council of Governors are present and that a
majority of those present vote in favour of suspension.
4.10.2 A decision to suspend Standing Orders shall be recorded in the minutes of
the meeting.
4.10.3 A separate record of matters discussed during the suspension of Standing
Orders shall be made and shall be available to the Directors.
4.10.4 No formal business may be transacted whilst Standing Orders are
suspended.
4.10.5 The Foundation Trust's Audit Committee shall review every decision to
suspend Standing Orders.
4.11 Variation and Amendment of Standing Orders
These Standing Orders shall be amended only in accordance with the Constitution
and only if:
4.11.1 the variation/amendment proposed does not contravene a statutory
provision;
4.11.2 a notice of motion to amend the Standing Orders is given in accordance with
these Standing Orders; and
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4.11.3 no fewer than half of the total number of Governors voting approve the
variation/amendment.
4.12 Record of Attendance
4.12.1 The Secretary shall keep and maintain a record of the number of meetings
of the Council of Governors and the attendance of individual Governors. The
names of the Governors present at each meeting shall also be recorded in
the minutes.
4.12.2 A Governor who is not able to attend a meeting of the Council of Governors
must communicate his apologies in writing to the Secretary.
4.13 Minutes
4.13.1 The minutes of the proceedings of a meeting shall be drawn up and
maintained as a public record. They will be submitted for agreement at the
next meeting where they will be signed by the person presiding at it.
4.13.2 No discussion shall take place upon the minutes except upon their accuracy
or where the Chair considers discussion appropriate. Any amendment to the
minutes shall be agreed and recorded at the next meeting.
4.13.3 Minutes shall be circulated in accordance with the Governors' wishes. The
minutes of the meeting shall be made available to the public except for
minutes relating to business conducted when members of the public are
excluded under the terms of paragraph 4.2.2 of these Standing Orders.
4.14 Quorum
4.14.1 A quorum for a Meeting of the Council of Governors shall be nine governors
and where a majority of governors present are public and service user and
carer governors.
4.14.2 No business shall be transacted at a meeting of the Council of Governors
unless a quorum of the Council of Governors is present.
4.14.3 If a Governor has been disqualified from participating in the discussion on
any matter and from voting on any resolution by reason of the declaration
of a conflict of interest he shall no longer count towards the quorum. If a
quorum is then not available for the discussion and/or the passing of a
resolution on any matter, that matter may not be discussed further or voted
upon at that meeting. Such a position shall be recorded in the minutes of the
meeting. The meeting must then proceed to the next business.
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5

6

Arrangements for the Exercise of Functions by Delegation
5.1

The Council of Governors may not delegate any of its powers to a committee or sub‐
committee, but it may appoint committees to assist the Council of Governors in
carrying out its functions.

5.2

Emergency Powers – the powers which the Council of Governors has retained to
itself within these Standing Orders may in an emergency be exercised by the Chair
after having consulted at least five Elected Governors. The exercise of such powers
by the Chair shall be reported to the next formal meeting of the Council of Governors
for ratification.

Committees
6.1

The Council of Governors has established the following committee:


Nominations Committee

in accordance with the Constitution.

7

8

6.2

The Council of Governors shall establish such other committees as required to assist
the Council of Governors in carrying out its functions.

6.3

The terms of reference for each Committee shall be approved by the Council of
Governors and any changes must be agreed by a majority of Governors attending a
meeting of the Council of Governors.

6.4

The Council of Governors shall approve the appointments to any committee that it
has formally established.

Confidentiality
7.1

A member of the Council of Governors shall not disclose a matter dealt with by, or
brought before, the Council of Governors without its permission.

7.2

A member of a committee of the Council of Governors shall not disclose any matter
dealt with by, or brought before, the committee notwithstanding that the matter
has been reported or action has been concluded, if the Council of Governors or
committee resolves that it is confidential.

Declaration of Interests
8.1

Governors are required to comply with the NHS Standards of Business Conduct, to
declare interests that are required to be declared by the Constitution and to declare
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any other interests that are material to the Council of Governors. All Governors
should declare such interests on appointment and on any subsequent occasion that
a conflict arises.
8.2

8.3

Interests regarded as ‘material’ include any of the following, held by a Governor, or
the spouse, partner, parent or child of a Governor:
8.2.1

any directorship of a Company

8.2.2

any interest (excluding a holding of shares in a company whose shares are
listed on any public exchange where the holding is less than 1% of the
nominal value of the issued share capital or the value of the shareholding
does not exceed £5,000) or position held by a Governor in any firm, company
or business which has or is likely to have a trading or commercial relationship
with the Trust.

8.2.3

any interest in a voluntary or other organisation providing health and social
care services to the National Health Service.

8.2.4

a position of authority in a charity or voluntary organisation in the field of
health and social care.

8.2.5

any connection with any organisation, entity or company considering
entering into a financial arrangement with the Trust including but not limited
to lenders or banks.

Any Governor who has a material interest in a matter as defined above shall declare
such interest to the Council of Governors and:
8.3.1

withdraw from the meeting and play no part in the relevant discussion or
decision, and

8.3.2

shall not vote on any issue arising out of or connected with the matter (and
if by inadvertence they do remain and vote, their vote shall not be counted).

8.4

Any Governor who fails to disclose any interest required to be disclosed under the
preceding paragraph or otherwise required to be disclosed by this Constitution must
permanently vacate their office if required to do so by a majority of the remaining
Governors.

8.5

If a Governor has any doubt about the relevance of an interest, he should discuss it
with the Chair who shall advise him whether to disclose the interest.

8.6

At the time Governors’ interests are declared, they should be entered on a Register
of Interests of Governors to be maintained by the Company Secretary. Any changes
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in interests should be declared at the next meeting of the Council of Governors
following the change occurring.
8.7

9

10

Governors’ directorships of companies likely or possibly seeking to do business with
the Foundation Trust should be published in the Foundation Trust’s Annual Report.
The information should be kept up to date for inclusion in succeeding Annual
Reports.

Register of Interests
9.1

The Secretary will ensure that a Register of Interests is established to record formally
declarations of interests of Governors.

9.2

These details will be kept up to date by means of an annual review of the Register in
which any material changes to interests declared during the preceding twelve
months will be incorporated.

9.3

The Register will be available to the public.

Compliance – Other Matters
10.1 All Governors of the Council of Governors shall comply with the Standards of
Business Conduct set by the Board of Directors for the guidance of all staff employed
by the Trust.
10.2 All Governors of the Foundation Trust shall comply with the Standing Financial
Instructions prepared by the Director of Finance, Capital and IM&T and approved by
the Board of Directors for the guidance of all staff employed by the Foundation Trust.
10.3 All Governors must behave in accordance with the seven principles of public life (the
‘Nolan Principles’):








11

Selflessness
Integrity
Objectivity
Accountability
Openness
Honesty
Leadership
and the Foundation Trust’s Code of Conduct for Governors as amended from
time to time

Resolution of Disputes with the Board of Directors
11.1 Should a dispute arise between the Council of Governors and the Board of Directors,
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then the dispute resolution procedure set out below shall be followed.
11.2 The Chair, or Vice‐Chair (if the dispute involves the Chair), shall first endeavour,
through discussion with Governors and Directors or, to achieve the earliest possible
conclusion, appropriate representatives of them, to resolve the matter to the
reasonable satisfaction of both parties.
11.3 Failing resolution under 11.2 above, then the Board of Directors or the Council of
Governors, as appropriate, shall at its next formal meeting approve the precise
wording of a Disputes Statement setting out clearly and concisely the issue or issues
giving rise to the dispute.
11.4 The Chair shall ensure that the Disputes Statement, without amendment or
abbreviation in any way, shall be an agenda item and agenda paper at the next
formal meeting of the Board of Directors or Council of Governors as appropriate.
That meeting shall agree the precise wording of a Response to Disputes Statement.
11.5 The Chair or Vice‐Chair (if the dispute involves the Chair) shall immediately, or as
soon as is practical, communicate the outcome to the other party and deliver the
written Response to Disputes Statement. If the matter remains unresolved or only
partially resolved then the procedure outlined in 11.2 above shall be repeated.
11.6 If, in the opinion of the Chair or Vice‐Chair (if the dispute involves the Chair) and
following the further discussions prescribed in 9.5 above, there is no further prospect
of a full resolution or, if at any stage in the whole process, in the opinion of the Chair
or Vice‐Chair, as the case may be, there is no prospect of a resolution (partial or
otherwise) then he shall advise the Council of Governors and Board of Directors
accordingly.
11.7 On the satisfactory completion of this disputes process, the Board of Directors or the
Council of Governors, as appropriate, shall implement agreed changes.
11.8 On the unsatisfactory completion of this disputes process the view of the Board of
Directors shall prevail.
11.9 Nothing in this procedure shall prevent the Council of Governors, if it so desires, from
informing the Independent Regulator that, in the Council of Governors’ opinion, the
Board has not responded constructively to concerns of the Council of Governors that
the Trust is not acting in accordance with the terms of its Constitution or not
complying with the terms of the 2006 Act.
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12

Council of Governors’ Performance
12.1 The Chair shall, at least annually, lead a performance assessment process for the
Council of Governors to enable the Council of Governors to review its roles, structure
and composition, and procedures, taking into account emerging best practice.
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ANNEX 7 – STANDING ORDERS FOR THE PRACTICE AND PROCEDURE OF THE BOARD OF
DIRECTORS
(Paragraph 35)
1.

Interpretation
1.1

Save as permitted by law, the Chair of the Trust shall be the final authority on the
interpretation of Standing Orders (on which he shall be advised by the Secretary).

1.2

If there is any conflict between these Standing Orders and the Constitution, the
Constitution shall prevail.

1.3

Any expression to which a meaning is given in the 2006 Act shall have the same
meaning in this interpretation and in addition:
“Board of Directors” shall mean the Board of Directors of the NHS Foundation Trust
“Chair” means the Chair of the NHS Foundation Trust or, in relation to the function
of presiding at or chairing a meeting where another person is carrying out that role
as required by the Constitution
“Chief Executive” means the Chief Executive of the NHS Foundation Trust
“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 committees
“Constitution” means the Constitution of the NHS Foundation Trust as amended
from time to time
“Council of Governors” means the Council of Governors of the Foundation Trust as
constituted in accordance with the Constitution
“Director” shall mean a member of the Board of Directors appointed in accordance
with the Foundation Trust’s constitution and includes the Chair
“Foundation Trust” means (INSERT NAME) NHS Foundation Trust
“Meeting” means a duly convened meeting of the Council of Governors
“Officer” means an employee of the Trust
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“Secretary” means the Company Secretary of the Trust or any other person
appointed to perform the duties of the Secretary, including an assistant
“Senior Independent Director” means the person appointed by the Board of
Directors, in consultation with the Council of Governors, to provide a sounding board
for the Chair, to serve as an intermediary for the other Directors when necessary and
to be available to Governors if they have concerns that contact through normal
channels has failed to resolve
Other terms defined in the Constitution shall have the same meaning in these Standing
Orders.
2.

3.

General Information
2.1

The purpose of the Standing Orders for the Practice and Procedure of the Board of
Directors is to ensure that the highest standards of corporate governance and
conduct are applied to all meetings of the Board of Directors.

2.2

The Board of Directors shall at all times seek to comply with the Trust’s Code of
Conduct for Directors.

2.3

All business shall be conducted in the name of the Trust.

Composition of the Board of Directors
3.1

The Foundation Trust is to have a Board of Directors, which shall comprise both
Executive and Non‐Executive Directors.

3.2

The composition of the Board of Directors shall be as set out in paragraph 27 of the
Foundation Trust’s Constitution.

3.3

The appointment and removal of the Chair and Vice‐Chair of the Board of Directors
shall be in accordance with paragraphs 29 and 30 of the Trust’s Constitution.

3.4

The Chief Executive and other Executive Directors shall be appointed in accordance
with paragraph 31 of the Trust’s Constitution.

3.5

Senior Independent Director – the Board of Directors shall, following consultation
with the Council of Governors, appoint one of the Non‐Executive Directors to be
Senior Independent Director for such period, not exceeding the remainder of his
term as Director, as they may specify. The Senior Independent Director shall provide
a sounding board for the Chair, serve as an intermediary for the other Directors when
necessary and to be available to Governors if they have concerns that contact
through normal channels has failed to resolve. Recourse to the Senior Independent
Director shall not replace the right to instigate the dispute resolution procedures set
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out in paragraph 11.

4.

3.6

Deputy Chief Executive – the Chief Executive shall be entitled to nominate one of
the Executive Directors to be Deputy Chief Executive. The Deputy Chief Executive
shall have delegated authority to act in the absence of the Chief Executive and shall
deputise instead of the Chief Executive.

3.7

Non‐Executive Directors may seek external advice or appoint an external advisor on
any material matter of concern provided the decision to do so is a collective one by
the majority of the Non‐Executive Directors.

Meetings of the Board of Directors
4.1

Meetings of the Board of Directors shall meet sufficiently regularly to discharge its
duties effectively. Meetings shall be held at such time and places as the Board of
Directors may determine.

4.2

Admission to Meetings

4.3

4.2.1

All meetings of the Board of Directors are to be open to members of the
public unless the Board of Directors determines otherwise in relation to all
or part of a meeting for reasons of commercial confidentiality or on other
proper grounds.

4.2.2

The Chair may exclude any member of the public from a meeting of the
Board of Directors, if the Chair considers he is interfering with or preventing
the proper conduct of the meeting.

4.2.3

The Board of Directors may resolve to invite an individual to any meeting or
part of a meeting on the grounds that it considers that:
4.2.3.1

their attendance at the meeting is relevant and beneficial to the
nature of the business under consideration or is otherwise in the
public interest; and

4.2.3.2

that the individual understands any requirements for
confidentiality that may be required of them by attending that
meeting or that part of a meeting.

Calling Meetings
4.3.1

Meetings of the Board of Directors are to be called by the Chair, or by the
Secretary on behalf of the Chair, or by four Directors who give written notice
to the Chair specifying the business to be carried out. The Secretary shall
send written notice to all Directors as soon as possible after receipt of such
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a request. A meeting shall be called on at least fourteen but no more than
twenty eight days’ notice to discuss the specified business.

4.4

4.5

4.3.2

If the Chair fails to call such a meeting after a requisition by Directors for that
purpose, then the four Directors may forthwith call a meeting.

4.3.3

All decisions taken in good faith at a meeting of the Board of Directors shall
be valid even if it is subsequently discovered that there was a defect in the
calling of the meeting, or in the appointment of the Governors attending the
meeting.

Notice of Meetings
4.4.1

Save in the case of emergencies or the need to conduct urgent business, at
least fourteen days’ written notice shall be given to all Directors of the date
and place of every meeting of the Board of Directors. Notice will also be
published on the Foundation Trust’s website.

4.4.2

Failure to serve such a notice on more than three directors shall invalidate
the meeting. A notice will be presumed to have been served in accordance
with the provisions of paragraph 53 of the Trust’s Constitution.

4.4.3

Before each meeting of the Board of Directors, the Secretary shall ensure
that every Director is provided with reasonable notice of the details of the
business proposed to be transacted at it. In the case of a meeting called by
Directors in default of the Chair, no business shall be transacted at the
meeting other than that specified in the notice.

Setting the Agenda
4.5.1

The agenda for all meetings of the Board of Directors will be prepared by the
Chair and Chief Executive, as advised by the Secretary.

4.5.2

The Board of Directors may determine that certain matters shall appear on
every agenda for a meeting of the Board of Directors and shall be addressed
prior to any business being conducted.

4.5.3

A Director desiring a matter to be included on an agenda shall make his
request in writing to the Chair at least fourteen clear days before the
meeting. Requests made less than fourteen days before a meeting may be
included on the agenda at the discretion of the Chair.

4.5.4

An agenda, copies of any agenda items on notice and/or motions on notice
to be considered at the relevant meeting of the Board of Directors and any
supporting papers shall be sent to each Director so as to arrive with each
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Director no later than five days in advance of each meeting. Minutes of the
previous meeting will be circulated with these papers for approval and this
will be a specific agenda item.
4.5.5

4.6

Chair of Meeting
4.6.1

4.7

Copies of the final agenda of the Board of Directors shall be sent to members
of the Council of Governors at the same time as it is sent to the Directors.

At any meeting of the Board of Directors, the Chair, if present, shall preside.
If the Chair is absent from the meeting, the Vice‐Chair shall preside.
Otherwise, such Non‐Executive Director as the Directors present shall
choose shall preside.

Notice of Motions
4.7.1

A Director of the Trust desiring to move or amend a motion shall send a
written notice thereof at least ten clear days before the meeting to the
Secretary, who shall insert in the agenda of the meeting all notices so
received subject to the notice being permissible under the appropriate
regulations. This paragraph shall not prevent any motion being moved
during the meeting, without notice, on any business mentioned on the
agenda subject to section 4.4.3 of these Standing Orders.

4.7.2

A motion or amendment, once moved and seconded, may be withdrawn by
the proposer with the concurrence of the seconder and the consent of the
Chair.

4.7.3

Notice of motion to amend or rescind any resolution (or the general
substance of any resolution), which has been passed within the preceding six
calendar months, shall bear the signature of the Directors who gave it and
also the signature of four other Directors. When any such motion has been
disposed of by the Board of Directors it shall not be competent for any
Director, other than the Chair, to propose a motion to the same effect within
six months; however the Chair may do so if he considers it appropriate.

4.7.4

The mover of a motion shall have a right of reply at the close of any
discussion on the motion or any amendment thereto.

4.7.5

When a motion is under discussion or immediately prior to discussion it shall
be open to a Director to move:
4.7.5.1

An amendment to the motion.

4.7.5.2

The adjournment of the discussion or the meeting.
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4.7.5.3

The appointment of an ad hoc committee to deal
with a specific item of business.

4.7.5.4

That the meeting proceed to the next business.

4.7.5.5

That the motion be now put.

Such a motion, if seconded, shall be disposed of before the motion, which was originally
under discussion or about to be discussed. No amendment to the motion shall be
admitted if, in the opinion of the Chair of the meeting, the amendment negates the
substance of the motion.
In the case of motions under paragraphs 4.7.5.4 and 4.7.5.5 of these Standing Orders,
to ensure objectivity, motions may only be put by a Director who has not previously
taken part in the debate.
4.8

Chair’s Ruling
4.8.1

4.9

Statements of Directors made at meetings of the Board of Directors shall be
relevant to the matter under discussion at the material time and the decision
of the Chair of the meeting on questions of order, relevancy, regularity and
any other matters shall be observed at the meeting.

Voting
4.9.1

Save as otherwise specified in the Constitution, decisions at meetings of the
Board of Directors shall be determined by a majority of the votes of the
Directors present and voting. In the case of any equality of votes, the Chair,
or, in his absence, the person presiding in accordance with paragraph 4.6
shall have a second and casting vote.

4.9.2

All decisions put to the vote shall, at the discretion of the Chair of the
meeting, be determined by oral expression or by a show of hands. A paper
ballot may also be used if a majority of the Directors present so request or if
the Chair so directs.

4.9.3

If at least one‐third of the Directors present so request, the voting (other
than by paper ballot) on any question may be recorded to show how each
Director present voted or abstained.

4.9.4

If a Director so requests, his vote shall be recorded by name upon any vote
(other than by paper ballot).

4.9.5

In no circumstances may an absent Director vote by proxy. Absence is
defined as being absent at the time of the vote.
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4.9.6

An officer who has been formally appointed to act up for an Executive
Director during a period of incapacity or temporarily to fill an Executive
Director vacancy, shall be entitled to exercise the voting rights of the
Director. An officer attending the Board of Directors to represent an
Executive Director during a period of incapacity or temporary absence
without formal acting up status may not exercise the voting rights of the
Executive Director. An officer’s status when attending the meeting will be
recorded in the minutes.

4.10 Suspension of Standing Orders
4.10.1 Except where this would contravene any statutory provision, any one or
more of these Standing Orders may be suspended at any meeting, provided
that at least two‐thirds of the Board of Directors are present, including at
least one Executive Director and one Non‐Executive Director, and that a
majority of those present vote in favour of suspension.
4.10.2 A decision to suspend Standing Orders shall be recorded in the minutes of
the meeting.
4.10.3 A separate record of matters discussed during the suspension of Standing
Orders shall be made and shall be available to the Directors.
4.10.4 No formal business may be transacted whilst Standing Orders are
suspended.
4.10.5 The Foundation Trust's Audit Committee shall review every decision to
suspend Standing Orders.
4.11 Variation and Amendment of Standing Orders
These Standing Orders shall be amended only in accordance with the Constitution
and only if:
4.11.1 the variation/amendment proposed does not contravene a statutory
provision
4.11.2 a notice of motion to amend the Standing Orders is given in accordance with
these Standing Orders; and
4.11.3 no fewer than half of the total number of Non‐Executive Directors voting
approve the variation/amendment; and
4.11.4 at least two thirds of the Directors are present.
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4.12 Record of Attendance
4.12.1 The Secretary shall keep and maintain a record of the number of meetings
of the Board of Directors and the attendance of individual Directors. The
names of the Directors present at each meeting shall also be recorded in the
minutes.
4.12.2 A Director who is not able to attend a meeting of the Board of Directors must
communicate his apologies in writing to the Secretary.
4.13 Minutes
4.13.1 The minutes of the proceedings of a meeting shall be drawn up and
maintained as a permanent record. They will be submitted for agreement at
the next meeting where they will be signed by the person presiding at it.
4.13.2 No discussion shall take place upon the minutes except upon their accuracy
or where the Chair considers discussion appropriate. Any amendment to the
minutes shall be agreed and recorded at the next meeting.
4.13.3 Approved minutes shall be sent to the Council of Governors as soon as
practicable after each meeting of the Board of Directors and shall otherwise
be circulated in accordance with the Directors’ wishes.
4.14 Quorum
4.14.1 A quorum for a Meeting of the Board of Directors shall be seven directors
including not less than two Executive Directors (one of whom must be the
Chief Executive or Deputy Chief Executive) and not less than two Non‐
Executive Directors (one of whom must be the Chair or the Vice‐Chair of the
Board of Directors).
4.14.2 No business shall be transacted at a meeting of the Board of Directors unless
a quorum of the Board of Directors is present.
4.14.3 An officer in attendance for an Executive Director but without formal acting
up status may not count towards the quorum.
4.14.4 If a Director has been disqualified from participating in the discussion on any
matter and from voting on any resolution by reason of the declaration of a
conflict of interest he shall no longer count towards the quorum. If a quorum
is then not available for the discussion and/or the passing of a resolution on
any matter, that matter may not be discussed further or voted upon at that
meeting. Such a position shall be recorded in the minutes of the meeting.
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The meeting must then proceed to the next business.
4.14.5 The Board of Directors may agree that its members can participate in
meetings by telephone, video or computer link and, where appropriate,
address communication and language needs. Participation in a meeting in
this manner shall be deemed to constitute presence in person at the
meeting.
5

Arrangements for the Exercise of Functions by Delegation
5.1

The Foundation Trust has resolved that certain powers and decisions may only be
exercised or made by the Board of Directors in formal session. These powers and
decisions are set out in the ‘Scheme of Reservation and Delegation’.

5.2

The Board of Directors may make arrangements for the exercise, on behalf of the
Trust, of any of its functions by a committee or sub‐committee, or by a Director or
an officer of the Foundation Trust in each case subject to such restrictions and
conditions as the Board of Directors thinks fit.

5.3

Emergency Powers – the powers which the Board of Directors has retained to itself
within these Standing Orders may in an emergency be exercised by the Chair and
Chief Executive after having consulted at least two Non‐Executive Directors. The
exercise of such powers by the Chair and Chief Executive shall be reported to the
next formal meeting of the Board of Directors for ratification.

5.4

Delegation to Committees – the Board of Directors shall agree from time to time to
the delegation of executive powers to be exercised by committees or sub‐
committees of Directors, which it has formally constituted. The constitution and
terms of reference of these committees, or sub‐committees, and their specific
executive powers shall be approved by the Board of Directors.

5.5

Delegation to Officers – those functions of the Trust that have not been retained as
reserved by the Board of Directors or delegated to one of its committees shall be
exercised on behalf of the Board of Directors by the Chief Executive. The Chief
Executive shall determine which functions he will perform personally and shall
nominate officers to undertake remaining functions but still retain accountability for
these to the Board of Directors.

5.6

The Chief Executive may periodically proposed amendments to the ‘Scheme of
Reservation and Delegation’, which shall be considered and approved by the Board.

5.7

Nothing in the ‘Scheme of Reservation and Delegation’ shall impair the discharge of
the direct accountability to the Board of Directors of the Executive Directors to
provide information and advise the Board of Directors in accordance with any
statutory requirements.
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5.8

6

The arrangements made by the Board of Directors as set out in the ‘Scheme of
Reservation and Delegation’ shall have effect as if incorporated in these Standing
Orders.

Committees
6.1

The Board of Directors may appoint committees of the Board of Directors
consisting wholly or partly of persons who are not Directors of the Trust.

6.2

A committee so appointed may appoint sub‐committees consisting wholly or partly
of members of the committee (whether or not they include Directors of the Trust)
or wholly of persons who are not members of the committee (whether or not they
include Directors of the Trust).

6.3

The Standing Orders of the Board of Directors, as far as they are applicable, shall
apply with appropriate alterations to meetings of any committees or sub‐
committees established by the Board of Directors.

6.4

Each such committee or sub‐committee shall have such terms of reference and
powers and be subject to such conditions (as to reporting back to the Board) as the
Board of Directors shall decide from time to time following reviews of the terms of
reference, powers and conditions. Such terms of reference shall be read in
conjunction with these Standing Orders.

6.5

The Board of Directors may not delegate their executive powers to a committee,
and a committee may not delegate any executive power it may have to a sub‐
committee, unless the committee or sub‐committee exists wholly of Directors and
such delegation is authorised by the Board of Directors.

6.6

The Board of Directors shall approve the appointments to each of the committees
that it has formally constituted. Where the Board of Directors determines that
persons, who are neither Directors nor officers, shall be appointed to a committee,
the terms of such appointment shall be determined by the Board of Directors.

6.7

Where the Trust is required to appoint persons to a committee and/or undertake
statutory functions as required by the Independent Regulator, and where such
appointments are to operate independently of the Trust such appointment shall be
made in accordance with the applicable statute and regulations and with any
guidance issued by the Independent Regulator and approved by the Board of
Directors.

110

7

8

Confidentiality
7.1

A member of the Board of Directors shall not disclose a matter dealt with by, or
brought before, the Board of Directors without its permission.

7.2

A member of a committee of the Board of Directors shall not disclose any matter
dealt with by, or brought before, the committee notwithstanding that the matter
has been reported or action has been concluded, if the Board of Directors or
committee resolves that it is confidential.

Declaration of Interests
8.1

Directors are required to comply with the NHS Standards of Business Conduct, to
declare interests that are required to be declared by the Constitution and to declare
any other interests that are material to the Board of Directors. All Directors should
declare such interests on appointment and on any subsequent occasion that a conflict
arises.

8.2

Interests regarded as ‘material’ include any of the following, held by a Director, or the
spouse, partner, parent or child of a Director:

8.3

8.2.1

any directorship of a Company

8.2.2

any interest (excluding a holding of shares in a company whose shares are
listed on any public exchange where the holding is less than 1% of the
nominal value of the issued share capital or the value of the shareholding
does not exceed £5,000) or position held by a Director in any firm, company
or business which has or is likely to have a trading or commercial
relationship with the Trust.

8.2.3

any interest in a voluntary or other organisation providing health and social
care services to the National Health Service.

8.2.4

a position of authority in a charity or voluntary organisation in the field of
health and social care.

8.2.5

any connection with any organisation, entity or company considering
entering into a financial arrangement with the Trust including but not
limited to lenders or banks.

Any Director who has a material interest in a matter as defined above shall declare
such interest to the Board of Directors and:
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9

10

8.3.1

withdraw from the meeting and play no part in the relevant discussion or
decision, and

8.3.2

shall not vote on any issue arising out of or connected with the matter (and
if by inadvertence they do remain and vote, their vote shall not be
counted).

8.4

Any Director who fails to disclose any interest required to be disclosed under the
preceding paragraph or otherwise required to be disclosed by this Constitution must
permanently vacate their office if required to do so by a majority of the remaining
Directors and (in the case of a Non‐Executive Director) in accordance with the
procedures set out in paragraph 29.3 of the Foundation Trust’s Constitution.

8.5

If a Director has any doubt about the relevance of an interest, he should discuss it
with the Chair who shall advise him whether to disclose the interest.

8.6

At the time Directors’ interests are declared, they should be entered on a Register of
Interests of Directors to be maintained by the Secretary. Any changes in interests
should be declared at the next meeting of the Board of Directors following the
change occurring.

8.7

Directors’ directorships of companies likely or possibly seeking to do business with
the Foundation Trust should be published in the Foundation Trust’s Annual Report.
The information should be kept up to date for inclusion in succeeding Annual
Reports.

Register of Interests
9.1

The Secretary will ensure that a Register of Interests is established to record formally
declarations of interests of Directors.

9.2

These details will be kept up to date by means of an annual review of the Register in
which any material changes to interests declared during the preceding twelve
months will be incorporated.

9.3

The Register will be available to the public.

Interest of Directors in Contracts
10.1 Subject to the following provisions of this Standing Order, if a Director of the
Foundation Trust has any pecuniary interest, direct or indirect, in any contract, or
proposed contract or other matter and is present at a meeting of the Board of
Directors at which the contract or other matter is the subject of consideration, he
shall at the meeting and as soon as practicable after its commencement disclose the
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fact and shall not take part in the consideration or discussion of the contract or other
matter or vote on any question with respect to it.
10.2 The Board shall exclude a Director from a meeting of the Board of Directors while
any contract, proposed contract or other matter in which he or a relative has a
pecuniary interest, is under consideration.
10.3 For the purpose of this Standing Order, the Chair or a Director shall be treated as
having indirectly a pecuniary interest in a contract, proposed contract or other
matter, if:
10.3.1 he, or a nominee of his, is a Director of a company or other body, not being
a public body, with which the contract was made or is proposed to be made
or which has a direct pecuniary interest in the other matter under
consideration; or
10.3.2 he is a partner of, or is in the employment of a person with whom the
contract was made or is proposed to be made or who has a direct pecuniary
interest in the other matter under consideration;
10.3.3 and in the case of persons living together as partners the interest of one or
other shall, if known to the other, be deemed for the purposes of this
Standing Order to be also an interest of the other, save that:
10.3.4 A Director shall not be treated as having a pecuniary interest in any contract,
proposed contract or other matter by reason only:
10.3.4.1 of his membership of a company or other body, if he has no
beneficial interest in any securities of that company or other body;
10.3.4.2 of an interest in any company, body or person with which he is
connected;
10.3.4.3 above which is so remote or insignificant that it cannot reasonably
be regarded as likely to influence a Director in the consideration or
discussion of or in voting on, any question with respect to that
contract or matter.
10.4 Where a Director:
10.4.1 has an indirect pecuniary interest in a contract, proposed contract or other
matter by reason only of a beneficial interest in securities of a company or
other body, and
10.4.2 the total nominal value of those securities does not exceed £10,000 or 2% of
the total nominal value of the issued share capital of the company or body,
whichever is the less, and
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10.4.3 if the share capital is more than one class, the total nominal value of shares
of any one class in which he has a beneficial interest does not exceed 2% of
the total issued share capital of that class, this Standing Order shall not
prohibit him from taking part in the consideration or discussion of the
contract or other matter or from voting on any question with respect to it
without prejudice to hi duty to disclose his interest.
10.5

11

12

This paragraph 10 applies to a committee or sub‐committee of the Board of
Directors as it applies to the Board of Directors and applies to any member of any
such committee or sub‐committee (whether or not he is also a Director) as it
applies to a Director.

Custody of Seal and Sealing of Documents
11.1

Custody of Seal ‐ the common seal of the Foundation Trust shall be kept in a secure
place by the Chief Executive or an officer of the Foundation Trust appointed by the
Chief Executive.

11.2

Sealing of Documents – the seal of the Foundation Trust shall not be fixed to any
documents unless the sealing has been approved by the Chief Executive. The seal
shall be affixed in the presence of two authorised members of the Board of Director
and shall be attested by them.

11.3

Register of Sealings – an entry of every sealing shall be made and numbered
consecutively in a register provided for that purpose. Every such entry shall be
signed by those present at the sealing. A report of all sealings shall be made to the
Audit Committee at least quarterly. The report shall contain details of the seal
number, a description of the document and the date of sealing.

Compliance – Other Matters
12.1

All Directors of the Board of Directors shall comply with the Standards of Business
Conduct set by the Board of Directors for the guidance of all staff employed by the
Trust.

12.2

All Directors of the Foundation Trust shall comply with the Standing Financial
Instructions prepared by the Director of Finance, Capital and IM&T and approved
by the Board of Directors for the guidance of all staff employed by the Foundation
Trust.

12.3

All Directors must behave in accordance with the seven principles of public life (the
‘Nolan Principles’):




Selflessness
Integrity
114







13

Objectivity
Accountability
Openness
Honesty
Leadership
and the Foundation Trust’s Code of Conduct for Directors as amended from time
to time

Resolution of Disputes with the Council of Governors
13.1

Should a dispute arise between the Council of Governors and the Board of
Directors, then the dispute resolution procedure set out below shall be followed.

13.2

The Chair, or Vice‐Chair (if the dispute involves the Chair), shall first endeavour,
through discussion with Governors and Directors or, to achieve the earliest possible
conclusion, appropriate representatives of them, to resolve the matter to the
reasonable satisfaction of both parties.

13.3

Failing resolution under 13.2 above, then the Board of Directors or the Council of
Governors, as appropriate, shall at its next formal meeting approve the precise
wording of a Disputes Statement setting out clearly and concisely the issue or
issues giving rise to the dispute.

13.4

The Chair shall ensure that the Disputes Statement, without amendment or
abbreviation in any way, shall be an agenda item and agenda paper at the next
formal meeting of the Board of Directors or Council of Governors as appropriate.
That meeting shall agree the precise wording of a Response to Disputes Statement.

13.5

The Chair or Vice‐Chair (if the dispute involves the Chair) shall immediately, or as
soon as is practical, communicate the outcome to the other party and deliver the
written Response to Disputes Statement. If the matter remains unresolved or only
partially resolved then the procedure outlined in 13.2 above shall be repeated.

13.6

If, in the opinion of the Chair or Vice‐Chair (if the dispute involves the Chair) and
following the further discussions prescribed in 13.5 above, there is no further
prospect of a full resolution or, if at any stage in the whole process, in the opinion
of the Chair or Vice‐Chair, as the case may be, there is no prospect of a resolution
(partial or otherwise) then he shall advise the Council of Governors and Board of
Directors accordingly.

13.7

On the satisfactory completion of this disputes process, the Board of Directors or
the Council of Governors, as appropriate, shall implement agreed changes.

13.8

On the unsatisfactory completion of this disputes process the view of the Board of
115

Directors shall prevail.
13.9

14

Nothing in this procedure shall prevent the Council of Governors, if it so desires,
from informing the Independent Regulator that, in the Council of Governors’
opinion, the Board of Directors has not responded constructively to concerns of
the Council of Governors that the Foundation Trust is not acting in accordance with
the terms of its Constitution or not complying with the terms of the 2006 Act.
Board of Directors’ Performance
14.1

The Chair shall, at least annually, lead a performance assessment process for the
Board of Directors to enable the Board of Directors to review its roles, structure
and composition, and procedures, taking into account emerging best practice.

14.2

The outcomes of this process should inform individual and collective development
programmes for Directors.
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Proposed Constitution for the Combined Entity
1. Background
1.1

An NHS Foundation Trust’s constitution sets out the organisation’s purpose, powers and
governance arrangements, including the roles, responsibilities and standing orders of the
Board of Directors and Council of Governors.

1.2

The Trust’s current constitution has been subject to only minor amendments since the
organisation’s authorisation as an NHS Foundation Trust in 2008. These include changes to
the composition of the Council of Governors in 2010, limited updates in accordance with
the Health and Social Care Act in 2012, and changes to the model election rules and
quorum for the Council of Governors in 2016.

1.3

As part of its formal application to NHS Improvement to acquire Manchester Mental Health
and Social Care NHS Trust (MMHSC), the Trust is required to submit a proposed new or
revised constitution for the combined entity. This paper summarises the approach taken
to developing a new constitution and highlights any areas of particular interest or
significant change. The proposed new constitution is attached for the Board’s review.

1.4

The Board of Directors are asked to formally vote to approve the amendments to the
constitution (i.e. the new constitution).

2. Proposed New Constitution for Combined Entity
2.1

Given the age/status of the Trust’s existing constitution, the proposed new constitution
has been developed from the most up to date model core constitution, as published by
Monitor in 2013 following the introduction of the Health and Social Care Act 2012. Best
practice example constitutions from other NHS Foundation Trusts have also been
considered, in addition to the Trust’s existing constitution.

2.2

The over‐arching structure of the proposed new constitution differs to the Trust’s existing
constitution, and the model core constitution, as follows:




Incorporation of additional provisions in relation to the Council of Governors
(previously Annex 6) in the main body of the constitution. These provisions relate to
disqualification and management of vacancies amongst governors;
Incorporation of ‘further provisions’ (previously Annex 9) in the main body of the
constitution. These provisions cover disqualification from, and termination of,
membership, indemnity, dispute resolution procedures and amendments to the
constitution; and
1



Incorporation of provisions around the Annual Members’ Meeting (Annex 10 in the
model core constitution) in paragraph 14 of the constitution.

These amendments have been made to improve the flow and readability of the document.
2.3

A number of paragraphs within the main body of the constitution have been re‐ordered,
in comparison to the model constitution. Additional provisions have also been added to
clarify how the organisation’s governance arrangements will operate in practice.

2.4

In relation to the composition of the Board of Directors (paragraph 27), the constitution
provides for, at a minimum, parity between Non‐Executive Directors (including the Chair)
and Executive Directors. The composition of the proposed Board of Directors for the
combined entity, including the additional Non‐Executive Director, achieves a parity
position.

2.5

Annexes 1, 2 and 3 reflect the proposed configuration of the Council of Governors for the
combined entity as set out in the Trust’s acquisition proposal, full business case and
associated submissions. Within the body of the constitution, further clarity is provided on
the role of the Lead Governor (paragraph 15.5). Paragraph 18.6 sets out a new provision
for the Board, at its discretion, to appoint governors reaching the end of their tenure as
Ambassadors for the organisation.

2.6

Annex 4, the ‘Model Election Rules’, are the most up to date election rules published by
the Foundation Trust Network (now NHS Providers) in August 2014. These rules include
the option to use electronic voting methods in Council of Governor elections, as previously
agreed by the Council of Governors.

2.7

The Standing Orders for the Practice and Procedure of the Council of Governors and the
Board of Directors (Annexes 6 and 7, respectively) have been re‐written, with a consistent
structure applied to both. In relation to the Board of Directors’ Standing Orders, the
provisions previously included with regard to tendering and contract procedures have been
removed as these are set out in the organisation’s Standing Financial Instructions.

2.8

Once agreed, the new name of the combined entity and logo will be added to the relevant
sections of the constitution.

2.9

A comprehensive schedule of amendments to the constitution and its annexes has been
maintained by the Company Secretary. This will be shared with NHS Improvement. Given
the scale of the amendments, it is recommended that the proposed constitution for the
combined entity is reviewed as a new document by the Board of Directors and Council of
Governors.
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3. Recommendation
3.1

The Board of Directors are asked to review the proposed new constitution for the
combined entity and formally vote to approve it.

3.2

A majority vote in favour is required from the members of both the Board of Directors and
Council of Governors, who are present and voting, for the proposed new constitution to
take effect from the date of acquisition (1st January 2017). The Council of Governors will be
invited to review the proposed new constitution at their meeting on 1st November 2016.
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Minutes of the Audit Committee Meeting held 5th September 2016 (Unratified)
31st October 2016
12
Malcolm Cowen, Non‐Executive Director, and Audit Committee Chair
Imelda Barrington, PA to Chair and CEO

EXECUTIVE SUMMARY:

The Board of Directors is asked to note the unratified minutes of the Audit
Committee meeting held 5th September 2016

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

Minutes of previous Audit Committee meetings and Audit Committee Chair’s
Reports to the Board of Directors

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

RECOMMENDATIONS:

Strategic Objective

To note

Description (as per BAF)

No

x

UNRATIFIED
MINUTES OF THE AUDIT COMMITTEE MEETING
HELD ON 5th SEPTEMBER 2016 at 1.00 pm
IN ROOMS 1 & 2, 1ST FLOOR, THE CURVE
PRESENT:
Malcolm Cowen, Non Executive Director (Chair)
IN ATTENDANCE:
Ismail Hafeji, Director of Finance, Capital and IMT
Caroline Ryan, Deputy Director of Finance
Kim Saville, Company Secretary
Julie Bill, Head of Financial Accounts
Maria McMahon‐Joseph, Audit Manager, MIAA
Karan Wheatcroft, MIAA
Amanda Latham, KPMG
Debra Chamberlain, KPMG
Imelda Barrington, PA to Chair and CEO (Minutes)
54/16 APOLOGIES FOR ABSENCE
Apologies for absence were received from Bev Humphrey, Chief Executive, Terry
McDonnell, Non Executive Director, Anthony Bell, Non Executive Director, Janine
Taylor, Associate Director of Finance, Andrew Maloney, Director of HR and
Corporate Services.
Malcolm Cowen, Chair explained that the Committee was not quorate and as such
asked attendees if they wished to continue. It was agreed that the reports would be
noted and any agenda items requiring decisions would be deferred until the
December Audit Committee Meeting.
55/16 MINUTES OF THE PREVIOUS MEETINGS HELD 25TH APRIL 2016 AND 23RD MAY
2016
The minutes of the previous meetings were noted but would be presented to the
December meeting for ratification.
The Committee noted the minutes and deferred approval to the December 2016
meeting.
55/16/01 Minutes of the Previous Meeting Action log
06/16 MIAA Internal Audit Progress Report – List of mandatory training courses ‐
deferred until December Meeting when Andrew Maloney is in attendance’
41/16 MIAA Internal Audit Progress Report – Lessons Learnt – Ruth Fairbrother
confirmed that she had been in contact with Gill Green to take this forward.

56/16 TECHNICAL UPDATE
Amanda Latham, KPMG, advised the Committee that the Technical Update report
was for noting by the Committee.
Kim Saville, Company Secretary, advised that a piece of work was being undertaken
to incorporate the “Sunshine Rule” in the Standards of Business Conduct.
The Committee noted the Technical Update
57/16 INTERNAL AUDIT PROGRESS REPORT
Ruth Fairbrother, Mersey Internal Audit, presented the update report to the
Committee. She reported that the following reports had been issued:‐
Business Continuity – Significant Assurance
The report sets out the controls and processes in place to review the Business
Continuity Plans and sampled 3 services, Estates IM&T and Bolton Direcorate at
Royal Bolton Hospital. Ruth advised that there was a piece of work being
undertaken with RBH to take the recommendations from the report forward.
It was noted that the Executive Lead for EPRR was Andrew Maloney, Director of HR
and Corporate Services and the EPRR report was scheduled to be presented to the
September Board of Directors meeting.
Nursing Staffing Levels – Significant Assurance
Ruth Fairbrother reported that there were effective controls in place to ensure that
staffing levels were monitored at ward level with appropriate escalation systems in
place.
Ruth detailed the work in progress:‐
Carter review – review in progress
Costing Improvement Programme – review in progress
Cyber security – planning stage
Karen Wheatcroft, MIAA advised that there was ongoing work in progress supporting
the Due Diligence work since GMW become the preferred provider of MMHSCT. A
summary report will be presented to the December meeting of the Audit Committee.
It was noted that MIAA provide internal audit services to Manchester Mental Health
and Social Care Trust.
57/16/01 Internal Audit Charter
57/16/02 MIAA Update
57/16/03 Trust Assurance Framework Review
The Committee noted the update reports
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58/16 ANTI FRAUD PROGRESS REPORT
Neil McQueen, Anti Fraud Specialist, MIAA presented the progress report to the
Committee. He highlighted the antifraud work that had been undertaken with the
Trust and the referrals/investigations that had been undertaken.
He advised that the Trust’s submission of the Trust’s Self‐Assessment against the
NHS Protect Standards for Providers had been submitted on‐line following approval
by Ismail Hafeji, Director of Finance, Capital and IM&T. Following submission if he
received notification that the Trust was subject to inspection he will advise the Audit
Committee.
The Committee noted the update
58/16/01 Anti‐Bribery and Corruption Policy
Neil McQueen presented the amended policy to the Committee. Although the
changes were minimal it was agreed to defer approval until the December meeting
and extend the policy that was currently in use until December 2016. Malcolm
Cowen asked if the amendments could be highlighted within the body of the
document for ease of reference.
The Committee deferred approval to the December meeting.
59/16 INTERNAL AUDIT RECOMMENDATION UPDATE
Caroline Ryan, Deputy Director of Finance reported that there had been no internal
audit reports issued with limited assurance ratings.
The Committee noted the Internal Audit Recommendation Update
60/16 SFI BREACHES
Caroline Ryan presented the report the Committee and reported that 108 call off
order breaches had been recorded as being lapsed or exceeded 80% of its value.
Malcom Cowen was still unsure how orders could be raised without the correct PO
number. Ismail Hafeji, Director of Finance, Capital and IMT advised the Committee
that there had been over 45,000 transactions on the e‐series system to provide
context for the Committee. However, he reassured Malcolm the those who had
breached SFI’s received a letter from the Director of Finance and were offered
training.
The Committee noted the report.
61/16 INVESTMENT PERFORMANCE
Caroline Ryan advised that The Trust’s surplus cash remains in the Government Banking
System. The cumulative interest income of £40,698.67 as summarised below was
earned in the first quarter of 2016/17.
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RBS Interest
GBS Interest
National Loans Fund Interest
Total Interest Earned

£
801.77
5,940.19
33,956.71
40,698.67

Interest Rates in Q1 2016/17
RBS Rate
GBS Rate
National Loans Rate

0.20%
0.25%
0.39 to 0.41%

The Committee noted the report
62/16 LOSSES AND SPECIAL PAYMENTS, BAD DEBTS, WRITE‐OFFS AND LOSSES OF
CASH
Caroline Ryan presented the report to the Committee and explained the costs of
patient damage to Trust property which was a total of £13,630.98.
She highlighted the ex‐gratia payments with a total of 8 claims with a total value of
£1165.44.
The bad debts write off was a total of £892.52.
The Committee noted the report.
63/16 ANNUAL FINANCE TRAINING UPDATE
Caroline Ryan presented the report which detailed the range of training sessions
provide by the Finance Department.
Ismail Hafeji reported that there are approximately 700 users of the e‐series system
which is going to be upgraded in October and training sessions were being provided.
The Committee noted the report
64/16 EXTERNAL AUDITOR – NOTIFICATION OF APPOINTMENT
Kim Saville, Company Secretary advised the Committee that following the
procurement process and approved by the Council of Governors at their meeting on
5th July, KPMG had been re‐appointed as the Trust’s external auditors.
The Committee noted the report
65/16 QUALITY REVIEW OF EXTERNAL AUDITS
Ismail Hafeji presented two letters from NHSI, one addressed to GMW and one to
KPMG :‐
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“Quality Review of Audits by the Quality Assurance Directorate of the Institute of
Chartered Accountants of England and Wales (‘QAD’)”
He advised he would report any feedback from NHSI to the Committee as KPMG had
been selected by NHSI for audit.
The Committee noted the update
66/16 REVIEW OF AUDIT COMMITTEE TERMS OF REFERENCE
Malcom Cowen advised that as the meeting was not quorate they would be deferred
to the December meeting. Kim Saville advised that administration for the
Committee was provided by the PA to the Chair and Chief Executive and not the
Company Secretary.
The Terms of Reference would be deferred until the December Audit Committee
meeting.
67/16 DRAFT PROGRAMME OF MEETINGS 2017
The Committee noted the dates presented. Julie Bill, Head of Financial Accounts
advised suggested moving the Friday 21st April meeting to Monday 24th April as the
draft Accounts will need to be tabled as it is likely submission to NHSI would possibly
be Friday 21st April.
She advised that the 22nd May date was dependent on KPMG’s agreement to
turnaround their signed certificates post Committee meeting as per this year, this
will be picked up as part of the Accounts planning.
The Committee noted the dates and would defer approval until the December
meeting.
68/16 DRAFT AUDIT COMMITTEE WORKPLAN
The Committee noted the workplan and agreed to defer the workplan to the
December meeting.
69/16 USE OF CORPORATE SEAL
Kim Saville, Company Secretary presented the report to the Committee on the use of
the GMW Corporate Seal up to 31st July 2016.
69/16 ANY OTHER BUSINESS
There were no items of any other business
70/16 DATE AND TIME OF NEXT MEETING
5th December 2016, 1.00 pm Rooms 1 & 2, 1st Floor, The Curve
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Action Log
Meeting Minute
No.
Sept‐16 55/16

Sept‐16

Item

Action

Minutes of the
Previous Meetings

24th April 2016 and 23rd May 2016 to be placed on
December 2016 agenda

Agreed
Timescale
December
2016

58/16/01 Anti‐Bribery &
Corruption Policy
66/16
Audit Committee
Terms of Reference

To be placed on December agenda and details of
amendments highlighted in the document
Deferred until December 2016 meeting

December
2016
December
2016

Sept‐16

67/16

Audit Committee
Workplan

Deferred until December 2016 meeting

December
2016

Sept‐16

68/16

Programme of
Meetings 2017

Deferred until December 2016 meeting

December
2016

Sept‐16

Work in progress, not yet due
Completed on time
Incomplete and overdue

Forecast
Owner
Completion
Imelda Barrington,
PA to Chair & CEO to
put on agenda
‐
Neil McQueen, MIAA
Anti‐Fraud Officer
‐
Imelda Barrington,
PA to Chair & CEO to
put on agenda
Imelda Barrington,
PA to Chair & CEO to
put on agenda
Imelda Barrington,
PA to Chair & CEO to
put on agenda

Status
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AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Postgraduate Medical Education Visit (June 2016)
31st October 2016
13
Andrew Maloney, Director of HR & Corporate Affairs
Margaret Campbell, Acting Medical Director

EXECUTIVE SUMMARY:

Health Education England North West (HEENW) visited Greater Manchester West
Mental Health NHS Foundation Trust on the 24th June 2016 as part of the HEENW
Quality Assurance monitoring process. The visit included meetings with trainees,
trainers, a presentation from the Director of Medical Education and a roundtable
discussion with HR, Medical Director, Governance leads and the Director of Medical
Education.
The report highlighted a number of key areas of noteworthy practice including
excellent working relationships, a culture of caring across the organisation,
appropriate clinical and educational supervision, support for educators through job
planning and the educational opportunities provided by the organisation.
The Board of Directors is asked to note the Quality Assurance visit report for 2016.

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

N/A
N/A

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

RECOMMENDATIONS:

Strategic Objective

To Note

Description (as per BAF)

No

Action Plan – Postgraduate Education Monitoring Visit
Greater Manchester West NHS Foundation Trust
Date of Visit:
Date Action Plan required:
Response compiled by:

24th June 2016
6th January 2017

Please do not embed any documents. Documented evidence should be referenced in the action plan and
made available on request.
Number

GMC
Requirement

1

1.2

Requirements

The Trust must liaise with Salford Royal Foundation Trust and Central Manchester Foundation Trust to
address the concerns raised by trainees in relation to their physical safety.

Trust response

Corrective action

How will you demonstrate quality improvement?

How will you sustain quality improvement?

Timeline

Responsibility

Timeline

Responsibility

1

Number

GMC
Requirement

2

1.3

Requirements

The Trust must ensure consistency of support to all trainees involved in critical incidents.

Trust response

Corrective action

How will you demonstrate quality improvement?

How will you sustain quality improvement?

Number

GMC
Requirement

3

1.13

Timeline

Responsibility

Timeline

Responsibility

Requirements

The Trust must ensure that all trainees starting their posts out of sync receive corporate and unit inductions that
enable them to commence work safely. It must also ensure that there are systems in place to check compliance.

Trust response

Corrective action

How will you demonstrate quality improvement?

Timeline

Responsibility
2

How will you sustain quality improvement?

Number

GMC
Requirements

4

1.15

Timeline

Responsibility

Requirements

The Trust must ensure that trainees are able to undertake community opportunities in line with their curricula

Trust response

Corrective action

How will you demonstrate quality improvement?

How will you sustain quality improvement?

Timeline

Responsibility

Timeline

Responsibility

3

Number

GMC
Requirements

5

1.16

Requirements

The Trust must ensure that all formal teaching sessions are timetabled for trainees.

Trust response

Corrective action

How will you demonstrate quality improvement?

How will you sustain quality improvement?

Number

GMC
Requirements

6

1.19

Timeline

Responsibility

Timeline

Responsibility

Requirements

The Trust must ensure that trainees have access to wifi on the Prestwich site.

Trust response

Corrective action

How will you demonstrate quality improvement?

Timeline

Responsibility

4

How will you sustain quality improvement?

Timeline

Responsibility

5

Recommendations
Number

GMC
Requirement

1

1.13e

Recommendations

The Trust should investigate levels of access to the EPR system to enable trainees who are cross covering to enter
details in the relevant sections

Trust response

Corrective action

How will you demonstrate quality improvement?

How will you sustain quality improvement?

Number

GMC
Requirement

2

1.15

Timeline

Responsibility

Timeline

Responsibility

Recommendations

The Trust should check the handover system to ensure that there are no risks to confidentiality.

Trust response

6

Corrective action

How will you demonstrate quality improvement?

How will you sustain quality improvement?

Timeline

Responsibility

Timeline

Responsibility

7

Action plan for HEE NW School of Psychiatry

Number

GMC
Requirements

7

3.12

Requirements

The School of Psychiatry must ensure that all trainees are able to access study leave in a timely fashion.

Trust response

Corrective action

How will you demonstrate quality improvement?

How will you sustain quality improvement?

Number

GMC
Requirement

3

5.9

Timeline

Responsibility

Timeline

Responsibility

Recommendations

The School of Psychiatry should consider the remarks made by higher trainees in relation to the formal teaching
programme.

8

Trust response

Corrective action

How will you demonstrate quality improvement?

How will you sustain quality improvement?

Timeline

Responsibility

Timeline

Responsibility

9

Postgraduate Medical Education Visit
Greater Manchester West NHS
Foundation Trust
24 June 2016

Greater Manchester West Mental Health NHS Foundation Trust

Quality assurance of local education and training
providers
HEE NW visited the Trust as part of HEE NW’s scheduled quality
monitoring visit process.
Information from the GMC national training survey 2015, Junior Doctors’
Advisory Team (JDAT) report, heads of school and training programme
director feedback, CQC and QSG reports and the Trust’s last action
plan enabled HEE NW to plan a focused visit.
Executive summary
Greater Manchester West Mental Health NHS
Foundation Trust (GMW) provides communitybased and inpatient mental health care and
treatment for people living in Salford, Bolton and
Trafford. The Trust also provides a wide range
of more specialised mental health and
substance misuse services across Greater
Manchester and the North West.

curricula and they were able to access
numerous training opportunities whilst receiving
graded supervision.

A CQC inspection in February 2016 gave an
overall rating for services of “good” but noted
that the safety of mental health services
“requires improvement.”

A few areas where improvement is needed were
identified during the visit and these are explored
in more detail in this report; however, the visiting
team was left with an overall impression of a
close-knit and effective training community
where trainees felt well supported.

Working relationships in the Trust were reported
as excellent and the trainees indicated that they
felt valued. All trainees confirmed that they
would recommend the Trust as a place to work.

The HEE NW visiting team met with trainees
from core psychiatry, general psychiatry, child
and adolescent psychiatry, forensic psychiatry
and psychiatry of old age.
During a presentation to the visiting team at the
start of the visit, the Director of Medical
Education (DME) described how the Trust had
responded to the 2013 monitoring visit. She also
highlighted actions taken in response to the
GMC national trainee survey and other trainee
feedback which included the development of
action plans in psychotherapy, psychiatry of old
age and forensic psychiatry.
HEE NW’s team heard from trainees that their
training programmes were matched to their

2

Section 1: Visit Review
Visit date

24 June 2016

Site(s) visited

Prestwich Hospital

Lead visitor

Dr Jane Mamelok

Team leaders

Dr Jane Mamelok
Ms Clare Inkster

Patch Associate Dean

Ms Clare Inkster

Visiting team

Dr Jane Mamelok - Deputy Dean, Primary Medical Care and
Public Health
Mr John Adams - Deputy Dean, Hospital and Community
Ms Clare Inkster - Associate Dean
Dr Roisin Haslett - Associate Dean
Dr Laurie van Niekerk - School of Psychiatry representative
Mr Peter Butterfield - Lay representative
Ms Natalie Dawson - Specialty School Manager
Ms Janet Brown - Quality Manager
Ms Norma Cohen - Quality Administrator

Training reviewed

Core psychiatry, general psychiatry, child and adolescent
psychiatry, forensic psychiatry, psychiatry of old age

Areas of exploration

Patient safety; training environment; trainee support; educator
development and support; educational governance and quality
control.

Noteworthy practice(s)

Excellent working relationships
Graded supervision
Successful work to eliminate the use of outdated terminology
Job plans
The support provided by the PGME team
Educational opportunities

Patient safety issues
identified as requiring
immediate action

None

Were any significant
educational concerns

None
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identified?

Has further action been
requested via re-visit or
other action?

No

Trust/LEP report on
requirements and
recommendations due

6 January 2017

Re-visit to be scheduled

To be confirmed

Section 2: Areas of exploration - summary of findings
Theme 1 - Learning environment and culture
Induction

All trainees who were able to attend the Trust induction stated that
it was comprehensive and it equipped them to start work.
One higher trainee who started out of sync reported that they had
received a satisfactory induction and a session with the specialty
TPD. A core trainee working in a child and adolescent psychiatry
placement who started out of sync said that they had received
logins and passwords before they started but they did not receive a
corporate induction.
Apart from this trainee, all trainees said that they had attended
comprehensive unit inductions. The out of sync trainee reported
that they were given an ad hoc tour of the unit.
The trainees confirmed that mandatory training compliance was
regularly checked and email reminders sent. The higher trainees
indicated that they had to duplicate some training (eg
safeguarding) because they were required to do this by both the
Trust and the lead employer.
Requirement 3

Life support skills

All trainees reported that life support skills were checked regularly.

Training experience

All trainees indicated that their work experience was appropriate to
meet the needs of the curricula and they unanimously
recommended their posts.
Core trainees
Most trainees highlighted the numerous opportunities they were
able to access, especially those in forensic psychiatry placements.
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Trainees commended the work of nurse practitioners and said their
support was invaluable. They also remarked that the Prestwich
hospital at night team were available to treat medically unwell
patients.
Some trainees who were rotating through Trafford, Salford and
Bolton posts reported that, whilst there had been a recent
improvement, their programmes could be improved if they were
given more community opportunities. The consultants stated that
core trainees were not available for many of the community
opportunities and they needed supervision, which wasn’t always
possible. They said that the trainees gained their competencies via
observation of clinics and through WBAs.
One trainee reported that the level of medical cover they were
expected to provide at Woodlands was excessive.
Trainees reported that there were areas of the electronic patient
record system which they were unable to use when cross covering
because units had different access codes. However, one of the
trainees reported that access to CAMHS was given by the IT team
if requested.
Higher trainees
Trainees commended their programmes and reported that they
were able to achieve all the competencies needed. They also
praised their supervisors.
Consultants described bespoke training packages for trainees and
remarked that supervisors were very flexible so that trainees were
able to change sessions according to need.
Requirement 4
Recommendation 1
Formal teaching

Core trainees confirmed they had protected time for formal
teaching. They gave examples of sessions which went beyond the
curriculum and higher trainees described their input into various
sessions.
Higher forensic trainees reported that formal teaching was not
scheduled regularly in the timetable and described the MRCPsych
course as not always relevant to their needs. They remarked that
they would like to attend specific relevant sessions but were told
that it was mandatory for them to attend the whole day.
Requirement 5
Recommendation 3

Supervision

Trainees reported that they received their dedicated one hour per
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week of supervision and they were able to cover the areas they
wanted to discuss. Trainees also described the graded supervision
they received. Core trainees reported that they were able to
discuss cases with their clinical supervisors after being on-call at
night.
Handover

Trainees described handovers between core trainees in Salford
and within a multidisciplinary team in Trafford. The handover in
Bolton was led by the Rapid Assessment Interface and Discharge
(RAID) team and was described as very good. Handover was
mainly done via email or telephone.
Core trainees in forensic psychiatry placements reported that there
was a book that was left in reception in Prestwich for the doctor oncall or the hospital at night team. They said that patients’ initials
and wards were documented in the book.
Recommendation 2

Equality & diversity

Trainees confirmed that both they and patients were treated with
dignity and gave examples of where the principles of equality and
diversity were embedded into the programme.

Safety

Most trainees reported that they felt safe when at work. However,
trainees working on-call in A&E at Salford Royal stated that there
were problems when doors were locked at night and they had to
walk long distances in the dark. Trainees in Trafford indicated that
they faced a similar issue although the site was smaller than in
Salford.
Requirement 1

Working relationships

Working relationships were described very positively throughout
the visit and it was stated that there was a sense of everybody
working together. Higher trainees also confirmed good working
relationships with acute trusts. Higher forensic trainees reported
that improvements had been made in working relationships in
Edenfield.

Clinical governance

Trainees were aware of how to access protocols.
Trainees confirmed that they undertook quality improvement
projects.
Although many of the trainees were not aware of the Trust’s
publication, ‘lessons learned’, the majority reported that they
received feedback on critical incidents and gave examples of the
support they had received when involved in them. Higher trainees
said they were invited to meetings where they could learn from
incidents.
However, two forensic psychiatry trainees described instances
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when they had been involved in incidents and no support had
been offered.

Educationally
unproductive tasks

Requirement 2
Trainees reported that service pressures rarely interfered with
learning. Higher trainees stated that they were occasionally asked
to step down (one trainee indicated that this had happened twice in
the last few months).

General professional
skills

Trainees described many opportunities to acquire general
professional skills and higher forensic trainees indicated an
improvement in the teaching they received on leadership. Higher
trainees also said they were invited to attend consultant meetings
which they found very useful.

Educational resources

The higher trainees reported there was no access to wifi on the
Prestwich site.
Requirement 6

Theme 2 – Educational governance
Governance

The Trust provided evidence of its educational governance
systems prior to the visit. This evidence included an outline of the
structure of the postgraduate medical education department and
escalation pathways to the Trust board.
The consultants were all familiar with the educational governance
structure at GMW and indicated that it enabled good
communication up and down the organisation.
Consultants said that they discussed trainees informally at
consultant meetings and it was suggested that this should become
a standing item on their agendas.

Outdated terminology

The visiting team heard only a very small amount of usage of SHO
terminology.

EWTR monitoring

Trainees reported that they had been EWTR monitored, some
more than once, but most of the results were invalid due to low
response rates.

Theme 3 – Supporting learners
Support

All trainees said that they could access senior support and
supervision very easily at any time.

Study leave

Most trainees confirmed that they were able to access study leave.
However, the response times to their requests from the School of
Psychiatry appeared to be inconsistent as some higher trainees
reported receiving approval immediately and others said they had
to wait weeks for a response.
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Requirement 7
Theme 4 – Supporting educators
Support for educators

The consultants confirmed that their job plans included PAs for
their educational roles and noted that the Trust was very
supportive of their educational duties.
All consultants had undergone an educational appraisal and said
they found it useful.
The team was informed that regular training events were organised
by both the Trust and the School and trainers received regular
reminders and updates.
Consultants reported that they had undergone training and were
comfortable managing trainees in difficulty. They said that they
were able to approach colleagues, the DME and the Medical
Education Manager (MEM) for support. Consultants indicated that
they received excellent support from the DME and MEM in
managing trainees in difficulty.
The consultants remarked that they found it difficult to access non
clinical, low level information about trainees starting with the Trust
and said that there was no place for this in the e-portfolio.
HEE NW asked the Trust to audit the educational portfolios of 10%
of its educational/clinical supervisors so that an assessment could
be made of where the Trust was in meeting the GMC requirement
for all named supervisors to have full recognised status by 31 July
2016. The Trust indicated that, at the time of the visit, 7 out of 80
existing clinical and educational supervisors were awaiting
approval.

Theme 5 – Delivering the curriculum
Workplace based
assessments

All trainees were able to access workplace based assessments in
a timely fashion. Core trainees reported that consultants and more
senior trainees proactively offered their support to undertake
WBAs.
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Section 3: Noteworthy practice
Noteworthy practice is used as a phrase to incorporate educational or patient care initiatives that
are worthy of wider dissemination, deliver the very highest standards of education and training or
are innovative solutions to previously identified issues worthy of wider consideration.
Directorate/
Specialty/
Trainee level
Trust-wide

Noteworthy practice
Excellent working relationships
The team heard many examples of close working relationships in multidisciplinary teams and a culture of caring across the organisation. Most
trainees who had been involved in a critical incident described exemplary
support. Trainees welcomed the support from a wide range of professions
and the consultants noted the excellent support from the PGME team.
Graded supervision
Trainees said that the supervision they received was appropriate to their
levels and abilities and they were always able to contact someone. They
said they were never left feeling out of their depth and they received good,
constructive feedback.
Outdated terminology
The visiting team heard no mention of SHO terminology from higher
trainees and only one instance of it from core trainees. The Trust is to be
congratulated on its efforts to eliminate this usage.
Job plans
The Trust evidence included comprehensive information on job planning
which is guided by the principles of equity, consistency, collaboration and
accountability. It is clearly linked to the Trust’s appraisal process and is
monitored throughout the year.
The Postgraduate Medical Education Team
The consultants commended the support they received from the Director of
Medical Education and the Medical Education Manager.
Educational opportunities
The majority of trainees described the many and varied opportunities their
posts allowed. All posts are matched to trainees’ Intended Learning
Outcomes.

9

Section 4: Requirements
Requirements are set where HEE NW have found that GMC standards or education contracts are
not being met. The requirements explain what the organisation has to address to make sure that it
meets those standards/contracts.

GMC Theme 1

GMC Requirement

R1.2 Safety
concerns

Organisations must investigate and take appropriate action locally to make sure
concerns are properly dealt with. Concerns affecting the safety of patients or
learners must be addressed immediately and effectively.

HEE NW Requirement 1


1.

The Trust must liaise with Salford Royal Foundation Trust and Central Manchester
Foundation Trust to address the concerns raised by trainees in relation to their
physical safety.

Core trainees in posts based at Salford Royal Hospital reported that many doors were locked
when they were on-call at night. They said that if they had discharged a patient from A&E who
didn’t want to be discharged, there was a possibility that they could come across the patient
outside. They said that security guards were available to escort them but this could take too
long a time. Trainees in posts based at Trafford Hospital also remarked that they faced similar
issues albeit in a smaller site.

GMC Theme 1

GMC Requirement

R1.3 Critical
incidents

Organisations must demonstrate a culture that investigates and learns from
mistakes and reflects on incidents and near misses. Learning will be facilitated
through effective reporting mechanisms, feedback and local clinical
governance activities.

HEE NW Requirement 2


2.

The Trust must ensure consistency of support to all trainees involved in critical
incidents.

Two core trainees in forensic psychiatry placements described instances where no support
had been available to them. One of the trainees said that the first time they had met the
consultant involved in the incident was in court.
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GMC Theme 1

GMC Requirement

R1.13
Induction

Organisations must make sure learners have an induction for each placement
that clearly sets out
 Their duties and supervision arrangements
 Their role in the team
 How to gain support from senior colleagues
 The clinical or medical guidelines and workplace policies they must
follow
 How to access clinical and learning resources
As part of the process learners must meet their team and other health and social
care professionals they will be working with. Medical students on observational
visits at early stages of their medical degree should have clear guidance about
the placement and their role.

HEE NW Requirement 3


3.

The Trust must ensure that all trainees starting their posts out of sync receive
corporate and unit inductions that enable them to commence work safely. It must
also ensure that there are systems in place to check compliance.

A core trainee who started out of sync said they had not received a comprehensive trust or
unit induction

GMC Theme 1

GMC Requirement

R1.15
Learning
experience

Organisations must make sure that work undertaken by doctors in training
provides learning opportunities and feedback on performance, and gives an
appropriate breadth of clinical experience.

HEE NW Requirement 4


4.

The Trust must ensure that trainees are able to undertake community opportunities
in line with their curricula

Some core trainees reported that there was an imbalance in their training programme as they
were carrying out a lot of inpatient work in their community placements. One of them said that
because of the need to provide medical cover at Woodlands, they did not have enough time
for outpatient work. In addition, a trainee remarked that they didn’t do very much in some of
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the community placements, eg. they sat and observed in the memory clinic. Other trainees
indicated that they had to search for community opportunities themselves.

GMC Theme 1

GMC Requirement

R1.16
Protected time

Doctors in training must have protected time for learning while they are doing
clinical or medical work, or during academic training, and for attending
organised educational sessions, training days, courses and other learning
opportunities to meet the requirements of their curriculum. In timetabled
educational sessions, doctors in training must not be interrupted for service
unless there is an exceptional and unanticipated clinical need to maintain
patient safety.

HEE NW Requirement 5

5.

The Trust must ensure that all formal teaching sessions are timetabled for trainees.

The higher trainees in forensic psychiatry reported that formal teaching was not regularly
scheduled in their timetables.

GMC Theme 1

GMC Requirement

R1.19
Resources

Organisations must have the capacity, resources and facilities to deliver safe
and relevant learning opportunities, clinical supervision and practical
experiences for learners required by their curriculum or training programme
and to provide the required educational supervision and support.

HEE NW Requirement 6

6.

The Trust must ensure that trainees have access to wifi on the Prestwich site.

Some higher trainees indicated that they did not have access to wifi.

GMC Theme 3

GMC Requirement

R3.12

Doctors in training must be able to take study leave appropriate to their
curriculum or training programme, to the maximum time permitted in their terms
and conditions of service.
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HEE NW Requirement 7


7.

The School of Psychiatry must ensure that all trainees are able to access study leave
in a timely fashion.
A number of trainees reported that they had to wait several weeks for a response to their
study leave requests.

Section 5: Recommendations
Recommendations are made where HEE NW have found areas for improvement related to GMC
standards. Our recommendations explain what an organisation should address to improve in these
areas, in line with best practice.
GMC Theme
1.13e

GMC Requirement
Organisations must make sure learners have an induction in preparation for
each placement that clearly sets out:
e) how to access clinical and learning resources.

HEE NW Recommendation 1


8.

The Trust should investigate levels of access to the EPR system to enable trainees
who are cross covering to enter details in the relevant sections.
Some core trainees reported that sections of the EPR system had restricted access. The
trainees found this difficult when they were cross covering areas in which they did not
usually work. They said that they were unable to enter patient notes in the right place if they
were not part of the unit.

GMC Theme
R1.15

GMC Requirement
Handover of care must be organised and scheduled to provide continuity of care
for patients and maximise the learning opportunities for doctors in training in
clinical practice.
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HEE NW Recommendation 2


9.

The Trust should check the handover system to ensure that there are no risks to
confidentiality.
One of the trainees described a handover book at the Prestwich site which contained
patients’ initials and wards. This book was left in The Curve reception for doctors on-call or
the hospital at night team. The visiting team were concerned that this could breach patient
confidentiality.

HEE NW Recommendation 3

GMC Theme
R5.9



10.

GMC Requirement
Postgraduate training programmes must give doctors in training:
a) training posts that deliver the curriculum and assessment requirements set
out in the approved curriculum

The School of Psychiatry should consider the remarks made by higher trainees in
relation to the formal teaching programme.
The higher trainees in forensic psychiatry stated that they had been informed that it was
mandatory for them to attend the whole day of the MRCPsych formal teaching even though
they said that some elements of it did not meet their needs.
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EXECUTIVE SUMMARY:

Following a review of local practice and in the context of the national
guidance on Whistleblowing a review of the policy has been conducted
jointly with our trade union partners. A revised policy has been developed to
incorporate a range of good practice and to introduce the new Freedom to
Speak Up Guardian role.
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Whistleblowing Policy and Freedom to Speak Up Guardian
Trust Board
31st October 2016

1. Introduction
This paper sets out the process undertaken to develop the revised Whistleblowing Policy for the
Trust to ensure that it reflects the new national guidance and good practice.
2. Background
In response to the Mid Staffordshire Inquiry findings, a review was carried out, in partnership
with HR and Staff side representatives, to assess the current culture of raising concerns across
the organisation both at an informal and formal level. The review set out to understand how
familiar staff were with the Whistleblowing Policy, whether they felt confident in raising
concerns and any recommendations for the future.
An outcome of the review was to review and redraft the Trust Whistleblowing policy.
3. Freedom to Speak Up
During this process, Sir Robert Francis QC published the report `Freedom to Speak Up – A review
of whistleblowing in the NHS’. It was agreed that the internal joint review would include the
recommendations and principles contained in the report.
Within the Freedom to Speak Up report five overarching themes were identified, setting out the
need for:






culture change
improved handling of cases
measures to support good practice
particular measures for vulnerable groups
extending legal protection

4. Revised Whistleblowing Policy
The feedback from staff along with the principles identified within the Freedom to Speak Up
report were used to develop a revised Whistleblowing Policy (attached). The policy has been
developed jointly with staff side representatives and approved through the Local Negotiating
Committee (LNC) and the Joint Consultation and Negotiation Committee (JCNC).
The policy is modelled on the national draft policy created by Monitor, the NHS Trust
Development Authority (TDA) and NHS England (as they were previously known).

4.1 Freedom to Speak Up Guardian (or equivalent designated person)
In line with the national requirement, the revised policy sets out the Trust arrangements for the
Freedom to Speak Up Guardian which are set out below:
Local Freedom to Speak Up Guardian(s) (or equivalent designated person)
-

Nicky Littler, Associate Director of HR
Freedom to Speak Up Guardian (to be appointed)
Freedom to Speak Up Champions (to be appointed)

The Associate Director of HR will provide senior oversight to the Guardian and Champion
network with a direct route to the Chief Executive as required.
The Guardian and champions network will provide an independent and impartial source of
advice to staff at any stage of raising a concern, with access to anyone in the organisation, or if
necessary, outside the organisation.
Work is underway through HR, JCNC and LNC representatives to develop a job description for
the Freedom to Speak Up Guardian supporting role and a role specification for the Champions
role. These roles will take a pro-active approach to the development of a positive, transparent
and open culture.
The Whistleblowing Policy continues to provide staff with other routes internally and externally
to raise concerns, including through the Senior Independent Director of the Trust Board.
5. Monitoring and reporting arrangements
The board will receive an annual information report that provides an overview of the activity of
the Guardians along with summary details regarding the concerns raised by staff through the
Whistleblowing policy and what actions are being taken to address any problems.
High level information will also be reported in the Trust Annual Report from 2016/17.
6. Recommendation
Board members are asked to note and formally approve the revised Whistleblowing Policy and
the new Freedom to Speak Up Guardian arrangements.
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Introduction
This policy
This ‘standard integrated policy’ was a recommendation of the review by Sir Robert
Francis into whistleblowing in the NHS, which identified awful experiences of people
being met with obstruction, defensiveness and hostility when they tried to raise concerns
at work. This policy (produced by Monitor, the NHS Trust Development Authority and
NHS England) is being adopted by all NHS organisations in England to help normalise
the raising of concerns for the benefit of all patients.
Our local process adheres to the principles of this policy and provides more detail about
how we will look into a concern.

Speak up – we will listen
Speaking up about any concern you have at work is really important. In fact, it’s vital
because it will help us to keep improving our services for all patients and the working
environment for our staff.
You may feel worried about raising a concern, and we understand this. But please don’t
be put off. Our chairman, chief executive and the entire board of directors are committed
to an open and honest culture. We will investigate what you say and you will always
have access to the support you need.

What concerns can I raise?
You can raise a concern about anything you think is harming the service we deliver.
Just a few examples of this might include (but are by no means restricted to):


concerns about unsafe patient care



unsafe working conditions



inadequate induction or training for staff



lack of, or poor, response to a reported patient safety incident



suspicions of fraud (which can also be reported to our local counter fraud team,
details below)



a bullying culture (across a team or organisation, rather than individual instances
of bullying).

For further examples please see the Health Education England Video
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Remember that if you are a healthcare professional you may have a professional duty to
report a concern. If in doubt, please raise it.
Don’t wait for proof. We would like you to raise the matter while it is still a concern. It
doesn’t matter if you turn out to be mistaken as long as you are genuinely troubled.
This policy is not for people with concerns about their employment that affect only them
– that type of concern is better suited for our grievance policy.

Feel safe to raise your concern
If you raise a genuine concern under this policy, you will not be at risk of losing your job
or suffering any form of reprisal as a result. We will not tolerate the harassment or
victimisation of anyone raising a concern. Nor will we tolerate any attempt to bully you
into not raising any such concern. Any such behaviour is a breach of our values as an
organisation and, if upheld following investigation, could result in disciplinary action.
Provided you are acting honestly; it does not matter if you are mistaken or if there is an
innocent explanation for your concerns.

Confidentiality
We hope you will feel comfortable raising your concern openly, but we also appreciate
that you may want to raise it confidentially. This means that while you are willing for your
identity to be known to the person you report your concern to, you do not want anyone
else to know your identity. Therefore, we will keep your identity confidential, if that is
what you want, unless required to disclose it by law (for example, by the police). You can
choose to raise your concern anonymously, without giving anyone your name, but that
may make it more difficult for us to investigate thoroughly and give you feedback on the
outcome.

Who can raise concerns?
Anyone who works (or has worked) in the NHS, or for an independent organisation that
provides NHS services, including agency workers, temporary workers, students and
volunteers and governors, can raise concerns.

Who should I raise my concern with?
In many circumstances the easiest way to get your concern resolved will be to raise it
formally or informally with your line manager (or lead clinician or tutor).
If this does not resolve matters, you can raise it formally by contacting one of the
following people:
our local Freedom to Speak Up Guardian(s) (or equivalent designated person)
-

Nicky Littler, Associate Director of HR
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-

Freedom to Speak Up Guardian (to be appointed)
Freedom to Speak Up Champions (to be appointed)

The Associate Director of HR will provide senior oversight to the Guardian and
Champion network with a direct route to the Chief Executive as required.
The Guardian and champions network will provide an independent and impartial source
of advice to staff at any stage of raising a concern, with access to anyone in the
organisation, or if necessary, outside the organisation.
our risk management team
John Harrop
Head of Risk, Safety and Resilience
Knowsley Building, Prestwich
0161 358 2095
john.harrop@gmw.nhs.uk
incidents@gmw.nhs.uk
If you still remain concerned after this, you can contact:
our chief executive
Beverley Humphrey
Trust Headquarters, The Curve, Prestwich
0161 358 1540
Beverley.humphrey@gmw.nhs.uk
nominated non-executive director
Terry McDonnell, Senior Independent Non-Executive Director
Trust Headquarters, The Curve, Prestwich
0161 358 1602
All these people have been trained in receiving concerns and will give you information
about where you can go for more support.
If for any reason you do not feel comfortable raising your concern internally, you can
also raise concerns formally with external bodies, listed on page 9.
An outline of the full process is shown on page 10.
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How should I raise my concern?
You can raise your concerns with any of the people listed above in person, by phone or
in writing (including email).
Whichever route you choose, please be ready to explain as fully as you can the
information and circumstances that gave rise to your concern.

What will we do?
We are committed to the principles of the Freedom to Speak Up review and its vision for
raising concerns, and will respond in line with them.
We are committed to listening to our staff, learning lessons and improving patient care.
On receipt the concern will be recorded and you will receive an acknowledgement within
two working days. The central record will record the date the concern was received,
whether you have requested confidentiality, a summary of the concerns and dates when
we have given you updates or feedback.
Investigation
Where you have been unable to resolve the matter quickly (usually within a few days)
with your line manager, we will carry out an investigation – using someone suitably
independent (usually from a different part of the organisation) and properly trained – and
we will reach a conclusion within a reasonable timescale (which we will notify you of).
Wherever possible we will carry out a single investigation (so for example, where a
concerns is raised about a patient safety incident, we will usually undertake a single
investigation which looks at your concern and the wider circumstances of the incident).
The investigation will be objective and evidence based, and will produce a report that
focuses on learning lessons to prevent problems recurring.
We may decide that your concern would be better looked at under another process; for
example, our process for dealing with bullying and harassment. If so, we will discuss that
with you.
Reports of fraud should be made to our local counter-fraud team:
Roger Causer
Senior LCFS Manager
Telephone:
Mobile
Email:

0151 285 4675
07768131806
roger.causer@miaa.nhs.uk
roger.causer@nhs.net

Any employment issues identified during the investigation will be kept separate.
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Communicating with you
We will treat you with respect at all times, and will thank you for raising your concerns.
We will discuss your concerns with you – to ensure we understand exactly what you are
worried about. We will tell you how long we expect the investigation to take and keep
you up to date with its progress. Wherever possible, we will share the full investigation
report with you (while respecting the confidentiality of others).
How will we learn from your concern?
The focus of the investigation will be on improving the service we provide for patients.
Where it identifies improvements that can be made, we will track them to ensure
necessary changes are made, and are working effectively. Lessons will be shared with
teams across the organisation, or more widely, as appropriate.
Board oversight
The board will be given high level information about all concerns raised by our staff
through this policy and what we are doing to address any problems. We will include
similar high level information in our annual report. The board supports staff raising
concerns and want you to feel free to speak up.
Making a ‘protected disclosure’
To be covered by whistleblowing law when you raise your concern (to be able to claim
the protection that accompanies it) you must reasonably believe two things:
i. you are acting in the public interest (so your concern needs to be more than a personal
grievance)
ii. your disclosure tends to show past, present or future wrongdoing that falls into one or
more of the following categories:
 criminal offence
 failure to comply with a legal obligation
 miscarriage of justice
 danger to the health or safety of any individual
 damage to the environment and/or
 covering up the wrongdoing in the above categories.

You can find more information on the law on whistleblowing and the associated legal
protection at http://wbhelpline.org.uk/resources/public-interest-disclosure-act/
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Raising your concern with an outside body
Alternatively, you can raise your concern outside the organisation with:
NHS Improvement for concerns about:
o How NHS Trusts and Foundation Trusts are being run
o Other providers with an NHS Provider Licence
o NHS Procurement, choice and competition
o The national tariff
Care Quality Commission for quality and safety concerns
NHS England for concerns about:
o primary medical services (general practice)
o primary dental services
o primary ophthalmic services
o local pharmaceutical services
Health Education England for education and training in the NHS
NHS Protect for concerns about fraud and corruption.
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Process for raising and escalating a concern
Seek Advice
Sometimes individuals within the workplace are not sure whether their concerns are
valid, and feel reluctant to raise them in the first instance.
Therefore, there are several ways that staff can explore their thoughts/concerns initially.


Informal discussion with your manager/team colleagues.



Informal discussion with your Union Representative/HR Representative



Informal discussion with the Freedom to Speak Up Guardian/Champion



Internal website/portal



Sending an initial query to the Trusts ‘freedom to speak up’ email



External websites, for example:
Whistleblowing helpline (Free advice Health and Social Care Staff)
Telephoning 08000 724725,emailing enquiries@wbhelpline.org.uk
www.wbhelpline.org.uk

Sounding out others may enable you to put your thoughts in to a context that you hadn’t
previously considered, or explain certain circumstances in which this situation may arise.
This will enable you to discuss your thoughts and in doing so may also result in raising
the concerns with these individuals or having an awareness of an alternative way to
address these.
It is important to note that the Trust wants staff to feel confident that they can raise any
issues in the way they feel most comfortable.
Raise Concern Informally
Once you had decided you have a concern, this should be raised with your immediate
line manager (or an alternative manager within the service).
This can be done in your supervision/1:1 meeting, team meeting or if you request some
time for this specifically. Act honestly and professionally at all times in the interests of
patients and service users.
Your manager should discuss your concern openly. Feedback must be provided this
may not be immediate, depending on the nature of the concern. Managers should
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consider the aspects of the concern and whether changes need to be made to resolve
this. If necessary, this may be raised with more senior managers within the service.
(Guidance for managers when discussing a concern with a staff member is included in
Appendix 1.)
It is essential that a response is given to the individual either explaining what can
be changed and/or providing a rationale as to why changes cannot be made.
If you are unable to do this due to the nature of the concern or you feel that they would
be unable to resolve this, you can raise this concern formally see below.
Raise Concern Formally
If you were unsatisfied with the response provided when you raised your concern at the
informal stage or you do not feel able to raise it informally you are encouraged to raise
your concern through more formal channels.
You can raise your concern through any of the individuals listed at the beginning of this
policy.
A meeting will be arranged with a manager to discuss your concerns; this may be in
person or via an arranged telephone call.
When you report your concern, focus on as much factual information/evidence as
possible. This means things like being specific about:





Dates and times
What happened and the order of events
Who was involved
Any witnesses.

Try to present the situation as clearly and with as much information as possible – either
verbally or in writing. Identify what you believe to be the key issues and risks. Writing it
down will help you to get your thoughts in order particularly if you are upset, worried or
feeling emotional about it.
Provide as much supporting information as you can, for example files or emails.
ALWAYS ask for further advice, for example from your Trade Union or professional
body, if these contain private or confidential information.
After the meeting the manager involved will confirm to you following this meeting the
action, confidentially and timescales (where appropriate) that will be followed. If
necessary, a manager will be appointed to either carry out some fact-finding or
investigation in to the issues and a further meeting with them may be needed.
You will be contacted (in line with the timescales agreed) with regard to progress, or
feedback on the action taken/investigation outcome/results of the fact-finding. There
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may be some elements of this which may not have all of the detail due to the confidential
nature of the outcome.
Escalate Internally
If you were unsatisfied with the response provided when you raised this at the formal
stage you can raise your concern with the Chief Executive.
The Chief Executive will review the action taken at this point and confirm with you what
they propose to do regarding this.
Escalate Externally
If you were unsatisfied with the response provided when you raised this with the Chief
Executive and you believe there is nothing more you can do within the organisation, you
can raise your concern externally.
You should always take additional advice and support before deciding whether to raise a
concern externally.
This may be with a regulator, for example the Care Quality Commission (CQC). They
have a confidential number you can call on 03000 616161.
If your concern is regarding an individual professional’s practice, the professional
regulator would be best placed to take action - a list is provided in Appendix 2.
If you do this, you need to have reason to believe that the information you give and any
allegation you make is substantially true – if you only suspect something then that is not
enough when you report concerns outside of where you work.
Talking to the police or the media are also protected under the PIDA law, but only under
certain circumstances. For example, if you genuinely believe you would be victimised or
bullied if you raised the matter internally or with a regulator, you would probably be
protected.
Going to the media should always be the last resort. Doing this could have an impact on
your employment and it is important to get advice before telling anyone outside of work.
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Roles and Duties
Head of HR
The Head of HR will keep a confidential record of all cases of whistle-blowing, once
notified by the person who the whistle-blower has spoken to, and will regularly update
the Designated Officer for Whistle-blowing. The outcome of each case will be
recorded.
Managers
Managers should make their staff aware of this policy, and ensure that any cases of
whistle-blowing that they are made aware of are also reported to the Head of HR.
Managers also have a duty to encourage an open and honest culture where staff feel
supported when they raise concerns in good faith. (Guidance for managers when
discussing a concern with a staff member is included in Appendix 1.)
Staff and Other Workers
Whilst all staff have rights, they also have responsibilities. In particular, the Trust
expects all staff to inform their line manager (or a more senior line manager if the
allegation is about their line manager) immediately, if they become aware of any
untoward practices.
Certain professional groups may also have a statutory obligation to ‘whistle-blow’, and
thus staff should check whether they are part of such a group or not.
Healthcare professionals are also obliged within their professional codes of conduct
to report any significant breaches of these professional codes of conduct or areas of
major clinical concern.
Other workers eg. volunteers, are also encouraged to raise any concerns under this
policy, as appropriate.
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Independent Advice & Support
Independent advice can be sought from the following:










Whistleblowing helpline (Free advice Health and Social Care Staff)
Telephoning 08000 724725,emailing enquiries@wbhelpline.org.uk
www.wbhelpline.org.uk
Trade Union representatives. These include UNISON, RCN and UNITE.
British Medical Association (BMA) - guidance for doctors and medical students
General Medical Council (GMC) - guidance for doctors on raising and acting on
concerns
Nursing and Midwifery Council (NMC) - guidance and toolkits for nursing and
midwifery
Health and Care Professions Council (HCPC) - guidance for health care
professionals
Care Quality Commission (CQC) - guidance for health and care staff about how
you can escalate a concern with the CQC.
The charity ‘Public Concern at Work’ offers free confidential advice about
serious malpractice at work – www.pcaw.co.uk, helpline@pcaw.co.uk, 020
7404 6609
It is recognised that raising a concern is often a difficult decision for employees.
Support is available from the telephone based Insight Counselling service on
0800 027 7844, or through Occupational Health.
Right of representation

People raising concerns have the right to be accompanied at any stage of this
procedure by a Trade Union representative or work colleague.
Training Requirements
Training requirements will be established via Training Needs Analysis, and training
provided as appropriate.
Monitoring and Reporting
The Trust will record and monitor all concerns raised within the scope of this policy
from the first formal stage.
Minimum
Requirement

Frequency

Process for
monitoring

Evidence

Responsible
Individual(s)

Response
Committee(s)

Whistle-blowing
issues

Quarterly

Head of HR

Minutes

Designated
Officer at
Board
meetings

Designated
Officer at Board
meetings
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Minimum
Requirement

Frequency

Process for
monitoring

Evidence

Responsible
Individual(s)

Response
Committee(s)

Resource/Implementation Issues
Managing whistle-blowing allegations can be resource intensive, and thus
consideration needs to be given to this.
Risk Issues
The timely and correct implementation of this policy will help minimise any further risks
associated with allegations raised via whistle-blowing.
Requirements, Supporting Documents and References
Requirements
Board Objective Reference:

5

CQC Reference:

16,17

Supporting Documents
Relevant Trust policies include:






Counter Fraud Service & Human Resource Protocol
Disciplinary Policy
Safeguarding Policy
Managing Allegations of Abuse by Professionals Against Children Policy
Standing Financial Instructions (SFIs)

References
The following documentation has been used:
 Whistleblowing Guidance for Workers and Employers in Health and Social
Care
 Freedom to Speak Up – A review of whistleblowing in the NHS, by Sir Robert
Francis QC.
The following legislation is relevant:
 1998 Public Interest Disclosure Act (PIDA)
 Employment Tribunal Regulations (2010)
 The Bribery Act 2011

Version: 3.0

Replaces Version: 2.1
Page 14 of 19

Review Date: 2021

Raising Concerns & Whistle-blowing Policy

Subject Expert and Feedback
Should you wish to discuss any aspects of this policy or have any areas for concern
please in the first instance contact Ruth Barker, Head of HR
(ruth.barker@gmw.nhs.uk)
Review
This document will be reviewed in five years or sooner in the light of organisational,
legislative or other changes.
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Appendix 1 – Guidelines for initial discussion with employee

Listen carefully to any worker raising a concern.
• Commit to taking the matter seriously.
• Thank the person for raising it (even if you think they may be mistaken).
• Acknowledge how they may be feeling, that it may be a difficult or stressful situation
and offer reassurance.
• Respect the worker’s belief that they are raising a genuine concern in the public
interest.
• Treat this as being reasonable.
• Avoid prejudging whether this is correct or valid until an appropriate investigation has
taken place.

Respond positively and clearly.
• Reassure the person that the concern will be looked into promptly and (where
appropriate) investigated thoroughly and fairly as soon as possible.
• Manage expectations of the individual - discuss next steps, reasonable timeframes,
and make arrangements for feedback on the outcome.
• Respect a worker’s request for confidentiality and any concerns about their job or
career, but explain any circumstances where there may be limits on confidentiality.
• Offer advice about the type of support available to them (e.g. relevant contacts they
can speak to e.g: the Freedom to Speak Up Guardian, HR, Trade Union, counselling,
OH, or where they can seek independent advice).
• Be clear on what the worker should do and where they should go if they experience
any reprisals or unacceptable behaviour, e.g. bullying, harassment or victimisation,
from managers or colleagues.
• Give the individual a copy of this policy.
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Ensure a fair process of investigation.
• Ensure any investigation is carried out fairly and thoroughly.
• Keep an open mind – you may not want to believe all that you hear, but it’s important
to remain objective.
• Focus on the information that is being disclosed, not on the worker who is raising the
concern.
• Don’t let personal views influence your assessment of the issues.
• Recognise any strong emotions you may have and ask for help if you need it. (It is
not unusual to have feelings such as anger, shock or distress).
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Appendix 2 – List of Prescribed Persons
From Whistleblowing Guidance for Workers and Employers in Health and Social Care
The secondary legislation under PIDA lists “prescribed persons”. The following
are the most relevant to the health and care sectors:
Care Quality Commission, 03000 616 161 www.cqc.org.uk
NHS Improvement https://improvement.nhs.uk/
Nursing and Midwifery Council (NMC) http://www.nmc-uk.org/
General Chiropractic Council (GCC) http://www.gcc-uk.org/page.cfm
General Dental Council (GDC) http://www.gdc-uk.org/Pages/default.aspx
General Medical Council (GMC) – regulator for medical doctors throughout the UK in all
healthcare sectors 0161 923 6602 www.gmc-uk.org
Health and Care Professions Council (HCPC) – regulator for the allied health professions
0845 300 6184 http://www.hpc-uk.org/
General Optical Council (GOC) http://www.optical.org/
General Osteopathic Council (GOsC) http://www.osteopathy.org.uk/
General Pharmaceutical Council (GPhC) http://pharmacyregulation.org/
Audit Commission for England and Wales and auditors appointed by the Commission to
audit the accounts of local government, and health service, bodies www.auditcommission.gov.uk
Charity Commissioners for England and Wales www.charitycommission.gov.uk
Comptroller and Auditor General
Children’s Commissioner
Health and Safety Executive www.hse.gov.uk
Information Commissioner
Pensions Regulator www.thepensionsregulator.gov.uk

b) Other persons to which a protected disclosure may be made:
These include the Secretary of State for Health and other health and social care Ministers,
and legal advisers (provided other criteria and procedural requirements in PIDA are met). With
effect from 6 April 2014, members of the House of Commons (M.P.s) have been added to the
list of prescribed persons, in respect of any matter listed in the Schedule (which includes health
and social care)
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Appendix 3 – Raising Concerns Flow Chart
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Board of Directors – Part 1
TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Schedule of Board, Council of Governors and Board Committee Meetings 2017
31st October 2016
15
Kim Saville, Company Secretary
Kim Saville, Company Secretary

EXECUTIVE SUMMARY:

The Board of Directors are asked to note the schedule of Board, Council of
Governors and Board Committee meetings for 2017. Changes to the 2016 schedule
are highlighted, including the inclusion of monthly Quality Governance Committee
meetings, Transaction and Transformation Committee meetings and an additional
Audit Committee meeting.

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

N/a
N/a

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

RECOMMENDATIONS:

Strategic Objective

To note

Description (as per BAF)

No

x

SCHEDULE OF BOARD, COUNCIL OF GOVERNOR & COMMITTEE MEETINGS 2017

Meeting

Meeting Date

Receipt
of Papers

Time

Room

04.01.17
18.01.17
18.01.17
26.01.17
26.01.17
01.02.17
15.02.17
15.02.17
01.03.17
15.03.17
15.03.17
29.03.17
05.04.17
12.04.17
03.05.17
03.05.17
03.05.17
11.05.17
31.05.17
15.06.17
14.06.17
14.06.17
22.06.17
22.06.17
28.06.17
05.07.17
19.07.17
19.07.17
24.08.17
30.08.17
06.09.17

Circulate
Papers
05.01.17
20.01.17
20.01.17
27.01.17
27.01.17
02.02.17
17.02.17
17.02.17
02.03.17
17.03.17
17.03.17
31.03.17
06.04.17
13.04.17
04.05.17
05.05.17
05.05.17
12.05.17
01.06.17
16.06.17
16.06.17
16.06.17
23.06.17
23.06.17
30.06.17
06.07.17
21.07.17
21.07.17
25.08.17
01.09.17
07.09.17

Quality Governance Committee
Transaction & Transformation Committee
Board of Directors
Charitable Funds Committee
Audit Committee
Quality Governance Committee
Transaction & Transformation Committee
Joint Board & Council of Governors
Quality Governance Committee
Transaction & Transformation Committee
Board of Directors
Council of Governors
Quality Governance Committee
Audit Committee
Quality Governance Committee
Transaction & Transformation Committee
Board of Directors
Audit Committee
Quality Governance Committee
Remuneration Committee
Transaction & Transformation Committee
Board of Directors
Charitable Funds Committee
Audit Committee
Council of Governors
Quality Governance Committee
Transaction & Transformation Committee
Board of Directors
Audit Committee
Council of Governors
Quality Governance Committee

12 January
30 January
30 January
6 February
6 February
9 February
27 February
27 February
9 March
27 March
27 March
10 April
13 April
24 April
11 May
15 May
15 May
22 May
8 June
26 June
26 June
26 June
3 July
3 July
10 July
13 July
31 July
31 July
4 September
11 September
14 September

9.30 am
11.00 am
1.00 pm
11.00 am
1.00 pm
9.30 am
11.00 am
1.00 pm
9.30 am
11.00 am
1.00 pm
10.30 am
9.30 am
1.00 pm
9.30 am
11.00 am
1.00 pm
1.00 pm
9.30 am
10.30 am
11.00 am
1.00 pm
11.00 am
1.00 pm
10.30 am
9.30 am
11.00 am
1.00 pm
1.00 pm
10.30 am
9.30 am

1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
Conference Room 7
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
Conference Room 7
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
Seminar rms 1 & 2
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
Conference Room 7
1st Floor, The Curve

Transaction & Transformation Committee
Board of Directors
Quality Governance Committee
Transaction & Transformation Committee
Board of Directors
Quality Governance Committee
Transaction & Transformation Committee
Board of Directors
Charitable Funds Committee
Audit Committee
Council of Governors
Quality Governance Committee
Transaction & Transformation Committee
Board of Directors

25 September
25 September
12 October
30 October
30 October
9 November
27 November
27 November
4 December
4 December
11 December
14 December
18 December
18 December

13.09.17
13.09.17
04.10.17
18.10.17
18.10.17
01.11.16
15.11.17
15.11.17
23.11.17
23.11.17
29.11.17
06.12.17
06.12.17
06.12.17

15.09.17
15.09.17
05.10.17
20.10.17
20.10.17
02.11.16
17.11.17
17.11.17
24.11.17
24.11.17
01.12.17
07.12.17
08.12.17
08.12.17

11.00 am
1.00 pm
9.30 am
11.00 am
1.00 pm
9.30 am
11.00 am
1.00 pm
11.00 am
1.00 pm
10.30 am
9.30 am
11.00 am
1.00 pm

1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve
Conference Room 7
1st Floor, The Curve
1st Floor, The Curve
1st Floor, The Curve

Changes/Notes on Schedule of Meetings:


Board of Directors:
o 10 meetings per annum
o No meeting in April or August
o May meeting in mid‐May



Transaction & Transformation Committee:
o On same day as Board of Directors
o No meeting in April and August as per Board



Audit Committee:
o 6 meetings per annum
o Incl. additional meeting in July



Quality Governance Committee:
o Monthly except for August
o 2nd Thursday of every month, instead of 1st Thursday
o Start time changed from 9.00am to 9.30am



Charitable Funds:
o 3 times per annum
o Same day as Audit Committee (previously met on same day as Board)



Council of Governors:
o 5 times per annum (incl. Joint Board meeting at end of Feb)
o Monday meetings instead of Tuesdays
o Feb. meeting in afternoon to accommodate T&T Committee

‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐
EMT Away Days:

Senior Leaders Meeting:

12th April 2017
21st June 2017
13th September 2017
13th December 2017

9th March 2017 – Seminar Room 7
29th June 2017 – Seminar Room 7
7th September 2017 – Seminar Room 7
7th December 2017 – Seminar Room 7

