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Time: 14:00pm — 16:00pm
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Item . . . Paper/ Approval/
No. Time | Duration Subject Verbal | Discussion/ By Whom
Information
1. 14:00 1 min Welcome, Introductions and
Apologies Paper Information Chair
Attendance Matrix
2. 14:01 1 min Declarations of Interest Verbal Discussion Chair
3. 14:02 3 mins | Minutes of previous meeting .
15t April 2025 Paper Approval Chair
4. 14:05 5 mins | Action Log / Matters arising Paper Discussion Chair
S 14:10 S mins Horizon Scanning Paper Information Chair
6. 14:15 1 10 mins NHS Reform Paper | Engagement | Charlotte Bailey

Chairs Report:

P&C Sub-Committee

April & May Charlotte Bailey

7. | 14:25 | 10 mins Paper | Assurance
Latest Summary Workforce
Report: Jane Seddon
March & April 2025 (March & | T aPer | Assurance

April Data)

Chairs Report:
P&C Health & Care Group Verbal
April 2025

Assurance Karen James

8. 14:35 | 10 mins

Latest Workforce Report:

M11 (February Data) Paper Assurance Jane Seddon

9. 14:45 | 10 mins | Workforce Plan submission Paper Assurance lan Thornber
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10. | 14:55 | 20 mins . N John
Committee Priorities — X
. Paper Assurance Herring/Jane
Evaluation
Seddon
1. 11515 | 10 mins Streamlining our governance Paper Information | Charlotte Bailey
12. | 15:25 | 15 mins | National Staff Survey — Full : .
Paper Information Eleanor Devlin
Benchmarked Results
13. 115:40 | 10 mins Q3 FTSU Report Paper Assurance Luzani Moyo
14. | 15:50 | 10 mins PAT Report Paper Assurance Charlotte Bailey
/ Sue Howard
15. | 16:00 - Any other business &
Reflections of the meeting Menti Discussion Chair

and items for escalation to
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Date and Time of Next Meeting:
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For Information:
Committee Annual Report

Streamlining our governance
National Staff Survey — Full Benchmarked Results
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PEOPLE AND CULTURE COMMITTEE - ATTENDANCE MATRIX

Member Job Title ToR Role Deputy/Substitute Apr-25 | May-25 | Jun-25 | Jul-25 | Aug-25 | Sep-25 | Oct-25 | Nov-25 | Dec-25 | Jan-26 | Feb-26 | Mar-26
Sheena McDonnell Non Exec Director Non-Executive Member, NHS GM (Chair of Committee)
Kal Kay Non Exec Director Non-Executive Member, NHS GM (Vice Chair)
Mark Fisher Chief Executive Officer Chief Executive Officer, NHS GM
Charlotte Bailey Chief People Officer Chief People Officer, NHS GM and Chair of the NHS GM People and Culture Sub-Committee
Mandy Philbin Chief Nursing Officer Chief Nursing Officer, NHS GM
Manisha Kumar Chief Medical Officer Chief Medical Officer, NHS GM
Jackie Gardiner Corporate Director of Operational Finance Chief Finance Officer, NHS GM Carol Shannon Jarvis
Karen James Chief Exec, Stockport and Tameside & Glossop  |Provider Chief Executive and Co-Chair of the System People and Culture Group

Local Authority Chief Executive and Co-Chair of the System People and Culture Group

Jane Seddon Director of People Services Director of People Services, NHS GM
John Herring Director of OD and Culture Director of OD and Culture, NHS GM
Majid Hussain Director of Inclusion Director of Inclusion, NHS GM
Jo Chilton Director of Social Care Director of Social Care, NHS GM Jo Finnerty
Hannah Dobrowolska Deputy Place Based Lead Deputy Place Based Lead, NHS GM
Amanda Bromley Director of People & OD Provider HR Director
Luvjit Kandula PC Board Chair Primary Care Board representative Luvjit to join committee
Katherine Sheerin Chief Officer for Commissioning
Steve Voyse Staff Side Chair Trade Union representative, NHS GM
James Bull Regional Organiser, UNISON Trade Union representative, Workforce Engagement Forum
Nicky Littler Mental Health Provider representative
Andy Brass (Professor) Head of the School of Health Sciences, Vice Dean|Higher Education Institution representative
Michelle Hill Voluntary, Community and Social Enterprise representative
Owen Williams Partner member
Attendees:

Anna Cooper Shepherd
Eram Hussain

Helen Ferguson
Michelle Featherstone
Edna Gibson

Claire Connor

Sue Howard -
Sarah Smith

Kay Wilkes

Eleanor Devlin

Nicky Clarke

Tazeem Shah

Lucy Cunliffe

Dr Jim Richie

Claire Vaughan

Alison McGovern

Nuthana Bhayankaram

Michelle Dawes

Valerie Clare

Fenella Ferguson

Jackie Pratt (deputy for John Herring)
Sara Roscoe

Dr John Patterson

Julie Rogers
carol shannon-jarvis attending on Jackie’s
behalf




Minutes

NHS Greater Manchester People & Culture Committee

Date: Tuesday 13 April 2025
Time: 14:00 — 16:00
Venue: Microsoft Teams
MEMBERS:
Sheena McDonnell SM | Chair, Non-Exec Member, NHS GM
Kal Kay KK |Vice Chair, Non-Exec Member, NHS GM
Jane Seddon JS Director of People Services, NHS GM
Andrew Brass AB |Higher Education Institution representative
Nicky Littler NL |Mental Health Provider representative
Mark Fisher MF | Chief Executive, NHS GM
James Bull JB | Trade Union representative, Workforce Engagement Forum
Karen James KJ | Provider Chief Executive and Co-Chair of the System People and
Culture Group
Owen Williams OW | Chief Executive, NCA
Steve Voyse SV | Trade Union representative, NHS GM
Luvjit Kandula LK |Primary Care Board Representative
Amanda Bromley ABr | Provider HR Director
Charlotte Bailey CB | Chief People Officer, NHS GM
Michelle Hill MHi | Voluntary Sector Representative
Katherine Sheerin KS | Chief Commissioning Officer, NHS GM
Jackie Gardiner JG | Corporate Director of Operational Finance — Financial Management,

NHS GM

John Herring JH | Director of OD and Culture

IN ATTENDANCE:

Anna Cooper-Shepherd |ACS |Head of Strategy & Business for the Chief People Office, NHS GM

Lucy Cunliffe LC |Governance Manager, NHS GM

Michelle Featherstone MFe | Assistant Director — Workforce Planning, Intelligence & Education
(GM) / Workforce & Education Transformation Lead (NHSE)

Alison McGovern AM | Assistant Director for Maternity

Michelle Dawes MD | Clinical Workforce Lead: NHS GM People and Culture function

Arasu Kuppuswamy AK | Clinical Director (Programme) — deputising for Manisha Kumar

Jo Finnerty JF |Programme Manager (Workforce)

APOLOGIES:

Hannah Dobrowolska HD | Deputy Place Based Lead

Manisha Kumar MK | Chief Medical Officer, NHS GM

Mandy Philbin MP | Chief Nursing Officer, NHS GM

Joanne Chilton JC Director of Social Care, NHS GM

Sue Howard SH | Head of Workforce Development, NHS GM




(Public Meeting)

Item Item

No

1. Introductions and Apologies (Chair)
SM welcomed all to the meeting and apologies were noted.
The committee were informed that the ICB were planning to establish a Transition
Committee to oversee any changes following the recent reform announcement. SM
highlighted the importance of ensuring all colleagues felt supported throughout the transition.
It was reported that the Annual Plan had been submitted to NHS England. SM confirmed
any amendments required could still be made to the plan until the end of April 2025.
Workforce and headcount had been identified as key focuses for NHS England.
The committee were made aware of the letter received from Louise Shepherd, Regional
Director for NHS England regarding anti-racism, inclusion, bullying and harassment. SM
reminded the committee of the recent meeting held which covered commitment to anti-
racism and the recent staff survey results. A suggestion was raised for the committee to
continue to think of ways to improve throughout the course of the meeting.

2. Declarations of Interest/Conflicts of Interest (All)
No declarations or conflicts of interest were declared at the meeting.

3. Minutes of the Previous Meeting (Chair)
The minutes of the meeting held on the 28 January 2025 were presented for sign off.
NHS GM People & Culture Committee APPROVED the minutes from the 28 January
2025 meeting.

4. Action Log / Matters Arising
The action log was shared for information and changes noted.

5. Terms of Reference & Forward Plan Update
The committee were informed of the ask of all committees to refresh their Terms of
Reference & Forward Plans which would be shared with Board in May 2025. SM highlighted
that there may be further changes required in the future, once more was known following
further guidance.
A discussion took place regarding workforce efficiency, ensuring all sectors and workforce
is covered. A suggestion was raised following national planning guidance, to ensure
workforce efficiency is strongly included in future agendas to highlight as a focus area.
The limitations on data and information were highlighted as a challenge to the committee.
NHS GM People & Culture Committee APPROVED the Terms of Reference to go to
Board, subject to any further amendments in the future.

6. Horizon Scanning

This item was presented to the committee to provide awareness of current and potential
issues.

CB presented the item and shared key updates including:
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e NHS Reform — At present, it was reported nothing formal had been received,
however, a letter to further help understand the role of the ICB and the reductions
was due to be received.

e Live Well & Prevention Demonstrator — It was reported that there had been a shift to
prevention and stemming flow of demand to support individuals closer to home.

¢ 10-year health plan — A summit was expected to take place in Spring 2025 with hopes
of an announcement to be received shortly after.

e Mandatory Training Framework — a launch was due to take place. It was reported
that consultations had also been underway for the new National Leadership and
Management Framework.

e Employment Rights Bill — significant changes were anticipated with a focus on growth
economy.

¢ Violence Reduction Standard had also been launched. It was reported there had
been an increase on violence against staff conveyed in the staff survey.

e People Promise Exemplar Programme — It was reported that an evaluation would
take place around best practice.

e The NHS Board Appraisal had been launched with the New Provider Performance
Framework due to be launched soon.

The committee were informed of the useful links provided in the papers for further
information.

AB reported that a workshop was due to take place with the 4 HEls and ICBs in GM to
improve collaborative working.

NHS GM People & Culture Committee noted the updates.

People & Culture Strategy Refresh
* Refresh process/timescales

CB informed the committee of the recommendation to continue the refresh of the People &
Culture Strategy, despite the current changes ahead. It was explained that workforce was
part of how sustainability was delivered in most sectors. The committee were reminded of
the focus on workforce to ensure quality, performance, sustainability and outcomes for
citizens.

It was reported that the period of engagement would take place from present until July
2025, identifying any plans already in place and common themes, further adding value by
collaborating. It was suggested that it provided an opportunity to think of the needs of the
workforce as well as taking opportunity to align with legislative moves/national planning
guidance and priorities for various sectors.

CB explained the goal to have a final refreshed strategy in place with focused priorities by
November 2025. The committee were reminded of the recommendations from the Good
Governance Institute to focus on 3 key areas for the forthcoming years.

* Feedback from the Workforce Summit

ACS explained that the wealth of feedback shared would be fed into an evaluation as well
as into the existing strategy. It was reported that workforce integration would be an
important priority and feedback around the strategy to be translatable and relevant to all
sectors across the board.




* Input from NHS GM People & Culture Committee

NL reported that the discussions at the Workforce Summit highlighted the future of the
strategy and how it could be shaped. Engaging conversations had taken place with great
feedback.

The importance of people feeling connected to the delivery, evaluation and ongoing
monitoring was suggested.

NHS GM People & Culture Committee agreed to progress with the strategy refresh.

Chairs Report:
P&C Sub-Committee
February and March

The report provided an overview of the key topics discussed and included updates and
challenges identified by the NHS GM P&C Sub-Committee.

JH provided a brief overview:

e Accommodation issues in the central Manchester office had remained a continued
challenge.

o Terms of Reference for the Sub-Committee had been approved at the February 2025
meeting.

e Line Manager Pilot Training had recently launched

e Approved policies: Eyecare Screening Approach, Travel Expenses and Family
Leave.

¢ The committee were also made aware of the recent Gender Pay Gap & Ethnicity Pay
Gap Reports. It was reported that a Disability Pay Gap report was also being created.
Once finalised, the equality team would be pulling together an action plan to set
priorities for 2025/26.

e A presentation from SEND Workforce — Development Framework would be
socialised and made available on the website.

e Risk Register had also been reviewed by the Sub-Committee which the MIAA
assurance process was part of and shared with the Extended Leadership Team.

Latest Summary Workforce Report:
February 2025 (January Data)

JS also shared a brief overview of the key metrics in the report:
e Mandatory Training had consistently achieved the targets set out.
e The turnover rate was at present below target; however, improvements had been
made over the 3-month period.
e Sickness absence remained a consistent reduction.
e Appraisal rates had consistently improved. The committee were informed a clearer
picture could be provided following the appraisal window.

A discussion took place around the sickness absence challenges identified in the
Manchester locality. Assurance was provided to the committee that further focus would be
delivered at the Sub-Committee with wrap around support provided to the Manchester
locality on their action plan.

A further discussion took place regarding the staff survey data and a query was raised
regarding the WRES and WDES for ethnicity and disability pay gap. JS informed the
committee that Eleanor Devlin, NHS England would be pulling together the NHS Staff
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Survey for this committee and the Health & Care Group to identify themes being built such
as WRES and WDES to begin to align it to experiences for Trusts and other organisations.

It was suggested that a number of colleagues including the Local Authority & voluntary
sector would need to identify the data they would want to be explored, identifying who had
access to it and how it could be drawn out.

ACTION: Members of the committee on the Leadership Board Level to complete Mandatory
Training.

ACTION: AK pick up Mandatory Training with colleagues in Medical Directorate.

NHS GM People and Culture Committee noted the update on the progress of the
programmes of work.

9. Chairs Report: P&C Health & Care Group March 2025
KJ provided an update on the key topics discussed, including challenges identified by the
NHS GM Health & Care Group:
e Terms of Reference had been reviewed with minor tweaks made.
e A report had been shared on Transforming People Services using Al to remove
transactional processes.
e Migrant Workforce Charter — impactful issues to migrant working within Social
Care and Private Providers due to businesses closing was reported.
JF informed the committee of the good discussions held at the GM HRDs Forum with a
plan to go forward which could be shared at a future meeting.
NHS GM People and Culture Committee noted the updates.
Latest Workforce Report:
M9 (December Data)
JS shared a brief overview of the updates in the report:

e Workforce — currently above system plan.

e Agency Workforce — currently below plan. JS explained that there were challenges
around operational planning. An intensive focus on headcount would take place in
the next year.

e Sickness Absence Rate — It was identified as a challenging area for all providers
and ICB with the current rate at 6.1%.

o Temporary Staffing Metrics — agency spend had been achieved to date at 1.4%.

e Price Cap Compliance — reported just below target.

e Bank Shifts — GM were reported at 94% with the National target at 75%. JS
informed the committee of the positive result with all providers achieving above
target.

The committee were made aware of the focus as part of the workforce efficiency
programme to examine how support could be provided to the wellbeing of the workforce.
NHS GM People and Culture Committee noted the update on the progress and
expressed the importance of workforce efficiency.

10. Committee Priority Highlight Reports




The reports were taken as read with leads highlighting key points.

Priority 1

e Good Employment Charter — The committee were informed of the Mayors key notes
speech at the Workforce Summit. It was reported that the sector now had a great
number of members and supporters. JH explained that they had written to Secretary
of State for Health & Social Care. The Mayor had also prepared a paper setting out
thinking of Living Wage. The committee were informed that it did not cover Primary
Care, Social Care or the Voluntary sector. Issues on National Insurance had been
raised for other employers. JH confirmed that the letter included recommendations
and comparisons with London and that the Charter would need to move beyond the
legalisation and statutory responsibilities of an employer. The committee were
informed of a bitesize session due to be held on 8" April 2025 online to provide
further information.

Priority 2
o Updated to be provided in item 11.

Priority 3
¢ JS highlighted the positive work within the Workforce Sustainability T Level areas
with a further increase of T Level placement capacity and employer readiness across
all health and care sectors. JS reported that a T Level Stakeholder Network was due
to be established, and NHS GM had also commenced T Level in Finance.

AB highlighted the enthusiasm from universities to address gaps.

NHS GM People and Culture Committee noted the update on the progress of the
Committee Priorities.

11.

Deep Dive — Priority 2

JH reported that the Single Improvement Plan had entered undertakings the previous year,
with NHS England splitting into 4 pillars.

JH explained that the Leadership & Governance Pillar had focused on 4 areas:
e Deliver recommendations from leadership and governance review.
¢ Implement the Good Governance Institute well led review.
e Undertake gap analysis on the capability to work as a system.
e Develop and implement system owned culture, values and beliefs.

The committee were assured of the great progress made, working in partnership with NHS
England to meet actions and evidence.

JH reported that they were behind in some of the recommendations, however, were
organisational wide and required some reflection in light of the recent NHS Reform
announcement.

JH provided further updates to the committee:
o Capacity issues within the Intelligence function was highlighted due to demand.
e System Wide Groups, led by Gareth Robinson were currently being reviewed to
identify the role of the groups and the governance.
e Urgent Emergency Group was due to be updated to Transformation Board with a
new governance in place.
e All Good Governance Improvement and Well Led Review had been implemented.
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e System Leadership Group, made up of Chief Executives, NHS Trusts, leaders in
Primary Care, Voluntary Sector and Place-Based Leads had met on a regular basis.
JH explained that the next 3 months focus would be on workforce. The committee
were informed that it was built as an opportunity for leadership to discover what was
taking place in the system and what required further focus collectively.

e Third Partnership Assessment Tool to be available in the following 6-12 months.

The committee were made aware of the strong interrelationships around the sustainability
group of colleagues who oversaw the governance, organisational design, strategy and
planning.

MF informed the committee of the System Improvement Board with NHSE that had taken
place that morning. It was reported that of the 36 undertakings, 19 had been signed off. The
committee were assured that they would be keen to maintain control throughout all future
changes.

NHS GM People and Culture Committee welcomed all the achievements raised and
the good progress made.

12.

System Workforce Risk Areas — Local Maternity and Neonatal Services (LMNS)
Implementation Plan

The committee were reminded that the implementation plan had been shared with all
committee members ahead of the meeting with an ask to support and endorse the
implementation plan to ensure it aligned to People and Culture strategies.

AMc informed the committee of the significant workforce gaps, particularly in midwifery
workforce that had been identified as the biggest risk. In response to this, the Delivery Plan
had been developed with the implementation plan co-produced across the system. AMc
explained the intention to take the delivery plan, breakdown into specific actions with action
owners to enable them to track responsibility, timeframes and outcomes. The committee
were made aware that it had been socialised through action owners and Maternity System
Groups.

A discussion took place regarding NHSE Review of Neonatal Care and assurance was
provided that the plan closely linked with the Neonatal Review and would likely have limited
impact due to the close alignment.

A further discussion took place regarding improving placements for the following years,
which had been recognised as a risk to the programme. AMc informed the committee that
workforce would remain the top priority and would be protected as much as possible with a
number of Working Groups and Oversight Group to keep track of actions and the progress.

AB highlighted the positive collaborative working that took place with universities within
Greater Manchester which has been reported as the most popular place for student
applications, however, the challenges around obtaining placements with providers was
raised.

A discussion took place regarding retention rate being the biggest challenge in Maternity
Workforce and on courses. It was identified understanding the reasons for the drop-out rates
would be crucial. A suggestion was raised for additional Midwifery T Levels.

ACTION: AMc and JH to meet to discuss apprenticeships and T Levels for Midwifery.

The committee were broadly supportive of the Delivery Plan, with challenges and risk
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raised and noted regarding how it could be deliverable.

13. Any Other Business (All) & Reflections of the meeting and items for escalation to
the Board

¢ Menti used as tool to capture feedback on the reflections of the meeting.
e Feedback from the Menti report will be shared.

Date and Time of Next Meeting

Tuesday 27" May, 14:00 — 16:00 MS Teams




ACTION LOG

MEETING: P&C Committee UPDATED: 04/03/2025
Action No. Meeting Date Owner (Name) Action Due Date Status Comments
01/04: Action delayed until May 2025 due to current demands.
JH provided assurance to the Committee that work was underway to address this, Update 23/01 - Not due till March 2025
John Herring  [notably for NHS GM to embed culture and values through the development of a May-25 In Progress Update 30/09/24 - This is still under development.
cultural dashboard./ To pursue the development of a cultural dashboard for the GM system
Update 17/07/2024 - The work is still in progress; we have begun to scope
002 09/05/2025| out what data would inform the cultural dashboard from a data perspective:
JTTSTTEreu ITat UTMVETSIly UT VT TCITESTET TTave CoTTuusIE U g STuuy aru U VeTUpEU & TEpUTT
on experiences of working on Mental Health wards across the country, in which GM was
John Herring  [featured. The report has not been socialised, but supervision, violence and aggression TBC In Progress 01/04: Report not received yet.
009 02/12/2024 were identified as one of many workforce challenges. Action: JH to share final report
A community of practice is being established to share best practices and provide support to V) ol G enn s esiien
Manisha Kumar (those involved. Collaboration with Higher Education Institutes (HEIs) is also part of this 31/12/2024 In Progress N g_ gg_ 9 P
fort. Action: MK to sh lid the NW iti 04/03: Action still in progress.
019 02/12/2024 effort. Action: o share slides on the position.
CPO/Chair A full review of the BAF to take place in the new financial year. TBC Open
025 28/01/2025|
Membtle_r:\’aetl Board|Members of the committee on the Leadership Board Level to complete Mandatory Training. May-25 Open
027 01/04/2025|
Arasu AK pick up Mandatory Training with colleagues in Medical Directorate May-25 Open
Kuppuswamy p P ry g g - Y- 3
028 01/04/2025|
John Herring/ AMc and JH to meet to discuss apprenticeships and T Levels for Midwife TBC Open
Alison McGovern seu pprentl P v iawitery. P
029 01/04/2025|







NHS GM People and Culture Committee

27 May 2025

Report information.

Required information.

Details.

Title of report.

Horizon Scanning

Author.

Anna Cooper-Shepherd

Presented by.

All Committee Members

Contact for further information.

Anna Cooper-Shepherd

Executive summary.

These items are presented to give awareness
to members of current and potential
upcoming issues that the Committee should
be aware of. Additional items may be raised
verbally during the meeting.

The benefits that the population of Greater
Manchester will experience.

This will ensure that the Committee is kept up
to date on potential future issues, allowing
action to be taken early where appropriate.

How health inequalities will be reduced in
Greater Manchester’'s communities.

By ensuring that the Committee is made
aware of issues impacting different
communities that they may not see in other
forums.

The decision to be made and/or input
sought.

For information and discussion as
appropriate.

How this supports the delivery of the
strategy and mitigates the Board
Assurance Framework (BAF) risks.

This will ensure that the Committee is kept up
to date on potential future issues, allowing
action to be taken early where appropriate
and helping to reduce risk levels.




Key milestones.

N/A

Leadership and governance
arrangements.

Various dependant on individual subject
matter.

Engagement* to date.

*Engagement: public, clinical. Analysis:
equality, sustainability, financial.
Comments/ approval by groups/
committees.

Various dependant on individual subject
matter.

Financial or Legal Implications

N/A

Table 1: Information needed about the document and its purpose.

Public Clinical Sustainabi | Financial | Legal Conflicts Report
engageme | engageme | lity impact | advice advice of interest | accessibili
nt nt ty

No No No No No No Yes

Table 2: Assurance needed about the document.




Introduction

These items are presented to give awareness to members of current and potential upcoming
issues that the committee should be aware of. Additional items may be raised verbally during
the meeting.

1. NHS Reform

1.1 Publication of the ICB Blueprint on 6 May

1.21CBs due to submit their Target Operating Models on 30 May

1.3 NHS Trusts required to reduce corporate cost growth by 50% during quarter three.
2. Greater Manchester Strategy refresh due in 2025 (led by GMCA)

2.1 More information to follow.

3. Creating a 10 year health plan

3.1 Awaiting publication.
3.2 Spending Review 2025 due on 11 June 2025.

4. Interpretation of sex and gender

4.1  Following recent developments concerning the interpretation of sex and gender in UK law
work is underway to support all staff and communities, ensuring that practices uphold inclusivity
and respect for everyone, including transgender individuals and women.

5. WRES in social care

5.10n 7 May Skills for Care published the latest Social Care WRES report conducted with
73 Local authorities Findings from the SC-WRES data

6.Employment Rights Bill

6.1 The Employment Rights Bill has now finished its journey through the House of
Commons and is currently being reviewed by the House of Lords. A number of
amendments have been made following discussion in the Commons and
consultations. The latest version can be viewed here: Employment Rights Bill -
Parliamentary Bills - UK Parliament.

6.2 Expect that most reforms in the bill will take effect no earlier than 2026.

7.People Professionals Day

7.120 May marked People Professionals Day. NHS GM and NHS trusts worked together to


https://www.skillsforcare.org.uk/Support-for-leaders-and-managers/Supporting-a-diverse-workforce/Social-Care-Workforce-Race-Equality-Standard/Findings-from-the-SC-WRES-data.aspx
https://bills.parliament.uk/bills/3737
https://bills.parliament.uk/bills/3737

deliver a programme of events to celebrate the profession and its contribution in Greater
Manchester across health and social care.

8. Recommendations

The People and Culture Committee is asked to:

. Note the contents of the report.






People & Culture Committee

May 2025

Report information.

Required information.

Details.

Title of report.

NHS Reform

Author.

Charlotte Bailey, Chief People Officer

Presented by.

Charlotte Bailey, Chief People Officer

Contact for further information.

Charlotte Bailey, Chief People Officer

charlotte.bailey37@nhs.net

Executive summary.

This report provides an overview to NHS
Reform to date to provide the Committee
awareness of the next steps and an overview
of what has taken place so far.

The benefits that the population of Greater
Manchester will experience.

This will ensure that the Committee is kept up
to date on potential future issues, allowing
action to be taken early where appropriate.

Ensuring retention of talent and limiting
impact on staff is central to NHS Reform.

How health inequalities will be reduced in
Greater Manchester’s communities.

By ensuring that the Committee is made
aware of any issues that arise from the
organisational changes.

The decision to be made and/or input
sought.

For information and discussion as
appropriate.



mailto:charlotte.bailey37@nhs.net

How this supports the delivery of the
strategy and mitigates the Board
Assurance Framework (BAF) risks.

This will ensure that the Committee is kept up
to date on potential future issues, allowing
action to be taken early where appropriate
and helping to reduce risk levels.

Key milestones.

NHS GM needs to submit a high-level plan to
NHS England by the end of May 2025 in
response to the model ICB Blueprint, outlining
how NHS GM intend to implement whilst
ensuring our plans to deliver the best
healthcare for the people of Greater
Manchester remain intact.

Leadership and governance
arrangements.

A Task and Finish Group has been
established, chaired by NHS GM's chair, Sir
Richard Leese, to oversee the successful
transition to our new working arrangements
and structures. This group includes
membership from senior leaders representing
providers, Place and staff alongside our chief
officers.

Engagement* to date.

equality, sustainability, financial.
Comments/ approval by groups/
committees.

*Engagement: public, clinical. Analysis:

Engagement has taken place with staff at all
levels of the organisation, including the first
staff away day where 1,300 ideas and
suggestions on improving efficiency were
shared.

Engagement has also taken place with wide
range of stakeholder.

Partners will continue to be engaged with
throughout the process and beyond the May
deadline.

Financial or Legal Implications

The basis of reductions under NHS Reform is
on average costs per head. The changes for
ICBs range from 27% to 63% reductions in
running and programme costs. For Greater
Manchester the calculated reduction is 39%.

Table 1: Information needed about the document and its purpose.




Public Clinical Sustainabi | Financial | Legal Conflicts Report
engageme | engageme | lity impact | advice advice of interest | accessibili
nt nt ty

No No Yes No No No Yes

Table 2: Assurance needed about the document.




Date: 15 May 2025



Overview to NHS Reform

Integrated Care Boards

On 1 April 2025, NHS England wrote to ICB and provider leaders outlining how we will work together in 2025/26 to deliver our core priorities,
laying the foundations for reform in preparation to deliver the ambitions of the 10 Year Health Plan

Delivering the 10 Year Health Plan will require a leaner and simpler way of working, where every part of the NHS is clear on their purpose,
what they are accountable for, and to whom. Our focus is to deliver the three strategic shifts:

Treatment to prevention — stronger emphasis on preventative health and wellbeing, addressing the causes of ill health before medical
intervention is needed

Hospital to community — reducing reliance on acute care by building more joined up, person-centred care closer to home in local
neighbourhoods

Analogue to digital — Using technology and data to make healthcare smarter, faster, and more tailored to each person’s needs

Over the last few weeks, NHS England has worked with ICB leaders across the country to co-produce a draft Model ICB Blueprint that
clarifies the role and purpose of ICBs, our core functions and what needs to be in place to ensure success:

ICBs will continue to play a vital leadership role, focused on understanding population health needs, planning for the long term,
reducing health inequalities and ensuring access to consistently high quality and efficient care

Our functions will be more focused, with some responsibilities moving to providers or regional/national teams over time. We will
need to streamline in places and do some things differently, more efficiently and/or at scale

Not all changes can be done this year as some need legislation and some functional changes/transfers will need time to be done
safely

There will be a national support offer, including advice on voluntary redundancy/mutually agreed resignation schemes (MARS),
guidance on redeployment, training and help with career transitions if necessary. The detail of this is TBC


https://www.england.nhs.uk/long-read/working-together-in-2025-26-to-lay-the-foundations-for-reform/

What we know

NHS England

* The Government has announced the eventual abolition of NHS England (NHSE), with the aim of reducing the bureaucracy and
duplication which currently occurs between NHSE and the Department for Health and Social Care (DHSC)

+ ltis calculated that this move will reduce the current combined NHSE and DHSC headcount of 18,000 by around 50% - saving the
NHS around £500 million

» |tis expected that this process, which is being led by Chief Exec Sir Jim Mackay, will take around two years to implement

Providers

* As part of the reforms, all NHS providers must also reduce their corporate cost growth by 50% during Quarter 3 2025/26
(October — December 2025)

« These savings should be reinvested locally to enhance frontline services

« More information about how to make these cuts is expected from NHS England later in May, including on pooling resources at
geographical and system level


https://www.gov.uk/government/speeches/nhs-england-health-and-social-care-secretarys-statement

Impact on NHS Greater Manchester

» NHS England has confirmed running costs for all ICBs must be calculated at £18.76 per head of population. For NHS GM, this means a
reduction in our running costs by 39%, which must be delivered by the end of Quarter 3 2025/26 (31 December 2025)

* NHS Greater Manchester will not be merging with another ICB, like some are in other parts of the country

« NHS GM needs to submit a high-level plan to NHS England by the end of May 2025 in response to this model ICB Blueprint, outlining
how we intend to implement whilst ensuring our plans to deliver the best healthcare for the people of Greater Manchester remain intact

«  We have started engagement with staff at all levels of the organisation, including our first all staff away day where we gathered more than
1,300 ideas and suggestions on improving efficiency

« Met with all chief executives of our provider trusts
« Scheduled meetings with the voluntary, community, faith and social enterprise (VCFSE) sector

« Started engagement with primary care

» Established a Task and Finish Group, chaired by NHS GM's chair, Sir Richard Leese, to oversee the successful transition to our new working
arrangements and structures. This group includes membership from senior leaders representing providers, Place and staff alongside our
chief officers



Next steps

e We will continue to engage with stakeholders throughout the process — and beyond our May deadline - to explore:
Our interpretation of what strategic commissioning is and isn't

What options are available to us in terms of integrated care deliver models, e.g. accountable care

What our future locality model looks like

O O O O

The future functions of NHS GM — how we can best adapt our existing functions to unlock greater focus on priority areas, e.g.
understanding population health needs, and which functions/activities might be safely transferred to other parts of the system
over time

0 Our path to the 39% reduction in running costs

e As we do this, we will embrace this request from Government as an opportunity to re-shape and improve the way in which we are
structured and work - ensuring we are efficiently set-up to oversee the delivery of the new NHS 10 Year Health Plan and implement the
three strategic shifts

e We will ensure focus stays on the delivery of our GM Integrated Care Partnership (ICP) Strategy, which describes how we will
recover core NHS and care services; help people stay well and detect iliness earlier; support our workforce and our carers; help our
population to get into — and stay in — good work; and achieve financial sustainability

e Continue to work to our Sustainability Plan which provides our system with direction in terms of ensuring we address our financial,
performance, quality and population health challenges



Public engagement

» Given the tight timescales for producing our response to the Model ICB blueprint, there is very limited time to conduct detailed public
engagement — but we do want to provide our public representatives with an opportunity to contribute

* In May, we will share our response with VCSFE (voluntary, community, social and faith enterprises) and public participation
representatives, inviting general feedback

* In addition, over the past year the public across all parts of Greater Manchester have been taking part in our engagement programme to
help design an NHS fit for the future

« We have been having conversations all across the city region at face-to-face events, focus groups and via surveys to find out:
o What is important to people and what they think we should prioritise
o How we can improve and places where we can be more efficient to save money
o What actions people in GM can take to help the NHS
o What things people think we should consider when making decisions about services and how they can be improved
o Getting involved in current and future engagement and consultations and different services

« This valuable feedback will be used as part of drafting our response and will help to ensure the patients and people of Greater
Manchester remain at the centre of everything we do


https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fgmintegratedcare.org.uk%2Ffit-for-the-future%2F&data=05%7C02%7Czulfi.jiva%40nhs.net%7C6d163a8504994c7a91f008dd9155acc6%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638826519331039471%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=MWmHYd7DRSQthNLtUFCenQ0xsIPHJ9Mws8GO%2FGoVkFE%3D&reserved=0

gmhscp.gm-stakeholders@nhs.net
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Introduction

On 1 April, we wrote to Integrated Care Board (ICB) and provider leaders outlining how we
will work together in 2025/26 to deliver our core priorities and lay the foundations for reform.
The letter set out the critical role ICBs will play in the future as strategic commissioners, and
in realising the ambitions that will be set out in the 10 Year Health Plan. As ICBs need to
develop plans to reduce their costs by the end of May, we committed to clarifying the role of
ICBs by co-producing a Model ICB Blueprint and sharing the functional output of this work.

This Model ICB Blueprint has been developed by a group of ICB leaders from across the
country, representing all regions and from systems of varying size, demographics, maturity
and performance. It is a joint leadership product, developed and written by ICBs in
partnership with NHS England. The group has worked together at pace to develop a shared
vision of the future with a view to providing clarity on the direction of travel and a consistent
understanding of the future role and functions of ICBs.

The delivery of the 10 Year Health Plan will require a leaner and simpler way of working,
where every part of the NHS is clear on its purpose, what it is accountable for, and to whom.
We expect the 10 Year Health Plan to set out more detail on the wider system architecture
and clarify the role and accountabilities of trusts, systems, and the centre of the NHS.

We are sharing this blueprint with you today without the corresponding picture of what the
future of neighbourhood health will look like or the role of the centre or regional teams.

We are also sharing this now without the benefit of the wide engagement with staff and
stakeholders that will be required to get the detail and implementation right. Given the pace
at which this work has been developed over recent weeks, our initial focus has been system-
led design. We are now sharing it more widely for discussion and refinement and will be
setting up engagement discussions over the coming weeks.

This blueprint document marks the first step in a joint programme of work to reshape the
focus, role and functions of ICBs, with a view to laying the foundations for delivery of the 10
Year Health Plan. It is clear that moving forwards, ICBs have a critical role to play as
strategic commissioners working to improve population health, reduce inequalities and
improve access to more consistently high-quality care and we look forward to shaping the
next steps on this together.




1. Context

In July 2022, Integrated Care Boards (ICB) were established with the statutory functions of
planning and arranging health services for their population, holding responsibility for the
performance and oversight of NHS services within their footprint. Alongside these system
leadership and commissioning roles, they were also set up with a range of delivery functions,
including emergency planning, safeguarding and NHS Continuing Healthcare assessment
and provision.

As the Darzi review noted’, since 2022, there have been differing interpretations of the role
of ICBs, with some leaning towards tackling the social determinants of health, some focused
on working at a local level to encourage services to work more effectively together, and
some focused on supporting their providers to improve (in particular) financial and
operational performance. The wider context, including performance measures focused on
hospitals and the requirement for ICBs to ensure their Integrated Care System (ICS) delivers
financial balance, mean that ICBs have found it hard to use their powers to commission
services in line with the four ICS objectives. This has largely resulted in the status quo with
increasing resources directed to acute providers, when the four objectives should have
instead led to the opposite outcome.

As the Darzi review concludes, the roles and responsibilities of ICBs need to be clarified to
provide more consistency and better enable the strategic objectives of redistributing
resource out of hospital and integrating care. Crucial to this is a rebuilding of strategic
commissioning capabilities, requiring “as strong a focus on strategy as much as
performance” and a parallel investment in the skills required to “commission care wisely as
much as to provide it well”.

The 10 Year Health Plan will reinforce the criticality of this role and the Secretary of State is
clear about his desire — and the need — to deliver the three shifts. The NHS needs to deliver
better value for its customers — the population of England. This means increasingly focusing
on prevention and reducing inequalities, delivering more services in a community/
neighbourhood based setting — and ensuring all services are delivered as efficiently and
effectively as possible, in particular through the use of technology.

Across the NHS, these three strategic shifts form the foundation of the Model ICB’s
approach to transformation and redesign:

o treatment to prevention: A stronger emphasis on preventative health and wellbeing,
addressing the causes of ill health before they require costly medical intervention and

1 https://www.gov.uk/government/publications/independent-investigation-of-the-nhs-in-england




reducing inequalities in health. This involves proactive community and public health
initiatives, working closely with local authorities, to keep people healthy.

hospital to community: Moving care closer to home by building more joined-up,
person-centred care in local neighbourhoods, reducing reliance on acute care.

analogue to digital: Harnessing technology and data to transform care delivery and
decision-making. From digital health services for patients, to advanced analytics
(population health management, predictive modelling) for planners, the focus is on
smarter, more efficient, and more personalised care.

These shifts set the direction for how ICBs need to operate going forward. The NHS needs
strong commissioners who can better understand the health and care needs of their local

populations, who can work with users and wider communities to develop strategies to

improve health and tackle inequalities and who can contract with providers to ensure

consistently high-quality and efficient care, in line with best practice.

This document, developed by a working group consisting of ICB leaders from across the
country, sets out a blueprint for how ICBs can operate within a changing NHS landscape. It
covers the following areas:

purpose — why ICBs exist
core functions — what they do
enablers and capabilities — what needs to be in place to ensure success

managing transition — supporting ICBs to manage this transition locally and the
support and guidance that will be available.




2. Purpose and role: why ICBs exist

ICBs exist to improve their population’s health and ensure access to consistently high-quality
services. They hold the accountability for ensuring the best use of their population’s health
budget to improve health and healthcare, both now and in the future.

ICBs provide system leadership for population health, setting evidence based and long-term
population health strategy and working as healthcare payers to deliver this, maximising the
value that can be created from the available resources. This involves investing in,
purchasing and evaluating the range of services and pathways required to ensure access to
high quality care, and in order to improve outcomes and reduce inequalities within their
footprint. ICBs not only commission services but also align funding and resources
strategically with long-term population health outcomes and manage clinical and financial
risks.

The refreshed role of ICBs has been developed through a set of assumptions about a
refreshed system landscape, along the lines set out below:

DHSC/NHS England - National leadership of the NHS
through setting strategy, developing policy and
assuring performance.

“Do-once” functions.

Regional oversight and performance

. management of providers and ICBs.
Regional Teams : o , ,
Regional functions including strategic workforce

planning and digital.

Strategic commisioning to improve
population health, reduce inequalities
and ensure access to consistently high
quality and efficient care.

Integrated Care Boards

Providers Responsible for delivering
Neighbourhood care providers (primary, community, high quality (safe, effective

mental health, VCSE, working closely with acutes) and positive patient
specialist mental health and acute care providers experience) and efficient care.




3. Core functions: What ICBs do

To deliver their purpose, ICBs focus on the following core functions:

The following table summarises the activities that make up these core functions.




Activity

Model ICB core functions and activities

Detail

1. Understanding local context: assessing population needs now and in the future,
identifying underserved communities and assessing quality, performance and
productivity of existing provision

Population
data and
intelligence

Using data and intelligence (including user feedback, partner insight,
outcomes data, public health insight) to develop a deep and dynamic
understanding of their local population and their needs and how these
are likely to change over time

Leveraging real-time data and predictive modelling to identify risk,
understand variation, and direct resources where they will have the
greatest impact (allocative efficiency)

Segmenting their population and stratifying health risks

Dis-aggregating population health data to surface inequalities,
generate actionable insights, inform service design and deployment
and scrutinise progress towards equity

Forecasting
and
modelling

Developing long-term population health plans using epidemiological,
actuarial, and economic analysis

Forecasting and scenario modelling demand and service pressures

Understanding current and future costs to ensure clinical and financial
sustainability

Convening people, communities and partners to challenge, critique
and inform population health plans, demand modelling and cost
forecasts

Reviewing
provision

Reviewing current provision using data and input from stakeholders,
people and communities

Building a deep understanding of operational performance, quality of
care (safety, effectiveness, user experience) and productivity/unit cost
across all providers

2. Developing long term population health strategy: Long-term population health
planning and strategy and care pathway redesign to maximise value based on

evidence
Developing e Drawing on a variety of inputs (analysis of population health needs,
strategy with evidence base on what works, national and international examples,
options for user priorities, innovation and horizon scanning, bottom-up costing,
testing and principles of healthcare value, impact/feasibility analysis) to develop
engagement strategic options for testing and engagement with partners, people

and communities

Developing and agreeing best practice care pathways with partners,
people and communities, using national guidance and working closely
with local clinical leaders to inform this




e Aligning funding with need and impact using locally adapted actuarial
models and bottom-up costing (“should cost” principles)

e Ensuring efficiency and equity using value-based approaches to
prioritisation, underpinned by public health principles

Setting e Setting overall system strategy to inform allocation of resources to

strategy maximise improved health and access to high quality care (safety,
effectiveness, user experience), shifting focus from institutions to
population outcomes, and targeting health inequalities by improving
equity of access, experience and outcomes

e Determining where change is required, the priority outcomes for
improvement and population metrics to track

e Co-producing strategy with communities, reflecting unmet needs and
targeting inequalities

e Designing new care models and investment programmes and co-
ordinating major transformation programmes

e Collaborating with local authorities, place-based partnerships,

provider collaboratives, academia, think tanks, and analytics partners
to develop and refine strategy

3. Delivering the strategy through payer functions and resource
allocation: oversight and assurance of what is purchased and whether it delivers
outcomes required

Strategic ¢ Aligning funding to needs using data-driven models
purchasing e Defining outcome-linked service specifications

e Setting strategic priorities for quality assurance and oversight,
developing policies and frameworks for quality improvement

¢ Prioritising interventions to address health inequalities

Market e Understanding the different costs and outcomes of a range of

shaping and providers

management |, Byilding robust “should cost” and “should deliver” models to test
against

e Introducing and encouraging new providers where gaps exist in the
market, for example, frailty models

e Working with providers to understand factors necessary for
sustainability, for example, the link between elective orthopaedics and
trauma

e Exploring a range of payment mechanisms

Contracting e Negotiating and managing outcome-based contracts

e Monitoring provider performance and benchmarking services with
continuous review of impact, access and quality

e Using performance frameworks, invoice validation

e Establishing procurement governance, value-for-money checks




Payment
mechanisms

Designing incentives (blended payments, gainshare, shared savings)
to improve equity, efficiency and productivity

Implementing risk mitigation strategies (for example, collaborative
risk-pools)

Using financial stewardship tools (cost-effectiveness thresholds,
return on investment)

Deploying payment models to improve equity (for example, blended
payments linked to reducing inequalities)

4. Evaluating impact: day-to-day oversight of healthcare utilisation, user feedback and
evaluation to ensure optimal, value-based resource use and improved outcomes

Utilisation
management

Day-to-day oversight of service usage using real-time dashboards
(admissions, urgent and emergency care attendances, prescribing,
coding etc.)

Identifying unwarranted care variations utilising benchmarking tools
and clinical audits and unwarranted over treatment, for example
cataracts

Convening clinical reviews and managing complex cases

Optimising care pathways with providers

Evaluating
outcomes

Evaluating the outcomes from commissioned services

Rigorous monitoring of priority metrics, identifying unwarranted
variation and clear feedback loops to inform commissioning
adjustments and understand the return on investment
Establishing feedback loops for adaptive planning

Embedding feedback from people and communities, staff and
partners into evaluation approaches

User
feedback, co-
design and
engagement

Evaluation, co-design and deliberative dialogue with people and
communities, using design thinking methodologies

Ensuring user feedback mechanisms are embedded in how resource
is allocated and evaluated

Governance and Core Statutory Functions: Ensures the ICB is compliant, accountable,

and safe

Ensuring the
ICB is
compliant,
accountable
and safe

Establishing robust governance structures and processes to ensure
legal compliance, transparency and public accountability

Fulfilling statutory duties (for example, equality, public involvement)
and monitoring of equity outcomes alongside access, quality, and
efficiency

Implementing strong clinical and information governance and effective
financial and risk management systems

Maintaining business continuity and emergency planning
Overseeing delegated functions with proportionate assurance




ICB functional changes

To support the development of the future state, ICBs should consider the following
assumptions about some of the functional changes that could happen. We are sharing this to
provide an indication of the future state, however the detail and implementation will depend
on multiple factors, including engagement and refinement with partners, the parallel
development of provider and regional models, readiness to transfer and receive across
different parts of the system and, in some cases, legislative change.

ICBs will need to work closely with their staff to ensure they are supported, to retain talent
and to safely manage delivery across the wider system and public sector, including when
functions move to different parts of the landscape.

Given the implications of these functional changes on different parts of the system, next
steps will need to be developed by working closely with partners nationally and within local
systems over the coming months. In light of this, no specific timeframes are provided at this
stage.

ICB functional changes

Change to Guiding notes

manage

Functions in scope

Essential for core role and

over time to
deliver
against the
purpose and
objectives

Epidemiological capability to
understand the causes,
management and prevention of
illness

Strategy and strategic planning
including care pathway redesign

Health inequalities and inclusion
expertise — capacity and
capability to routinely dis-
aggregate population and
performance data to surface
health inequalities, generate
actionable insights, drive

Grow: Population health management — | ® e
functions for | data and analytics, predictive thlet)lesd i d with St
: : e an be delivered within existing
ICBs to grow | modelling, risk stratification, legislation
/ invest in understanding inequalities

Will require investment in new
capabilities over time
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evidence informed interventions
and build intelligence to guide
future commissioning and
resource allocation decisions

Commissioning neighbourhood
health

Commissioning of clinical risk
management and intervention
programmes (working with
neighbourhood health teams to
ensure proactive case finding)

Commissioning end-to-end
pathways (including those
delegated by NHS E: specialised
services; primary medical,
pharmacy, ophthalmic and dental
services (POD); general practice,
and further services that will be
delegated by NHS England to
ICBs over time)

Vaccinations and screening will
be delegated by NHS England to
ICBs in April 2026

All remaining NHS England direct
commissioning functions will be
reviewed during 2025/26

Core payer functions — strategic
purchasing, contracting, payment
mechanisms, resource allocation,
market shaping and
management, utilisation
management

Evaluation methodologies and
evidence synthesis using
qualitative and quantitative data,
feedback and insights

11




User involvement, user led
design, deliberative dialogue
methodologies

Strategic partnerships to improve
population health (public health,
local partners, VCSE, academia,
innovation)

Selectively
retain and
adapt:
functions for
ICBs to
retain and
adapt
including by
delivering at
scale

Quality management —
understanding drivers of
improved health, range of health
outcome measures, elements of
high-quality care (safety,
effectiveness, user experience);
child death reviews

Embed in commissioning cycle,
monitoring of contracts

Avoid duplication with providers,
regions and CQC

Use automated data sources
and single version of the truth

Board governance

Look to streamline Boards to
deliver core role as set out

Headcount should be reduced at
Board level with the right roles
and profiles to deliver core
Model ICB functions

Clinical governance

Strengthen focus on embedding
management of population
clinical risk, best practice care
pathways in commissioning
approach

Corporate governance (including
data protection, information
governance, legal services)

Maintain good governance
practice; look to deliver some
functions at scale across ICBs

Core organisational operations
(HR, communications, internal
finance, internal audit,
procurement, complaints, PALS)

Look to streamline and deliver
some functions at scale

Existing commissioning
functions, including clinical policy
and effectiveness — local funding
decisions (individual funding

Will be built into new
commissioning/payer functions
operating at ICB and pan-ICB
level

12




requests; clinical policy
implementation)

Review for
transfer:
functions
and activities
for ICBs to
transfer over
time, enabled
by flexibilities
under the
2022 Act for
ICBs to
transfer their
statutory
duties

Oversight of provider
performance under the NHS
performance assessment
framework (finance, quality,
operational performance)

Performance management,
regulatory oversight and
management of failure to
transfer to regions through the
NHS Performance and
Assessment Framework

Market management and
contract management functions
to be retained and grown in ICBs

Emergency Preparedness,
Resilience and Response
(EPRR) and system coordination
centre

Transfer to regions over time

High level strategic workforce
planning, development,
education and training

Transfer to regions or national
over time, retain limited strategic
commissioning overview as part
of strategy function

Local workforce development
and training including recruitment
and retention

Transfer to providers over time

Research development and
innovation

Transfer to regions over time,
with ICBs retaining and building
strategic partnerships to support
population health strategy

Green plan and sustainability

Transfer to providers over time

Digital and technology leadership
and transformation

Transfer digital leadership to
providers over time enabled by a
national data and digital
infrastructure

Data collection, management
and processing

Transfer to national over time

Infection prevention and control

Test and explore options to
streamline and transfer some
activities out of ICBs

13




Safeguarding

Test and explore options to
streamline and transfer some
activities out of ICBs
(accountability changes will
require legislative changes)

SEND

Test and explore options to
streamline and transfer some
activities out of ICBs
(accountability changes will
require legislative changes)

Development of neighbourhood
and place-based partnerships

Transfer to neighbourhood
health providers over time

Primary care operations and
transformation (including primary
care, medicines management,
estates and workforce support)

Transfer to neighbourhood
health providers over time

Medicines optimisation

Transfer delivery to providers
over time, retain strategic
commissioning overview as part
of strategy function

Pathway and service
development programmes

Transfer to providers, retain
strategic commissioning
overview as part of strategy
function

NHS Continuing Healthcare

Test and explore options to
streamline and transfer some
activities out of ICBs
(accountability changes will
require legislative changes)

Estates and infrastructure
strategy

Transfer to providers over time,
retain limited strategic
commissioning overview as part
of strategy function

General Practice IT

Explore options to transfer out of
ICBs ensuring consistent offer

14




4. Enablers and capabilities: what ICBs need to ensure success

For an ICB to effectively perform the core functions set out in section 3, several key enablers
need to be in place. A high-level summary of these is set out below:

Healthcare data and analytics — to enable ICB decisions to be guided by population
health data and insights, ICBs will need to develop strong population health management
approaches underpinned by robust data capability. This will need to include developing
the capabilities to segment the population and stratify risk and build a person-level,
longitudinal, linked dataset integrating local and national data sources alongside public
and patient feedback. There will need to be appropriate data-sharing and governance
agreements to track individuals’ journeys across health and care (to understand needs
and outcomes holistically); and deploy predictive modelling to foresee future demand,
cost and impact of interventions. ICBs will need to cultivate teams with the ability to
analyse and interpret complex data (health economists and data-scientists) and deploy
data-driven techniques (such as modelling the return on investment for preventative
interventions). Data can be integrated reliably between services to provide real-time,
accurate data enabling better decision-making and interoperability — the NHS Federated
Data Platform (FDP) will be crucial to enable this work, and should be used as the default
tool by ICBs.

Strategy — ICBs will need to develop effective strategy capability, comprised of
individuals with good problem solving and analytical skills. They will need to foster a
greater understanding of value-based healthcare alongside the ability to synthesise a
range of information (qualitative and quantitative) and develop actionable insights to
support prioritisation. ICBs will need strategic leaders who can diplomatically and
collaboratively work with a range of partners including by facilitating multi-agency forums
and collaborative decision-making. They will also need the ability to navigate and
synthesise complexity so that people and communities, staff and partners can
understand the full picture, and be able to draw people together around the shared goal
of improving population health.

Intelligent healthcare payer — for ICBs to develop into sophisticated and intelligent
healthcare payers, they will need to invest in their understanding of costs (‘should cost’
analysis) and wider finance functions, developing capabilities in strategic purchasing,
contracting, design and oversight of payment mechanisms, utilisation management and
resource allocation. This will need to include commercial skills for innovative contracting
and managing new provider relationships. ICB staff will need to learn how to proactively
manage and develop the provider market, using procurement and contracting levers to
incentivise quality improvement and innovation. This should involve techniques that
ensure effective use of public resources so that investment decisions are guided by

15



relative value, not just demand or precedent. This calls for deliberate use of tools such as
programme budgeting and decommissioning frameworks to support allocative efficiency.

User involvement and co-design — for services to truly meet communities’ needs,
people must be involved from the very start of planning through to implementation and
review. Each ICB should have a systematic approach to co-production — meaningfully
involving patients, service users, carers, and community groups in designing solutions.
This goes beyond formal consultation and means working with people as partners. ICBs
will need to ensure that focused effort and resources are deployed to reach seldom heard
and underserved people and communities, working with trusted community partners to
achieve this. Ultimately, this enabler is about shifting the relationship with the public from
passive recipient to active shaper of health and care, with a particular focus on
underserved communities.

Clinical leadership and governance — ICBs will need effective clinical leadership
embedded in how they work, ensuring they have a solid understanding of population
clinical risk and of the best practice care pathways required to meet population needs
and improve outcomes. Clinical governance and oversight will be crucial in ensuring that
the decisions that ICBs make are robust, particularly regarding the prioritisation of
resources. Contract management of commissioned services will need to include effective
quality assurance processes.

System leadership for population health — effective system leadership will be essential
to driving improvements in population health. ICB leaders and staff need to be adept at
system thinking, analytics, and collaboration. They will need to work diplomatically and be
comfortable driving change and influencing without direct authority. ICBs should develop
and foster strategic partnerships across their footprints with a range of partners (including
academia, VCSE, innovation), alongside working together with providers and local
government as they develop and implement their strategies.

Partnership working with local government — recognising the critical and statutory role
of local authorities in ICSs and as partner members of ICBs, engagement and co-design
with local government will be critical to the next phase of this work. Linked to this, is the
need for ICBs to continue to foster strong relationships with the places within their
footprint, building a shared understanding of their population and working together to
support improved outcomes, tackle inequalities and develop neighbourhood health. We
will be working jointly with the Local Government Association to take this development
work forwards.

Supporting ICB competency and capability development — national support offer
and maturity assessment — it is proposed that a national programme of work, including
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a new commissioning framework, is developed to ensure ICBs have the necessary
capabilities and competencies to discharge their functions effectively. This should be
developed by learning from successful international models and World Class
Commissioning and form the basis of future assessments of ICB maturity.
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5. Managing the transition

The ask on ICBs is significant this year as they work to maintain effective oversight of the
delivery of 2025/26 plans, build the foundation for neighbourhood health and manage the
local changes involved with ICB redesign, including supporting their staff through
engagement and consultation.

To support with this, the following sections set out some high-level principles around:

delivering ICB cost reductions plans and realising the savings

managing the impact on staff

designing leadership structures of ICBs

managing risk during transition through safe governance

expectations for safe transition of transferred functions

Delivering ICB cost reductions plans and realising the savings

ICBs will need to use this guidance to create bottom-up plans which are affordable within the

revised running cost envelope of £18.76 per head of population. More details on this are set
out below:

the calculations to derive the £18.76 operating cost envelope include all ICB running
costs and programme pay (only excluding POD and specialised commissioning
delegation)

the reduction in ICB costs to meet this target must be delivered by the end of Q3
2025/26 and recurrently into 2026/27

ICBs are encouraged to expedite these changes as any in-year savings can be used

on a non-recurrent basis to address in-year transition pressures or risks to delivery in

wider system operational plans and potentially sooner to mitigate and de-risk financial
plans

there will be flexibility at an ICB-level, as some inter-ICB variation may be warranted
and will need to be managed within a region to account for hosted services, however
we expect delivery of the target at an aggregate regional level

generating savings cannot be a cost shift to a provider unless overall there is the
saving, for example, a provider takes on an ICB operated service and therefore
requires circa 50% less cost in line with the £18.76 running cost envelope

We recognise that not all functional changes to reach the Model ICB can be done this year
as some changes will require legislation and any transfer arrangements will need to be
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carefully managed to ensure safe transition. Recognising this, we anticipate that most
savings will come from streamlining approaches, identifying efficiency opportunities —
through benchmarking, Al and other technological opportunities and from at scale
opportunities afforded through greater collaboration, clustering and where appropriate,
eventual merger of ICBs. Principles to apply to footprints, clustering and mergers will be
communicated and coordinated by regional teams.

NHS England is providing a planning template to facilitate the May 2025 plan returns. This
will be issued in the week commencing 6 May 2025. Plans should be submitted to your
regional lead by 5pm on 30 May 2025. Plans will set out how each ICB intends to achieve
the £18.76 operating cost envelope and will then go through a national moderation process
(involving a confirm and challenge process) to support consistency of approach and sharing
of opportunities. These plans should be informed at a high level by the vision set out in this
blueprint.

Support for managing the impact on staff

A national support offer will be available to ensure fair and supportive treatment of staff
affected by the transition. This includes advice on voluntary redundancy and Mutually
Agreed Resignation Schemes (MARS), along with guidance on redeployment and retention
where appropriate. Funding mechanisms to support these options will be clarified centrally
ensuring local systems can manage workforce changes consistently. Emphasis will be
placed on transparent, compassionate communication and engagement to retain talent and
maintain morale through the change process. We will work in partnership with trade union
colleagues to implement the change for staff.

Advice on leadership structures of ICBs

ICBs are expected to maintain clear, accountable leadership with effective governance
during the transition and beyond. ICBs should look to streamline Boards and reduce
headcount at Board level to deliver core purpose and role as described. Leadership
structures and executive portfolios should also reflect the functions as set out above,
including skills in population health data and insights, strategic commissioning (including
strategy, partnerships and user involvement), finance and contracting and clinical leadership
and governance. At Board level, a strong non-executive presence is encouraged to support
both oversight and the delivery of transition priorities.

Managing risk during transition through safe governance

To ensure a safe and coherent transition, each ICB should establish a dedicated Transition
Committee, including both executive and non-executive members. These committees will
take responsibility for managing local risks, tracking progress, and overseeing the
development of organisational design and implementation of change processes.
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To support this work, a central NHS England programme team — under the leadership of an
Executive SRO — will be set up to provide coordination, support and a check and challenge
process on ICB plans. This will seek to ensure appropriate support guidance is developed to
facilitate the transition, share best practices, and facilitate consistency across systems to
deliver the vision set out here. This central support will also help ICBs navigate legal,
operational, and workforce challenges while ensuring focus remains on delivery of statutory
duties throughout the transition.

Expectations for safe transition of transferred functions

Safe transition of functions is critical to the success of the new Model ICB design and the
future system landscape. To manage this transition effectively, an assessment of readiness
is necessary for both the sender and the receiver. Implementing a gateway process will help
verify readiness before transferring staff and functions underpinned by clear governance
frameworks, outcome metrics, financial risk arrangements, and escalation protocols to
ensure safe and effective delivery.

NHS England is currently developing the operating model for the Model Region. We will
continue to work with ICBs as we develop the regional approach to ensure alignment with
the Model ICB design and implementation. We have been clear that performance
management of providers against the NHS Performance and Assessment Framework
(NPAF) will transfer to Regions under the new design. It will be important to be clear on
responsibilities as these functions transfer. Once transferred ICBs will oversee providers
through their contracting arrangements but will not be responsible for leading the regulatory
oversight of providers against the NPAF.

Frequently asked questions

FAQs covering all aspects of transition is being developed to support ICBs as they manage
these elements locally.

Please direct any questions to england.Model-ICB@nhs.net and we will use these to inform
future sets of FAQs.
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KEY ISSUES AND ASSURANCE REPORT
NHS GM People & Culture (Organisation) Sub- Committee
3rd April 2025

The People & Culture (Organisation) Sub-committee draws the following matters to the Committee’s attention-

e Members expressed concerns for the wellbeing of the workforce as they prepare for further organisation change, recognising the lengthy process of
change over the last two+ years. It was agreed the issue would be monitored and considered for recording on the Sub-Committee risk register.

e Sub-Committee supported the Bury RBMS Clinical Triage Service consultation to discontinue the triage model
e Mandatory Training Compliance escalated to Chief Officers

e Sub-Committee received and noted the Staff Survey results for 2024 and were assured plans and processes were in place to understand the results and

address organisation challenges.

e  Sub-Committee Workshop will be held on 29 April. This will support localities and functions to refresh their action plans considering NHS Reform and

staff survey results

Issue/Action to

Agenda Group Update/Resolution be escalated Timescale
Item to the
Committee
Matters EDI Action Plans in relation to pay gap reports to be overseen by Sub-Committee on a quarterly basis.
Arising
Chair outlined new national frameworks that are due to be published.
Chair updated that a transition committee chaired by Sir Richard Lees has been established to oversee
the transition. A new operating model will be designed around strategic commissioning.
Sub-committee discussed the importance of clear messaging and one organisational version of the truth
NHS Reform

around NHS Reform.

Sub-Committee will ensure close Partnership working throughout the transition. JS provided assurance
trade union colleagues will be aligned to development work.
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Issue/Action to

Agenda Group Update/Resolution be escalated Timescale
Item to the
Committee
People & Culture colleagues are already preparing support for staff in areas including skills and careers,
and wellbeing.
The First round of updates has been concluded. Members were asked to reflect and share ideas for the Sub-committee
future reporting plan by email to ACS, and this will also be discussed at the April workshop. resolved to
. bring the
People & Culture Function following
Sub-Committee received and noted the second update report. matters to the
attention of the
ACS highlighted: People &
Culture
e Focus on collaboration across the function and improving transparency. Committee
e Successful function away day held in December with 90% attendance.
e Developed a new process of function reporting and best practice from this process will be People Services
People & shared with other teams. and Comms and
Culture e Regular knowledge sharing sessions have been established. Engagement
Action e Area of escalation regarding wellbeing of the team when supporting the organisation through a team fO review Next meeting
Plans further period of change. effectiveness of
the staff
directory

KP reflected that areas that might be done once across GM could be highlighted across plans. HD
suggested prompts regarding areas that may be shared is added to the reporting schedule for the next
round of updates.

CPO will add a note to the refreshed P&C Action Plans reporting schedule regarding areas that can be
shared or done once across GM.

Chair reflected upon common themes that have emerged from the staff survey results and using them to
develop a shared methodology across the system.

template format
and this will be
discussed
offline by CC,CB
and JS.

Members
expressed
concerns for the
wellbeing of the
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Issue/Action to

Agenda Group Update/Resolution be escalated Timescale
Item to the
Committee
Salford Locality People and
Culture team as
Sub-Committee received and noted the second update report. they prepare for
further
Claire Vaughan highlighted: organisation
change,
e Plans will be reviewed considering the staff survey results and NHS Reforms. recognising the
e Locality away day is scheduled for June and is being codesigned by the people collective. lengthy process
e Priorities remain in place. of supporting
e Escalations — GM staff directory not fit for purpose and response regarding potential the whole
redundancies and support measures for affected staff. organisation
through change
JH acknowledged the excellent work being done at Salford. JH advised regarding NHS Reform the over the last
People & Culture team are preparing support for staff in areas including skills and careers, and ‘t":::'ayer:;sd :the
wellbeing; a costed proposal will be taken to Chief Officers. A quarterly pulse survey will be run as a issue gvould be
route to capture staff feedback. JP confirmed it will be an evolving process. monitored and
considered for
JS suggested People Partners are invited to the people collective. recording on the
Sub-Committee
Sub-Committee agreed there is an opportunity to gain experience from each other and work at scale and | risk register.
this can be explored at the Sub-Committee Workshop on 29 April. This will support localities and
functions to refresh their action plans considering NHS Reform and staff survey results. There will also
be a further opportunity to feedback on action plan reporting cycle.
oD Staff Survey Results
Function
Update Sub-Committee noted the reports circulated (via a link to the internet) prior to the meeting.

JH delivered a summary presentation, highlighting key themes and organisational challenges.
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Issue/Action to

Agenda be escalated

Item Group Update/Resolution to the Timescale
Committee

JH outlined the process to ensure the organisation learns from the positives and provides dedicated
support to those areas with more challenging feedback.
Several actions are being prepared, including the launch of a regular pulse survey and the cultural
dashboard. There are also individual meetings taking place with locality and function leads ahead of the
workshop on 29 April.
KP requested specific support for sessional staff/clinical leads. JH agreed to pick this up in the individual
function meeting.
Sub-Committee received and noted the Staff Survey results for 2024 and were assured plans and
processes were in place to understand the results and address organisation challenges.

People Workforce Report

Service

Function Sub-Committee received and noted the Workforce Report for March 2025.

Update

JS highlighted the following areas:
Chair agreed to
e Mandatory training project has been successful however Trafford, Wigan, Executive Directorate | escalate

and Medical Directorate need to increase compliance. mandatory

e Long term sickness is 3.10% which is above the organisation target of 3%: Outliers are training Next Meeting
Manchester, Bury, Finance, Salford, Tameside, People & Culture and Medical. There is a deep compliance with
dive in Manchester lead by the People Services team. HD to draw attention to the locality Chief Officers.

outlying areas at the DPL meeting

Sub-Committee were assured on the progress made on the areas outlined in the organisation
Workforce Report for March. Chair agreed to escalate mandatory training compliance with Chief
Officers.
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Agenda
Item

Group Update/Resolution

Issue/Action to
be escalated
to the
Committee

Timescale

Bolton PCN — Pharmacy SLA

Notice has been received from Bolton regarding the SLA which has a potential TUPE implication for
approx. six people. SLA ends on the 18t °f August, implications are being worked through.

Bury RBMS Clinical Triage Service

JS explained the intention to consult to discontinue the triage model and transfer the work back to GP
practices, thereby creating a new working model. As a result, we need to consult with one individual
whose position may be disestablished through this proposed consultation process.

Sub-Committee supported the Bury RBMS Clinical Triage Service consultation to discontinue the
triage model.

JS also updated that the base location and EPRR consultations have concluded. SCC on call
consultation has some final recommendations following new national guidance.

Delivery of
Committee
Priorities

Sub- Committee received and noted the report that presented an update on actions from an organisation
perspective against each Committee priority. No areas of concern were raised.

Line manager development training pilot has launched, and ELT will be made aware of this opportunity.
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KEY ISSUES AND ASSURANCE REPORT
NHS GM People & Culture (Organisation) Sub- Committee
1st May 2025

The People & Culture (Organisation) Sub-committee draws the following matters to the Committee’s attention-

e Sub-committee endorsed the escalation process for mandatory training that has been captured to support the application of the policy and were assured
on the efforts to sustain compliance.

e Sub-Committee supported the amended L&D Funding, Study Leave and Apprenticeship policy and its approach for the year reviewing applications.
e  Sub- Committee received and noted the report that presented a comprehensive update on the organisation’s progress in advancing equality and
inclusion (E&I).

Adenda Issue/Action to be
"I:,tem Group Update/Resolution escalated to the Timescale
Committee
A final plan has been submitted containing workforce numbers and plan for the year ahead. All NHS trust
have projected significant cuts.
Matters - _—
Arisi Staff Survey results have been launched. A Workshop held earlier in the week was well attended. Definition
rising of sex as women discussions are on-going regarding what this means for the organisation.
Celebration of People Profession Day to be held on 20™" May.
Staff will be kept updated via the NHS Reform web page.
NHS A support package is being developed by the People and Culture team including outplacement support,
Reforms health and wellbeing offers, developing links with the regional leadership academy regarding career
coaching and CV writing, retention methodologies and union support.
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Issue/Action to be
Group Update/Resolution escalated to the Timescale
Committee

Agenda
Item

A Workshop took place on 28™ April to consider the impact of the staff survey results and NHS Reforms. It
was attended by place and function leads and those accountable for People & Culture action plans. Good
practice conversations were shared.

Themes emerged regarding the importance of maintaining connections and visibility, commitment to our
People & values and it was acknowledged that plans could be developed as a collective.

Culture
Action It was agreed the action plans would be refreshed with a lens on the staff survey and NHS reforms by 20t
Plans June. Each lead with have a link to strategic people partners and OD managers.
The template for submitting plans will be reviewed and aligned with the good governance institute.
Pulse survey will be run in May and then every two months.
oD Escalation process for Mandatory Training
Function
Update Sub-Committee received the proposed process document setting out the escalation process on how non-

compliance with mandatory training should be handled.

JG welcomed the proposal and shared that audit committee noted that IG module compliance had not
been achieved by year end which had implications for the toolkit therefore they are considering further
actions for that module including removing access for individuals who are not up to date. JH responded
digitals leads and himself will contact the areas with low compliance and offer support to develop an
improvement plan.

In response to a question JW explained formatting will be developed.

Sub-committee endorsed the process that has been captured to support the application of the policy
and were assured on the efforts to sustain compliance
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Issue/Action to be

A?ti?:a Group Update/Resolution escalated to the Timescale
Committee
oD L&D funding, study leave and apprenticeship policy.
Function

Update Sub-Committee received an updated Learning and Development Funding, Study Leave and Apprenticeship
policy with supporting notes from Chief Officers on applications through 2025/26.

JW highlighted the two fundamental changes on the substantive policy as the inclusion of the route of
apprentice applications and removal of the requirement for people to contribute towards funded
development.

Members were asked to consider how we will approach development during 2025/26 with the reform
program. How is this applied through the skills panel to focus on essential development.

Members discussed the amended policy/and application through 25/26 proposal and in response to points
raised JW provided assurance an EIA had been completed for the amended policy and it does reflect
improvements for those previously disadvantaged by the old policy, access to work has always been
treated as essential and would therefore fall under the essential category, a training needs analysis will
review allocations and use of budgets over a known period of time from an equity perspective the
requirement for Chief officer and DPL to sign off provided better opportunity for a more consistent
approach. Apprenticeships are considered as a first option but sometimes people are not eligible. Career
development funding will be reviewed chapter by chapter with a view to how does it support staff
through 25/26 reform.

Sub-Committee supported the amended policy and its approach for the year reviewing applications.

oD Staff Away Day Feedback

Function
Update JH updated that feedback from the away day was generally positive. Feedback for improvement has been

noted. Feedback from the Menti was noted. JH thanked the team who organised the event.

JH advised feedback will be taken to ensure it is wired in the design of the organisation. Learning will be
used to design future events.
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Issue/Action to be

Aﬁiﬁ?a Group Update/Resolution escalated_ to the Timescale
Commiittee
MH advised an accessible event guide is in place and could be used for future events.
People Workforce Report
Services
Update Sub-Committee received and noted the Workforce Report for April 2025.
KW highlighted the following areas:

e The last six weeks has seen a focused approach to mandatory training, and we now have 13
localities and functions over the 95% target. Overall compliance has increased however
Manchester and Trafford are slightly below target and more work is needed with Wigan and
Medical; OD and People Partners are working closely to support.

e Longtern sickness is at 2.8% there are some outliers that are over target this is mainly Wigan,
Bury, Nursing and People & Culture. Main reason reported as anxiety/stress and depression with
Musco skeletal as second most reported reason. Focused work is being undertaken to support
this.

e  Appraisals — currently 48% of staff have appraisal booked, the trajectory should rise as it is the
start of the appraisal window. OD/People Partners will link in to ensure staff have meaningful
conversations over the next 2-3 months.

Sub-Committee were assured on the progress made on the areas outlined in the organisation Workforce
Report for April.
Q3 FTSU | FTSU Report
Report Sub- Committee received and noted the report that presented an update on Freedom to Speak Up (FTSU)

activity and development for the organisation during Q3 (October 2024 to December 2024). b) To provide
an update on the progress of FTSU provision for Primary Care.

JH explained Q4 report is currently going through Board. JH presented an overview of the report.
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Issue/Action to be
Group Update/Resolution escalated to the Timescale
Commiittee

Agenda
Item

JH noted staff are starting to speak up regarding NHS reforms. Group acknowledged the importance of this
during the reform process and queried how to take forward the feedback.

Chair reflected on how sub-committee could measure impact on key indicators and how the trajectory might
change. HD agreed that impact on key measures is monitored, in particular sickness and suggested a
targeted focus.

JH stressed the process needs to be independent, accessible and lead by the individual.

Chair reflected how do we use the data for organisational learning, how do we raise awareness of the FTSU
role, how to create psychological safety in the organisation and considering a basket of key measures for

the next six months.

Sub-Committee noted the Q3 FTSU report

EDI Update | EDI Update

Sub- Committee received and noted the report that presented a comprehensive update on the
organisation’s progress in advancing equality and inclusion (E&I).

MH highlighted the following points:

e Afull cycle of reports has been completed.

e Each report has its own action plan, and an overall plan has been developed.
e Key areas of work have been agreed and captured into 5 key points.

e How do we guide and support managers through reforms.

e The report provided an overview of the key issues that have been highlighted.
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Issue/Action to be

Agenda . .
?tem Group Update/Resolution escalated to the Timescale
Commiittee
HD referred to Domain 1’s three services and where this is reported to, it was confirmed this was done in
partnership with Northern Care Alliance and would follow their governance process. HD felt this need to
be owned by all. It was agreed this would be discussed further offline.
MH will bring a plan back to Sub-committee with clear accountabilities
Q4 Wé"bzing & | Wellbeing and Good Employment Q4 Report
00
Empl t
mgec;,):,Tten Sub- Committee received and noted the report that presented an update that gathers the activities and
progress made by the Good Employment & Wellbeing workstream at NHS GM, and wider Greater
Manchester system — across the Wellbeing, Staff Benefits, Freedom to Speak Up & Workforce Inclusion
activities across April 2024 to March 2025.
SRS provided an overview of the report.
Chair noted and welcomed the occupational health approach to total wellbeing in the workplace.
JG observed potential implication of the reforms on the salary sacrifice scheme i.e. confirming the intention
to stay in post on the application form. SRS advised childcare has stopped, buke scheme has been paused.
car lease scheme will be paused for new applications and a model is being developed for existing agreements
a communication will go into the staff newsletter
AOB A review of the reporting cycle will come to the next meeting. Chair welcomed reflections for the group.
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Q | Information Governance & Assurance:

« The data extracted from the Electronic Staff Record (ESR) is identified as ‘Personal data’ as
referenced in Article 9 of the UK GDPR/ Special categories of personal data’. All the data within this
report has been anonymised

« The report is only used for the purpose of NHS GM internal discussion and specifically controlled for
the purpose of the exercise. which is deemed acceptable under the current staff privacy notice for the
use of personal data for the purposes of quality / HR monitoring

» Please note this report is not to be emailed, shared, published or distributed to external parties
without prior agreement with the document author(s) and/or NHS GM Information Governance / Data
Protection team



NHS Greater Manchester Organisational Workforce Targets 2024-2025: March 2025 (Month 12)

NHS GM March M12 — Workforce Areas of Focus / Action Required:

Mandatory Training
M12 March 2025
Organisational Target 95%

NHS GM Directorates and Localities with overall Mandatory
Training scores below the 95% organisational target are:

Manchester Locality 94.1%
Trafford Locality 93.0%
Wigan Locality 90.3%
Medical Directorate 86.8%
Medical Directorate 84.4%

Full Details on Mandatory Training See Pages 12 — 13

NHS GM Mandatory Training: M12 95.10%

9
100 pp— 95.10%
0
80
70
60
50
40
30
20
10
Apr-24 May-24 Jun-24 Jul-24 Aug-24 Sep-24 Oct-24 Nov-24 Dec-24 Jan-25 Feb-25 Mar-25

Sickness Absence

M12 March 2025
Organisational Target 3%

NHS GM Directorates and Localities with sickness absence rates
above the 3.00% organisational target are:

Wigan Locality 5.2%
Bury Locality 4.9%
Nursing & Quality Directorate 4.9%
People & Culture Directorate 4.4%
Commissioning Directorate 4.3%
Manchester Locality 4.0%
Salford Locality 3.9%

Full Details on Sickness Absence See Pages 15 — 18

NHS GM Sickness Absence: M12 2.80%

3.70%
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Annual Leave Utilisation
M12 March 2025
Under Utilisation

NHS GM Directorates and Localities with annual leave under-
utilisation. The following directorate has annual leave remaining
and not booked in the NHS GM ESR System

Executive Directorate 50% Remaining

Full Details of Annual Leave Utilisation See Pages 23-25

NHS GM Annual leave Utilisation: M12 95%
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NHS Greater Manchester Organisational Workforce Targets 2024-2025: March 2025 (Month 12)

KPI
Description

Measurement

Sentinel Metric

Month 12
March 2024
Baseline

March 25 M12
M12 March 2025
Position Target

Difference
from
Target

UPDATE

Budgeted Establishment 2,106.37 1871.24 TBC - *  New Ways of Working Programme to confirm 2025/2026 Budgeted Establishment Position
Substantive Headcount 1735 1707 1681 +26 e Above M12 Headcount target, Note WTE is still below target — maintain current trajectory
1. . Organisational Substantive WTE 1570.14 1541 1589.50 -48.50 ¢ Below target - Maintain current trajectory
Growing and Profile
Developing Bank Headcount 9 1 0/4 0 e Target achieved as within expected range
our Workforce Agency Headcount 20 13 13 -
Agency WTE 16.44 13 12.50 +0.50 In range for headcount, above target for WTE
Mandatory Training Mandatory Training 86.90% 95.10% 95% +0.10% * NHS GM Target 95% achieved — Maintain current trajectory
3.99% 0.80% 0.83% -0.03% _— .
» Leavers - WTE 61.45 WTE 9 WTE 14 WTE -5 WTE Below target - Maintain current trajectory
G.OO d Workforce
Employment Movements Turnover % (Annual) 13.32% 6.81% 12% -5.19% * Below target - Maintain current trajectory
Vacancies 536.23 WTE 330.24 WTE 48.50 +281.74 * Above Target WTE Required to be addressed via CIP/Establishment Cleansing Control Activities
Sickness Absence 3.18% 2.80% 3.00% -0.20% * Below target - Maintain current trajectory
*  NHS GM +2.0% uplift target set at 65% based on comparator ICB scores (Lancs/Cumbria ICB 75%/
Cheshire /Merseyside 77%) Considerations include reported levels of Staff Morale/ Resource &
3. Staff Survey Results 63.0% 66% 65% +1% Capacity Pressure/Vacancies/Health & Wellbeing Issues across the organisation and the potential
S impact to the uptake of staff completing the 2024/25 NHS National survey. 5 Year Trajectory Targets
Workforce Organl.satlonal to be agreed.
WeIIbeing Behaviour
. ¢ Note the figure recorded is ESR data only, this number is expected to increase as appraisal dates are
Employee Appraisals 393 752 o -47% . . . . . ) .
Dates recorded in ESR 24% 48% 95% from target recorded in the §ystem. Newly established ‘Appraisal Window’ April 25 —June 25 for all employees to
complete appraisals
NHS GM Directorate & Locality Level Workforce and Finance targets to be established as part of the
4. ‘Establishment Control Process’ with a focus on Finance Ledger and ESR Alignment following the ‘Budget
Workforce Establishment Workforce and Finance TBC TBC Monthly Book Baseline’ exercise currently being undertaken by finance across Directorate/Localities. The new
Integration Control alignment — worked / paid NHSBSA ESR Standards of Attainment criteria for 2025 also focuses on Establishment Control as key

Standard.






mailto:gmhscp.peopleservices@nhs.net

For further information please contact -
gm.workforce@nhs.net
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M

Q | Information Governance & Assurance:

« The data extracted from the Electronic Staff Record (ESR) is identified as ‘Personal data’ as
referenced in Article 9 of the UK GDPR/ Special categories of personal data’. All the data within this
report has been anonymised

« The report is only used for the purpose of NHS GM internal discussion and specifically controlled for
the purpose of the exercise. which is deemed acceptable under the current staff privacy notice for the
use of personal data for the purposes of quality / HR monitoring

» Please note this report is not to be emailed, shared, published or distributed to external parties
without prior agreement with the document author(s) and/or NHS GM Information Governance / Data
Protection team



NHS Greater Manchester Organisational Workforce Targets 2024-2025: April 2025 (Month 01)

NHS GM April M01 — Workforce Areas of Focus / Action Required:

Mandatory Training
MO1 April 2025
Organisational Target 95%

NHS GM Directorates and Localities with overall

Mandatory Training scores below the 95%

organisational target are:

Wigan Locality 93.80%
Manchester Locality 93.00%
Trafford Locality 89.40%
Medical Directorate 86.90%
Executive Directorate 80.70%
Core Modules Non -Compliance:

Fire Safety — 2 Years 94.20%
Information Governance 91.60%
Preventing Radicalisation Basic 92.70%
Safeguarding Adults Level 1 91.60%
Safeguarding Adults Level 2-3 94.80%
Safeguarding Adults Level 2 NS 90.60%
Safeguarding Children Level 1 NS 91.60%
Safeguarding Children Level 2-3 94.60%
Safeguarding Children Level 2 NS 90.90%

Full Details on Mandatory Training See Pages 15 — 16
Full Workforce Report

NHS GM Mandatory Training: M01 95.00%

M1 Apr M2 M3 M4 M5 M6 M7
May June July Aug Sept Oct

M8
Nov

M9  M10
Dec  Jan

M11
Feb

M12
Mar

ACTION TO ADDRESS NON-COMPLIANCE:

An Escalation Process has been established & will be
communicated directly to senior leadership teams
across localities and directorates, as well as
communicated in the NHS GM ‘Keep Connected’ &
published on the NHS GM Intranet to address non-
compliance:

Specific MaST messages to staff included in the
latest People & Culture update. Including:

. Targeted messages to function and locality SLTs
where their teams are non-compliant in
Information Governance

. Strategic People Partners are discussing the
importance of MT with SLT at their regular locality
and function meetings.

. Organisational MT compliance and RAG rating
status is published on the MT Intranet page, to
raise awareness across the workforce.

. Call to action message in ‘Keep Connected’
publication due 15th May

. Virtual Support Sessions continue to be available
with L&D, for staff to mitigate technical issues, in
completion of their MT

. Staff eligible for T2 OMMT are being encouraged
to book onto a session across June & July via an
Expressions of Interest process.

RISKS TO NON-COMPLIANCE:

0 Corporate Negligence
. Safeguarding Breaches
. ICO Financial Fines

. Data Breach & Corporate Security Risks
. Regulatory & Legal Risks
. Damaging/ Negative Public Relations (PR)

Sickness Absence

MO1 April 2025
Organisational Target 3.40%

NHS GM Directorates and Localities with sickness
absence rates above the 3.40% organisational target
are:

Bury Locality

Salford Locality

Commissioning Directorate

NHS GM Sickness Absence: M01 2.40%

[ 2.a0% B

6.9%
4.3%
3.5%

Full Details on Sickness Absence See Pages 18 — 20
Full Workforce Report

M1
Apr

M2 M3 M4
May June July

M5
Aug

M6
Sept

Oct

M9
Dec

M10 M11 M12
Jan  Feb Mar

ACTION TO ADDRESS NHS GM STAFF SICKNESS
& ABSENCE RATES ABOVE TARGET:

The overall NHS GM Organisation sickness
absence % for April MO1 is below target at
2.4%. However, there are identified directorates
and localities above the 3.4% target. The
following actions are being taken to address this
issue:

* NHS GM Strategic Business Partners are
hosting facilitated and focussed sessions with
identified localities and directorates with
above target absence.

* Lunch & Learn Sessions focussed on
‘Attendance Management’ for Line Managers

* A ‘casework tracker’ has been developed by
the People Services team which will help with
identification of sickness absence reasons and
support with targeted and facilitated absence
discussions.

* NHS Greater Manchester Organisation are
also involved in NHS GM System Attendance
Management Peer Review Sessions. The GM
HR Director Group have committed to a peer
review process for attendance management..

IDENTIFED RISKS: (Identified areas above target)

. Low Staff Morale
. Reduced Staff Productivity

© Increased Stress & Burnout
. Absence Costs / Financial Implications
. Organisational Culture



NHS Greater Manchester Areas of Focus 2025-2026: April 2025 (Month 01) Operating Target Scorecard:

WORKFORCE METRIC TARGET M1 POSITION VARIANCE COMMENTS

NHS GM Organisation Establishment Operating Plan is currently based on a submitted NHSE staffing reduction of 2.1% from

NHS GM Establishment WTE March 2025 to March 2026. * Awaiting further revision and adaptation based on National NHS GM ICB Reform Operating
1569.70 1868.40 +298.70 . A_— . . . . . .

Planning activities this year. The current establishment operating plan includes carried over vacancies — see NHS GM Vacancy

section below.

(Substantive + Agency + Vacancies)

NHS GM Organisation Substantive WTE within targeted range — Note Headcount is aligned to WTE for the 2025/2026 February

NHS GM Substantive WTE 1557.70 1532.00 ~25.70 Operating Plan submission therefore is above target currently reported at 1700 HC (target of 1557.70, +142.30) +8.37%
. . . * The new year has started with an in month pay bill of £8.42m this is in line with 2024/25 outturn.

NHS GM Financial Costs /Paybill 8.42M * To note this excludes any impact of the 25/26 pay award which is yet to be agreed nationally.

NHS GM Agency Usage WTE 12.00 7.60 -4.40 * Agency utilisation within range — maintain current trajectory

Bank Utilisation: 2 GP Dental Advisors in the Patient Services Team. Contract for services / No specified contract in place for

NHS GM Bank Usage 0 2 +2.00 contracted hours. Currently paid work undertaken upon completion.

Historical Vacancy position carried over from 2024/2025 awaiting further instruction on vacancy cleansing following NHS Reform

NHS GM Vacancies 0 328.40 +328.40 Operational Planning activities

NHS GM Staff Turnover 12.00% 6.18% -5.82% * NHS GM Organisation Turnover target achieved maintain current trajectory. (Expected increases in Qtr 3 2025/2026 NHS Reform
. Sickness Absence Target achieved maintain current trajectory. Directorate & Locality Sickness Absence above target is being

o, o, _ 0,

NHS GM Sickness Absence 3.40% 2.40% 1.00% addressed

.. NHS GM Organisation Overall MaST Target achieved - Note Non -Compliance is being addressed via a series of actions — please

0, 0, 0,

NHS GM Mandatory Training 95.00% 95.00% 0.00% R T e

COMMENTS

* Following the National Model Integrated Care Board Blueprint received on Tuesday 6" May. NHS England will be providing a ‘planning template’ to facilitate the NHS GM
Organisation May 2025 planning return. This will be issued in the week commencing 6t May 2025. Plans will be submitted to a regional lead by 5pm on the 30th May 2025. Plans
will set out how each ICB intends to achieve the £18.76 operating cost envelope and will then go through a national moderation process (involving a confirm and challenge
process)

NHS GM Reform

* Significant progress has been made in the Leadership and Governance Pillar of the Single Improvement Plan; with 30 of 52 actions completed. However progress is behind plan,

NHS GM Enforcement Undertakings and a significant risk to delivery of undertaking has been highlighted as a result of the latest 1CB/ NHSE related changes

Industrial Action e Currently there is no Industrial action pending

Pay Award * Awaiting National guidance and confirmation in relation to the 2025/26 NHS Staff pay award




NHS Greater Manchester Organisational Workforce Targets 2025-2026: April 2025 (Month 01)

GROWING & DEVELOPING OUR JUNE 25 JuLy 25 SEPT 25 NOV 25 DEC 25 JAN 26 FEB 26 MAR 26 NHS GM Establishment Control/Financial Cost
WORKFORCE M3 M4 M6 M7 M9 M10 M11 M12 2000 1
1800 — @ .
1600 RN ig
Finance Workforce Figure (EM) 8.42M 1400 {m - 7 S o
1200 PR T ’
FT T — > LY Y} N m == 8
Budgeted Establishment Plan 1569.70 1569.70 1569.70 1569.70 1569.70 1569.70 1569.70 1569.70 1569.70 1569.70 1569.70 1569.70 pot i
400
Budget Establishment Actual 1868.40 208 f,
(Substantive + Agency + Vacancies) ’ ML M2 M3 M4 M5 M6 M7 M8 M9 M0 ML MI2
Budget Establishment Variance +298.70 @ NHS GM WTE e 2025/2026 Costs = == = = = 2024/2025 Costs
Substantive WTE Plan 1557.70 1557.70 1557.70 1557.70 1557.70 1557.70 1557.70 1557.70 1557.70 1557.70 1557.70 1557.70 NHS GM Substantive WTE 2025/2026
1700
Substantive WTE Actual 1532.00 1650
: ) 1600
Substantive WTE Variance 1550
Substantive Headcount Plan 1557.70 1557.70 1557.70 1557.70 1557.70 1557.70 1557.70 1557.70 1557.70 1557.70 1557.70 1557.70 1222
Substantive Headcount Actual 1700.00 1400
M1 M2 M3 M4 M5 M6 M7 M8 M9 MI1I0 M1l MI12
SulsEne Meleau VErEnea +142.30 el 2025/26 Substantive Target e SUbstantive Actual == e e e o 2024 Substantive Actual
Agency WTE Plan 12.00 12.00 12.00 12.00 12.00 12.00 12.00 12.00 12.00 12.00 12.00 12.00 NHS GM Agency WTE 2025/2026
16
Agency WTE Actual 7.60 14 s \\\\
’ S -2
12 —
Agency Variance - 10 [\ S ‘\\\ o=
em—mm e - -
Agency Headcount Plan 12.00 12.00 12.00 12.00 12.00 12.00 12.00 12.00 12.00 12.00 12.00 12.00 z ® Rt
Agency Headcount Actual 8.00 4
M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M1l M12
Agency Variance - e Agency Plan o Agency Actual = = = = o Agency 2024
Bank Headcount Plan 0 0 0 0 0 0 0 0 0 0 0 0 NHS GM Bank Utilisation 2025/2026
12 -
Bank Headcount Actual 2.00 1% ________ \\\
4 \~~s~ - - - -,
Bank Variance 5 A. O O O o—o0—@ o —o—o—0
M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12
el Bank Actual =~ eese@ue— Bank Target e = e e o Bank 2024/2025
NHS GM Vacancies WTE Plan 0 0 0 0 0 0 0 0 0 0 0 0 NHS GM Vacancies / Vacancies Recorded in ESR

NHS GM Vacancies WTE Actual

328.40

Vacancy Variance

+328.40

Vacancy Rate %

17.60%

350
300
250
200
150
100

50

@ o—0—0—0—o—0—0—0—0—0—0—0—0—0—0—0—0—0—0—0 o
M5 M6 M7 M8 M9 M0 M1l MI12

e=m@mmm Target Vacancies @ \/acancies Actual ESR




NHS Greater Manchester Organisational Workforce Targets 2025-2026: April 2025 (Month 01)

GROWING & DEVELOPING OUR i UUBr e B NHS GM Mandatory Training Compliance %
WORKFORCE M3 M4 M6 100
96— e—e—e—— e P x G A gD
NHS GM Mandatory Training Target 95.00% 95.00% 95.00% 95.00% 95.00% 95.00% 95.00% 95.00% 95.00% 95.00% 95.00% 95.00% 92 ___..--—”‘
88 e ="
NHS GM Mandatory Training Actual 95.00% 2
Variance to target 0.00% 80
M1 M2 M3 M4 M5 M6 M7 M8 M9  MI10 M1l  MI2
@ |\|aST Target emmm@us NHS GM Actual = === =e 20242025
JUNE 25 JULY 25 SEPT 25 NHS GM Staff Turnover Rate %
GOOD EMPLOYMENT
M3 M4 M6 w0
12.00 = =
NHS GM Leavers Target (NHS Target) 12.00% 12.00% 12.00% 12.00% 12.00% 12.00% 12.00% 12.00% 12.00% 12.00% 12.00% 12.00% Itk
10.00 Sm e
NHS GM Turnover % 6.18% $.00 TN
~
Variance to target -5.82% 6.00
4.00
NHS Leavers Headcount 6.00 M1 M2 M3 M4 M5 M6 M7 M8 M9 M0 M1l MI12
NHS Leavers WTE 3.00 @ Turnover Target @ 2025 Actual - 2024 Turnover Rate
JUNE 25 JULY 25 SEPT 25 NHS GM Sickness Absence %
WORKFORCE WELLBEING 4.00
M3 M4 M6 3.50 PR
—~‘——-.~ ’___—’ ‘---_\\
NHS GM Sickness Absence Target % 3.40% 3.40% 3.40% 3.40% 3.40% 3.40% 3.40% 3.40% 3.40% 3.40% 3.40% 3.40% 3.00 St eaaL.-" =<
2.50
NHS GM Sickness Absence Actual 2.40% 200
. M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12
Variance to Target -1.00%

@ Sickness Absence Target

@ Sickness Absence Actual = = = =« 2024/2025 Actual

COMMENTS

WORKFORCE WELLBEING ORGANISATION TARGETS /METRICS

2023/2024

2024/2025

2025/2026

MO01 Update

NHS GM Staff Survey Response Rate /Target 65% 66% TBC TBC 2026 Response Rate to be agreed with SMES
NHS GM Staff Appraisal Target 26.72% 48% 12 Mth 100% Target MO1 April - 49.81% Request for all NHS GM Staff to complete an ‘Appraisal between April 25 — June 2025. 3 Month Appraisal Window
NHS GM Staff Annual Leave Utilisation - 95% 12 Mth 95% Target MO1 April: 6% Utilisation NHS GM Staff Annual Leave utilisation monitored




NHS Greater Manchester 2024/25 Organisational Workforce Targets: EDI Annual Metrics

Addressing
Inequalities

Equality Diversity and
Inclusion

Workforce
Composition

Agenda for Change
Bands
Gender Profile

AfC2
AfC3
Afca
AfC5
AfC6
AfC7
AfC 8a
AfC 8b
AfC 8¢
AfC 8d
AfC9
Non -AfC
Apprentice

Total

Female Male
66.7% 33.3%
71.3% 28.7%
85.2% 14.8%
63.1% 36.9%
67.4% 32.6%
73.0% 27.0%
70.3% 29.7%
62.4% 37.6%
65.2% 34.8%
70.6% 29.4%
70.6% 29.4%
52.9% 47.1%
38.5% 61.5%
68.2% 31.8%

Proportion of
Overall Staff

0.3%

5.8%

7.7%

11.3%

13.5%

21.6%

14.2%

8.5%

3.8%

2.9%

1.0%

7.9%

1.5%

100%

Female

44.5%

69.3%

86.4%

64.5%

67.3%

74.2%

69.4%

68.1%

57.6%

69.4%

56.5%

55.4%

33.4%

68.8%

Proportion of

Male Overall Staff
55.5% 0.5%
30.7% 4.6%
13.6% 7.3%
35.5% 11.4%
32.7% 13.9%
25.8% 21.7%
30.6% 13.7%
31.9% 9.8%
42.4% 4.3%
30.6% 3.6%
43.5% 1.3%
44.6% 7.1%
66.6% 0.1%
31.2% 100%

Proportion of

Male Overall Staff

Female

Annual Metrics: Note for
P&C Subcommittee March
2025 Pay Gap Gender Report
Publication is due
March 2026

COMMENTS

NHS GM Staff —The majority of staff are concentrated in bands (6-8a). In
addition, band7 has significantly higher percentages of staff compared to
other bands, band 4 has the highest concentration of female staff followed
closely by band 7. There are more male apprentices than female (albeit a
low number), likewise there is narrower gap between males and females in
non-AFC. Compared to 2023 data, there has been a significant % decrease in
female staff across several banding groups producing an under
representation of female staff in band 2, which measured a 22.2% reduction
from 66.7% to 44.5%; band 9 with a reduction of 14.1% from 70.6% to 56.5%;
and band 8c with just under a 10% reduction, from 67.2% to 57.5%

Equality Diversity and
Inclusion

Good Employment
Pay and Progression

Gender

Male

Female

Median Hourly Rate

Pay Gap by Gender Pay Gap

Pay Gap %
Pay Gap on Yr

Pay Gap % Variance on Yr
Disability

Yes

Median Hourly Rate No

Pay Gap by Disability Status Not Declared
Difference

Pay Gap

Mean Hourly Rate

£28.74

£25.33

Median
Hourly Rate

£24.38

£22.40

Mean Hourly Rate

£30.36

£26.79

Median
Hourly Rate

£25.59

£23.52

11.87% 8.11% 11.76% 8.11%

Mean Hourly Rate

£24.65
£26.64
£29.62

£1.62

Median
Hourly Rate

£24.38
£22.40
£22.40

£1.90

6.18% 8.11%

+£0.16

-0.11%

Mean Hourly Rate

£26.64

£27.73

£31.13
£1.09

4.09%

+£0.09

-0.00%

Median
Hourly Rate

£25.60
£23.52
£25.60

£1.80

8.11%

Media Hourly

Mean Hourly R:
ean Hourly Rate Rate

Annual Metrics: Note for
P&C Subcommittee March
2025 Pay Gap Gender Report
Publication is due
March 2026

Media Hourly

Mean Hourly Rate Rate

Note for P&C Subcommittee
March 2025 Disability Pay
Gap Report Publication is

due March 2026

COMMENTS

On average, female staff earn £3.57 per hour less than male staff. The
median (mid-point) salary is also £2.07 lower. Due to the highest
representation (37.79%) of males is in the highest quartile and the lowest
representation (27.10%) in the lowest quartile, this will inevitably have an
impact on the mean and medium pay gaps.

Compared to 2023 data, there has been a slight % decrease in the pay
gap for mean hourly rate whilst the median hourly rate remains
unchanged

COMMENTS

Pay Disparities — Median Disability Pay Gap 8.11% (2024) indicating that
disabled employees continue to earn significantly less than their non-
disabled counterparts

Mean Disability Pay Gap Improved from 6.18% in 2023 to 4.09% in 2024
reflecting some progress, however still highlighting existing inequities



NHS Greater Manchester 2024/25 Organisational Workforce Targets: EDI Annual Metrics WRES/WDES

KPI Description

5.
Addressing Inequalities

Equality Diversity and
Inclusion

Note for P&C
Subcommittee Annual
Metrics:

Measure

Workforce
Wellbeing

Incivility,
Values &
Behaviours

Workforce
Race
Equality
Standards
(WRES)

Workforce
Disability
Equality
Standards
(WDES)

Sentinel Metric

WRES/WDES

No/% of Staff experiencing
harassment, bully or abuse from
patients, relatives or the public in
the last 12 Months

WRES % of Staff experiencing
harassment, bullying or abuse from
staff in the last 12 months

WRES % of Staff believing that the
organisation provides equal
opportunities for career progression
or promotion

WRES % of staff experiencing
discrimination at work from
manager/team leader or other
colleagues in the last 12 months

WDES % of staff experiencing
harassment, bullying or abuse from
managers

WDES No/% of Staff experiencing
harassment, bullying or abuse from
‘other colleagues’ the last 12 months

WNDES % of staff saying that the last
time they experienced harassment

bullying or abuse at work, they or a
colleague reported it

Actual March 2024 Baseline

March 2025

NHS GM
Variance-/+

« NHS GM White Staff 8.21% 8.30% +0.09% on Yr

<

8 | National ICB White Staff Average 7.66% 7.02% NHS GM Vs Nat ICB +1.28%

wn

£ | NHS GM Other Ethnic Groups 9.09% 11.89% +2.80% on Yr

B
National ICB Other Ethnic Groups Average 6.25% 7.36% NHS GM V’s Nat ICB +4.53%

< NHS GM Staff with a LTC or lliness 10.92% 9.80% -1.12% on Yr

<

-

g | National CB Staff with a LTC or Iliness Average 10.44% 10.31% NHS GM Vs Nat ICB Av -0.51%

<

@ | NHS GM Staff without an LTC or Iliness 7.45% 8.60% +1.15% on Yr

=)

E National ICB Staff without a LTC or lliness Average 6.91% 5.74% NHS GM Vs Nat ICB Av +2.86%

[3) NHS GM White Staff 14.43% 13.81% -0.62% on Yr

S~

oQ

g | National ICB White Staff Average 15.57% 15.21% NHS GM Vs Nat ICB Av -1.40%

(-]

(] | NHS GM Other Ethnic Groups 20.13% 20.83% +0.70% on Yr

o

3 National ICB Other Ethnic Groups Average 20.93% 21.13% NHS GM Vs Nat ICB Av -0.30%
NHS GM White Staff 53.44% 58.48% +5.04% on Yr

wn

8 | National ICB White Staff Average 53.72% 54.91% NHS GM Vs Nat ICB Av +3.57%

w

w

g | NHS GM Other Ethnic Groups 45.39% 44.76% -0.63% on Yr
National ICB Other Ethnic Groups Average 36.49% 36.88% NHS GM Vs Nat ICB +7.88%
NHS GM White Staff 5.04% 4.90% -0.14% on Yr

[-2]

o

a | National ICB White Staff Average 5.08% 5.06% NHS GM Vs Nat ICB Av -0.16%

w

'53:" | NHS GM Other Ethnic Groups 16.34% 16.67% +0.33% on Yr
National ICB Other Ethnic Groups Average 14.50% 15.19% NHS GM Vs Nat ICB +1.48%

@ NHS GM Staff with a LTC or lliness 11.60% 10.49% -1.11% on Yr

-

g | National ICB Staff with a LTC or lllness Average 13.51% 14.47% NHS GM Vs Nat ICB Av-3.98%

<

4] | NHS GM Staff without an LTC or Iliness 6.16% 6.19% +0.03% on Yr

o

B National ICB Staff without a LTC or Iliness Average 7.47% 7.22% NHS GM Vs Nat ICB Av -1.03%

Q NHS GM Staff with a LTC or lliness 14.33% 16.07% +1.74% on Yr

-

g | National ICB Staff with a LTC or Illness Average 15.42% 16.07% NHS GM Vs Nat ICB Av +0.00%

<+

4] | NHS GM Staff without an LTC or lliness 9.55% 7.96% -1.59% on Yr

=)

E | National ICB Staff without a LTC or Iliness Average 9.55% 9.05% NHS GM Vs Nat ICB Av -1.09%

[} | NHS GM Staff with a LTC or lliness 35.14% 50.00% +14.86% on Yr

-

g | National ICB Staff with a LTC or Illness Average 48.48% 45.45% NHS GM Vs Nat ICB Av +4.55%

<

] | NHS GM Staff without an LTC or Iliness 42.11% 41.73% -0.38% on Yr

=)

s I National ICB Staff without a LTC or Iliness Average 43.64% 45.45% NHS GM Vs Nat ICB Av-3.72%

Comments

NHS GM +0.09% Increase on year

NHS GM 2024 Score +1.28% above National White Staff ICB 2024 average
NHS GM +2.80% Increase on year

NHS GM 2024 Score +4.53% above National OEG average

NHS GM -1.12% decrease on year

NHS GM 2024 Score -0.51% below National ICB Staff with LTC/lliness Average

NHS GM +1.15% Increase on year

NHS GM 2024 Score +2.86% above National ICB Staff without LTC/lliness Average

NHS GM -0.62% decrease on year

NHS GM 2024 Score -1.40% below National White Staff ICB average
NHS GM +0.70% Increase on year

NHS GM 2024 Score -0.30% below National OEG average

NHS GM +5.04% Increase on year

NHS GM 2024 Score +3.57% above National White Staff ICB average
NHS GM -0.63% decrease on year

NHS GM 2024 Score +7.88% above National OEG average

NHS GM -0.14% decrease on year

NHS GM 2024 Score - 0.16% below National White Staff ICB average
NHS GM +0.33% Increase on year

NHS GM 2024 Score +1.48% above National OEG average
NHS GM -1.11% decrease on year
NHS GM 2024 Score -3.98% below National ICB Staff with an LTC/lliness
NHS GM +0.-3% Increase on year
NHS GM 2024 Score -1.03% below National ICB Staff without an LTC/IlIness
NHS GM +1.74% Increase on year
NHS GM in line with National ICB Staff average with an LTC/llIness

NHS GM -1.59% decrease on year

NHS GM 2024 Score -1.09% below National ICB Staff without an LTC/IlIness

NHS GM +14.86% Increase on year

NHS GM 2024 Score +4.55% above National ICB Staff Av with an LTC/llIness

NHS GM -1.074% decrease on year

NHS GM 2024 Score -3.72% below National ICB Staff without an LTC/llIness




NHS Greater Manchester 2024/25 Organisational Workforce Targets: EDI Annual Metrics WRES/WDES

KPI KPI Description

5.
Addressing Inequalities

Equality Diversity and
Inclusion

Note for P&C
Subcommittee Annual
Metrics:

Measure

Workforce
Wellbeing

Incivility,
Values &
Behaviours

Workforce
Disability
Equality
Standards
(WDES)

Sentinel Metric

WNDES: % of staff believing that their
organisation provides equal
opportunities for career progression
and promotion

WNDES: % of staff saying that they have
felt pressure from their line manager to
come to work, despite not feeling well
enough to perform their duties

WNDES: % of staff saying that they are
satisfied with the extent to which their
organisation values their work

WDES: % of staff with a long-lasting
health condition or illness saying that
their employer has made reasonable
adjustments to enable them to carry
out their work

The staff engagement score for staff
with LTC or lliness Vs Staff without a
LTC or lliness

Actual March 2024 Baseline

March 2025

NHS GM
Variance-/+

Comments

" NHS GM Staff with a LTC or lllness 44.59% 51.15% +1.74% on Yr NHS GM +1.74% Increase on year
§ | National ICB Staff with a LTC or Illness Average 47.83% 49.43% NHS GM Vs Nat ICB Av +1.72% NHS GM 2024 Score +1.72% above National ICB Staff Av with an LTC/llIness
Q | NHS GM Staff without an LTC or Iliness 55.25% 58.34% +3.09% on Yr NHS GM +3.09% Increase on year
g National ICB Staff without a LTC or Iliness Average 52.72% 53.23% NHS GM Vs Nat ICB Av +5.11% NHS GM 2024 Score + 5.11% above % National ICB Staff without an LTC/IlIness
w NHS GM Staff with a LTC or lllness 10.80% 15.58% +4.78% on Yr NHS GM +4.78% Increase on year
§ National ICB Staff with a LTC or Illness Average 14.29% 15.22% NHS GM Vs Nat ICB Av +0.36% NHS GM 2024 Score +0.36% above National ICB Staff Av with an LTC/llIness
E | NHS GM Staff without an LTC or lllness 10.10% +1.16% on Yr NHS GM +1.16% Increase on year
= National ICB Staff without a LTC or lliness Average 9.38% 11.11% NHS GM Vs Nat ICB Av +0.15% NHS GM 2024 Score +0.15% above National ICB Staff without an LTC/lliness
NHS GM Staff with a LTC or lliness 42.52% +1.27% on Yr NHS GM +1.27% Increase on year
2]
§ | National ICB Staff with a LTC or lllness Average 38.89% 41.71% NHS GM Vs Nat ICB Av +2.08% NHS GM 2024 Score +2.08% above National ICB Staff Av with an LTC/llIness
§ | NHS GM Staff without an LTC or lliness 48.75% +4.74% on Yr NHS GM +4.74% Increase on year
National ICB Staff without a LTC or Iliness Average 48.57% 51.38% NHS GM Vs Nat ICB Av +2.11% NHS GM 2024 Score +2.11% above National ICB Staff without an LTC/lliness

o NHS GM Staff with a LTC or lliness 82.99% 77.14% -5.85% on Yr NHS GM -5.85% decrease on year
g | National ICB Staff with a LTC or Iliness Average 80.23% 79.12% NHS GM Vs Nat ICB Av -1.11% NHS GM 2024 Score -1.11% above National ICB Staff Av with an LTC/lliness
: |
* |

| Organisation Average 6.61% 6.60% -0.01% on Yr NHS GM +0.01% decrease on year
< | NHS GM Staff with a LTC or lllness 6.37% 6.30% -0.07% on Yr NHS GM +0.07% decrease on year — Staff with a LTC/llIness
g | National ICB Staff with a LTC or lllness Average 6.28% 6.27% NHS GM Vs Nat ICB Av +0.03% NHS GM 2024 Score +0.03% above National ICB Staff Av with an LTC/llIness
= | NHS GM Staff without an LTC or Iliness 6.72% 6.72% -0.00% on Yr NHS GM No Change on Yr — Staff without a LTC/llIness

| National ICB Staff without a LTC or Iliness Average 6.72% 6.81% NHS GM Vs Nat ICB Av +0.09% NHS GM 2024 Score +0.09% above National ICB Staff without an LTC/lliness

Note For Committee:

Equality, Diversity and Inclusion Targets are being reviewed in line with NHS GM action plans. Further meeting scheduled from April — Sept to review baseline data/data sources. Sentinel metrics will include Local GM
targets and National targets EDI Improvement Plans with associated context.

* Proposed Targets are intended to cover projected 5 year+ timescale
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Workforce Dashboard — System Performance (February 2025)

1 - Substantive 2 - Bank 3 - Agency 7 - Temporary Staff - Agency Compliance
84,683.4 WTE 6,164.0 WTE 591.3 WTE Agency Spend as % of Pay Bill - achieved
Actual M11 Actual M11 Actual M11

201.7 Increase
from Month 10 (84,481.7)

2,027.0 wte above plan

94.9 Decrease
from Month 10 (6,258.9)

945.3 wte above plan

65.3 Decrease
from Month 10 (656.5)

-135.7 wte below plan

82,656.4 WTE 5,218.7 WTE 727.0 WTE
M12 Plan : M12 Plan M12 Plan
4 — ALL Workforce WTE & Pay Cost
WTE 41.5
Increase
from M10
Cost£1.1 M
Increase from
M10
5 - Sickness Absence .,
6.0% =
6.1 % M11 < 0
4.0%
5.1% Planned Target - March 25 N
1.0% above plan S @R @ Yl
6 - Turnover 1.0%
10.5% — N —
9.5%
10.9% Planned Target — March 25 SE S S T N S S S A R 4
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Plan achieved

3.2% National Target

(Lower is better)

1.2% Feb 25
0.1% - 3.8%

9 Provider % ranges

60.0% National Target

(Higher is better)

51.8% Feb 25
19.3% - 78.3%

9 Provider % ranges

3.0%
2.0%
1.0%
0.0%

2.29
- 1.2%

™ ™ ™ 3 ™ s ™ s 3 3 3 ) )
NS S S SN N S S S .
OSSO S R S R R I R

Price Cap Compliance

!

65.0%
60.0%
55.0%
50.0%
45.0%

M

(S S S P S I N
va 'b\fl« & *,’W/ & \»\51« %‘1« Qfl« (},‘L RN Qﬂ«
@ TR @Y W @
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Bank Shifts as % of Temp Staffing Shifts - achieved
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Workforce — NHS Provider Key Lines of Enquiry

Sickness Absence — March 2025

Target Year 2 - 5.1%

NHS Provider Organisations
reporting high sickness absence
levels above 5.5% for Month 11

are.

GMMH 6.7%
MFT 6.1%
NCA 6.7%
Pennine Care 6.0%
Stockport 5.8%
Tameside & Glossop 5.7%
WWL 5.6%
8.0%
6.0% —p
4.0% : T :
222238258824 38%

Agency % of Payhbill

3.2% National Target

Agency pay bill as a percentage of
the total pay bill ranges from
0.1%(MFT) to 3.8% (PC) with an
overall GM 1.2% rate, and just one
GM provider with a greater rate
than the national KPI of 3.2%.

Pennine Care 3.8%

Overall Agency % of Paybill = 1.2% M11

) achieved
0% 1.2%
2.0% -_\_/\A’*
1.0% PRI

0.0%
vvvvvvvvvvv

Turnover / Stability - March 2025

Target Year 2 - 10.9%

NHS Provider Organisations who
reported high turnover levels above
10.5% for Month 11 are:

Bolton 11.2%
GMMH 10.8%
Stockport 12.9%
Tameside 11.0%
Christie 11.3%

Overall Turnover — 10.3% M11

11.0%

achieved

10.0%  EOEIA

9.0%

Nl
@ @”b N
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Workforce — NHS Provider Key Lines of Enquiry

Price Cap Compliance — National
Target 60%

Overall Price Cap Compliance —51.8% M11

65.0%
60.0% LN

50.0%
45.0% 51.8%
v " & v

Off Frame — National Target 0%

Overall Off Framework — 0.0% M11

achieved

Bank Shifts as a % of Temp

Staffing Shifts — National Target
75%

The Bank shifts as a proportion of
all temporary staffing shifts national
target is 75% and ranges from
79.4% to 96.5%, No Provider(s) are
currently below the required
compliance level:

Overall Bank Shift Proportion —91.1%
achieved




Overview Workforce & Finance - Performance Summary - Month 11

SUBSTANTIVE BANK AGENCY SICKNESS ABSENCE TURNOVER! ESTABLISHMENT VACANCIES?

ORGANISATION t ‘ ‘ » ‘
M11 M11 M11 M11 M11 M11 M11

WTE £'000s £'000s WTE £'000s % £0s % £0s WTE WTE £'000s
Bolton 5,997.8 £27,729 469.7 £2,061 48.9 £707 4.9% £1,353,186 11.2% £280,895 6,406.0 408.2 -£1,531
GMMH 7,068.5 £29,696 750.6 £3,597 139.6 £1,039 6.7% £1,989,632 10.8% £318,084 7,839.2 770.7 -£2,890
28,463.0 & £140,481 1,562.5 £8,055 56.0 £125 6.1% £8,611,485 10.1% |£1,191,888| 30,803.1 2,340.1 -£8,775
NCA 18,775.6 £85,136 1,422.6 £8,290 56.7 £900 6.7% £5,704,112 9.8% £763,540 18,270.6 -505.0 £1,894
Pennine Care 4,174.5 £18,415 582.3 £1,697 117.4 £800 6.0% £1,110,425 9.5% £165,936 4,543.2 368.7 -£1,383
Stockport 5,5648.9 £25,380 496.0 £2,780 57.4 £541 5.8% £1,479,675 12.9% £298,948 5,888.2 339.3 -£1,272
-(I;akr::zlse Al 4,230.6 £19,343 369.9 £2,187 30.0 £329 5.7% £1,110,298 11.0% £194,080 4,454.7 2241 -£840
The Christie 3,831.7 £19,234 140.7 £470 27.1 £217 4.7% £900,155 11.3% £180,729 4,161.8 330.0 -£1,238
WWL 6,592.8 £29,846 369.8 £2,095 58.3 £685 5.6% £1,671,372 8.4% £230,749 6,891.0 298.2 -£1,118
84,683.4 = £395,261 6,164.0 £31,232 591.3 £5,343 6.1% £23,970,518| 10.3% | £3,624,848| 89,257.7 4,574.3 | -£17,154
82,656.4 5,218.7 726.9 5.1% 10.9% 87,290.1 4,633.8
* Data — M11 PWR and Bridge returns 1. Average of £5,000 used as cost to replace staff lost due to turnover - recruit, induct and train new staff divided by 12 for monthly cost

2. Vacancies = £5,000 per wte cost to recruit - £50,000 saving per FTE(Cost of employing a member of staff)
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Report information.

Required information.

Details.

Title of report.

2025-26 Operational Plan — Workforce
Update

Author(s)

Michelle Featherstone
lan Thornber

Presented by.

lan Thornber

Contact for further information.

Michelle Featherstone
lan Thornber

Executive summary.

This report is to provide the Committee with
an update on the 2025-26 Operational
Planning process which includes high-level
analysis on the workforce movements
reported by NHS providers in their final
submission to NHSE.

The benefits that the population of Greater
Manchester will experience.

This will ensure that the Committee is kept up
to date on the delivery and improvement of
the operational plan, enhanced controls
developed which will track/trace and highlight
any potential current or future workforce
issues and allow action to be taken early
where appropriate via the Workforce
Efficiency Programme Group.




How health inequalities will be reduced in
Greater Manchester’s communities.

By ensuring that the Committee is made
aware of issues impacting different
communities that they may not see in other
forums.

The decision to be made and/or input
sought.

For information and discussion as
appropriate.

How this supports the delivery of the
strategy and mitigates the Board
Assurance Framework (BAF) risks.

This will ensure that the Committee is kept up
to date on potential future issues, allowing
action to be taken early where appropriate
and helping to reduce risk levels.

Key milestones.

N/A

Leadership and governance
arrangements.

Various dependant on individual subject
matter.

Engagement* to date.

*Engagement: public, clinical. Analysis:
equality, sustainability, financial.
Comments/ approval by groups/
committees.

Various dependant on individual subject
matter.

Financial or Legal Implications

2025-26 Workforce plan has been stress
tested and is aligned to the delivery of the
finance and activity plan.

Table 1: Information needed about the document and its purpose.

Public Clinical Sustainabi | Financial | Legal Conflicts Report
engageme | engageme | lity impact | advice advice of interest | accessibili
nt nt ty

No No No No No No No

Table 2: Assurance needed about the document.
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Overview of Operational Planning Process

1.

Planning preparations commenced between October
2024 and January 2025 to get an early start on the
planning process. All iterations where stress tested to
align Workforce, Finance and Activity against a set of GM
assumptions and priorities.

National guidance, templates, KLOEs and specific
requirements published by NHS E in January / February
2025.

Local GM priorities and assumptions where reviewed
and modified in-line with national priority requirements
and the national NHS E templates were distributed to
providers, primary care and mental health organisations.

Several high-level internal collections were received
from providers to enable the ICB to evaluate forecasted
workforce movements, and KPI expectations. Confirm and
challenge discussions provided an opportunity to
feedback performance and potential delivery highlighting
any areas to consideration for the next iterations expected
in February to Mid March 2025

5. Workforce activities, evaluation and validation exercises

enabled the development of more confident plans where
local triangulation was conducted with planning hub leads
addressing any anomalies prior to the re-submission from
provider organisation at the end of March.

Workforce analysis reported delivery and improvement
of plans drawing out workforce movements across all core
measures where organisations reductions were observed
across clinical and non-clinical staff groups for ALL
Workforce.

Details of resubmission requirements following NHS E
national feedback communicated to provider trusts with a
resubmission of full template returned to ICB by 19 April
2025

Evaluation of revised final submission and production
Executive papers for sign off, prior to further final full
submission to NHS E on the 27 April 2025



Workforce Analysis
Planning 25-26 Re-Submission Outputs

The analysis shows positive movement in organisations notably reducing their reliance of temporary staffing: 35.6% (233.5 wte) planned reduction in
agency & 22.9% (1,437.4 wte) reduction in bank. The ICB recognises that the final workforce plan must be realistic, achievable and can be delivered in
the current climate where safer staffing and quality of care are not compromised, however, through building on existing processes through a
collaborative system approach, the ICB will work in partnership with providers to identify & mitigate any risks and issues.

Christie

Tameside

Stockport

Pennine

All

Workforce Metrics

Care

Providers

Baseline wte March-25 30,276.7 | 4,000.5 | 19,563.4 | 6,623.3 4,592.6 7,031.6 6,271.9 7,999.1 4,671.0 91,030.2 | 1,604.0 | 92,634.3
Forecasted wte March-26 29,523.7 | 4,283.4 | 18,805.8 | 6,307.2 4,512.8 6,765.1 6,160.5 7,702.5 4,738.9 88,800.0 | 1,569.7 | 90,369.7
Change -2.5% 7.1% -3.9% -4.8% -1.7% -3.8% -1.8% -3.7% 1.5% -2.4% 2.1% -2.4%

Overall — All workforce movements - REDUCTION 2.4%

The system reported a March 2025 baseline 91,030.2 wte with a 2.4%
reduction of all workforce categories by March 2026 to 88,800.2 wte.
This will reduce the workforce shape and composition by 2,230.2 wte.

Substantive - REDUCTION 0.7%
There is a reduction in substantive wte reported in the 25/26 operational plan
which currently stands at 559.3 wte which equates to 0.7%.

Bank - REDUCTION 22.9%
Overall, there is a 1,437.4 wte reduction which equates to 22.9% with all 9

providers reporting a reduction in bank usage for 2025/26 ranging from 9.1% to
53.4%.

Agency - REDUCTION 35.6%
Overall GM is reporting a 233.5 wte reduction which equates to 35.6% in
agency utilisation for 25/26, with all 9 providers reporting reductions in agency

Sickness Absence - REDUCTION 0.6%

The system is reporting a March 25 baseline position at 6.0% with the intention
to reduce down to 5.4% over the course of the year with an expected reduction
of 0.6%.

Turnover — REDUCTION 0.3%

There are planned reductions reported in most provider plans to reflect the
productivity and efficiency opportunities for workforce in respect of corporate
support and reducing unwarranted variation. The system has seen
improvements in this area which met current system targets and is confident
that further progress will be made to deliver the 2025/26 operational plan target
of 10.9% with an expected reduction of 0.3% from the 11.1% March 2025
baseline.

wte this ranges from 8.3% to 53.0%. 4
Collaboration Compassion Inclusion



Workforce Movements - Bridge Workforce Drivers — April 2019 to
March 2026

95,000

90,000

85,000

80,000

75,000

70,000

65,000

60,000

Workforce Movement in actual WTE by staff category

OP Plan WTE by
staff category

Nightingale
Hospital

Opened

1,513

Actual Provider Workforce Returns, Apr 2019 - February 2025

PWR Substantive growth April 2019 - Feb 2025 equates to 16,968 wte
Sub WTE and projected WTE growth April 2019 - March 2026 equates to 15,660 wte

Substantive
OP Plan Substantive

—_—

High staff
Absence /

Turnover

ELCENGLIE - Reductions across All

Workforce categories

have been modelled
for 2025/26 Plans

aimed towards the

High staff Strike Action

Absence / Action Strike

Turnover .
Action

delivery of
Productivity
Efficiency metrics

I

|

|

|
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|

|

|

|
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|

|

|
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Operating Plan March 2025 to March 2026

PWR Substantive wte growth March 2024 - Feb 2025 substantive WTE equates to 2,176 wte
All Workforce growth between April 2019 - March 2026 (includes B&A) of 15,389 wte

Agency
OP Plan Agency

—>  Bank
OP Plan Bank



Focus on Delivery and Implementation of the Plan - Risk

FOCUS

* NHS GM will continue to hold a monthly provider oversight
meeting with each Trust. These will be strengthened based
upon learning from 24/25 and the level of risk in the 25/26 plan.

* Each month the Workforce Efficiency Group and HRD’s will
continue to received a standard pack which includes:-

*  Workforce and Management summary including delivery
of workforce targets and key performance indicators for
Substantive, Bank, Agency, Sickness Absence, Turnover,
Establishment Control.

* Productivity and Efficiency actions against areas of
variations on delivering plan vs actual core workforce
measures i.e. WTE and Pay Cost, Financial Sustainability

 Temporary Staffing utilisation will be reported to ensure
compliance of provider plans.

* Performance will be measured against the Performance
Assessment Framework metrics highlighted areas of
focus / concern (new for 2025)

* Health and Wellbeing initiatives - support will be essential as
productivity expectations increase to deliver national priorities.

RISK

Workforce Movements — reductions in staff groups as
providers work to control totals, will bring risks to quality
and safety. This will be monitored closely and any risks
will be captured and reported into the workforce
efficiency programme.

There is a significant shortage of healthcare
professionals including challenges to recruit AHP and
Health Care roles along with doctors and nurses and
other shortage of occupation roles in Mental Health
Providers.

The ICB and NHSE will be undergoing a period of
organisational change.

Work-Life Balance: Challenges in maintaining a healthy
work-life balance, leading to dissatisfaction and stress
and burn-out among staff could lead to high levels of
sickness absence.

Challenges in services and pressures on teams, leads to
risk to stable workforce if retention rates worsen. 6



Mitigation — Challenges and Support

Provider Workforce Returns and Bridge Collections
will continue to stress test the workforce plan,
particularly to optimise triangulation and delivery
within workforce, activity and financial envelope.
Working with the planning team to monitor alignment
between all key components.

Robust monitoring to track and track the delivery of
Cost Improvement Plans (CIP) drawing out savings
and investment  schemes across provider
organisations where learning can be shared. Where
weaknesses are detected escalate to the Workforce
Efficiency Programme Group

Working closely with regional and national planning
teams to optimise  workforce productivity
opportunities i.e. transforming and scaling people
services, temporary staffing utilisation

The ICB and NHSE will be undergoing a period of
organisational change, close liaison with NHSE
Region to have greatest clarity on future state, internal
planning and maximising workforce time and focus on
delivery.






NHS GM People and Culture Committee

27 May 2025

Required information.

Details.

Title of report.

Committee Priorities — Evaluation

Author.

Committee Priority Leads

Presented by.

Committee Priority Leads: John Herring,
Majid Hussain and Jane Seddon.

Contact for further information.

Gm.workforce@nhs.net

Executive summary.

An evaluation of the initial 6 months delivery
phase of the Committee priorities has been
conducted by priority leads for the Committee
to review the progress made to date. This
evaluation will help inform a refresh of the
priorities for the next 6 months.

The benefits that the population of Greater
Manchester will experience.

Supporting workforce sustainability, to
support the best possible patient care.

How health inequalities will be reduced in
Greater Manchester’s communities.

Supporting workforce sustainability and
improving representation, to support the best
possible patient care.

The decision to be made and/or input
sought.

Committee members are asked to:

(1)  Review delivery progress for each
priority area and to what extent targets were
achieved.

(2)  Review reflections and which priorities
are taken forward for the next six months — as
part of the streamlining our governance.




How this supports the delivery of the
strategy and mitigates the Board
Assurance Framework (BAF) risks.

Provides update against in year priorities for
delivery of the strategy.

Key milestones.

We have now reached the end of the initial
six month delivery phase for our Committee
priorities. Priority leads have conducted an
evaluation of progress made to achieve the
desired impact and what work could continue
in the area going forward.

Leadership and governance
arrangements.

This will help inform a refresh of the priorities
for the next six months, to be socialised and

agreed through P&C Governance, as part of
the wider streamlining our governance work.

Engagement* to date.

*Engagement: public, clinical. Analysis:

equality, sustainability, financial. N/A
Comments/ approval by groups/

committees.

Financial or Legal Implications N/A

Table 1: Information needed about the document and its purpose.

Public Clinical Sustainabi | Financial | Legal Conflicts Report
engageme | engageme | lity impact | advice advice of interest | accessibili
nt nt ty

No No No No No No Yes

Table 2: Assurance needed about the document.




(1) Delivery of the People and Culture Strategy.
With a particular focus on good employment through the Good Employment Charter and advancing equality, diversity and inclusion.

Measures

Current Status

Key Achievements & Evidence

Challenges/Barriers

Increase number of health
and care employees
benefitting from Good
Employment Charter
Membership by 10%

We have not managed to increase
number of employees by 10%. We
have increased the number of
employers but have been unable to
get our big employers through the
membership.

We have 22 employers
who are members of the
Good Employment
Charter and over 150
supporters. We are the
biggest sector with
members and supporters.
Evidence can be found
on the Good Employment
Charter’s website.

Big employers — NHS
Trusts — who were going to
join the charter have
paused due to the risk of
the national pay settlement
taking them below the real
living wage. The capacity
for the team to maintain
work on this to achieve
10% has been curtailed by
NHS Reform demands.

Embed NHS Equalities
Professional Network and
develop an action plan for
collaboration, utilising staff
survey and equality data.

Equality Professionals Network is
up and running, the Network has
reviewed WRES/WDES data and
reports such as the response to the
Summer riots. The Network have
agreed a number of priorities and
have set up sub groups to work
through these, identify good
practice etc.

The Network has identified
priorities and recently met
with Sir Richard Leese to
discuss these, these
priorities have been
converted into a set of
actions and a commitment
from Sir Richard Leese to
return later in the year to
discuss progress.

The undertakings followed
by Reform have meant that
at times the work has felt in
the margins and not had
the impact it could have
otherwise had, however the
system wide reports on
WRES/WDES and
response to summer riots
have been presented at 10
different forums to raise
awareness of the issues
and corresponding actions.




This Includes but not limited
to People and Culture
Committee, Exec
committee, Primary care
Blueprint, BAME leadership
council and Fairer Health
for all where good
discussions and
commitments to individual
leadership actions have
been made.

Reflections & Next Steps




(2) Delivery of System Leadership activities.
Supporting our GM Single Improvement Plan by delivering the System Leadership activities as part of Pillar One of the Plan.

Measures Current Status Key Achievements & Evidence Challenges/Barriers
The 1%t round of the tool was delivered in :?]verall, there was ?n”uFe’x\v_?rd trend in
July 24 (to provide a baseline), the 2" round di;;Z?gnzc?;Zigh ?t s important to The PAT results show that there
as completed during March 2025. ’ ; i iti [
Improve the v P uring note that data still shows means IS p03|t|.ve progress in all _
score of at least 258 GM leaders from all parts of the health | P€low the recommended score of 4. dimensions, however there is
half of the and care system were invited to participate. | -OW Mean scores (below 3) were more to do to increase scores to
Partnershi The 2™ round closed with a response rate of :eported l'(f‘ 2 d|m§n3|of?si[ roles & where we would say we have a
Assessmef’)]t 50.8% (Compared to 64.7% in the first €amworking, ana contiict. mature operating system.

Tool categories
(PAT).

round.

The Staff Survey results were released in
March 2025, following the Survey which was
conducted in September 2024.

Overall, the staff survey results
showed an improvement in scores,
particularly for we are always learning,
we are recognised and rewarded, and
we are a team.

We only received a 50% return
for the PAT survey this time
(63% last time).

Reflections & Next Steps




Developing technical career pathways into health and care, to support the future sustainability of our workforce, by:

(3) Driving workforce efficiency and sustainability.
Working collaboratively with NHS Providers to support workforce and financial sustainability, to meet the in year local and national targets in.

» Establishing an MBacc for health and care
* Increasing T Level placement capacity

Measures

Current Status

Key Achievements & Evidence

Challenges/Barriers

To achieve the
following targets
collectively for our
NHS Trusts and ICB:
Sickness Absence —
5.1%, Agency as a %
of pay-bill target —
3.2%, Turnover —
10.9%

For the NHS Provider system at
month 12:

*» Sickness Absence was 6.0%.
The target was not met.

* Agency Spend as a % or pay bill
was 1.4%. This target was
achieved.

* Turnover was 10.1%. This target
was achieved.

In relation to Agency spend, Off Framework
usage reduced from 2.9% to 0.0% across
2024/25. Price Cap Compliance improved from
56.9% to 60.4% and Bank Shifts as % of
temporary Staffing Shifts increased from 89.6%
to 91.6%.

Sickness Absence Rates
have remained challenging
and static at approx. 6% all
year.

Increase the number of
health and care
employers offering T
level placements
(number to be defined
through initial scoping
phase.)

* We have leveraged an
additional 53 T level
placements within Health and
Social Care, shared across 19
different employers, giving
learners opportunity for a
much broader learning
experience.

* We have developed a growing
GM HSC T level network,

* All Health T level learners this academic year
(24/25) have had their placement needs met
through a placement sharing model (so without
the need for leveraging any new placements),
convened by NHS GM.

* Placements are being delivered in all parts of
the system (primary care, trusts, social care
and within the voluntary sector).

Uncertainty over NHS
Reform has limited
growth in some spaces.

National changes to T
Levels may impact on
the initiation of further
pathways (i.e.
healthcare science and
dental pathways) from

3




currently consisting of over
110 members.

* Focus has been prioritised where there is

greatest geographical need, and for high
priority specialities identified through workforce
planning (e.g. the midwifery T Level pathway is
being stood up from Sept 25 in Oldham for the
first time in GM. Also a range of non-clinical
H&SC placements have been initiated in
finance, business admin, digital and Estates
and Facilities.

Sept 25 as planned.

Differing financial
models between
provider Trust
placement offers
causes a number of
challenges and system
disparity

Develop a GM
apprenticeship
approach following
publication of national
strategy.

An approach has not been
developed as the team are
waiting for the publication on the
national strategy.

The Education and Skills Group portfolio showcased
a resource which the NHSE Widening and
Participation team highlighted, which was an
interactive resource which has been developed
exploring some of the different apprenticeships'
pathways available in primary care. This resource
was developed in collaboration with primary care
employers, ETA Apprenticeship Group & the GM
PCTH and hosted on HASO website as part of the
dedicated health care apprenticeship resource.




Routes into Primary Care Careers:

Development of an interactive resource to support
primary care in understanding apprenticeships and
career pathways available across the whole of sector.
Supported by the levy transfer service developed and
delivered by NHSE Widening Participation, Careers &
Apprenticeship Team. Funded by national money
which was to be used for the region for an
apprenticeship event. We decided to use it for a more
sustainable piece of work which would support the
wider system in addressing Long Term Workforce
Plan (LTWP) aspirations and not be limited to one
day.

Reflections & Next Steps

The approach to temporary staffing with a multi-agency working group with specific pieces of work to implement an NHS System wide strategy has been
effective. This work must continue to meet the targets and national KPIs for 2025/26 and the operating plan. A similar approach is planned for
attendance management and variable pay through the workforce efficiency programme.
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to provide the best possible care.
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The decision to be made and/or input
sought.

The Group/Committee is asked to support the
following proposals:

(@) To stand down the current System
Group.

(b) To focus work on the top three priorities
outlined in this paper and report
progress directly to Committee through
the sponsor and delivery leads.

(c) To introduce Part 1 and Part 2 into the
Committee meeting, to provide a forum
for greater oversight and assurance of
organisation related matters.

(d) The membership recommendations are
made to accommodate the proposed
changes.

How this supports the delivery of the
strategy and mitigates the Board
Assurance Framework (BAF) risks.

The governance changes outlined in this
paper will provide greater connection
between the work of the Committee and the
workforce BAF, the financial sustainability
plan and the GM Strategy

Key milestones.

Leadership and governance
arrangements.

SRO - Chief People Officer

Engagement* to date.

*Engagement: public, clinical. Analysis:

equality, sustainability, financial.
Comments/ approval by groups/
committees.

Early conversations with Committee and
System Group members. Support secured
from NHS GM Chief Officers. Further
engagement to take place.

Financial or Legal Implications

Supporting the organisation and the wider
system to achieve financial sustainability.
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1.0 Introduction

1.1 This paper outlines a proposal to streamline the People and Culture governance to remove
duplication and to further empower leaders across the system.

2.0 Proposal

2.1 People and Culture governance currently includes a statutory committee, as well as a
organisation focused Sub-Committee, with delegated authority and a System Group (formerly
the system People Board). The System Group has a six working groups. which report to the
System Group and then through the People and Culture Committee. This current structure was
established in 2024 following recommendations from the Good Governance Institute.

2.2 It has been identified and highlighted by members that attend both groups that there is
significant overlap between the business of the Committee and System Group. Members have
reported duplication and double reporting and a lack of clarity in the remit of these two
meetings. They have also cited the resource required to both service and attend both of these
meetings — both of which occur bi-monthly.

2.3 In the interest of continuing to respond to the recommendations of the Good Governance
Institute and promoting clear and effective decision making, it is proposed that the current
System Group is stood down and that the delivery, impact and risk assurance of key system
priorities and delivery of the People and Culture Strategy is done by the Committee. In addition,
it is proposed that the Committee priorities are those that are most related to the risks on the
Board Assurance Framework, Financial Sustainability Plan and ICS strategy. Other important
areas of work will continue, and leaders and managers will be empowered to lead and manage
that. However, to retain visibility, it is proposed that these important areas feature on a rotational
basis as deep dives at the People and Culture Committee. See the current and proposed
structures outlined below.






2.4 As part of this proposal, it is suggested that the People and Culture Committee is split into a
public Part 1 and Part 2 — to retain the system focus in Part 1 and create an opportunity for
greater oversight of the organisation’s People and Culture business in Part 2. This split will
improve Chief Officer-level oversight and assurance that we are meeting our statutory duties as
an organisation and that the system-level conversations are happening with the right people.
Part 2 would not necessarily need to include system Partners. The Chair’s Briefing from Sub-
Committee to the Committee would continue in Part 1.

2.5 The core activity that reported to the System Board will continue to operate and report on a
rotational basis to the Committee in the form of a deep dive, as identified in the proposed new
structure. This will retain Committee’s oversight of our People and Culture Strategy and wider
ambitions across health and social care in important areas such as good employment,
wellbeing, skills end education.

2.6 The Committee will also continue to have oversight over wider workforce related risks — and
will review risks and mitigating actions as identified by the Board or other committees.

3.0 Committee top priorities

3.1 In October 2024, the People and Culture Committee worked with the Good Governance
Institute to identify priorities for the next six months. These were as follows:

(1) Delivery of the People and Culture Strategy: with a particular focus on good employment
through the Good Employment Charter and advancing equality, diversity and inclusion.

(2) Delivery of System Leadership activities: supporting our GM Single Improvement Plan by
delivering the System Leadership activities as part of Pillar One of the Plan.

(3) Driving workforce efficiency and sustainability: working collaboratively with NHS Providers to
support workforce and financial sustainability, to meet our in-year local and national targets. And
developing technical career pathways into health and care, to support the future sustainability of
our workforce by establishing an MBacc for health and care and increasing T Level placement
capacity.

3.2 Over the last six months some progress has been made to deliver against these priorities
and the impact measures identified. Evaluation is due to be undertaken at the Committee
meeting in May.

3.3 It is proposed that new priorities are identified for 2025/26 that build on the good progress
from the last six months and focus on the areas where we are collectively able to have greatest
impact to address our workforce related BAF risk, the workforce parts of the financial
sustainability plan and the broader GM Strategy. It is suggested that these areas are:



(a) Transforming People Services — this is a significant GM-wide programme aimed at scaling
services through collaboration and partnership enabled by digital. NHS Reforms mean that how
our people services are configured will need to change, be more efficient and cost effective.
This is a significant system change programme for people services and covers shared working
opportunities across areas such as recruitment, occupational health, payroll, learning and
development. The work is being developed with NHS Trusts and there is significant scope to
further involve partners in primary care, social care and the voluntary sector.

(b) Leadership, Culture and EDI — Pillar One in our single improvement plan relates to
leadership. This remains a focus for us. With NHS Reform, our leadership and ways of working
will become ever more important. We also know that we have not made the progress we have
wanted to in our race equality or staff experience domains of the staff survey. This will ensure
we build on the key themes of our staff survey results, as well as Freedom to Speak Up themes
to improve the experience of staff across the system.

(c) Workforce Efficiency — this has been a significant programme of work for NHS Trusts over
the last year to support both our financial and sustainability plans. It is important to build on the
progress made to broaden this work to consider workforce reform, skills mix and greater
workforce integration to support workforce efficiency and productivity. Our commitment to the
Left Shift will mean we need a different way of working and potential movement across sectors.

3.4 As identified on the proposed governance diagram, these three areas would each be
supported by a working group, these are in place already for the three priorities, so is not adding
additional meetings. The recommendation is that we have a Committee member as sponsor for
each of the top three priorities, with a Chief People Officer and ICB senior delivery lead
allocated to each to oversee and lead the work. Two of the areas already have a committee
sponsor. The following is proposed:

Areas

Workforce Efficiency

Transforming People
Services

Leadership, Culture
and EDI

Committee Sponsor

Owen Williams or
Anthony Hassell

Karen James

Anthony Hassell or
Owen Williams

CPO lead

Juliette Tate

James Mawrey

TBC

ICB senior lead

Charlotte Bailey

Jane Seddon

John Herring and
Majid Hussain

3.5 Progress against these top priorities, including risk and mitigation and good practice will be
reported at each Committee. This would enable Committee to then provide effective assurance
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to the Board against the BAF, Financial sustainability plan and the GM Strategy. The Committee
Risk Register would also be refreshed to identify risks to delivery of these priorities.

4.0 Membership Changes

4.1 There will be minimal changes to membership, but a number of adjustments are
recommended.

4.2 It is suggested that the membership of the current Health and Care Group is dispersed into
the working groups for the top three priorities so that all adopt a whole system approach.

4.3 It is suggested that where we have an identified gap of a specific organisation and/or sector
at People and Culture Committee due to standing down the Health and Care Group, we support
the addition of a new Committee member. The following areas have been identified:

e Representatives from the Medical and Nursing Director networks
e Representative of GM Directors of Adult Social Care
e Representative of unwaged carers

4 .41t is suggested that Part B of the P&C committee (organisational only) is restricted to
organisational members.

5. Recommendations
5.1 Group/Committee are asked to support the following proposals:
(e) To stand down the current System Group.

(f) To focus work on the top three priorities outlined in this paper and report progress directly
to Committee through the sponsor and delivery leads.

(g) To introduce Part A and Part B into the Committee meeting, to provide a forum for greater
oversight and assurance of organisation related matters.

(h) The membership recommendations are made to accommodate the proposed changes.
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This report presents the Staff Survey 2024
results for the Greater Manchester ICS.
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improvement in We work Flexibly. Various
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changes outlined from s 3.7
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1. Introduction

1.1.

1.2.

1.3.

This paper gives a summary of the NHS Staff Survey 2024 results for the Greater
Manchester Integrated Care System (GM ICS)

When referring to “GM ICS” this is the combination of all GM secondary care providers
and the GM Integrated Care Board (ICB).

A separate, more detailed, GM Staff Survey analysis pack was created by the
Northwest NHS England Staff Experience team and has been made available to the
ICB People & Culture team.

2. Response rate

2.1.

The response rate for the Staff Survey 2024 for GM ICS was 45.8%. This was an
improvement of 4.6k people or 2.3% from 2023. It was slightly below the Northwest
average of 47.9%

Organisational Trend

2.2.

2.3.
24.
2.5.
2.6.
2.7.
2.8.
2.9.
2.10.
2.11.
2.12.

Organisational response rate trends for 2024 v 2023 were as follows (in order from
highest to lowest for 2024):

NHS Greater Manchester — 65.6% increase from 63%

Northern Care Alliance - 55% increase from 49%

Pennine Care Foundation Trust — 48.6% increase from 47.8%
Bolton NHS Foundation Trust — 48% increase from 41.5%

The Christie NHS Foundation Trust — 47.6% decrease from 48.5%
Stockport NHS Foundation Trust — 45.3% increase from 43.5%
Greater Manchester Mental Health — 45.1% increase from 42.6%
Manchester Foundation Trust - 44.5% increase from 39.5%
Tameside & Glossop ICFT —43.2% increase from 42.1%

Wrightington, Wigan and Leigh — 34.6% decrease from 37.3%



3. Results & Trends

System wide performance

3.1. Table 1 below summarises the GM ICS performance and trend by Staff Survey theme.
Based on national advice, only changes more than 0.098 are classed as statistically
significant (meaning that they can be assumed to show a change of trend):
Table 1
Change
Change between
Survey Themes 2021 2022 | 2023 | 2024 Between
23 -24
21-24
We are compassionate and Inclusive |7.21 7.18 7.28 7.29 0.01 0.08
We are recognised and rewarded 5.89 5.78 6.01 6.02 0.01 -
We each have a voice that counts 6.71 6.65 6.71 6.74 0.03 0.03
We are safe and healthy 5.94 5.94 6.15 6.17 0.02
We are always learning 5.14 5.24 5.56 5.60 0.04
We work flexibly 6.01 6.02 6.26 6.36
We are a team 6.60 6.64 6.80 6.84
Staff engagement 6.78 6.70 6.84 6.83
Morale 5.72 5.68 5.92 5.95
3.2. This means that GM ICS remained statistically consistent (meaning that changes are
not enough to assume a trend) for most Staff Survey themes between 2023 and 2024.
3.3. However, there was a statistical improvement for “We Work Flexibly” which is how our
people feel about opportunities for flexible working and if their organisation supports
them with this.
3.4. GM ICS were in line with regional and national benchmark averages for all 9 Staff
Survey themes in 2024.
3.5. To allow us to track change over time the region have been focused on change since

2021. Since 2021 GM ICS have seen statistical improvements in most Staff Survey
themes. Most improved areas are organisational commitment to work life balance,
teams meeting to discuss effectiveness and number of people having had appraisals.
There has also been statistical improvement in compassionate leadership scores.



3.6.

There has been no statistical improvement since 2021 for Staff Survey scores relating
to compassionate cultures, inclusion, raising concerns or people recommending their
organisation as a place to work or be treated.

Organisational performance

3.7.

3.8.

3.9.

3.10.

3.11.

Organisations overall remained statistically consistent to 2023 with most Staff Survey
themes, with some key exceptions. A full benchmarked breakdown is in Appendix 1.

The Christie and Pennine Care saw several statistically significant improvements and
were amongst the highest scoring organisations in GM ICS across all themes.

Northern Care Alliance and Wrightington, Wigan and Leigh were the lowest scoring
organisations across the most themes. GM ICB scored the lowest for Staff
Engagement, Morale and We are Always Learning but scored well for most other
themes.

Wrightington, Wigan and Leigh were the most deteriorated across the most themes
compared to 2023. They have previously benchmarked well against average. Northern
Care Alliance saw a statistical deterioration with Staff Engagement, but other themes
remained the same.

Greater Manchester Mental Health remain below national benchmark average for 8/9
Staff Survey themes, and within average for “Recognised and Rewarded”. They
remained consistent to 2023 results except for “We are Safe and Healthy” which
improved, with more people feeling there were enough staff and resources. However,
they have seen statistical improvements since 2022 across most themes.

Bank Staff Survey

3.12.

3.13.

3.14.

The Northwest regional Staff Experience team do not do full analysis for the NHS
Bank Staff Survey.

A high-level overview suggests a 19.7% bank Staff Survey response rate for GM ICS a
2% increase from 2023 and line with national bank average (20.1%).

Results show that bank Staff Survey results in GM ICS are significantly statistically
above national average for all 9 Staff Survey themes. There has also been a
statistically significant improvement between 2023 v 2024 for all 9 themes.

4. Wider learning

41.

The Northwest regional Staff Experience team have approached The Christie and
Pennine Care, in partnership with the Northwest Leadership Academy, to create case
studies of learning, based on their cultural improvement journeys. The outcome will be
made available to all organisations via the Northwest Leadership Academy resource

page.



4.2.

4.3.

It has been agreed between the Northwest region and the GM ICB Chief People Officer
that Staff Survey — including any deterioration or area of concerns — will be discussed
through ICB Provider Oversight Meetings.

The Northwest People Experience team continue an active programme of work to
support organisations to embed the People Promise locally.

5. Recommendations

5.1.

The NHS GM People & Culture Committee is asked to:

Acknowledge the overall improvements in our GM secondary care colleague
experience since 2021.

Recognise areas where improvements may still be needed — whether at system or
organisational level.

Discuss whether any further information or action is needed, over and above existing
actions.



Appendix 1 — Full benchmarked results by Staff Survey theme
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Executive summary.

1. Promoting a Speaking Up Culture

October was Freedom to Speak Up
Month, featuring leadership engagement,
including a live briefing by Sheena
McDonnell, Non-Executive Director of
FTSU.

Various channels—line managers, HR, and
Trade Unions—support staff in raising
concerns, with FTSU acting as an
additional safety net.

Online FTSU training is available to all
healthcare staff, covering:

Speak Up (core training for all staff)
Listen Up (focused on middle
management)

Follow Up (aimed at senior leaders)

2. NHS GM Organisational Report — Q3 2024

12 FTSU cases recorded:

o 8 cases involved signposting,
advice, or guidance.

o0 4 cases required escalated
intervention, addressing issues
such as bullying, discrimination,
and HR concerns.

Data collection now includes protected
characteristics (e.g., age, race, disability),
helping improve inclusivity.

3. Progression of FTSU in NHS GM

Four volunteer FTSU Guardians continue
to support staff within NHS GM.
Expansion efforts focus on Primary Care,
Social Care, and the VCSE sector,
addressing challenges due to the large
workforce across multiple providers.

A Primary Care survey was conducted to
shape future FTSU provisions.




4. FTSU Support & National Developments

e ICB supports multiple NHS Trusts in
Greater Manchester with FTSU initiatives.

e The NHS GM FTSU Guardian was
appointed co-chair of the National ICB
FTSU Guardian Network.

e A case study featuring the NHS GM FTSU
Guardian will soon be shared by the
National Guardian’s Office.

5. Next Steps & Proposals

e FTSU Promotion Campaign to enhance
awareness among staff.

e FTSU Provision Paper will be presented to
the Primary Care Blueprint
Implementation Group.

e Regional & national engagement through
networking and conferences.




The benefits that the population of Greater
Manchester will experience.

The proposals and developments outlined in this
report directly contribute to improving workplace
culture, patient safety, and overall service quality
across Greater Manchester’s health system by

1. Creating a Safer & More Open Workplace

e The promotion of Freedom to Speak Up
Month, online training, and engagement
with staff builds a culture of transparency
and trust.

e Encouraging staff to voice concerns about
bullying, discrimination, or unsafe
practices leads to swift resolution of
issues, preventing harm to both workers
and patients.

2. Enhancing Patient Care & Safety

e By fostering a culture where concerns are
raised without fear, healthcare workers
can report patient safety issues more
confidently, leading to earlier
interventions and improved healthcare
outcomes.

e Ensuring all concerns are recorded and
addressed, including those related to
discrimination and unsafe practices,
results in higher-quality healthcare
services for the population.

3. Strengthening Primary & Social Care Services

e The focus on expanding FTSU provisions
to Primary Care, Social Care, and the VCSE
sector helps 22,000+ staff across a vast
provider network in Greater Manchester
access dedicated support.

e Through surveys and engagement,
frontline staff contribute to shaping FTSU
models that best fit their work
environment, ensuring equal access to
speaking up mechanismes.




4. Supporting an Inclusive Workforce

e Collecting protected characteristics data
allows for tailored interventions that
support minority and vulnerable staff
members, improving workplace equity.

e Raising awareness through FTSU
Promotion Campaigns ensures greater
representation and support across
different healthcare roles.

5. Building National & Regional Influence

e The NHS GM FTSU Guardian’s
appointment as co-chair of the National
ICB FTSU Guardian Network means
Greater Manchester plays a leading role in
shaping FTSU policies nationwide.

e Regional engagement ensures GM'’s voice
is heard at national conferences and
discussions, helping inform future
improvements across the UK.




How health inequalities will be reduced in
Greater Manchester’s communities.

1. Addressing Discrimination & Bias in
Healthcare

The inclusion of protected characteristics
data enables better monitoring and
targeted interventions to ensure equal
opportunities for all.

2. Improving Patient Safety in Underserved
Communities

By encouraging staff to speak up about
care disparities, neglected health issues,
or poor service provision, FTSU helps
identify and resolve inequalities affecting
patients.

Primary Care expansion efforts ensure
accessible reporting mechanisms for staff
in frontline services, where health
inequalities are most prevalent.

3. Supporting Workforce Diversity & Inclusion

Encouraging diverse voices through FTSU
means that underrepresented groups feel
safe raising concerns about
discrimination, barriers to progression, or
unfair practices.

4. Driving System-Wide Improvements

By engaging in national and regional FTSU
discussions, NHS GM influences policy
development to embed equity into
healthcare structures.

Ongoing collaboration with NHS Trusts
ensures lessons learned in Greater
Manchester contribute to national
strategies for reducing health disparities.




The decision to be made and/or input sought.

The Board / Committee is asked to:

1. Awareness & Engagement Strategy

Consider alternative methods to increase
participation in FTSU training and this
includes mandating FTSU training to all
NHS GM staff

2. Strengthening FTSU in Primary Care

Offer strategic input on shaping FTSU
provisions for Primary Care, Social Care,
and the VCSE sector, ensuring
effectiveness across 22,000+ staff in a
complex provider network.

How this supports the delivery of the strategy
and mitigates the Board Assurance Framework
(BAF) risks.

1. Supporting NHS GM’s Strategic Priorities

Workforce Wellbeing & Retention: By
fostering a safe and open culture, FTSU
helps retain skilled healthcare
professionals, reducing staff turnover and
improving morale.

Quality & Patient Safety: Encouraging staff
to report concerns without fear ensures
early intervention, preventing risks to
patient care and service delivery.

Equity & Inclusion: The collection of
protected characteristics data ensures
targeted support for underrepresented
groups, aligning with NHS GM’s
commitment to reducing health
inequalities.




1. Enhanced Leadership Engagement
Key milestones. o Freedom to Speak Up Month
(October 2024) successfully raised
awareness, including a live briefing
with Sheena McDonnell, Non-
Executive Director of FTSU.
o FTSU Guardians & Champions
expanded across NHS GM.
2. Organisational Reporting & Inclusivity
Efforts
o Cases raised, with structured
escalation for bullying, racial
discrimination, and HR concerns.
o Protected characteristics data
collection introduced, ensuring
inclusivity and targeted workforce
support.
3. Exploring Primary Care & System-wide
FTSU Implementation

e Primary Care survey conducted, gathering
feedback to shape future FTSU models.

e FTSU Guardian co-chair appointment to
the National ICB FTSU Guardian Network,
strengthening NHS GM'’s influence.

The designated Senior Responsible Officer (SRO)
Leadership and governance arrangements. for overseeing Freedom to Speak Up within NHS
GM is John Herring, who holds the role of
Director of Organisational Development and
Culture. His responsibilities include:

e Strategic oversight of FTSU
implementation across NHS GM.

e Ensuring compliance with national
guidelines and best practices.

e Monitoring and reporting on FTSU
effectiveness and workforce engagement.

Management & Governance Oversight

FTSU governance will be managed through the
People and Culture Committee




Engagement* to date.

*Engagement: public, clinical. Analysis: equality, | People and Culture Committee
sustainability, financial. Comments/ approval by
groups/ committees.

Financial or Legal Implications N/A.
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Freedom To Speak Up Report

Date: April 2025 Subject: Freedom to Speak Up Author: Luzani Moyo - Lead Freedom to Speak Up
Guardian Accountable Director: John Herring - Director of Organisational Development and Culture

1. Purpose/Aim

The purpose and aims of this paper are a) To provide an update on Freedom to Speak Up (FTSU) activity
and development for the organisation during Q (October 2024 to December 2024). b) To provide an
update on the progress of FTSU provision for Primary Care.

1.1 Background/Context

Freedom to Speak Up originated following the scandals surrounding Mid Staffordshire NHS Foundation
Trust, which initially exposed unacceptable levels of patient care and revealed a staff culture that
deterred staff from raising concerns. It is about speaking up about anything that hinders doing a great
job. Although the initial focus was on patient safety, since the publication of national Freedom to Speak
Up guidance, it has become clear that it should be seen as a vehicle for promoting a transparent,
learning culture. It allows staff to raise concerns about any type of work-related issue, not just those
related to patient safety.

Freedom to Speak Up (FTSU): An independent review into creating an open and honest culture in the
NHS (Francis Report) was published in 2015. The aim of the review was to provide advice and
recommendations to ensure that NHS staff would feel safe to raise concerns, confident that they would
be listened to, and assured that their concerns would be acted upon.

Our Chief Executive, Mark Fisher CBE, has made Freedom to Speak Up one of his top priorities. The chief
executives and the leadership across the board are crucial in setting the cultural expectations of an
organisation.

2. Promoting a Speaking Up Culture
October was Freedom to Speak Up Month

In October, our Non-Executive Director of Freedom to Speak Up, Sheena McDonnell, took part in the live
leaders' briefing to discuss Freedom to Speak Up.

There are a range of processes available to support staff who wish to raise work-related concerns. These
include speaking to their immediate supervisor, a more senior manager in the department, HR, or Trade
Union representatives. NHS GM aims to provide a working environment where employees feel
empowered, confident, and safe to raise issues through these routes as part of their everyday work
experience.
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The Freedom to Speak Up Guardian and Freedom to Speak Up processes act as a safety net,
complementing these other routes for raising issues or concerns, particularly in situations where staff do
not feel confident speaking up through other means.

Free online training is available for everyone wherever they work in healthcare and explains in a clear
and consistent way what speaking up is and its importance in creating an environment in which people
are supported to deliver their best.

2.1 The training is divided into three parts:

e Speak Up: Core training for all workers, including volunteers, students, and those in training,
regardless of their contract terms. This training covers what speaking up is and why it matters. It
helps learners understand how to speak up and what to expect when they do.

e Listen Up: Training for all line and middle managers, focused on listening up and the barriers that
can get in the way of speaking up.

e Follow Up: Training aimed at all senior leaders, including executive board members (and
equivalents), Non-Executive Directors, and Governors. This training helps them understand their
role in setting the tone for a good speaking up culture and how speaking up can promote
organisational learning and improvement.

We encourage everyone to complete the training Freedom to Speak Up - elearning for healthcare Once
completed, this will be recorded on ESR. To help with the recording, please send an email to
gmhscp.ftsu.nhs.net

3. NHS GM Organisational Report

3.1 Report for Q3 2024

This data has been submitted to the National Guardian’s Office.

Quarter3: Concerns Raised

Number of Cases: In Q3, there were 12 FTSU cases, with 8 involving signposting, advice, or guidance,
and 4 requiring escalated intervention. These cases involved themes such as bullying, racial
discrimination, HR processes, conflict of interest, and failure to follow procedures. A concern can have
more than one presenting theme and will fall into different reporting categories.

3.2

As part of our recording process, we are now capturing protected characteristics on the case file for
those who speak up via Freedom to Speak Up, including:

e Age

e Disability
e Gender reassignment
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e Marriage and civil partnership
e Pregnancy and maternity

e Race
e Religion and belief
e Sex

e Sexual orientation

Three individuals identified as being from a black and ethnic minority background, and one colleague
reported having a disability.

PRESENTING THEMES

2023/24 Total

Ql |Q2 |a3 Q4

Total
Quality / safety 1
Bullying / harassment 2

Other inappropriate
attitudes / behaviours 2

Worker safety / wellbeing

Anonymous

Disadvantageous and / or
demeaning treatment

Communication 6

Other 3

PRESENTING PEOPLE



2022/23

Additional Clinical Services

Additional professional scientific and
technical

Administrative and clerical

Allied Health Professional

Estates and ancillary

Healthcare Scientists

Medical and Dental

Nursing and Midwifery Registered

Students

Other

Not Known

WOULD YOU SPEAK UP AGAIN?

2022-23 (Speak up again?)

Responses
Yes

No

Maybe

Don’t
know

OPEN CASES:2
CLOSED CASES:10
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4. Progression of Freedom to Speak Up in NHS GM

We continue to support our colleagues in the ICB and have four volunteer FTSU guardians available
within the organisation. We are building on our FTSU champions to promote Freedom to Speak Up and
support staff in speaking up.

4.1 Across the Health and Care System

The NHS GM FTSU agenda is to continue developing its FTSU within NHS GM and look at FTSU provision
across Primary Care, Social Care, and the VCSE Sector.

There are 22,000 staff across Primary Care, which is complicated by the sheer number of providers. This
is equivalent to one of our largest NHS Trusts but split into many more departments than would be
experienced by a trust, making the delivery of FTSU complex and demanding. The ICB, in partnership
with Primary Care, recently sent out a survey to the primary care. It is the expectation that the results
from the survey will help to shape out the model of Freedom to Speak Up provision that will be available
for primary care.

Freedom to Speak Up Provision Survey Results - January 2025

Responding Organisations and their named Freedom to
Speak Up Guardian(s)

Please enter the name of the organisation you are completing this form on behalf of
ISouth GP Federation [Myself Dr Susan Hyde
iaduct Care CIC [Stephanie Ratcliffe Registered Guardian.

Please provide the name/s of your Freedom to Speak Up Guardian/s

[Silverdale Medical Practice

[Eve Mannering and Manesha Kumar

{Springfield Medical Centre

[Keeley Mendez in practice and Georgina McNulty for

reporting of concerns

[Turton primary care network and Edgworth general practice

li do not know

|Urban Vlllage Medical PRactice

IPr Shaun Jackson and Kay Keane

Medical Practice

IPr Dickson in Practice and Janet Crofts

CH Medical

[Sue Gilks

(Greater Training Hub

lJon Hopkins

[Eccles and Iram PCN

[Georgina McNulty

Bolton GP Federation

[Sue Higson / Jon Hopkins

Better Health MCR

lalex Carr

hittle Pharmies Ltd - (Hootons Pharmacy and Ladybridge Pharmacy)

IDr Richard Preece

lLadybam Group Practice

[None!

IDr Uddin & Dr Anwar, Halliwell Surgery 3

|Luzani Moyo - gmhscp.fisu@nhs.net

[The Smile Clinic [Firoza Chariwala
est Pennine Local Medical Committee - GPs in Glossop, Oldham & Tameside Wane Hill

ISt Andrews Medical Centre P87020 |Georgina McNuity

Newtown Medical Practice |Luzani Moyo

[Gtd healthcare [Cate

[Dearden Avenue Medical Practice Ior T Khan

Parks Surgery LTD (Known as Lilford & Pennington Park Surgery) NACS Code - Y00050

[Michelle Farrell - Practice Manager

[Flixton Road Medical Centre

Eve

Dr S Ahmed Practice

[Andrea Hulme

Medical Practice

[Not Known

[Swinton PCN, and Walkden & Little Hulton PCN

|Andrea Simpson, PM at Silverdale Medical, and Matthew

Hindle, PCN Manager

[P88005 - The Reddish Family Practice

IDr Frances Fitton (Practice), Eve Manning_- LMC

[Barlow Medical Centre

Wacqueline Stewart -Martin

Drs Hanif & Bannuru Clayton Health Centre P84032

Wanet Crofts GM Primary Care Provider Board

Ribblesdale medical Practice

|Luzani Moyo luzani. 1@nhs.net

[imperley Village Dental Practice A
lGP practice lwe dont hae one
[Finney Lane Surgery [None

ROMPTON VIEW SURGERY

[DR NATHAN GOLDRICK
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Do the workers in your organisation have access to routes for speaking
up, including access to a Freedom to Speak Up Guardian who is
registered with and trained by the National Guardians Office ?+

» Yes other: Comments

- 19 Workers aware that there is a FTSUG . Not trained by NGU
Yes we have a trained and registered Freedom to speak up
Guardian, we also have three champions with two more
being onboarded

Yes - access to speak up exists though only one of the
named contacts is NGO trained

Yes, but FSUG not yet registered or trained by the NGO
Yes but not registered and trained by the National Guardians
Office

Other: Comments

| suspect that most of our staff are not aware of
these people

4 no but we have a whistle blowing policy
| do not know who our Freedom to Speak Up

) Guardian is.

0

Yes Yes Other - See comments No Other - See comments

Do staff in your organisation have access to routes for speaking up,
including access to a Freedom to Speak Up Guardian?

30

2 If you have a Freedom to Speak Up Guardian are they registered with the
National Guardians Office?

125
20

10

9
Yes No Don't Know



0

If you have a Freedom to Speak Up Guardian are they up to date with

their annual speaking up training?

No

Don't Know

Do you contract Freedom to Speak Up support from
an external company or provide the service in house

In house service

External Company

We do not have access to FTSU

®

o

IS

Is your Freedom to Speak Up Guardian named in your local Freedom to
Speak Up policy?

15

10

«

0 -

Yes No We do not have a policy

If your service is provided by an external company,
please state which company.

ocal Medical Committee
LMC
NH England (GM)
Eccles and Irlam PCN
NHSGM
LMC
GM Primary Care Provider Board
Freedom to Speak Up - GM Access

If you provide your own Freedom to Speak Up service, does
the person/people do their sole role or is it added on to
someone's main role?

N

A combination of the two Added onto another role N/A
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In total, how many ring fenced hours per week of Freedom to
Speak Guardian do you have available for your organisation?

16
14
12
10
8
6
4
2
s I B B I I A !
0
OHrs 2Hrs  75Hrs  Available Don'tknow  N/A  Notring Wedon't  When
when renced  haveone  required
needed

Do you have a systemin place to capture and measure
speaking up data?

20

How is your Freedom to Speak Up Guardian(s) recruited?

Board member
This is additional role to the Substantive post recruited to
Offered to be our freedom to speak up guardian

decide at PCN level for main guardian however one in work for staff was recruited by voluntary staff member
do not know

senior staff members

extemal via the ICB

Dontt know

Open invite

Nominations via member practices

Experience in the field / voluntarily accredited

Added on to current role

Executive Lead for Quality Greater Manchester Health and Social Care Partnership
Don't know how to access one
na

Not

Appointed intemally

PCN Manager

unknown

expesssion of interest

GP Partner

intemally

LMC

Employee

1 think there was one recruited through the ICB, but not recently.
Existing post holder

Intemally

Practice Manager

GM Primary Care Provider Board
na

NA

we dont have one

We do ot have one
NOMINATED

How confident are you that all staff know how to contact
your Freedom to Speak Up Guardian?

12

1
7
6
| I I
0

Extremely not Somewhat not Neutral
confident confident

IS

Somewhat confident  Extremely confident
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Is there clear and accessible information on how to
speak up?

30

Is there clear and accessible information on how to
speak up?

Are workers given the opportunity to feedback on their

experience of speaking up?

Are workers given the opportunity to feedback on their

experience of speaking up?

10

No

10

No
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Do you create regular reports on speaking up and if so where
do they go?

Report Destination

Partners

Yes but no data as of yet Comments
2 Submit quarterly data to NGO

There is a standing agenda

item at SLT for feedback, staff
" ideas, concerns to be tabled do not create regular reports
where this arena is N/A to date.

appropriate No - the whole point of the speak up guardian being
Yes shared within practice external is so staff can bypass the senior
management team at the practice

No incidents so N/A but have protocol if necessary
No. The staff have lost confidence in speaking up
when in the NHS. Since they have expressed not
being able to sympathise with the genocide, staff
feel they have no right to express their thoughts so
4 this whole process is a waste of time

Not a the moment

As a small GP practice, any matters relating to

2 speaking up would usually be flagged as a
significant event and dealt with in that way.

Not yet, but this will be built into the Quality Risk &
Governance Group agenda.

Yes No Not yet, part of this year's plan.
we don't have a guardian

5. FTSU Support to NHS Trusts in Greater Manchester

e The ICB is providing various forms of FTSU support to several NHS Trusts in Greater Manchester
where agreements are in place.

6. FTSU National

e The NHS GM Freedom to Speak Up Guardian was recently appointed as co-chair of the National
ICB Freedom to Speak Up Guardian network.

e A case study of the NHS GM Freedom to Speak Up Guardian has been completed and will soon
be shared by the National Guardian’s Office.

7. Proposals/Next Steps

e FTSU Promotion Campaign: A campaign with Internal Communications, aiming to promote our
current volunteer FTSU Guardians and FTSU Champions.

e FTSU Provision Paper: A paper will soon be taken to the Primary Care Blueprint Implementation
Group.

o Engagement: Participation at both regional and national levels through attendance at
networking meetings and appropriate conferences.
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1.0 Introduction

1.1 Good progress has been made to date in the Leadership and Governance Pillar of the Single
Improvement Plan (undertakings). NHS England have confirmed they are assured with the evidence for
30 of 52 actions for the pillar.

1.2 The focus of this pillar is a broader approach to leadership, which looks at how our leaders work
together across the integrated care system (ICS) and includes how NHS Greater Manchester develops a
high functioning Board to best support the wider system. The work to embed this leadership approach
includes:

(1) Board development of the NHS GM Board, including completion of Affina Team Performance
Inventory (ATPI) to assess Board effectiveness completed by all Board members, including
Partner members; individual and team 360 feedback reviews to inform Board member appraisals
for all Board members (excluding Partner members) and development of an recommended Board
Development Plan to incorporate all of the feedback from ATPI, group 360, PAT, Well Led
Review, National Staff Survey data and NHS Reform and associated transition plans.

(2) Inter-organisational partnerships — supported by the GM System Leadership Group, which meets
monthly to enable the development of relationships, collaborative working, and a collective focus
on transformation across the health and care system.

(3) Working with the Good Governance Institute to review our governance processes

1.3 The Partnership Assessment Tool (PAT), in partnership with Affina OD, is a tool that enables the ICS
to measure the progress being made to achieve its collective vision for leadership in Greater

Manchester. It has a particular focus on how well the ICS’s inter-organisational partnership works across
a number of set dimensions, by assessing the quality of the relationships between partnership members.

1.4 The first PAT survey was undertaken in summer 2024. Over 150 system leaders contributed to the
survey, providing a baseline to build on through the course of the leadership development work.
Collectively the results gave a clear indication that improvement was required across all measures, see
figure A below. Average scores in the survey ranged from 2.62 to 3.36 and indicated that there was work
to do in six areas: embedding our shared vision and supporting values, clarity of roles and team working,
managing positive conflict, trust, innovation and system leadership.

Figure A



The second PAT survey was undertaken in spring 2025 and the results are the focus of this report.
2.0 Latest Partnership Assessment Tool Results

2.1 The second round of the Partnership Assessment Tool had a response rate of 50.8% (131 replies),
compared with 64.7% for the first round.

2.2 There is a noticeable upward trend in the mean scores of all dimensions, and while this is to be
commended, it is important to note that data still shows means below the recommended score of 4.

2.3 Low mean scores (below 3) were reported in 2 dimensions: (first round: 7 dimensions) - Roles and
teamworking & Conflict

2.4 Neutral to moderate scores (3 to 3.99) were reported in other 10 dimensions: (first round: 5
dimensions)

2.5 High scores (4 to 5) were recorded in 0 dimensions.

2.6 Full report included as an Appendix for awareness and discussion.

3.0 Next steps

3.1 The latest PAT results demonstrate improvement in partnership working across the system and
serve as evidence to support the continuation of the work that has taken place over the last year. While it
is important to recognise improvement across all measures, there is still significant work to be done to
achieve the shared leadership vision and deliver under the Leadership and Governance Pillar.

3.2 Work will continue in the three areas outlined in 1.1 of this paper and illustrated in the Figure B



below. This will continue within the wider context of NHS Reform, which will continue to inform and
shape this work.

Figure B

6. Recommendations
6.1 The People and Culture Committee is asked to:

¢ Note the progress made between the first and second PAT results.
Support the continuation of this wider programme of work to support a positive leadership
culture across the ICS.



Partnership
Assessment

Greater Manchester Integrated Care System
April 2025

2
© Affina Organisational Development 2021


http://www.affinaod.com/
mailto:info@affinaod.com

Contents

2= Tod ([ {10 o RO USPPPRPINS 3
About the report dIMENSIONS. ........o. e 4
About the data in thisS FEPOIT: ....ceee e e s 5
Data @NAIYSIS ...t s 6
OVETAIl FESUIS ... 7
RESUIES DY AIMENSION ..o s 9
VISION @NA VAIUES ... e 9
ROIES @and t€aM WOIKING ... 10
L7 | = o 10
Long term CoOmMmMITMENt ...t 10
L7 o | 1o 11
YUY (U= IS o] Lo PPN 11
LI £ 12
10T 0T 1Y Z= 11T o PP 12
(©7 0] 41 0= 111 (o] o KSR 12
Equality diversity and iNCIUSION ...........oouiiiii i 13
SYStEMS [€AAEISNID ..o 13
ASSUranCe and QOVEINANCE ........ciieeeeieetiiiiie e e e e e e et e e e e e e e e et e e e e e e e e e aa e e e e e aeeeesraa e aeaeees 13
Dimensions with the highest increase in mean SCores.............ccccooii 14
Dimension with the lowest increase in Mean SCOresS...........couuuiiiiiiiiiiiiiii e 15
RESUIS DY [OCAIIY . s 16
Breakdown DY [0CaAIIRY .....ccovveiei e aeaa 17
Dimensions with the highest increase in mean scores by locality ... 19
Dimension with the lowest increase in mean scores by locality ...........ccccoeiviviiiiiiiiin e, 20
RESUIS DY SECION ... s 21
BreakdOWn DY SECION ... .o e e e e e aaaaan 22
Dimensions with the highest increase in mean scores by sector.................ccccc 23
Dimension with the lowest increase in mean scores by SeCtor.........ccoovvvveiiiiiiiie e, 24
Breakdown by attendance of the System Leadership Group...........ccccceeeeeeiiiiiiiiiiiieiieeeeeeeeeennn 25
Confidence levels and survey reliability ... e 26
QUANIALIVE ALA ... ... e e e e e e e e e e 27
Appendix 1: DemMOGraphiCS .......couiiiiii e 29
Appendix 2: Strongly agree, and agree scores by demographicC.............ccccuiiieiiiiiiiiiiiiiiieen. 31

© Affina Organisation Development 2025



Background

The Affina Partnership Assessment Tool (PAT) is a tool covering how well an inter-
organisational partnership works across 10 dimensions, by assessing the quality of the
relationships between partnership members. The tool is designed to help improve the quality of
partnership working for the benefit of the well-being of citizens and communities across a
system. It is intended to highlight good practice and show where further improvements could be
made to how the partnership works together. The tool was developed and piloted in 2021 and
has been further refined following this initial analysis.

Each dimension is measured by a set of questions asked of partnership members, resulting in
a score between 1 and 5. A score of 3 represents a relatively neutral view, and therefore the
extent to which a score is greater than (or less than) 3 represents the extent to which there is a
positive (or negative) view.

Complex partnerships require good relationships in order to be successful in meeting the needs
of the communities they serve. We would therefore expect to see scores of 4 and above where a
partnership is working well.

In summary, this report aims to:

identify those areas of the partnership which are working well and where there may be
opportunity to support the spread of existing good practice.

provide a clear indication of the dimensions which may benefit from focused attention
and development in order to support effective partnership working.
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About the report dimensions

Feedback is provided for each of the 10 dimensions which contribute to the overall
effectiveness of the partnership:

e Vision and values
¢ Roles and teamworking

e Contact

e Long term commitment
e Conflict

e Mutual support

e Trust

e Innovation
e Compassion
e Equality, diversity and inclusion

Two additional dimensions have been measured for the Greater Manchester Integrated Care
System:

e Systems leadership
e Assurance and governance

© Affina Organisation Development 2025



About the data in this report:

The data has been collected through the administration of the Affina Partnership Assessment
Tool (PAT).

This is the second administration of the survey. In addition to the results of this administration,
the report contains comparisons to the findings of the initial survey from July 2024, referred to
in this report as Administration 1.

258 senior leaders from across the Greater Manchester Integrated Care System were
personally invited to take part in the survey, during a 4 week period in March 2025. Of the 258
surveyed, 131 completed the survey, giving a 50.8% response rate (64.7% in Administration

1).
Those surveyed included:

Local authority chief executives

Provider chief executives

Place-based leads

Deputy place-based leads

Primary care leaders

Voluntary sector leadership

NHS GM executives

Directors of adult social services

Directors of finance and other senior system leaders.

Respondents were asked to identify their locality, sector and leadership group attendance from
those listed below, to enable further comparative analysis.

Localities Primary Sector Attendee at the System
Leadership Group

Bolton Primary care Yes

Bury Secondary care No

Manchester Social care

Oldham VCSE

Rochdale Local authority

Salford NHS GM

Stockport

Tameside

Trafford

Wigan

Greater Manchester

| work across
multiple localities

In addition, respondents were asked if there was anything they would like to share that had not
already been captured within the survey. 37 respondents provided qualitative data.
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Data analysis

All dimensions are scored on a Likert scale from 1 (strongly disagree) to 5 (strongly agree). A
score below 4 indicates a low level of agreement with the dimension items. To achieve a truly
collective, high quality and compassionate culture, the aim is to have responses concentrated
in the 4 (agree) and the 5 (strongly agree) categories.

Mean scores were calculated for all responses received from the partnership. A breakdown of
scores is presented for the overall assessment of each dimension. This shows the distribution
of responses across rating category:

e 1 -strongly disagree
e 2 -disagree

e 3 - neutral

e 4 -agree

e 5 -strongly agree

Mean scores are also presented, and compared to the overall mean for:

e Locality

e Sector

e Membership of the System Leadership Group (which involves senior leaders from NHS
Trusts, Primary Care, Local Authorities, VCSE and NHS GM)

Where fewer than 5 responses are received for a locality or sector group, results are not shown
to ensure anonymity.

Selected respondent comments are included in italics, along with the overall themes from the
qualitative data.
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Overall results
Average scores in the survey range from 2.95 to 3.47 (Administration 1. - 2.62 to 3.36)

Low mean scores (below 3) were reported in 2 dimensions: (Administration 1: 7 dimensions)
* Roles and teamworking
e Conflict

Neutral to moderate scores (3 to 3.99) were reported in 10 dimensions: (Administration 1: 5
dimensions)

+ Vision and values

» Contact

* Long term commitment,

e Mutual support

o Trust

e Innovation

e Compassion

» Equality Diversity & Inclusion
o System leadership

e Assurance and governance

High scores (4 to 5) were recorded in 0 dimensions.
Overall mean scores by dimension

4.5

3.47 343 337

3.32
35 3.18 .
2.95 295 313 312 305 3 311

25

Mean scores

1.5

0.5

1 2 3 4 5 6 7 8 9 10 11 12
Dimensions - see below
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Key findings:

Overall, PAT scores reflect moderate levels of satisfaction with partnership working.
There are good levels of agreement across all dimensions.

Between the two administrations results for location and sector are within the 'normal’
boundaries and do not highlight statistically significant or unusually extreme scores.

The mean score in all dimensions improved from Administration 1 to Administration 2.

There is a noticeable upward trend in the mean scores of all dimensions, though it is
important to note that data still shows means below the recommended score of 4.

“There have been pockets of great work, improvement, and collaboration. But pockets is
not enough”

¢ Roles and teamworking exhibited the largest increase in the mean between
Administration 1 and Administration 2, however the mean is still only 2.95.

Overall mean scores - comparison by dimension

3.50
3.40
3.30
3 3.20
o
9 3.10
§ 3.00
S 290
2.80
2.70
2.60
2.50
& N o Q
o 'z> & QS N
Q’b\ 0((\{& OO& (Q’\\é\ 00(‘\\ %\}QQ '\& 04(5\\ Qrbéb\ 6Q}6 Q}(\Q}Q
NN s Ko o s \/Q’(b &
4\6 (bo &(Q @0 \.Q}Q be-
& ) ¥ &
Qp S (b
N %’o\}
e Administration 1 Administration 2 ¥
Overall change in mean scores by dimension
3.50
3.40
o 3.20
g
8 3.10
(]
S 3.00
(0]
=290
2.80
2.70
2.60
Administration 1 Administration 2
—&—V/ision & Values —— Roles and Teamwork —&— Contact
8 == 0ong Term Commitment === Conflict Mutual Support
=t Trust Innovation Compassion

——EDI —&— System Leadership —&— Assurance & Governance



Results by dimension

e The mean scores for each of the 12 dimensions of effective inter-organisational
partnership working reflect low or moderate levels of effective partnership working.

e The dimension measuring the Long term commitment to the partnership returned the
highest mean score of 3.47.

“Very positive effort to find a successful way of building the partnership. Trust and
confidence still has some way to go. Progress is slow but positive.”

“1think we have made a great deal of positive progress over the last 12 months
convening system leadership and partners. We are on a journey to make decisions to
agree tangible outcomes and outputs”

e There are good to very good levels of agreement within each locality in all dimensions.
e The lowest mean score of 2.95 was shown for Roles and teamworking and also
Conflict.

“The operating model creates conflict. There are different restrictions and sometimes
the right hand is not aware of what the left hand is doing”

“Sadly the system still feels far from integrated or collaborative. There are too many
own agendas still being fought.”

Vision and values

This dimension measures the extent to which there is a compelling shared vision of ensuring
the health and happiness of the people served by the partnership. Many people involved in
developing new care models have invested time to ensure shared purpose and vision. This
investment takes people beyond assuming everyone is on board and creating the illusion of
a cohesive team.

Mean Score Standard Deviation % of respondents
who agree/strongly
agree

Administration 1 2.97 (low) 0.86 16.8%
Administration 2 3.18 (neutral to  0.82 22.9%
moderate)
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Roles and teamworking

This dimension measures the extent to which there are clear roles, goals, effective
leadership and efficient processes within the partnership. Team working is essential for
effective cross-boundary working, and this captures some of the key elements that are
essential for effective teams, in particular the clarity of goals, team member roles, and
appropriate team processes and leadership

Mean Score Standard Deviation % of respondents
who agree/strongly
agree

Administration 1 2.63 (low) 0.79 7%
Administration 2 2.95 (low) 0.86 15.3%

Contact

This dimension measures the extent to which there is frequent, effective and positive contact
between people involved in the partnership across boundaries. Collaboration is a team
activity that cannot be conducted at a distance. Face to face conversations enable leaders
to hear different points of view and to appreciate each other’s reality, emotionally as well as
cognitively. This requires leaders to take time out to get together regularly — not only meeting
when there is business to transact.

Mean Score Standard Deviation % of respondents
who agree/strongly
agree

Administration 1 3.02 (neutral to  0.82 20.6%
moderate)

Administration 2 3.32 (neutral to  0.87 32.1%
moderate)

Long term commitment

This dimension measures the extent to which there is a shared commitment to working
together for the long term with a focus on long-term vision and objectives, not simply short-
term targets. Collaboration is more likely to happen when leaders know that those with
whom they are working are committed to working together for the longer term. This matters
because of the investment of time and energy needed to build effective relationships and
overcome cynicism.

Mean Score Standard Deviation % of respondents
who agree/strongly
agree

Administration 1 3.27 (neutral to  0.91 30.4%
moderate)

Administration 2 3.47 (neutral to  0.83 38.9%
moderate)
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Conflict

This dimension measures the extent to which there is courage to quickly surface, deal with
and resolve conflicts ethically, transparently and creatively. The journey to collaboration
and collective leadership is rarely straightforward: innovation will go hand in hand with
disagreements, which can fester and undermine relationships and trust. Leaders need to
find ways of surfacing and resolving conflicts before they become serious. This will
depend on their ability to recognise conflicts, work them through and create the conditions
in which it is safe to challenge.

Mean Score Standard Deviation % of respondents
who agree/strongly
agree

Administration 1 2.89 (low) 0.81 14.8%
Administration 2 2.95 (low) 0.78 12.21%

Mutual support

This dimension measures the extent to which there is a commitment to mutual support
among all the organisations, teams, and partners working to ensure the health and
wellbeing of those served by the partnership. Health and care leaders who are now
seeking to collaborate with each other may have found themselves competing in the past.
By discussing how they can support each other’s organisations to meet the needs of the
population being served, they will develop the altruism and mutuality necessary for
partnership success.

Mean Score Standard Deviation % of respondents
who agree/strongly
agree

Administration 1 3.01 (neutral to 0.82 19.9%
moderate)

Administration 2 3.13 (neutral to 0.85 26.71%
moderate)
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Trust

This dimension measures the extent to which there is strong trust among all those involved
in the partnership based on reliability, accountability, commitment and honesty. Trust is
essential for working across boundaries, particularly where it involves collaboration
between people who have not previously worked together. An absence of trust leads to
inefficiencies, lack of openness and to conflict. Building and maintaining trust takes time,
effort and commitment from all parties.

Mean Score Standard Deviation % of respondents
who agree/strongly
agree

Administration 1 2.94 (low) 0.81 15.4%
Administration 2 3.12 (neutral to 0.84 22.90%
moderate)

Innovation

This dimension measures the extent to which the partnership is committed to innovating
by developing new and improved ways of delivering for the people served by the
partnership. In order to maximise the advantages of partnership working, effective
partnerships focus on transforming how they work together to ensure innovation to deliver
for the people they serve

Mean Score Standard Deviation % of respondents
who agree/strongly
agree

Administration 1 2.81(low) 0.82 10.3%
Administration 2 3.05 (neutral to 0.79 13.7%
moderate)

Compassion

This dimension measures the extent to which there is a culture of compassion across the
partnership where everyone listens to each other, understands the challenges others in
the partnership face, where partners empathise with each other, and where they seek to
help others in the partnership cope effectively with the challenges they face.

Mean Score Standard Deviation % of respondents
who agree/strongly
agree

Administration 1 3.36 (neutral to 0.87 34.7%
moderate)

Administration 2 3.43 (neutral to 0.77 28.24%
moderate)
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Equality diversity and inclusion

This dimension measures the extent to which there is a shared and strong focus on equity
and inclusion within the partnership, both in terms of being a model of positive diversity
and in eliminating health inequalities across the partnership.

Mean Score Standard Deviation % of respondents
who agree/strongly
agree

Administration 1 3.22 (neutral to 0.82 24.4%
moderate)

Administration 2 3.37 (neutral to 0.75 37.4%
moderate)

Systems leadership

This dimension measures the extent to which the partnership has the leadership skills and
capabilities to deliver its priorities, along with the partnership’s willingness to learn from
and admit failure.

Mean Score Standard Deviation % of respondents
who agree/strongly
agree

Administration 1 2.95 (low) 0.74 10.3%
Administration 2 3.17 (neutral to 0.86 22.9%
moderate)

Assurance and governance

This dimension measures the extent to which the partnership takes collective ownership in
responding to the single improvement plan.

Mean Score Standard Deviation % of respondents
who agree/strongly
agree

Administration 1 3.0 (neutral to 0.90 17.3%
moderate)

Administration 2 3.11 (neutral to 0.89 25.95%
moderate)
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Dimensions with the highest increase in mean scores

At Administration 1 66% of participants rated Roles and teamworking below 3 (neutral). At
Administration 2, less than half of participants (46.7%) gave ratings below 3 and more than half
(53.5%) rated this dimension between 3 and 5. There is also a notable increase in the agree to
the strongly agree category where the number of participants doubled.

Distribution of ratings for Roles and teamworking
1-2 2-3

38.2%
27%
3-4
Administration 1 Administration 2

The data shows a notable increase in the number of participants who scored in the higher
categories for the Contact dimension as opposed to the lower categories that indicate
dissatisfaction, with almost a third of participants (32.1%) at Administration 2 indicating
agreement on this dimension compared to only 20.6% at Administration 1.

Distribution of ratings for Contact

35.50%
20.60%

1-2 2-3
Administration 1 Administration 2
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Dimension with the lowest increase in mean scores

Data shows the lowest level of improvement between Administration 1 and Administration 2 for
the Conflict dimension. Fewer participants expressed dissatisfaction in Administration 2 as
compared to Administration 1 but also the level of satisfaction decreased slightly in
Administration 2 whereas the mid-point rating of the scale had slightly more than 50% of

responses.

Distribution of ratings for Conflict

1-2 2-3

Administration 1 Administration 2
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Results by locality

16

The data shows no statistically significant differences in the dimension scores, but this
is likely due to the small sample size (only 12 localities) which make it difficult to detect
significance.

Although the data shows an improvement in the means of all dimensions, when
examining the means according to locality, the data shows that some localities
exhibited a drop in the mean for some or all dimensions at Administration 2.

The number of participants in some localities, such as Manchester and Rochdale,
dropped to below 5 and hence the data cannot be represented.

Across localities with very few respondents, data shows a downward trend of the mean
scores at Administration 2.

It is important to note that Greater Manchester had the largest number of respondents
(n = 48) with the mean scores for all dimensions increasing at Administration 2 — this
has likely skewed the results. When interpreting the data, it is crucial that localities are
considered separately as well as a collective.

Because Greater Manchester(GM) had the largest number of respondents, a new
parameter was introduced that collates the scores of all the localities outside of GM
and compares these to the overall mean and to results just from GM.

As in Administration 1 participants who report working in multiple localities recorded
lower scores than those who belonged to a single locality with the exception of
Assurance & governance.

There is some variation in the means between localities. Results from Bury show an
increase in the mean scores across all dimensions while in Oldham all scores have
gone down.
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Breakdown by locality
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Overall partnership scores T1 | 2.97 2.63 3.02 3.27 2.89 3.01 2.94 2.81 3.36 3.22 2.95 3.00
(211- (1.83- (2.20- (2.36- (2.08- (2.18- (2.13- (1.98- | (2.53- (2.40- | (2.21- (2.09-
3.33) 342) 385 419) 3.71) 3.83) 3.76) 3.64) 420) 4.05 3.69 @ 3.90)

Overall partnership scores T2 | 3.18 2.95 3.32 3.47 2.95 3.13 3.12 3.05 3.43 3.37 3.17 3.1
(2.36 - (2.09- (245- (264- (217- (2.28- (2.28- (2.27- (266—- (2.62- (2.31- (2.22-
4.01) 3.81) 4.20) 4.30) 3.74) 4.00) 3.98) 3.85) 4.20) 4.14) 4.05) 4.02)
Bolton T1 (n=9) | 3.11 2.87 3.26 3.44 3.19 3.22 3.22 2.86 3.53 3.19 3.16 3.19
Bolton T2 (n =6) | 3.11 2.90 3.50 2.72 2.72 2.94 2.83 3.21 3.29 3.39 3.23 3.44
Bury T1 (n=8)  2.54 2.35 2.88 2.50 2.67 2.54 2.50 2.59 2.97 3.08 2.68 2.38
Bury T2 (n=5) | 3.53 3.12 3.00 3.40 3.07 2.73 3.07 2.85 3.05 3.13 3.08 3.00
Manchester T1 (n = 10) | 3.30 2.80 3.03 3.33 2.80 3.30 3.23 2.78 3.55 3.17 2.90 3.00
Manchester T2 (n = 4)
Oldham T1 (n=5) | 3.33 3.24 3.47 4.13 3.33 3.53 3.07 3.45 3.80 3.87 3.28 3.87
Oldham T2 (n=6) | 2.94 2.87 3.00 3.50 2.56 3.06 3.06 3.13 3.38 3.33 2.93 2.78
Rochdale T1 (n=7)  2.76 217 243 2.90 3.00 2.62 2.44 2.50 2.71 2.57 2.57 2.62
Rochdale T2 (n = 2)

Salford T1 (n = 4)

Salford T2 (n=8) | 3.71 3.30 3.83 4.08 3.37 3.58 3.42 3.28 3.75 3.54 3.50 3.29
Stockport T1 (n=6) | 3.33 3.17 3.61 4.06 3.39 3.11 3.00 3.33 3.58 3.28 3.43 3.67
Stockport T2 (n=5) | 3.40 3.36 3.87 3.60 2.93 3.13 3.47 3.45 3.70 3.53 4.20 3.67
Tameside T1 (n = 4)

Tameside T2 (n = 3)
Trafford TL (n=5) | 3.13 2.72 3.07 3.47 2.73 2.93 3.20 3.10 3.15 3.27 3.00 3.27
Trafford T2 (n = 4)

Wigan T1 (n=6)  3.60 2.83 3.39 3.44 3.39 3.33 3.06 3.08 3.46 3.39 3.23 2.94

Wigan T2 (n = 4)
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Greater Manchester T1 (n = 66) | 2.95 2.51 3.01 3.24 2.84 3.03 2.98 2.74 3.52 3.37 2.92 2.97

Greater Manchester T2 (n = 48)  3.27 2.99 3.51 3.51 3.08 3.33 3.30 3.21 3.55 3.45 3.25 3.12

More than 1 locality T1 (n = 25) | 2.75 2.53 2.84 3.10 2.73 2.89 2.79 2.66 3.06 2.83 2.9 2.89

More than 1 locality T2 (n =36) | 3.08 2.82 3.08 3.37 2.80 3.04 3.05 2.93 3.35 3.36 3.06 3.12

All localities except Greater | 2.99 2.71 3.03 3.29 2.92 2.99 2.92 2.86 3.24 3.12 2.96 3.01
Manchester T1

All localities except Greater | 3.13 2.92 3.21 3.44 2.87 3.02 3.03 2.96 3.36 3.33 3.13 3.1
Manchester T2

This table presents the means for each locality. Data for localities where there were fewer than 5 respondents is not shown.
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Dimensions with the highest increase in mean scores by locality

Changes in mean of Roles and teamworking

3.4
3.2
3

2.8

2.6

2.4

2.2 Administration 1 Administration 2
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e Bury e \lanchester
e Oldham Rochdale
e Salford e Stockport
e—Tameside e T rafford
e—\\igan = Greater Manchester
= \lore than 1 locality | ocalities other than GM

For both dimensions, there is a clear upward trend in all localities, except Oldham.

Changes in mean of Contact

3.8

3.6

3.4

3.2

3

2.8

26 Administration 1 Administration 2
e \lean e Bolton
e Bury = \lanchester
e Oldham Rochdale
e Salford e Stockport
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—\/\/igan = Greater Manchester
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Dimension with the lowest increase in mean scores by locality

3.6

3.4

3.2
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22

Changes in mean of Conflict

Administration 1 Administration 2

e— \ean

e— BUry

e Oldham

e Salford
—Tameside
e—\\\igan

= \ore than 1 locality

e Bolton
= |\lanchester
Rochdale
e Stockport
e Trafford
= Greater Manchester
e | _ocalities other than GM

The change in the mean of conflict is positive overall, the data shows a slight upward trend for
some localities and a more visible downward trend for others.

20
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Results by sector

21

When the data is split by sector, the overall trend is an increase in the dimension scores
across all sectors from Administration 1 to Administration 2.

Whilst the overall score for Roles and teamworking has increased, the results for
people working in Primary Care has gone down.

There was also a decrease in the score for Compassion in both NHS GM and
Secondary Care. Whilst VCSE shows a decrease in the mean score for Mutual
support.

It is important to note that NHS GM has significantly more participants than all other
sectors. This is a limiting factor in the extent to which the comparisons across sectors
are meaningful.
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Breakdown by sector
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Overall partnership scores | 2.97 2.63 3.02 3.27 2.89 3.01 2.94 2.81 3.36 3.22 2.95 3.00

T1
Overall partnership scores | 3.18 2.95 3.32 3.47 2.95 3.13 3.12 3.05 3.43 3.37 3.17 3.11
T2 (2.36- | (2.09- (245- (264- | (217—- (2.28—- (2.28—-  (227- (266—- (262- (2.31- (2.22-
4.01) 3.81) 4.20) 4.30) 3.74) 4.00) 3.98) 3.85) 4.20) 4.14) 4.05) 4.02)
Primary Care T1 (n=11) | 2.97 2.91 3.12 3.09 3.03 2.82 2.94 2.70 3.14 3.24 2.96 3.09
Primary Care T2 (n=15) | 3.24 2.85 3.18 3.42 3.09 2.96 3.07 3.10 3.25 3.60 3.28 3.09
Secondary Care T1 (n=19) | 2.86 2.57 2.95 3.25 2.98 3.12 2.93 2.68 3.53 3.09 2.97 3.00
Secondary Care T2 (n=19) | 3.23 2.86 3.39 3.35 2.98 3.28 3.14 3.04 3.49 3.18 3.23 3.09
Social Care T1 (n = 4)
Social Care T2 (n = 2)
VCSET1(n=9) | 3.15 2.62 2.96 2.93 2.85 2.93 3.00 2.56 3.08 2.63 2.93 3.04
VCSET2(n=12) | 3.22 3.02 3.08 3.31 3.06 2.89 3.17 2.88 3.31 3.25 2.97 3.08
Local Authority T1 (n=15) ' 3.18 2.87 3.09 3.31 3.07 3.16 3.10 2.90 3.17 3.11 2.89 2.84
Local Authority T2 (n=12) | 3.56 3.37 3.53 3.78 3.22 3.25 3.44 3.29 3.69 3.19 3.45 3.22
NHSGM T1 (n=78) | 3.05 2.58 3.03 3.35 2.87 3.06 2.92 2.87 3.49 3.35 2.97 3.10
NHSGM T2 (n=71)  3.11 2.92 3.35 3.48 2.87 3.18 3.08 3.05 3.46 3.45 3.14 3.14
More than 1 sector T1 (n =) 2.77 2.81 3.03 3.38 2.72 2.8 3.14 2.80 3.27 3.37 2.95 2.65
19

This table shows the distribution of scores across the different sectors. Social Care is not included as they have fewer than 5 respondents.
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Dimensions with the highest increase in mean scores by sector
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Changes in mean of Roles and teamworking
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Dimension with the lowest increase in mean scores by sector

Changes in mean of Conflict
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Breakdown by attendance of the System Leadership Group

This comparison was added for the Administration 2 survey.
The mean scores are lower in all dimensions for those who do not attend the System Leadership Group.
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Overall 2.97 2.63 3.02 3.27 2.89 3.01 2.94 2.81 3.36 3.22 2.95 3.00
partnership (2.11- (1.83-  (2.20- (2.36- (2.08- (218 (213- (1.98  (253- (2.40- (221-  (2.00-
scores T1 3.33) 342 3.85) 4.19) 3.71) 3.83) 3.76) 3.64) 4.20) 4.05) 3.69) 3.90)
Overall 3.18 2.95 3.32 3.47 2.95 3.13 3.12 3.05 3.43 3.37 3.17 3.1
partnership (236  (2.09- (2.45- (264- (217- (228- (2.28- (227- (2.66- (2.62— (231—- (2.22-
scores T2 - 3.81)  4.20) 430) 3.74)  400) 3.98) 3.85)  420) 4.14)  4.05)  4.02)
4.01)

Do attend SLG 3.32 3.1 3.48 3.64 3.08 3.33 3.28 3.18 3.50 3.39 3.37 3.20
meetings

Don't attend 3.10 2.85 3.23 3.36 2.88 3.02 3.03 2.98 3.39 3.38 3.05 3.07
SLG meetings
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Confidence levels and survey reliability

Dimensions Mean SD Cronbach’s Rwg
Alpha
Vision & Values T1 2.97 0.86 0.79 0.66
Vision & Values T2 3.18 0.82 0.85 0.79
Roles & Teamwork T1 2.62 0.79 0.87 0.77
Roles & Teamwork T2 2.95 0.86 0.89 0.84
Contact T1 3.02 0.82 0.78 0.69
Contact T2 3.32 0.87 0.85 0.83
Long Term Commitment T1 3.27 0.91 0.85 0.71
Long Term Commitment T2 3.47 0.83 0.80 0.80
Conflict T1 2.89 0.81 0.86 0.71
Conflict T2 2.95 0.78 0.82 0.85
Mutual Support T1 3.00 0.82 0.83 0.70
Mutual Support T2 3.13 0.85 0.87 0.83
Trust T1 2.94 0.81 0.84 0.71
Trust T2 3.12 0.84 0.84 0.79
Innovation T1 2.80 0.82 0.86 0.70
Innovation T2 3.05 0.79 0.82 0.85
Compassion T1 3.36 0.87 0.87 0.74
Compassion T2 3.43 0.77 0.84 0.82
EDI T1 3.22 0.82 0.75 0.73
EDI T2 3.37 0.75 0.80 0.77
System Leadership T1 2.95 0.74 0.79 0.78
System Leadership T2 3.17 0.86 0.88 0.82
Assurance & Governance T1  2.99 0.90 0.82 0.61
Assurance & Governance T2 | 3.11 0.89 0.80 0.71

SD (Standard Deviation): the measure of the dispersion of the scores for each dimension from
the mean.

Cronbach’s Alpha: The dimension scales demonstrate good reliability (Cronbach’s Alpha
>0.70) indicating that the survey items are consistent and dependable.

Rwg The range of responses for each dimension demonstrates generally good levels of
agreement, indicating that for each locality or sector, respondents tend to agree about their
evaluations of the partnership, based on the 12 dimensions. This is shown using the ‘inter-
rater agreement’ (Rwg) Where scores above 0.80 indicate very high agreement, while scores
between 0.60 and 0.79 indicate moderate agreement.
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27

Qualitative data

Overall, 37 (28%) participants gave additional feedback out of 131 total responses. Of these 13 identified their locality as Greater Manchester, 12 from
multiple localities and 12 from other single localities. Comments were coded and categorised into the following themes:

e Governance and collaboration — 14 comments
e Leadership and culture — 26 comments
Strategic direction and its operational implementation — 35 comments
e Funding and financial constraints — 10 comments

e Need for a radical way forward — 8 comments
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A summary for each theme is provided below.

Governance and collaboration

Concerns are expressed about a top-down, overly centralised governance approach that limits
ambition, innovation and collaboration. Roles and responsibilities are unclear, leading to delays
and inaction. Collaboration is often spoken about but not consistently practised, with a
disconnect between central and local levels and poor engagement across localities.

Leadership and culture

While some note recent positive changes in Board leadership and a clear shift towards a more
supportive, collaborative culture, many feel that trust is low and psychological safety is lacking.
Leadership is seen as inconsistent, uncollaborative, and, at times, toxic. There are concerns
about bullying, infighting, a lack of inspiring leadership, and limited ability to speak up or
challenge the status quo.

Strategic direction and operational implementation

For some, a commitment to cooperation, integration and shared goals, recognised as already
working well in some areas, is evident. A narrative of collaboration is emerging, and new
initiatives are noted across different areas. However, some feel that while the strategy
promotes transformation and reduction of inequalities, practical delivery and day-to-day
decisions do not reflect this. The system is overly focused on process rather than impact,
slowing innovation and progress. Decision-making does not feel inclusive, and is viewed as
slow, bureaucratic, and complex, causing frustration. The operating model leads to conflicts
and there are further issues with transparency and consistency in commissioning.

Funding and financial constraints

Financial pressures and constraints are viewed as a barrier to innovation and progress. They
dominate decision-making, making long-term transformation difficult. Finance must align with
strategic objectives if partnership working is to become more effective.

Need for a radical way forward

The feedback highlights the need for a sharper, more focused strategic plan that both reflects
current capacity and supports radical redesign. There is a call for a combined approach with
skilled support and sufficient resource and will to tackle complex challenges, including
identifying what should stop. Bold leadership, innovation and radical change are seen as
necessary, suggesting a need for investment beyond traditional structures and more diverse
influence.
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Appendix 1: Demographics

Gender
Administration 1 Administration 2
Male 39.1% 35.9%
Female 50.6% 54.2%
Non-binary 0.6% -
Prefer to self-describe 0.6% -
Prefer not to say 9% 9.9%
Age
Administration 1 Administration 2
16-20 0% -
21-30 0% -
31-40 6.4% 5.3%
41-50 34% 38.2%
51-65 46.2% 42%
66+ 2.6% 3.1%
Prefer not to say 10.9% 11.5%
Ethnic background
Administration = Administration
1 2
White: English / Welsh / Scottish = 82.7% 77.1%
/ Northern Irish / British
Irish 0% -
Gypsy or Irish Traveller 0%
Any other White 1.3% -
background
Mixed/Multiple ethnic White and Black 0% -
background: Caribbean
White and Black African 0% -
White and Asian 1.3% -
Any other Mixed / Multiple = 0% -
ethnic background
Asian/Asian British: Indian 5.1% 3.8%
Pakistani 0.6% -
Bangladeshi 0% -
Chinese 0% -
Any other Asian 0% -
background
Black/African/Caribbean/Black African 0% -
British:
Caribbean 0.6% -
Any other Black / African/ 0% -
Caribbean background
Other ethnic group Arab 0% -
Any other ethnic 0.6% -
background
Prefer not to say 7.7% 11.5%
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Leadership
Attends SLG 38.9%
Doesn’t attend SLG 61.6%

Note. Categories with fewer than 5 people were not included in the tables to preserve
anonymity.
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Appendix 2: Strongly agree, and agree scores by demographic

The percentage of participants responding in the agree/strongly agree category by demographic category is shown on the pages which follow.
Please note that categories with fewer than 5 responses are not reported for anonymity purposes.

Gender
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19.67% 14.75% 11.47% 31.14% 22.95% 11.47% 18.03%

Male Administration 1 16.39% 4.91% 14.75% 22.95% 14.75%

Male Administration 2 17% 19.2% 298% 23.4% 191% 23.5% | 255% 10.6% 25.6% | 42.5% 25.4% | 29.8%

18.98%

Female 18.98% 10.12% 29.11% 37.97% 17.72% 22.78% 17.72% 10.12% 40.5% 27.84% 11.49%
Administration 1
Female 25.3% | 15.5% 38% 52% 9.9% 33.8% 25.3% 16.9% 33.8% 36.6% 23.9% 23.9%

Administration 2
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Age
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31-40 30% 10% 20% 20% 10% 20% 10% 20% 30% 20% 20% 20%
Administration 1
31-40 0% 0% 0% 0% 0% 0% 14.3% | 0% 0% 28.6% 14.3% 28.6%
Administration 2
41-50 13.2% 5.66% 24.52% 26.41% 13.2% 22.64% 13.2% @ 7.54%  39.62% 24.52% 13.2% 18.86%
Administration 1
41-50 20% 20% 38% 46% 16% 34% 32% 18% 38% 48% 28% 26%
Administration 2
51-65 16.66% 9.72% 20.83% 34.72% 20.83% 20.83% 20.83% 11.11% 34.72% 26.38% 9.72% 16.66%
Administration 1
51-65 29.1%  16.3% | 38.2% | 40.1% 14.5%  29% 21.7% 12.7%  29% 34.6% | 23.6% | 23.6%
Administration 2
Prefer nottosay 5.88% 0% 5.88% 29.41% 0% 11.76% 5.88% 11.76% 29.41% 23.52% 0% 17.64%
Administration 1
Prefernottosay 26.7% 0% 6.7% 26.7% 0% 6.7% 0% 6.7% 6.7% 20% 6.7% | 20%
Administration 2
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Ethnic background
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White British 17.82% 8.82% 22.48% 33.33% 16.27% 18.6% 17.82% 10.07% 36.43% 25.58% 10.07% 17.82%
Administration 1
White British 19.9% | 16.9% | 33.8% 38.6% 11.9% 27.8% | 22.8% 139% 29.7% | 38.6% | 21.9% | 25.8%
Administration 2
Indian 12.85% 0% 25% 12.5%  25% 12.5% 25% 12.5% 12.5% 12.5%
Administration 1
Indian 20% 0% 40% 40% 0% 0% 40% 0% 0% 40% 40% 20%
Administration 2
Prefer nottosay 8.33% 0% 8.33% 8.33% 8.33% 16.66% 16.66% 8.33%
Administration 1
Prefernottosay 26.7% 0% 6.7% 20% 0% 6.7% 0% 6.7% 6.7% 20% 20% 20%
Administration 1

*White British — denotes English/Welsh/Scottish/Northern Irish
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	1a. NHS GM PC Committee Agenda - Tuesday 27 May 2025 v2
	NHS GM People & Culture Committee
	Agenda
	Date:  Tuesday 27th May 2025
	Time:  14:00pm – 16:00pm
	Venue:   Microsoft Teams


	For Approval/ Discussion/ Information
	Paper/ Verbal
	Item No.
	By Whom
	Subject
	Duration
	Time

	1b. Committee Attendance Quoracy Matrix
	3. NHS GM PCC Minutes (Public) Meeting 01042025 DRAFT v2
	4. NHS GM PC Committee Action Log v1.1 v2
	5. Horizon Scanning Committee May 2025
	Horizon Scanning
	May 2025
	27 May 2025
	Report information.

	Introduction
	These items are presented to give awareness to members of current and potential upcoming issues that the committee should be aware of. Additional items may be raised verbally during the meeting.
	1. NHS Reform
	3. Creating a 10 year health plan
	5. WRES in social care
	5.1 On 7 May Skills for Care published the latest Social Care WRES report conducted with 73 Local authorities Findings from the SC-WRES data
	6.Employment Rights Bill


	6a. NHS Reform 
	NHSE Reform
	May 2025
	Report information.


	6b. NHS reform key messages for GM stakeholders - updated 15.5.25
	NHS reform key messages�Updated 15 May 2025
	Overview to NHS Reform
	NHS England
	Impact on NHS Greater Manchester
	Next steps
	Public engagement
	To receive our updates, please contact the Internal and Stakeholder team gmhscp.gm-stakeholders@nhs.net 

	6c. Model ICB Blueprint_ 020525
	7a. Sub-Committee P&C Report - April cover sheet
	Sub-Committee Chairs Report – April
	27 May 2025
	27 May 2025
	Report information.


	7b. NHS GM PC (Organisation) Sub-Committee Chairs Report April v2
	7c. Sub-Committee P&C Report - May cover sheet
	Sub-Committee Chairs Report – May
	27 May 2025
	27 May 2025
	Report information.


	7d. NHS GM PC (Organisation) Sub-Committee Chairs Report May v2
	7e. NHS GM People and Culture Committee Workforce Executive Report April 2025
	Slide 1
	Slide 2: Information Governance & Assurance: 
	Slide 3
	Slide 4
	Slide 5: CONTACT DIRECTORY:

	7f. NHS GM People and Culture Committee Executive Workforce Report May 2025_
	Slide 1
	Slide 2: Information Governance & Assurance: 
	Slide 3
	Slide 4
	Slide 5
	Slide 6
	Slide 7
	Slide 8
	Slide 9
	Slide 10: CONTACT DIRECTORY:

	8d. MONTH 11 SYSTEM WORKFORCE DASHBOARD FINAL
	Slide 2
	Slide 3
	Slide 4
	Slide 5: * Data – M11 PWR and Bridge returns

	9a. Cover Page 25-26 Operational Plan Update PC Committee May 2025
	2025-26 Operational Plan – Workforce Update
	May 2025
	Report information.


	9b. 2025 - 26 Operational Plan PC Committee Update May 2025 FINAL
	Slide Number 1
	Slide Number 2
	Slide Number 3
	Slide Number 4
	Workforce Movements - Bridge Workforce Drivers – April 2019 to March 2026
	Slide Number 6
	Slide Number 7

	10a. Committee Priorities - Evaluation cover sheet v1.1
	Committee Priorities – Evaluation
	May 2025
	27 May 2025

	10b. Evaluation - Committee Priority 3 v1
	11. Governance review May 25 v2.2
	Proposed changes to People and Culture Governance
	Report information.
	(a) To stand down the current System Group. 
	(b) To focus work on the top three priorities outlined in this paper and report progress directly to Committee through the sponsor and delivery leads.
	(c) To introduce Part 1 and Part 2 into the Committee meeting, to provide a forum for greater oversight and assurance of organisation related matters.
	(d) The membership recommendations are made to accommodate the proposed changes. 
	1.0  Introduction
	5. Recommendations
	5.1 Group/Committee are asked to support the following proposals:
	(e) To stand down the current System Group.
	(f) To focus work on the top three priorities outlined in this paper and report progress directly to Committee through the sponsor and delivery leads.
	(g) To introduce Part A and Part B into the Committee meeting, to provide a forum for greater oversight and assurance of organisation related matters.
	(h) The membership recommendations are made to accommodate the proposed changes.

	12. GM Staff Survey 2024 People  Culture Committee May 2025
	Greater Manchester ICS Staff Survey 2024 – Full benchmarked results
	May 2025
	Report information.

	1. Acknowledge the overall improvements in our GM secondary care colleague experience since 2021.
	2. Recognise areas where improvements may still be needed – whether at system or organisational level.
	3. Discuss whether any further information or action is needed, over and above existing actions.
	1. Introduction
	1.1. This paper gives a summary of the NHS Staff Survey 2024 results for the Greater Manchester Integrated Care System (GM ICS)
	1.2. When referring to “GM ICS” this is the combination of all GM secondary care providers and the GM Integrated Care Board (ICB).
	1.3. A separate, more detailed, GM Staff Survey analysis pack was created by the Northwest NHS England Staff Experience team and has been made available to the ICB People & Culture team.
	2. Response rate
	2.1. The response rate for the Staff Survey 2024 for GM ICS was 45.8%. This was an improvement of 4.6k people or 2.3% from 2023. It was slightly below the Northwest average of 47.9%
	Organisational Trend

	2.2. Organisational response rate trends for 2024 v 2023 were as follows (in order from highest to lowest for 2024):
	2.3. NHS Greater Manchester – 65.6% increase from 63%
	2.4. Northern Care Alliance - 55% increase from 49%
	2.5. Pennine Care Foundation Trust – 48.6% increase from 47.8%
	2.6. Bolton NHS Foundation Trust – 48% increase from 41.5%
	2.7. The Christie NHS Foundation Trust – 47.6% decrease from 48.5%
	2.8. Stockport NHS Foundation Trust – 45.3% increase from 43.5%
	2.9. Greater Manchester Mental Health – 45.1% increase from 42.6%
	2.10. Manchester Foundation Trust - 44.5% increase from 39.5%
	2.11. Tameside & Glossop ICFT – 43.2% increase from 42.1%
	2.12. Wrightington, Wigan and Leigh – 34.6% decrease from 37.3%
	3. Results & Trends
	System wide performance

	3.1. Table 1 below summarises the GM ICS performance and trend by Staff Survey theme. Based on national advice, only changes more than 0.098 are classed as statistically significant (meaning that they can be assumed to show a change of trend):
	Table 1
	3.2. This means that GM ICS remained statistically consistent (meaning that changes are not enough to assume a trend) for most Staff Survey themes between 2023 and 2024.
	3.3. However, there was a statistical improvement for “We Work Flexibly” which is how our people feel about opportunities for flexible working and if their organisation supports them with this.
	3.4. GM ICS were in line with regional and national benchmark averages for all 9 Staff Survey themes in 2024.
	3.5. To allow us to track change over time the region have been focused on change since 2021. Since 2021 GM ICS have seen statistical improvements in most Staff Survey themes. Most improved areas are organisational commitment to work life balance, tea...
	3.6. There has been no statistical improvement since 2021 for Staff Survey scores relating to compassionate cultures, inclusion, raising concerns or people recommending their organisation as a place to work or be treated.
	Organisational performance

	4. Wider learning
	4.1. The Northwest regional Staff Experience team have approached The Christie and Pennine Care, in partnership with the Northwest Leadership Academy, to create case studies of learning, based on their cultural improvement journeys. The outcome will b...
	4.2. It has been agreed between the Northwest region and the GM ICB Chief People Officer that Staff Survey – including any deterioration or area of concerns – will be discussed through ICB Provider Oversight Meetings.
	4.3. The Northwest People Experience team continue an active programme of work to support organisations to embed the People Promise locally.
	5. Recommendations
	5.1. The NHS GM People & Culture Committee is asked to:
	 Acknowledge the overall improvements in our GM secondary care colleague experience since 2021.
	 Recognise areas where improvements may still be needed – whether at system or organisational level.
	 Discuss whether any further information or action is needed, over and above existing actions.
	Appendix 1 – Full benchmarked results by Staff Survey theme

	13. FTSU Q3 2024 LM
	May 2025
	Freedom To Speak Up Report
	1. Purpose/Aim
	1.1 Background/Context
	2. Promoting a Speaking Up Culture
	October was Freedom to Speak Up Month
	3. NHS GM Organisational Report
	3.1 Report for Q3 2024

	Quarter3: Concerns Raised
	Number of Cases: In Q3, there were 12 FTSU cases, with 8 involving signposting, advice, or guidance, and 4 requiring escalated intervention. These cases involved themes such as bullying, racial discrimination, HR processes, conflict of interest, and f...
	3.2


	4. Progression of Freedom to Speak Up in NHS GM
	4.1 Across the Health and Care System
	5. FTSU Support to NHS Trusts in Greater Manchester
	6. FTSU National
	7. Proposals/Next Steps
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	Developing a positive leadership culture
	May 2025
	27 May 2025
	Report information.

	1.0 Introduction
	3.0 Next steps
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