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Friday 13 May 2016 

Brookfield Masonic Hall, Westhoughton, Bolton 

 

Present: 

John Houlihan JHn 5 Boroughs Partnership NHS Foundation Trust (Acting 

Chair) 

Peter Bohan PB Guest Speaker, Wirral University Teaching Hospital NHS 

Foundation Trust  

Lynne Atherton LA Wrightington, Wigan and Leigh NHS Foundation Trust 

Jane Kemp JK Royal College of Nursing 

Wendy Guest WG Lancashire Care NHS Foundation Trust 

Lynn Ellis LE Cheshire and Wirral Partnership NHS Foundation Trust 

John Harrop JHa Greater Manchester West Mental Health NHS 

Foundation Trust 

Andy Wood AW Roughwood Consultancy 

Sue King SK Four Seasons Healthcare  

Helen Wynn HW Warrington and Halton Hospitals NHS Foundation Trust 

 

Apologies of Absence: 

Mark Burns MB Chair  

Sheena Eyre SE Deputy Chair  

Brett Thompson BT Central Manchester University Hospitals NHS 

Foundation Trust 

Suzanne Pumford SP Central Manchester University Hospitals NHS 

Foundation Trust 

Penri Cunnah PC Mydentist 

Anita Ryan AR NHS Property Services 

Jane Hadfield JHa The Christie NHS Foundation Trust 

Anna Smith  AS University Hospitals of Morecambe Bay NHS Foundation 

Trust 

Keith Savage KS Consultant  

Martin Brandon MB South West Yorkshire Partnership NHS Foundation Trust 

Steven Amos SA South West Yorkshire Partnership NHS Foundation Trust 

Wendy Astle Rowe WAR Mid Cheshire Hospitals NHS Foundation Trust 
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Guest Speaker Presentation  

Peter Bohan, Wirral University Teaching Hospital NHS Foundation Trust 

Presentation:  Examining commissioners’ leadership behaviour 

PB gave a brief overview of the aims and methodologies of research used to examine 

leadership behaviour, how decisions are made by leaders and of why this is relevant to 

culture and safety outcomes. 

PB highlighted mortality rates across a number of sectors within the United Kingdom and 

initiated discussion as to why safety behaviours of commissioners are important and why 

such behaviours mattered. 

Members watched and studied a video of the space shuttle challenger disaster and attention 

was drawn to the contents of the Rogers Commission Report, an externally led investigation 

of the disaster. It found NASA had commissioned the shuttle programme to an impossible 

schedule, even before it had entered into service, in order to secure multi-million dollar 

funding and that NASA's organisational culture and behaviour had influenced the decision-

making processes that contributed to the fatal accident.   

Its managers were aware the contractor’s design of the rocket booster contained a 

potentially catastrophic flaw in the O-rings, and had known for a significant period of time, 

but had failed to address it properly.  NASA continuously disregarded warnings from its 

engineers about the dangers of launching and failed to adequately report these technical 

concerns to their superiors, with any external influences overruled or ignored due to the 

cohesion of the group being so strong. 

The organisational causes of this accident were deeply rooted in the space shuttle 

program’s history and culture and that cultural traits and organisational practices, detrimental 

to safety, were allowed to develop due to a heavy reliance on past success being used as a 

substitute for sound engineering and organisational barriers that both prevented effective 

communication of critical safety information and stifled professional differences of opinion. 

PB spoke of similar traits identified within the public enquiry into Mid Staffordshire NHS 

Foundation Trust following concerns expressed of appallingly poor standards of care and 

high mortality rates amongst patients.  It is estimated that four hundred to one thousand two 

hundred unnecessary deaths had occurred within the Trust, over a four year time span, 

between 2004 and 2008. 
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The report, led by Robert Francis QC, severely criticised management and detailed 

appalling conditions and inadequacies within the Trust.  It told the story of many patients 

suffering within a culture of secrecy and defensiveness.  The Trust did not listen sufficiently 

to its patients and staff or ensure correction of deficiencies brought to its attention.  Above 

all, it failed to tackle an insidious negative culture involving a tolerance of poor standards 

and disengagement from managerial and leadership responsibilities.  This failure was, in 

part, the consequence of allowing focus on reaching national access targets, achieving 

financial balance and seeking foundation trust status to be at the cost of delivering 

acceptable standards of care. 

There were and are a plethora of agencies, scrutiny groups, commissioners, regulators and 

professional bodies, all of whom would have been expected to detect and do something 

effective to remedy non compliance with acceptable standards of care.  A system which 

ought to have picked up and dealt with a deficiency of this scale failed in its primary duty to 

protect patients and maintain confidence in the healthcare system.   

The report identified numerous warning signs which should have alerted the NHS system to 

problems developing at the Trust.  The fact that they did not highlighted a number of root 

causes, amongst them, of a culture focused on doing the systems business and not that of 

the patients; an institutional culture which ascribed more weighting to positive information 

about the service rather than to information capable of implying cause for concern; 

standards and methods of measuring compliance did not focus on how effective the service 

delivery was for patients; the habitualisation and tolerance of poor standards and risks to 

safety; failures in communication between the many agencies in sharing knowledge of 

concerns; assumptions that performance management or intervention was the responsibility 

of others; failure to tackle challenges when building up a positive culture within nursing and 

the medical profession and of appreciating risks from disruptive loss of corporate memory 

and focus from repeated multi level reorganisations.   

At the time of the inquiry, Robert Francis QC was quoted as saying ‘if the NHS were an airline, 

planes would fall out of the sky all the time’.   Statistically, the chances of being involved in an 

airline incident were 1:15,000,000 whereby the National Patient Safety Agency estimated 

the risk of harm in the NHS to be at a ratio of 1 in 10.  

Members debated the volume and complexity of healthcare provision and the many 

challenges and expectations in terms of economic and social pressures to deliver more for 

less; increased patient volume; multiple players with potentially different goals, objectives 

and assumptions; many sources of system errors, failures and incomplete information;  
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growing therapeutic options; constant interruptions and multitasking; expanding knowledge 

and evidence; perceptions that the system is safe and not compromised; safety features and 

defences becoming degraded over time as well as the changing environmental conditions, 

expectations and demands.   

PB referred to the work of Irving Janis, a research psychologist at Yale University, famous 

for the theory on ‘groupthink’, a psychological occurrence within a group of people whereby 

the desire for harmony or conformity in the group results in irrational or dysfunctional 

outcomes, as group members try to minimise conflict and reach a consensus decision 

without critical evaluation of alternative viewpoints, by actively suppressing any dissenting 

viewpoints and isolating themselves from any outside influence.   

PB drew upon his involvement in a previous research study regarding executive leadership 

behaviours, beliefs and their impact on quality and safety.  This study involved the 

participation of a number of local chief executives, board chairs and senior executives of 

healthcare organisations and canvassed opinion of what quality and safety meant to them, 

how behaviour could affect performance, what lessons could be learned from incidents and 

recommendations to be taken forward to improve quality and safety within healthcare.   

Members reviewed the differences between transactional and transformational styles of 

management leadership. 

The results of his research study found executives understood what type of leadership style 

was most appropriate; being honest, inclusive, supportive and showing integrity were core 

values of high importance to them; executives saw themselves as being transformational 

and recognised leadership styles would need to be adapted depending upon the situation 

they found themselves in; leadership styles of those bodies they report to influence and set 

the tone used across their organisations and that transactional and autocratic leadership 

styles was often required in order to achieve targets.   

By contrast, the vision of executives was not clear for all staff to understand and follow; clear 

lines of accountability and responsibility were required to ensure staff remained educated 

and engaged; when executives described quality and safety there was a strong belief that 

this was a single issue focusing on patient experience, and that quality referred to clinical 

outcomes and safety, whilst being described as being ‘problematic in practical terms but in 

theory a no brainer’ was legislative driven. 
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The outcome of his study was that executives defined the strategic vision of quality and 

safety with clear values; leadership programmes were evaluated to ensure the strategy 

remained effective in changing leadership behaviours; a cultural survey tool was used to 

evaluate the current climate within the organisation; governance had a higher profile and 

improvements were made of lessons learnt through triangulation of data between claims, 

complaints, incidents and occupational health referrals and a staff engagement strategy was 

implemented to get better clinical engagement in decision making. 

Members analysed the Report of the Morecambe Bay Investigation, set up to examine 

concerns raised of the numbers of serious incidents occurring within maternity and neonatal 

services of the University Hospitals of Morecambe Bay NHS Foundation Trust.  

A panel of expert advisors undertook an independent investigation of events covering the 

period from 1st January 2004 to 30th June 2013.  The panel also reviewed pregnancies at 

other maternity units run by the Trust and found serious concerns over clinical quality were 

confined to Furness General Hospital. The report detailed twenty instances of significant 

failures of care in the Hospital which may have contributed to the deaths of three mothers 

and sixteen babies, whereby different clinical care in these cases may have prevented the 

death of one mother and eleven babies. 

It concluded that the maternity unit was found to be ‘seriously dysfunctional’ with serious 

problems in five main areas i.e. clinical competencies of a proportion of staff fell significantly 

below the standard expected for a safe, effective service and essential knowledge was 

lacking, guidelines not followed and warning signs in pregnancy sometimes not recognised 

or appropriately acted upon; poor working relationships between different types of clinical 

staff and a ‘them and us’ culture which, together with poor communication, hampered clinical 

care; midwifery became strongly influenced by a small number of dominant midwives whose 

over-zealous pursuit of natural childbirth at any cost led at times to unsafe care; risk 

assessment failures and care planning resulting in inappropriate and unsafe care; there was 

a grossly deficient response from unit clinicians to serious incidents with repeated failure to 

investigate properly and learn lessons, with managers distracted by their pursuit of 

foundation trust status. 

The reactions of staff in the maternity services was shaped by a culture of denial that there 

was a problem, their rejection of criticism of them which they felt was unjustified and a strong 

group mentality amongst midwives characterised as ‘the musketeers’.  There was also strong 

evidence of the distortion of truths in responses to investigation.  
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Whilst the report made no criticism of staff for individual errors it condemned incidents of 

conspiracy as being ‘inexcusable’ and ‘unprofessional’.  It also highlighted a disturbing 

catalogue of missed opportunities, initially and most significantly by the Trust but 

subsequently involving the Strategic Health Authority, Care Quality Commission, Monitor, 

the Parliamentary and Health Service Ombudsman and the Department of Health.  

Forty four recommendations were made, eighteen aimed at the Trust and twenty six for the 

wider NHS and other organisations.  Many contained specific target dates for completion. 

PB commented on his recent involvement in an independent research and evidence based 

workshop practice study that built upon the results of his previous study into quality and 

safety, explained earlier, of exploring leadership behaviours of commissioners, and the role 

they play in determining quality and safety in healthcare.  This research study comprised a 

two phased approach, with risk analysis forming part of the process not previously 

envisaged as being relevant.  

In phase one, the methodology used was to place commissioning groups within a mock 

board room setting and for them to work for fifty minutes on five scenarios of risk regarding 

finance; clinical effectiveness; culture; complaints and targets and taken from those 

identified within the public enquiry of Mid Staffordshire NHS Foundation Trust.  

Commissioners were advised the information they had received originated from a provider of 

healthcare services and they were asked to define the risks.  None of the groups knew each 

other or their job status.  The session was recorded on video and later analysed, using 

micro-coding schemes, to identify leadership behaviours and cultural norms, the findings of 

which were evaluated and reviewed at a later stage, along with discussions on the answers 

given at the end of the session. 

The results highlighted that quite often the verbal micro coding schemes relating to the 

behavioural types, characteristics shown and examples used by commissioners did not 

match the non verbal coding schemes shown in terms of their facial expressions and body 

language used. 

The methodology used in phase two was the distribution, via local and national 

organisations, of a quantitative questionnaire that subordinates of those commissioning 

leaders would complete, indicating the leadership behaviours they would expect of their 

commissioners.   
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The questionnaire drew up ten distinctive themes of leadership behaviour, of having a clear 

vision; individual perception; conflict management; behaves well as leader; supportive 

behaviours; performance management; team think positively of leader; team beliefs; target 

and decision making and focus on positive outcomes.  Each element of the questionnaire 

was analysed, using a SPSS 21 data analysis tool against specific hypothesis, the findings 

of which were evaluated and reviewed at a later stage, along with discussions on the 

answers given at the end of the session. 

The results from the questionnaire showed those leaders who focused the team’s efforts in a 

transformational style displayed good behavioural traits to staff who work for them; those 

leaders who support their staff and spent time coaching and developing team member skills 

had better performance; good behavioural traits correlated with a transformational 

leadership style; leaders with vision showed a clear line of sight between the individual and 

job role and that staff thought positively about the leader if they were transformational. 

The top three most dominant and assertive members of the group developed allies quickly 

by being most open and often agreed with individuals more frequently; those most active 

displayed the highest number of transactional actions in the scenario; the majority of actions 

taken by commissioning groups were reflective of those transactional behavioural types that 

would normally predominate a boardroom.  It was acknowledged that this could lead to 

commissioners meetings being dominated by a few individuals who may impose their own 

views on the agenda and whilst the evidence collated may indicate the type of leadership 

behaviour in a group of commissioners this may not be mirrored on a much larger scale.   

Members noted the commissioners view of risks following the outcome of the research study 

in that they felt they had little control over them as providers frequently blocked information 

and avoided passing data relating to risks to them; whilst they felt they had a close working 

relationship with the providers, others had a more autocratic and punitive approach; 

‘professional drift’ was a term used when staff didn’t follow procedures and there was a 

reluctance to challenge providers at times even though they had the power to put in place 

contract sanctions when providers did not ‘tow the line’; they felt they may be severely 

criticised and face additional scrutiny if they raised concerns too early that were not later 

substantiated; they recognised that process management and reliability in healthcare 

requires long-term mainstream investment rather than individual short-term initiatives alone.  

Members discussed what drives unsafe behaviours and why anyone would want to behave 

in an unsafe way.  PB provided the example of following speed limits.   
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Who follows them?  If not, why not?  Are the risks weighted and decisions based upon the 

number of points on a license?  Are health and safety professionals just as guilty of not 

following the rules when they know they should?  Is there a justified case of ‘do as I say, not 

as I do’?  Why does anyone behave this way when they know it is there for a reason?  

Whether it’s picking the kids up from school, being late for a meeting or speaking at a 

conference, all these things enable us to make a decision to bend or not comply with rules.  

So why is this different?  

PB referred to the ‘swiss cheese model’ of accident causation, used in risk analysis and risk 

management, which illustrates that although many layers of defence lie between hazards 

and accidents, there are flaws in each layer that, when aligned, allow the accident to occur. 

Members also studied the Herald of Free Enterprise disaster and Bristol Royal Infirmary 

Inquiry.  The Herald of Free Enterprise was a roll on roll off ferry which capsized moments 

after leaving the Belgian port of Zeebrugge.  One hundred and eighty people died, mostly 

due to hypothermia.  An investigation into the cause of the disaster found the ferry had left 

the port with its bow doors open.  Serious failings were identified of safety behaviours at 

senior management level whereby the focus was based on productivity and finance. Whilst 

prosecution for corporate manslaughter charges failed, the investigation concluded 

‘organisational management was rife with the disease of sloppiness’. 

The Bristol Royal Infirmary inquiry addressed fundamental issues of clinical safety and 

accountability, professional culture in the NHS and the rights of patients. Set up to 

investigate the deaths of twenty nine babies undergoing heart surgery at the Bristol Royal 

Infirmary in the late 80’s and early 90’s, the report provided a blueprint for wider reform of 

the NHS.  It lifted the lid on an ‘old boys’ culture amongst doctors; patients being left in the 

dark about their treatment; a lax approach to clinical safety; low priority given to children’s 

services; secrecy regarding doctor performance and a lack of external monitoring of NHS 

performance. 

Its recommendations included patients and the public being more involved in decisions 

about their treatment and care; the appointment of a national director of children’s services 

to lead upon the development of child centred healthcare; the NHS rooting out unsafe 

practices and learning from its errors; clinical negligence litigation which cloaks adverse 

medical incidents in legal secrecy be abolished; introduction of appraisals, continuous 

professional development and revalidation for all healthcare professionals to ensure skills 

are kept up to scratch; changes to consultant contracts to make them more accountable to  
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the Trust that employs them; the creation of national standards of care, both in clinical care 

and for hospitals; greater transparency of clinical performance, allowing patients to access 

information about the performance of hospitals, services and consultant units and the 

creation of an independent, external monitoring service to identify those good and failing 

hospitals.   

PB stated that to meet the challenges that were debated earlier of the volume and 

complexity of healthcare provision and the many challenges and expectations the NHS 

faced, individuals and organisations needed to rethink the way in which power and 

responsibility is shared within teams and organisations across the healthcare system.   

PB detailed a summary of the work undertaken by the King’s Fund.  Building on a report 

published in 2011 by the King’s Fund’s Commission to assess the leadership and 

management needs of the NHS entitled ‘the future of leadership and management in the NHS – 

no more heroes’, a project to review leadership in the NHS was published by the King’s Fund 

in May 2012, a year later, entitled ‘leadership and engagement for improvement in the NHS - 

together we can’ which further examined the concept of leadership for engagement in 

healthcare and of promoting engagement within teams, organisations and across the 

healthcare system to drive improvement.   

This research highlighted NHS leaders favour ‘pace setting’ styles focused more on delivery 

of targets than engagement with staff and patients; rising to the challenges that lie ahead 

required a more nuanced style, with NHS leaders giving greater priority to staff and patient 

engagement and the involvement of clinicians in leadership roles; organisations with 

engaged staff deliver more appropriate care and better patient outcomes, fewer errors, lower 

infection and mortality rates, stronger financial management, higher staff morale and 

motivation and less absenteeism and stress; contribution of staff at an early stage of their 

career to leadership and service improvement needs to be more valued; increasing 

recognition of integrated care and of new reforms requires leaders to be effective across 

systems including engagement outside of the NHS; leadership development programmes 

should bring together leaders from different professions and organisations within and outside 

healthcare; NHS boards should value staff and patient engagement and pay attention to 

staff health and wellbeing; every NHS organisation needs to support leadership and 

engagement in delivering its objectives through effective appraisals, clear job design and a 

well structured team environment; NHS Commissioning Boards and Leadership Academy 

have a key role to play in modelling and supporting the development of leadership and 

engagement. 
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Members reviewed the elements of being a good leader and of how these are applied by 

health and safety practitioners when determining essential safety outcomes.    

PB commented that when transforming a safety culture people can be trusted, everyone has 

a contribution to make and that complex problems should be handled at the lowest level, 

with norms being flexible and adaptable to changing environments.  However, this can only 

happen where the level of cultural safety is ‘generative’, a value held by everyone, as defined 

within the Hudson and Parker model, which splits an organisations safety culture into five 

distinctive types; and individuals are unwilling to allow the level of safety to be bypassed 

which was argued as not being likely without chief executive commitment.   

PB referred to a simple definition of culture as being ‘the way we do things around here’ and 

that good leaders act as change agents to develop safety culture. 

Members reviewed the work of Berwick (2013) who stated that ‘...the primary need is to move 

from a culture which focuses on ‘who is to blame?’ to one focused on ‘has the safety issue been 

addressed?’ and ‘what can we learn?’...without this, senior levels of organisations will remain 

ignorant of important concerns, some of which give rise to serious safety risks...’ and agreed upon 

its fundamental principles that achieving a vastly safer healthcare organisation depends far 

more on major cultural changes than on a new regulatory regime and of health and safety 

being a key theme throughout.  

PB described the levels of maturity of a safety culture and key elements of performance and 

summarised, from the levels of research undertaken, that commissioners used transactional 

leadership behaviour more frequently than transformational and required measurement; 

subordinates reporting to commissioning groups expressed a clear desire and expectation 

that commissioners should use transformational leadership behaviours; encouragement of 

the concept of a critical friend is required to question leaders in meetings; commissioners 

lacked understanding of analysing risks and of those general techniques used in determining 

risk tolerance; culture and leadership behaviour influences safety at all levels within 

organisations and further understanding of human factors and behaviours are required to 

maintain safe systems of work and to hold providers to account; closing services that cannot 

run at safe staffing levels  or provide safe clinical systems; video observation methods 

should be used ‘out in the field‘ as a tool to evaluate leadership behaviours and actions and 

of how decisions in groups are made; clinical commissioning groups should also establish 

the behaviours expected within a group and define how they can tease out poor or good 

decision making processes. 
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PB signposted members to the articles detailing his research published within 2012 and 

2015 editions of the British Journal of Healthcare Management. 

Members thanked the guest speaker once again and expressed its gratitude for his valued 

contribution. 

 

Meeting 

1. Apologies for absence 

Noted. 

2. Minutes of the last meeting / matters arising 

Members were given an explanation as to why the minutes of the previous meeting held 

on Friday 18th March 2016 had not been completed or circulated and that this will be 

undertaken by the secretary prior to the next meeting.  Where appropriate, it was agreed 

all actions from the previous meeting be deferred to the next meeting.  

Action: JHn to circulate the minutes of the previous meeting held on Friday 18 th 

March 2016 to members prior to the next meeting. 

Members were updated regarding the position of the Deputy Chair.  It was agreed that 

matters to defer feedback regarding attendance at the last IOSH Networks Conference 

be postponed.  All other actions form part of the standing agenda item of the meeting. 

3. Communication / Correspondence / Consultative Documents 

JHn drew attention to the new, free and easy IOSH assessment toolkit and requested 

feedback, if any, from members on its use. 

Action:  Members to provide feedback at the next meeting.  

JHn also requested feedback, on behalf of members’ request for information, as to how 

well the new sentencing guidelines were being received within healthcare organisations 

since their introduction and whether members had read and utilised the article he had 

previously signposted them to within the IOSH magazine regarding crown immunity in 

public services.  

Action:  Members to provide feedback at the next meeting.  
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Members were alerted to the workplace health and wellbeing symposium event that was 

held in Liverpool on 14th April 2016.  It was agreed a request for feedback be presented 

by those members in attendance at the next meeting. 

Action:  Members to provide feedback at the next meeting.  

JHn drew attention to the meeting scheduled to take place on 8th June 2016 at the Select 

Security Halton Stadium in Widnes, Cheshire between the Manchester and North West, 

Merseyside and North Wales Branches and requested feedback be presented at the 

next meeting from those members in attendance.  

Action:  Members to provide feedback at the next meeting.  

4. Regulatory Authority Update 

Discussions took place of the outcome of local CQC inspections. 

5. IOSH Manchester and Northwest Districts Branch Update 

JHn confirmed that matters in relation to the development of a template of instructions 

that is to be issued to Districts and Sections of the Branch of how information contained 

on its web pages is to be structured remains ongoing.  Subsequently, this has affected 

progress regarding the uploading and refreshing of information contained about the 

Section on its web page. 

Action:  JHn to update members on progress at the next meeting 

JHn stated he had received no updates regarding the outcome of discussions presented 

to members at the last meeting of actions taken following his attendance at the Branch 

Communications Workshop.    

Action:  JHn to update members on progress at the next meeting 

JHn reaffirmed the Branch request that Districts and Sections monitor which 

communication methods are successful and those that are not e.g. connect, mailer, 

event web pages etc. by asking members at each meeting and updating the Networks 

Officer, where necessary. 

Action:  Members to provide feedback at the next meeting. 

JHn confirmed he had not received any expressions of interest from members regarding 

attendance at the IOSH Conference, scheduled to take place between the 21st and 22nd 

June 2016 at ExCeL, London.  Members were requested to forward any expressions of 

interest to JHn at the earliest convenience. 



 

Minutes of the Manchester and Northwest Districts Healthcare Services Section 2016-05-13 13     

MANCHESTER AND NORTHWEST DISTRICTS 

HEALTHCARE SERVICES SECTION  
 

Action:  Members to forward any expressions of interest to JHn 

JHn provided members with an update following his attendance at the Branch Executive 

Committee meeting that was held on 23rd April 2016 and outlined the points for 

discussion. 

JHn referred to the work of the ‘culture project’.  This was about an open and honest 

appraisal of the organisational culture within IOSH and of improving its working 

relationships with Branches and their Networks.  He spoke of the three key areas of 

focus for IOSH in terms of its professional development, expanding commercial growth 

and policy, in particular, its acknowledgement that it had failed to engage properly with 

senior executives across business sectors who do not recognise the value of the 

profession or its respective body.  

JHn confirmed that a review of IOSH strategy was in the primary stages of development 

and that all byelaws were being re-examined to ensure they remained fit for purpose. 

JHn relayed concerns expressed regarding the issue of a branch programme in terms of 

its function and costs, in particular should any changes be incurred to the content and 

contact details following publication and of those contact email addresses not working 

properly.  Members were informed that the deadline for submission to the Branch 

programme for next year was the end of September.   

JHn updated members of the concerns expressed by the Treasurer regarding the 

implementation of changes to income and expenditure guidelines in that each Committee 

would be responsible for scrutinising their own expenditure. A strong view was taken by 

the Treasurer that this should remain independently assessed. 

JHn drew attention to the Networks Conference, scheduled to take place on 1st and 2nd 

November 2016 and requested consideration be given regarding representation of the 

Section. 

Action:  Members to provide feedback at the next meeting.  

6. Future topics of interest 

JHn confirmed matters in relation to holding an inventory of stand in guest speakers for 

those experiencing difficulties in the event of any cancellations had been discussed with 

the Branch who requested this be revisited following election of newly appointed Branch 

Executive Committee members. 

Action:  JHn to update members on progress at the next meeting.  
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7. IOSH CPD / IPD programme 

No items were presented for discussion. 

8. Members forum 

Discussions took place amongst members on local health and safety issues. 

9. Any other business 

It was agreed that in the absence of David Sinclair matters regarding health and safety 

training of directors and senior executives would be deferred until the next meeting. 

Action:  DS to update members on progress at the next meeting. 

10. Date and time of next meeting 

Friday 16 September 2016 

Speaker:  David Sinclair, Hempsons Solicitors  

Presentation:  Legal update 

 

 


