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Council of Governors Meeting (to be held in PUBLIC)
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Council of Governor Meeting in PUBLIC  
9 October 2018 at 1.30pm 


Boardroom, Murray Building, James Cook University Hospital 
 
 
 
Present:  
Mr A Downey  Chairman (Chair of the meeting)                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                      
Ms A Hullick  Deputy Chairman 
Mrs M Rutter  Non-executive Director 
Mr R Carter-Ferris  Non-executive Director 
Mr A Clements  Deputy Chief Executive 
Ms A Arundale  Elected governor, Middlesbrough 
Mrs P Auty  Elected governor, Hambleton & Richmondshire 
Mrs A Barron  Appointed governor, Hambleton & Richmondshire CCG 
Ms J Crampton  Elected governor, Hambleton & Richmondshire 
Mr S Finn  Elected governor, staff 
Mr D J Hall  Elected governor, Hambleton & Richmondshire 
Ms B Hewitt  Elected governor, Redcar & Cleveland 
Ms R Hodgson  Elected governor, Middlesbrough 
Mr M Holmes  Elected governor, Hambleton & Richmondshire 
Mr A Jackson  Elected governor, Redcar & Cleveland 
Dr S Jones  Appointed governor, Newcastle University 
Dr A Kasim  Appointed governor, Durham University 
Mr G Lane  Elected governor, Hambleton & Richmondshire 
Ms J Milburn  Elected governor, Middlesbrough 
Ms A Munkley  Elected governor, Middlesbrough 
Mrs C Newton  Elected governor, Middlesbrough 
Cllr L Pallister  Appointed governor, Redcar & Cleveland Council 
Ms A Seward  Elected governor, Rest of England 
Ms T Wedgwood-Jones  Elected governor, Patient and/or Carer 
 


   
In attendance:  
Ms L Hughes  Company Secretary 
Mr S Mason  Director of Finance  
Mrs R Metcalf  Interim Director of Finance  
Mr S Nag   Medical Director, Community Care (item 2018/10/10 only) 
Mrs A Keogh   Corporate Affairs Officer/PA to Chairman 
 
 
Observing: 
Ms N Judge  Observing for Healthwatch  
Ms D Reape   Observing Non-executive Directors  
     (excluding item 2018/10/06 only) 
 
 
 


1.3 







 


2 
 


2018/10/01 
 
 
2018/10/02 
 


Chairman’s opening remarks 
The Chair welcomed everyone to the meeting. 
 
Welcome and Apologies for Absence 
Apologies for absence were received from: 
 
Ms S McArdle  Chief Executive 
Ms A Binks Appointed governor, Teesside University 
Ms J Bracknall Appointed governor, Carer Organisation 
Mr J Broughton Elected governor, staff 
Mr P Crawshaw Appointed governor, Healthwatch 
Cllr C Dickinson Appointed governor, North Yorkshire County Council 
Mrs S Hutchinson Elected governor, Redcar & Cleveland 
Mr J Race MBE Elected governor, Redcar & Cleveland 
Mr E Scollay Appointed governor, Middlesbrough Council 
 
The following Non-executive Directors submitted their apologies: 
 
Mr D Heslop Non-executive Director 
Mr M Ducker Non-executive Director 
Mr J Tompkins Non-executive Director 
 


2018/10/03 
 
 


Declarations of Interest 
There were no interests declared and no interests declared in relation to open 
items on the agenda. 
 


2018/10/04 
 
 
 
 
 
 
 
 
 
2018/10/05 
 


Minutes of Previous Meeting 
In response to Mrs Newton query it was agreed that page 4 of the minutes 


should read an update on Patient Connect at a future Council of 
Governor meeting. 


  
Resolved: i) the minutes of the last meeting held on the 10 July 2018 were 


accepted as an accurate record subject to page 4 should read 
‘an update on Patient Connect at a future Council of Governor 
meeting would be provided’. 


 
Matters Arising  
There were no matters arising in addition to the items included on the agenda. 
 


2018/10/06 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Action Log 
Chairman provided update on action log and ran through each item. 
 
July – Council of Governor 
18/009 – A Keogh to organise tour of Patient Connect on morning session 
Mrs Keogh to organise Patient Connect update for Council of Governor 
meeting on 11 December 2018 instead of a tour. 
 
July – Council of Governor 
18/009 – A Keogh to organise visit for Governors to attend Cancer Wall on 
morning session 
Mrs Keogh to organise Council of Governor meeting to visit Cancer Wall on     
11 December 2018. 
 
July – Council of Governor 
18/013 – Governors to contact A Keogh once nhs.net e-mails activated 
A Keogh confirmed that some Governors were still outstanding to activate their 
nhs.net e-mails.  Chairman requested all Governors take the necessary steps 
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to activate their nhs.net email accounts. 
 
July – Council of Governor 
18/013 – Governors to contact A Keogh if interested in joining the Membership 
& Engagement Committee 
Action Completed – First meeting took place on 13 September 2018. 
 
July – Council of Governor 
18/013 – Deputy Chair to discuss leaflet from Rishi Sunak with Chairman 
Action completed – Chairman confirmed that meeting with Deputy Chair was 
arranged for October 2018. 
 


2018/10/06 
6.1 
 
 
 
6.1.1 
 
 
 
 
 
6.1.2 
 
 
 
 
 
6.1.2.1 
 
 
 
 
 
 
 
 
 
 
6.1.2.2 
 
 
 
 
 
 
 
6.1.2.3 
 
 
 
 
6.1.3 
 
 
 


Chairman’s Report  
The Chairman drew reference to the letter he had provided to Governors in 
advance of the meeting (6 September 2018) covering his duties together with 
access to various sources of information for Governors. 
 
The Chairman reported that Philippa Larkin, Elected Governor for Patient 
and/or Carer had submitted her resignation due to personal reasons.  It was 
noted that the vacancy would be included within the next round of elections.   
 
Ms Reape then left the meeting. 
 
Nomination Committee proposal to appoint Non-executive Director –  
The Chairman reported that an Extra Ordinary Nomination Committee was held 
on 4 October 2018.  He explained that the Senior Independent Director Role 
Description and Chair and Non-executive Director Appointment Information 
booklet had been approved. 
 
The Chairman reminded Governors that the Council of Governors had agreed 
that Debbie Reape would undertake a Non-executive Director Development 
Programme with the aim of her being considered for any future Non-executive 
Director position as and when a vacancy arose. Mrs Maureen Rutter, Senior 
Independent Director provided the Committee with a report on the outcome 
Debbie Reape’s Development Programme which Debbie had completed.  
Governors noted feedback was remarkably positive and complementary.  
Governors agreed that Debbie Reape would be a valuable addition to the 
Board and recommended that Debbis is appointed to the position of Non-
executive Director when a suitable position arose in the near future.   
 
The Chairman explained that the Board of Directors had discussed and agreed 
at its meeting earlier that month to increase the number of Non-executive 
Director seats on the Board which was in line with its Constitution and licence 
conditions.  The Board had noted that Debbie Reape had completed the Non-
executive Director Development Programme and subject to Council of 
Governor approval would support Debbie Reape’s appointment as a Non-
executive Director. 
 
Governors were then asked to endorse the decision of the Council of 
Governors and Board and following consideration they endorsed the decision 
to appoint Debbie Reape as Non-executive Director from 1 November 2018 
(subject to her meeting the Fit and Proper Person requirements). 
 
The Chairman provided an update on the progress made to date on the           
Sir Ian Carruthers review which was noted. He explained that various project 
leads had been agreed to lead workstreams which would support the 
development of a Clinical Strategy between South Tees Hospitals NHS 
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6.1.3.1 
 
 
 
 
6.1.3.2 
 
 
 
 
 
6.1.3.3 
 
 
 
 
 
 
 
 
6.1.3.4 
 
 
 
 
6.1.4 
 
 
 
6.1.5 
 
 
 
 
 
 
 
 
 
6.1.5.1 
 
 
 
6.2 
 
 
 
 
 


Foundation Trust; North Tees and Hartlepool NHS Foundation Trust; and 
County Durham and Darlington NHS Foundation Trust.  The Deputy Chief 
Executive/Medical Director for Urgent & Emergency Care/Friarage was the 
Project lead for collaborative provision of Urgent and Emergency Care 
Services with additional workstreams covering frailty services; stroke services; 
women’s and children’s services; and elective services which initiated 
discussion. 
 
Ms Seward queried if there had been any decision made about a potential 
merger.  In response the Chairman explained that there had been no decision 
made to date but the independent review being carried out by Sir Ian 
Carruthers had been reported in the media. 
 
Mr Lane queried if there would be any benefits realised from merging. In 
response the Chairman explained that before any merger is approved there are 
a number of things that needed to be assessed.  In other NHS mergers that 
had been approved recently these included such things as a clinical case for 
change which assessed the benefits realisation for patients.  
 
Mrs Rutter referred to the role of the Governors in an NHS merger and invited 
the Company Secretary to explain the Governors role further.  Lynn Hughes 
explained that Governors had a key role within the merger process and if a 
decision was made for the Trust to work towards a merger Governors would be 
provided with appropriate training.  She referred to recent NHS mergers when 
Governors had received independent legal advice which helped them to 
understand their role in order that they could fully discharge their statutory 
duties as part of the merger process. 
 
In response to other queries raised by Governors with regards to what the 
Board of Directors organisational form would look like in a merged Trust, the 
Chairman explained if it is decided to work towards a potential merger then at 
that time work would then commence to look at various options. 
 
The Chairman explained that following his meetings with Governors all issues 
raised had either been addressed or would be used to include in future Council 
of Governors meeting agendas. 
 
The Chairman invited the Deputy Chairman to provide an update to Governors 
Electronic Patient Record seminar she had recently attended at the Trust.  Ms 
Hullick, Deputy Chairman reported that she had recently attended an Electronic 
Patient Record seminar at the Trust and work was underway to finalise the 
business case for submission to the Board of  Directors for approval at its 
December 2018 meeting.  Governors were invited to submit their interest in 
joining an Electronic Patient Record Group to Anita Keogh.  Governors 
participation in the Group was aimed would represent the patient’s 
interest/benefit.                          ACTION (Governors) 
 
Cllr Pallister queried if the introduction of the Election Patient Record would 
result in job losses at theTrust.  In response Ms Hullick explained that it was 
anticipated jobs would be lost due to the introduction of the system.  
 
Resolved: i) the Chairman’s report was noted; and 
  ii) Governors approved the recommendation of the Nomination 


Committee to appoint Debbie Reape as Non-Executive Director 
from 1 November 2018 (subject to satisfactory completion of the 
fit and proper person requirements.) 
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2018/10/07 
 
7.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
7.1.1 
 
 
 
 
 
 
7.1.2 
 
 
 
 
 
 
 


Ms Reape returned to the meeting. 
 
Quality, Operational & Financial Performance Report  
 
The Deputy Chief Executive presented the Quality, Operational and Financial 
performance report and drew reference to: 
 


 Accident and Emergency four hour performance reported at 94.57% 
against the 95% target which was a disappointment as usually the 
Centre performed well.  This impacted on the ranking which resulted in 
South Tees Hospitals NHS Foundation Trust falling to 6th in the regional 
ranking.  Deputy Chief Executive confirmed that the Trust was making 
changes to help with the standard which included investment with 
additional staff to help with the pressure. 


 18 week Referral to Treatment (RTT) performance was 89.61% against 
the 92% target.  The Deputy Chief Executive highlighted that it was 
disappointing that the Trust was marginally below the 92% target.  He 
provided an update on the work taking place to drive forward 
improvements to achieve the target which included but not limited to 
implementing the DNA policy with discussions taking place with Primary 
Care.   


 62 Day Cancer Standard performance reported at 83.54% with the 
Trust ranked as fifth out of 11 Trusts.  Deputy Chief Executive 
explained that it should be noted that Tertiary compliance was 48% in 
July and July 54% with South Tees FT at 89.47% and 89.97%.  


 Deputy Chief Executive then drew reference to the Redcar and 
Middlesbrough Heat Map for JCUH A&E attendances from April – July 
2018 which had been provided by the Trust’s Business Intelligence 
Unit.  It had enabled the Trust to look at potential causes for increase in 
performance in order that it can manage future demands.  


 The Clostridium-difficile (Cdiff) position was confirmed at 7 cases in July 
2018 and a further 3 cases in August 2018.  It was noted the Trust was 
ahead of its trajectory target. 


 Falls were reported as the lowest rate in August 2018 since October 
2016 with 4.2 falls per 1000 bed days which was good news. 


 Pressure ulcers.  Excellent work had been carried out with a 35% 
reduction in avoidable Category 3 following targeted work taking place 
across Acute and Community.   


 Patient Experience.  Governors were pleased to note that the Trust had 
achieved the highest domain average for the last 12 months. 


 
Finance - Steven Mason, Director of Finance drew reference to financial 
performance.  It was noted that as at 30 September 2018 the Trust was on 
target.  He explained the position with regards to the control total and 
referred to cost efficiency schemes that were being driven to help meet the 
target.  He highlighted that the Trust would need to break even for the next 
six months which was challenging.  
 
Rachael Metcalf, Director of Human Resources provided an update on 
sickness absence; and starters and leavers: 
 


 Sickness absence - as at August 2018 (409 staff had triggered the 
sickness process.)  Work was ongoing to manage the Trust’s influenza 
programme with the aim of minimising staff absences across the winter 
period. 


 Starters & Leavers - from September 2017 to  August 2018 (the Trust 
had 834 new starters and 1120 leavers.)     







 


6 
 


 
7.2 
 
 
2018/10/08 
8.1 
 
 
 
 
8.2 
 
2018/10/09 
9.1 
 
 
 
 
9.1.2 
 
 
 
 
 
 
9.2 
 
 
 
 
 
 
 
9.3 
 
2018/10/10 
10.1 
 
 
 
 
 
 
 
 
 
 
10.2 
 
 
 
 
2018/10/11 
11.1 
 
 
 


 
Resolved:  the Quality, Operational & Financial Performance Report was 
noted. 
 
Strategic Update 
The remaining slides which had not been covered in the Chairman’s update 
were referred to in the pack.  If Governors had any queries which had not been 
covered during the meeting they were invited to forward any queries to the 
Deputy Chief Executive via Anita Keogh. 
 
Resolved: the Strategic Update was noted.     
 
Membership & Engagement Committee 
Mrs Angela Seward, Lead Governor reported that the first meeting of the 
Membership & Engagement Committee had taken place on the                        
13 September 2018.  The Terms of Reference had been approved and it was 
noted that Governors had approved Mrs Seward as Chair of the Committee.   
 
Member Engagement Services (MES) had been invited to attend the Trust on 
the 15 October 2018 to provide a demonstration on the membership and 
election services they provided.  It was noted that MES supported the majority 
of NHS Foundation Trusts nationally and a number of savings and 
improvements could be made to manage the Trust’s membership and election 
processes. 
 
Mrs Seward, Lead Governor also provided an update on Governor involvement 
since the last Council of Governor meeting which included: 
 


 Smoke Free Group held on 13 September 2018 


 Clinical Steering Group held on 24 September 2018 


 Governor Drop in Sessions held on 25 July 2018, 30 August 2018 and 
27 September 2018. 


 
Resolved: the Membership and Engagement Committee update was noted. 
 
Presentation from Sath Nag – Community Care, centre update 
Dr Nag presented the Community Care Centre update and highlighted the 
specific areas covered within the Community Centre: 


- Gynaecology/IVF 
- Obstetrics 
- Community Hospitals 
- Palliative Care 
- Care of the Older person 
- General Medicine 
- Paediatrics 
- Neonatology 


 
Governors thanked Dr Nag for attending the meeting that day which they found 
extremely interesting and informative.  In response to Mr Holmes’ query it was 
agreed that a copy of the presentation would be shared with Governors 
following the meeting.      ACTION (A Keogh) 
 
Questions for Members of the Board 
No additional questions were raised in addition to those covered throughout the 
meeting. 
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2018/10/12 
12.1 
 
 
 
 
 
 
12.1.1 
 
 
 
 
 
12.2 
 
 
 
 
 
12.3 
 
 
 
 
 
 
 
12.4 
 
 
 
12.5 
 
 
 
 
 
 
 
12.6 
 
 
 
2018/10/13 
13.1 
 
 
2018/10/14 
 
 
2018/10/15 


Any Other Business 
Friarage Hospital Northallerton - The Chairman provided an update on the 
Friarage Hospital Northallerton Working Group which had met on the 8 October 
2018.  He confirmed that the Board of Directors had approved the preferred 
clinical model which had been submitted to the Trust’s commissioners 
(Hambleton and Richmondshire CCG) who had a responsibility to lead on the 
consultation exercise. 
 
The Deputy Chief Executive drew reference to the consultation exercise and 
the urgency of it commencing in order that it is not paused due to the purdah 
period.  He explained that a meeting had been arranged to take place between 
the Chief Executive, Rishi Sunak MP and him on 12 October 2018 to provide 
Mr Sunak with an update on the current position. 
 
Admin Review – the Chairman provided an update on the current admin 
review and the progress made to date to address the backlog of clinic letters.  
Mrs Metcalf explained that it was anticipated that the backlog would reduce to 
target levels with the work in place which was being closely monitored and 
managed. 
 
Smoke Free Site - Cllr Pallister queried the Trust’s No Smoking policy.  In 
response Mrs Seward explained that the Smoke Free Group had received 
regular updates on the Trust’s No Smoking on the Trust’s premises.  Mr Kevin 
Oxley, Director of Estates, ICT and Health Records was the lead Director.  
Following discussion it was agreed contact details would be provided to         
Cllr Pallister in order that she can be updated on the Trust’s No Smoking site 
position.                          ACTION (A Seward) 
  
Trust Visiting Times – the Chairman drew reference to a recent addition of 
the Trust’s Talking Point magazine which reported on the revised visiting times 
which had extended times each day.   
 
McMillan Cancer Centre Friarage Hospital Northallerton – the Chairman 
reported that the official opening of the Centre was planned to take place on     
11 December 2018.  The official opening was being arranged by McMillan 
Cancer and it was noted that those invited to attend the opening would be 
limited.  However, prior to the official opening Governors would have the 
opportunity to view the Centre and the dates for Governors would be provided 
to Governors in the next couple of weeks.                           ACTION (A Keogh) 
 
Consultant Anaesthetists – In response to Ms Crampton query the Deputy 
Chief Executive confirmed that the Trust had managed to fill some of its current 
Consultant Anaesthetist vacancies with four anaesthetists appointed to date. 
 
Evaluation of Meeting 
It was noted that the meeting had proved productive, providing Governors with 
up to date information on strategic and operational performance. 
 
Future meeting dates 
Governors noted the dates of future meetings for their diaries. 
 
Time and Date of Next Meeting 
The next meeting of the Council of Governors is scheduled for Tuesday,          
11 December 2018 from 1.30pm.  


 






image3.emf
1.5 Action Log -  CoG.pdf


1.5 Action Log - CoG.pdf


Date of Meeting Minute no Item Action Lead Due Date Comments


Status                             


(Open or Completed)


10.07.2018 18/009 Chief Executive Report Anita Keogh to organise tour of Patient 


Connect on morning session


Anita Keogh 11.12.2018 Agreed at CoG meeting 9 October 


2018 that this would be added as 


an agenda item instead of an 


organised tour.  Completed 


included on agenda


Completed


10.07.2018 18/009 Chief Executive Report Anita Keogh to organise visit for 


Governors to Cancer Wall on morning 


session


Anita Keogh 30.03.2019 Due to the CoG meeting needing 


to be held at FHN this item will be 


deferred to the next CoG meeting 


in March 2019 


Open


10.07.2018 18/013 AOB - nhs.net emails Governors to contact Anita Keogh once 


nhs.net  emails activated


Anita Keogh 11.12.2018 Update to be provided at meeting Open


9.10.2018 2018/10/6.15 Electronic Patient Records 


Group


Governors were invited to submit their 


interest in joining an Electronic Patient 


Record Group to Anita Keogh.  


Governors participation in the Group 


was aimed would represent the 


patient’s interest/benefit.  


Governors 11.12.2018 Completed.  Governors interest 


has been forwarded to Andrew 


Adair who will provide Anita 


Keogh with dates of meetings for 


Governors going forward.


Completed


9.10.2018 2018/10/10.2 Presentation from Sath Nag –


Community Care, centre update


agreed that a copy of the presentation 


would be shared with Governors 


following the meeting


Anita Keogh 11.12.2018 Completed - presentation 


emailed to Governors


Completed


9.10.2018 2018/10/12.3 Any Other Business - Smoke


Free Site 


agreed contact details would be 


provided to         Cllr Pallister in order 


that she can be updated on the Trust’s 


No Smoking site position


Angela Seward/Anita 


Keogh


11.12.2018 Completed  Completed


9.10.2018 2018/10/12.5 McMillan Cancer Centre 


Friarage Hospital Northallerton 


prior to the official opening Governors 


would have the opportunity to view 


the Centre and the dates for Governors 


would be provided to Governors in the 


next couple of weeks


Anita Keogh 11.12.2018 Completed  Completed  


Council of Governors Action Log (meeting held in Public)
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Chairman:  Alan Downey  Chief Executive: Siobhan McArdle 
 


1.6 
 


 
 


Chairman’s Office 
 The Murray Building 


The James Cook University Hospital 
Marton Road 


Middlesbrough, TS4 3BW 
Tel: 01642 854151 


Web-site: www.southtees.nhs.uk 


 
AD/AK/LET022 
 
20 November 2018 
 
 
Council of Governors 
 
 
 
Dear Governors, 
 
I hope you have all received my email about the change of venue for our next meeting on 11th 
December 2018. I can confirm that it will take place at 2.30pm in the Boardroom at the Friarage, on 
the same day as the official opening of the Sir Robert Ogden Macmillan Centre. 
 
The Council of Governors 
As always, the Trust has been very busy since our last meeting, and there will be plenty for us to 
discuss. In addition to a report on Trust financial and operational performance, we will have 
updates on the forthcoming CQC inspection and our plans for dealing with winter pressures. 
Siobhan will confirm the recent changes to the composition of the Trust Board, including the 
appointment of Professor Andrew Owens as a voting Executive Member and of Debbie Reape as a 
Non-Executive Director. We will also have a presentation from one of our nominated Governors, 
Julia Bracknall, Chief Executive of Carers Together. 
 
Trust Performance 
I am glad to be able to report that the Trust’s financial performance at the half-year point was in 
line with budget, meaning that we are still on course to hit our control total. I would like to pay 
tribute to Siobhan and her whole executive team for getting us to this position which has involved 
the implementation of a very substantial productivity and efficiency programme. There are still a 
number of risks to achievement of the control total, so there is no question of any let-up in the 
remainder of the year. 
 
As I reported last time, we are facing demand pressures this year as well as an ongoing financial 
challenge, and it will not be easy for us to hit all of our performance targets, particularly those that 
relate to specialist and planned work. I commend the efforts that are in progress to reduce waiting 
lists and ensure that we deliver care which is timely as well as meeting the highest clinical 
standards.  
 
Visits and meetings 
The most notable meetings in the last few months have been those involving Sir Ian Carruthers 
(who is working with us on the configuration of acute services across the Tees Valley) and Ian 
Dalton, Chief Executive of NHS Improvement. Their support has been extremely helpful. I will 
provide an update when we meet on 11th December. 
 
Useful information 
I attach a recent report from NHS Providers entitled ‘Collaborate Working: tackling governance 
challenges in practice’ and a joint report on the healthcare workforce by the Health Foundation, the 
King’s Fund and the Nuffield Trust. I hope you will find them interesting and informative. 



http://www.southtees.nhs.uk/





Chairman:  Alan Downey  Chief Executive: Siobhan McArdle 
 


 
 
 
 
In signing off, I have to declare there is a chance I may miss our meeting on 11th December, 
because Katie, my wife, and I are expecting the birth of our child on that date. I am grateful to 
Amanda Hullick, who is ready to stand in for me, if necessary. These things rarely go to schedule, 
however, so there is a good chance I will be there! 
 
Yours sincerely 


 
Alan Downey 
Chairman 
South Tees Hospitals NHS Foundation Trust 
 
Enc 


 
 
A brief outline of the different organisations referred to in this and previous letters. 
 
Sustainability and Transformation Partnership (STP) 
Below is a link to a website that gives more detail on STPs 
 
https://www.england.nhs.uk/stps/ 
 
NHS Improvement  (NHSI) - NHS Improvement is the operational name for the organisation that 
brought together: 
 


 Monitor 


 NHS Trust Development Authority 


 Patient Safety   


 Advancing Change  


 Intensive Support Teams 
 
NHSI is responsible for overseeing foundation trusts and NHS trusts, as well as independent 
providers which provide NHS-funded care. By holding providers to account and, where necessary, 
intervening, it helps the NHS to meet its short-term challenges and secure its future.  
 
NHS England (NHSE) - NHS England leads the National Health Service (NHS) in England. It sets 
the priorities and direction of the NHS and encourages and informs the national debate to improve 
health and care. 
 
A lot of NHSE’s work involves the commissioning of healthcare services in England. It 
commissions the contracts for GPs, pharmacists, and dentists and supports local health services 
that are led by groups of GPs called Clinical Commissioning Groups (CCGs). CCGs plan and pay 
for local services such as hospitals and ambulance services. 
 
NHS Providers -  NHS Providers is the membership organisation and trade association for NHS 
acute, ambulance, community and mental health services that treat patients and service users in 
the NHS. It helps those foundation trusts and trusts to deliver high quality, patient-focused care by 
enabling them to learn from each other, acting as their public voice and helping shape the system 
in which they operate. 
 
Clinical Commissioning Group (CCG) – CCGs commission most of the hospital and community 
NHS services in the local areas for which they are responsible. Commissioning involves deciding 
what services are needed for local populations and ensuring that they are provided. 
 
 



https://www.england.nhs.uk/stps/

https://www.england.nhs.uk/patientsafety/

http://www.nhsimas.nhs.uk/ist/

https://www.england.nhs.uk/commissioning





Chairman:  Alan Downey  Chief Executive: Siobhan McArdle 
 


 
 
 
 
 
CCGs are assured by NHE England, which retains responsibility for commissioning primary care 
services, such as GP and dental services, as well as some specialised hospital services. Many GP 
services are now co-commissioned with CCGs. All GP practices now belong to a CCG, but CCGs 
also include other health professionals, such as nurses. 
 
Services CCGs commission include: 
 


 Most planned hospital care 


 Rehabilitative care 


 Urgent and emergency care 


 Most community health services 


 Mental health and learning disability services. 
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In recent years there has been a wholesale shift in the national policy focus, from promoting 
competition between provider organisations within a purchaser/provider split, to a clear 
expectation that local health and care organisations collaborate to make best use of public 
funding and accelerate the integration of services for patients.


There is no doubt that constructive relationships between partner organisations are 
fundamental to delivering the aspirations of system working. This publication seeks 
to support provider boards and their partners in identifying what the most important 
considerations are when developing new governance mechanisms to underpin those 
relationships. It sets out some of the factors for provider boards to consider as they progress 
on this journey of collaboration and captures a range of emerging practice from the 
frontline. 


We don’t pretend that this publication holds all the answers, but we hope it will make a 
valuable contribution to discussions on how best to develop robust mechanisms in support 
of system working.


This is a fast-paced environment, however the case studies were correct at the time of 
writing. I would particularly like to thank our contributors:


●● Daniel Scheffer, joint company secretary, Cumbria Partnership NHS Foundation Trust and 
North Cumbria University Hospitals NHS Trust, and colleagues from the North Cumbria 
Health and Care System


●● Julie Pearce, chief operating officer, Dorset County Hospital Foundation Trust, and 
colleagues from the Dorset Integrated Care System


●● Rob Webster, chief executive lead for West Yorkshire and Harrogate Health and Care 
Partnership


●● Karen Coleman, communication and engagement manager, West Yorkshire and 
Harrogate Health and Care Partnership


●● Alan Foster, Cumbria and North East STP lead, accountable officer, North Tees and 
Hartlepool NHS Foundation Trust


●● Kathryn Stuart, associate researcher and trainer.


Saffron Cordery
Deputy Chief Executive
NHS Providers


FOREWORD
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With the impetus towards collaboration and integration from the national bodies, driven 
by sustainability and transformation partnerships (STPs) and integrated care systems (ICSs), 
system working is presenting providers and the wider health and care sector with new and 
challenging questions around how to effectively build relationships and work together at a 
local level to deliver joined up, higher-quality care for local communities.


The policy drive for integration is progressing at pace and in the absence of a legal basis 
for STPs and ICSs, providers and other organisations in the health sector face a number 
of operational, financial and governance challenges when choosing how to develop a 
local health and care system that works for the populations they serve. From navigating 
the revision of the purchaser/provider split in the context of system working, to working 
with multiple organisations across a footprint to develop a common vision for a shared 
population, the challenges and opportunities of cross-system working are significant.


The world of board-led governance and the emergence of collaborative ways of working in 
the context of STPs and ICSs may at first seem incompatible. It is certainly true that within 
a legislative and regulatory system set up for individual, competitive organisations, the 
prospect of system working raises a different set of organisational risks for provider boards 
and their partners, to identify, consider and manage.


However, establishing strong working relationships between leaders across local systems 
is key to progressing. This endeavour needs to be underpinned by strong corporate 
governance within individual organisations to ensure boards continue to identify and 
manage risk in the new world of integration.


This publication, sets out a series of case studies. From bringing together shared leadership 
teams across traditional organisational boundaries in Dorset, taking new approaches 
to streamlining governance in North Cumbria and investing in a clear, system-wide 
engagement strategy in West Yorkshire and Harrogate Health and Care Partnership. It is clear 
that there are a range of answers to a complex question. We hope this publication is helpful 
in showcasing emerging practice.


1INTRODUCTION 
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Risk and corporate governance in the context  
of collaboration
The combination of system-wide stress and radical change currently being experienced 
within the NHS is likely to give rise to new risks, some of which may be much more difficult 
to identify, manage and mitigate than usual. Traditionally, the prudent response from boards 
of directors to periods of exceptional risk would be to review its appetite for risk, to keep a 
close eye on the exercise of delegations by executives and perhaps increase the number 
and scope of decisions that the board reserves to itself. However, given the need for new 
partnership arrangements to facilitate system working and more integrated care, the trend in 
the NHS is in the opposite direction, with the use of delegation becoming more common. 


A central question for boards of directors is therefore, how do we facilitate streamlined 
decision making, while exercising proper oversight of the executives who will be making 
decisions at system level? Most good executives will make good decisions most of the 
time. However, things do not always go well. While we accept that collaboration can only 
be based on constructive working relationships, we also know that there is a tendency of 
individuals from similar backgrounds, with similar life experiences to think the same way and 
act accordingly. Regardless of individuals’ intentions, this level of ‘group think’ can lead to 
decisions being made without adequate challenge or identification of risk. 


Since risk is by definition uncertainty of outcome and since boards will be held to account 
if things go wrong, they will wish to exercise a prudent degree of control and continue to 
seek proper assurance that risk is being properly managed. There is a continued need for 
boards to exercise good corporate governance, including within the wider context of system 
working and in relation to system decisions.


Corporate governance can be equated with bureaucracy or seen as an excuse for not 
making progress on local, collaborative arrangements, but good corporate governance 
should be neither of those things. It is the process by which boards of directors direct and 
control their organisations so that risk is managed successfully, including with regard to 
collaborative ventures, how strategy is delivered and renewed and how corporate culture 
is shaped. A key element of good corporate governance is boardroom challenge. Linked 
to this is the need for boards to seek assurance - solid evidence that risk is being properly 
identified and managed. In short, while corporate governance is not a guarantor of 
corporate success, its absence is a key feature of corporate failure.


Were it possible to deliver corporate governance at system-level, it is likely that it would be 
very high on the national agenda because it is a proven method of exercising prudent and 
effective control. However, corporate governance requires the existence of boards made 
up of executive and non-executive directors with legal powers to make decisions. The 
partnerships currently being formed to provide system leadership derive their legitimacy 
from their component organisations, cannot be board-led and have no formal decision-
making powers in law. They are typically groups of executive directors. They depend on 


1
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pre- and post-authorisation from their constituent organisations to make decisions, on 
delegations given to executive directors and on committees in common. Each of these 
brings with it areas of risk which are made more difficult to manage by the absence of 
system-level corporate governance. It is in this context that systems have been developing 
their own governance infrastructures and ways of working.


Principles for system working 
There are some common principles that boards could adopt to ensure that the risk inherent 
in system-wide working are identified and managed for the benefit of their populations. 
Some suggested principles are set out below:


●● Directors and boards need to prioritise the best interests of patients and the public 
across the system’s catchment area, rather than thinking about the interests of the 
system infrastructure or the narrower interests of their trust.


●● The envelope for delegations needs to be carefully defined. It should include the 
right to make decisions that accord with trust strategy, policy and culture, accord with the 
agreed system strategy, will not destabilise the trust financially and will not bring the trust 
into disrepute.


●● Boards need to consider what classes of decision they will continue to reserve 
for themselves. If boards across the system can reach an agreement on decisions they 
choose not to delegate, but reserve to themselves, all the better, but it is not essential.


●● Boards need to work within the system with colleagues to reconcile top-down 
decision making with staff engagement programmes from the frontline. This is 
particularly important in managing change involving job and organisation design. It 
should not be an insurmountable process since strategy development needs to be 
simultaneously top down and bottom up so the staff are brought along with strategy as 
it emerges, can shape its development, and own and deliver any change.


●● Boards should be clear with one another that while they will endeavour not to 
overturn decisions made under delegation at system levels, they reserve the right 
to do so. However, they will inform partner organisations at the earliest opportunity if 
this seems likely to happen.


●● Boards should extend their risk management systems to incorporate system-
wide risk. The system itself should also develop a risk management system that allows 
individual boards to escalate and de-escalate risk within the system.


●● Boards should re-examine how they will obtain assurance on system-wide risk 
and decide what actions they will take in the absence of such assurance or if there are 
concerns about the quality of assurance.


●● Boards should introduce a process of informal call overs (meetings on an informal 
basis) between non-executive directors/chairs and executives so that potential 
decisions can be challenged on an ad hoc basis prior to being taken.


●● Boards should consider retrospectively decisions taken under delegation, examine 
the risk and look for assurance that it is being mitigated, and if necessary take steps 


1
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to amend their decisions.


●● The guiding principle for everyone should be: doubt is your friend, if in doubt, 
don’t suppress it, act on it for the good of the trust, patients and the wider system.


Points to remember
When making decisions at system-level there are a number of issues that participants need 
to be aware of to ensure that decisions have actually been taken and that they are lawful.


●● System boards. These are typically groups of chief executives or executive directors 
operating under delegated authority. Many such groups operate a majority voting 
system, but care must be taken if the minority wish to accept the decision of the majority. 
When voting as such a group, the participant is using their delegation to either agree or 
not agree to something. The fact that a majority may have voted for something different 
does not alter the delegated decision. For example, the majority in a group vote to 
consolidate a service on a single site. If you have voted against, your organisation remains 
committed not to consolidate on a single site and the views of the majority have no 
effect on that decision. If you wish to go along with the majority you must change your 
vote and the exercise of your delegation.


If the legality of a decision is challenged or in the event something goes badly wrong, 
it should not make much difference to the general discourse at meetings or alter 
circumstances where decisions are reached through consensus, but it should mean that 
care is taken to both reach a decision and to record it as such.


●● Abstention. Anyone acting under delegation that abstains or does not cast a vote has 
decided not to make a decision and, notwithstanding the views of the majority, that 
decision holds unless the individual chooses to change it as described above.


●● Delegation to non-executive directors (NEDs): NHS foundation trusts may only 
delegate to executive directors and to committees consisting of directors. This means 
that legally, individual foundation trust NEDs operating at system-level are doing so 
as individuals and have no powers to bind their organisation. This problem may be 
overcome by two or more NEDs representing a foundation trust as a committee with 
delegations from the board.


●● Committees in common. Committees in common are individual committees of the 
constituent organisations acting under delegation that happen to be meeting to discuss 
the same agenda in the same room at the same time. Each separate committee will make 
its own decision. Once again, the vote of the majority does not alter the decision made 
by any individual committee unless that committee decides to change its decision.


The law stipulates that NHS foundation trusts can delegate only to executive directors or 
committees consisting of directors would seem to imply that foundation trusts cannot 
have committees consisting of one person.


1
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Emerging systems are bringing together organisations that have traditionally worked 
separately. A culture of transparency can help to bring together partners in a system to 
begin working across historical boundaries and commit to finding collaborative solutions to 
system-wide problems.  


Collaboration across traditional boundaries in 
Dorset integrated care system
 


Context
Dorset ICS was one of the eight first wave ICSs. The origins of the draft operational plan for 
2018/19 lie in the Dorset CCG clinical services review which began in 2014 and concluded 


2


Together, we have a successful track record and strong commitment to collaborative 
working across our organisations, so that we act as one integrated system. This has been 
fundamental to our ability to build a plan of this scale and ambition – and puts us in an 
excellent position to deliver it.
Our Dorset STP


COLLABORATION ACROSS 
TRADITIONAL BOUNDARIES


Area covered


Population


NHS budget
(or system control total)


Key partners


Dorset


Approximately 800,000


£1.175.5m (2018/19)


•	 1 CCG


•	 1 ambulance trust


•	 1 mental health and community trust


•	 3 acute trusts (2 of which are on a path to merger)


•	 5 GP Federations


•	 1 county council


•	 2 unitary authorities
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with a major public consultation. That review provided the backdrop to system-working and 
helped to reinforce a growing, collective acknowledgement of the need for partners to work 
more closely together. It also initiated a culture aimed at seeking systemic problem fixes 
across organisations and moving away from siloed working. A blueprint and subsequent 
plans were developed as a result of the review which evolved into the STP for Dorset, 
formulated under the branding of Our Dorset.


The current operational plan acknowledges the growth and development of the system 
and the partners’ track record of collaborative working, and, crucially, acts as an umbrella 
for individual providers’ operational plans and for the CCG’s operational plan and 
commissioning intentions. 


A memorandum of understanding (MoU), commenced in 2017, setting out how the 
partnership of local healthcare and local authority organisations would work together for 
two years, providing joint leadership to help integrate services and funding to transform care. 
The MoU is now (2018/19) in its second year underpinned by a block contract agreement 
between commissioners and providers. Governance arrangements are in place via the senior 
leadership team to monitor the MoU (see diagram). 


Collaborative working is also underpinned by a shared understanding that the financial 
settlement for health and social care in the area is challenging. Committing to getting best 
value from collective resource sits at the heart of the MoU and the longer-term financial 
strategy for the system is dependent on key partners across commissioning and provision 
working together.


The system is working towards an open-book approach which means that organisations in 
the partnership now better understand, and are more willing to address system-wide issues 
for the benefit of the local population. 


A great achievement for the last financial year (2017/18) was that Dorset met its system 
control total, a challenge given its sustainability fund allocation and the challenges 
inherent in moving finances around the different providers. There have been changes in 
the behaviours of the organisations within the system which have allowed this to happen. 
Much of this change has been facilitated by the operations and finance reference group (see 
diagram) which has been able to optimise finances and consequently performance for the 
whole system. 


A more collaborative culture has also opened up shared access for partners to IT and 
business intelligence teams. The Dorset care record is an essential part of the system’s 
forward plan and will be a key enabler for system-working.


Governance 
The system governance arrangements are illustrated in the diagram below and recognise 
that each organisation has its own direct part to play in the delivery of our system-wide plan, 
within its own existing governance structures. 


This structure has evolved from the Better Together programme and was taken forward by 


2
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the system leadership team (SLT) made up of senior responsible officers from constituent 
organisations, both health and local authority with terms of reference setting out 
responsibilities. Representatives from NHS England and NHS Improvement are also invited 
attendees of the SLT. The partners have set up a system partnership board made up of chairs 
and local authority elected members, alongside the senior responsible officers, to support 
the SLT in delivering the sustainability and transformation plan. 


This new framework of governance at a system-level is not without its challenges. The legal 
framework created by the Care Act 2012 still focuses on individual organisational sovereignty 
and accountability. This backdrop at times brings challenges when trying to make system 
orientated decisions that may have an adverse impact on a single organisation. 


Importantly a clinical reference group examines the quality impact of any proposed service 
changes or financial decisions agreed at the system-level. The operations and finance 
reference group has proven important in supporting the system to optimise its finances and 
consequently performance.


Monitoring performance 
Plans are drawn up and ongoing for the following programmes of work:


●● prevention at scale including self-care and prevention, mental health and implementing 
right care


●● integrated community and primary care services including integrated hubs, transforming 
general practice, mental health and learning disability services 


●● one acute network of services including acute reconfiguration, cancer services, maternity 
and paediatrics, urgent care, collaborative elective care pathway design and clinical 
networks 


●● enabling delivery including leading and working differently and the deveopment of a 
digitally-enabled Dorset (shared records). 


Dorset ICS has a robust approach to performance management across the system as follows: 


●● monthly performance reports on delivery of the joint collaborative agreement to 
operations and finance reference group


●● monthly performance reports to SLT


●● joint quality and performance contract meetings in place with providers. 


Each organisation continues to manage and monitor performance within their existing 
structures in line with regulatory requirements.


2
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How does the system work together to transform 
and improve services? 
Commissioning staff and those working within provider units are now working much more 
closely together to give rise to change. The roles of all staff involved in the transformation 
process have become more blurred.


Collaboration involving the commissioner, current providers and other stakeholders will take 
place using a collaborative problem-solving model. The model assists the partners around 
the table in working out what is best for patients, most efficient and of sufficient quality for 
the area. This work involves pooling information, health intelligence and the scoping of the 
needs of services going forward, and ensuring all partners with relevant expertise contribute 
directly to producing service specifications. While quality of care is top of mind, part of the 
strength of the partnership is the open-book approach which provides transparency and a 
shared realism about what is affordable. 


2
STP delivery governance 
(organisational governance remains in place - 
this diagram shows the groups and interactions
for transformation programme management)
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Any services being commissioned by the CCG will still go out to tender as normal with all 
interested parties having access to the same level of information as local partners. 


Further information on the vision for Dorset is available at: www.dorsetsvision.nhs.uk


It is not all plain sailing…
One of Dorset’s strengths is a sense of self awareness across the partnership. Colleagues from 
the ICS summarised their learning as follows: 


●● Opportunities to improve the health and wellbeing of the Dorset population must ‘trump’ 
the interests of individual organisations.


●● Behaviours speak louder than words. Partners should keep asking the question, am I part 
of the problem?


●● Making change happen means prioritising staff engagement and facilitating teams to 
work together.


●● The balance of power across the system depends on the willingness of everyone to let 
go and to compromise at times which is a difficult thing to do. There is a need to trust 
people, be open and take some risks.


●● The languages of health and care are different and it is important to get to a shared 
understanding of what the system is trying to achieve across key partners, particularly 
local government and social care.


●● Gaining a better understanding of each other’s pressures and challenges is an essential 
start to building relationships of trust and working together effectively.


●● Primary care is seen as key to collaborative working.


●● Learning and evaluation has been vital in ensuring there is always quality improvement 
for patients.


 


2
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Simplicity of organisational form often leads providers to conclude that either a merger or 
acquisition is the best way to streamline governance arrangements within a system under 
a single board. However, such arrangements do not have to happen as a ‘big bang’, nor do 
improvements to services for the public need to be put on hold pending organisational 
change. In North Cumbria there has been an evolutionary approach to change.  


Provider collaboration in North Cumbria Health 
and Care system


●●


3


One of the most rapidly improving systems in England.


Matthew Swindells, national director of operations and information, NHS England


PROVIDER COLLABORATION 


Area covered


Population


NHS budget
(or System Control Total)


Key partners


West, north and east Cumbria (divided into 8 
communities (ICCs), which will work as a team to 
support local people


Approximately 327,000


Approximately £420m


•	 1 coterminous CCG


•	 GP federations


•	 GP out-of-hours providers


•	 Primary care


•	 1 County Council


•	 1 acute NHS trust working collaboratively with 1 
community and mental health foundation trust


•	 Other community providers


•	 1 ambulance trust


•	 Third sector and community groups
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The context 
Following a prolonged period with the acute organisation in special measures, and the 
area under national intervention from the ‘success regime,’ health and care leaders in North 
Cumbria celebrated an impressive step forwards when the area became a second wave ICS 
in May 2018.
 
Since coming together, the North Cumbria health and care system (the partnership) has 
been firmly focused on adopting a more preventative approach to support the health and 
wellbeing of its population. The partnership has benefited from the stable yet dynamic 
leadership of a chief executive in public service. The partnership leadership specialises in 
turnaround reconfiguration, and partnership working has been crucial to this. The system-
wide partnership has also, interestingly, been underpinned by the development of a close 
collaboration between the two trusts who have agreed to formally join together in  
April 2019.  


A slow journey to merger
In order to improve and integrate care for patients, and make best use of collective 
resources the two trusts, Cumbria Partnership NHS Foundation Trust (CPFT) and North 
Cumbria University Hospitals NHS Trust (NCUHT) decided early on to develop an evolving 
collaboration, rather than to seek a formal merger as their starting point. They developed a 
joint executive team while retaining the sovereignty of both organisations. 


The main opportunities driving the trusts’ collaboration are to:


●● align and focus decision-making on a population health management approach


●● agree priorities for the system balancing a focus on the highest priority needs across local 
communities, with ensuring appropriate care is available for all


●● develop person-centred health and care services on the basis of clinical input and 
evidence 


●● use board members’ expertise and capacity more effectively


●● consolidate processes, share back-office services and support a system-wide  
workforce plan


●● drive greater efficiency and cost reduction.


3
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3
Date


January 2017


March 2017


September 2017


November 2017


March 2018


December 2017


January 2018


March 2018


June 2017


The boards agreed in principle to integrated leadership, 
accountability and governance, including shared system  
leadership roles


The boards approve an MoU which provided the basis of working 
together and governance structure to enable group and common 
decision-making structures 


The boards approved the establishment of a joint executive 
management team and transitional executive management 
arrangements with the aim of supporting closer collaboration and 
joint working  


Joint board development session is held to consider governance 
proposals  


Board governance and leadership – common chairing protocol 
established 


Discussion paper on governance and leadership arrangements is 
taken to the boards  


A board paper asks the boards of directors to consider moving to 
a single joint board model and single board meetings from 1 April 
2018. In addition:


	 •	 establishment of  committees in common across the two trusts


	 •	 support the recruitment of joint executive and non-executive 
directors between the two trusts 


	 •	 agreement about the remuneration for joint NEDs  


The revised MoU is approved and the boards agree to:


	 •	 an aligned decision-making model in which board meetings of 
each trust are held at the same time and in the same location, 
with common agenda items where appropriate


	 •	 establish arrangements whereby board-level committees 
across the two trusts are held at the same time and in the same 
location, with common agendas where appropriate


	 •	 the exception is the audit and risk committees which have 
remained separate


	 •	 a team of three joint administrators has enabled all 
documentation and minutes to be produced professionally and 
with regards to the reporting needs of both trusts  


Following discussions with the council of governors, the boards 
approved the appointment of a joint chief executive  


Action and proposals taken to the two boards


The governance arrangements between the two trusts have developed as follows, starting 
over a year and a half ago: 
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What has changed?
A six-month evaluation of the collaboration between the trusts concluded the  
following points:


●● The changes within the two organisations have helped facilitate a feeling of an equal 
partnership which within a short period of time, had broken down barriers that had 
existed in the system for a number of years. The trusts now need to develop a shared 
sense of identity underpinned by culture and values, as they approach merger.


●● Foundations have been put in place for corporate governance arrangements which are 
enabling aligned decision making. The move to a single executive management team 
has been positive in breaking down barriers and creating a sense of purpose especially 
within integrated support services areas.


●● The implementation of integrated care communities (ICC) was recognised as 
fundamental to the delivery of a population health model. There is a sense of board 
members in both trusts being more outward looking and improving their collective 
understanding of a fuller range of health and care services across physical and 
mental health.


●● The appointment of a health partnerships officer funded by the NHS and hosted by 
Council for Voluntary Services Cumbria to build stronger relationships and sustainable 
connections between health and the third sector at all levels, with an emphasis on 
strategic developments and at an ICC level.


●● The establishment of the system risk share agreement is evidence that partners are 
working collaboratively to resolve long-standing issues. While recognising the national 
and local financial position, leaders felt that there was a real opportunity to release funds 
and transform the activity flow between acute and community services.


3
Joint Chief Executive
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●● There is a real sense of immediate improvement in the development of workforce 
planning. This follows the joining together of recruitment arrangements between 
the trusts and includes successful international campaigns, joined up approach to 
partnership arrangements with universities and a reduction in agency costs. There have 
also been improvements in the staff survey results.


●● Improving the quality, safety and outcomes of care provided by the trusts remains central. 
Joint working has resulted in the development of joint pathways of care which will 
deliver benefits to patients in the near future. 


Key governance considerations
●● Board/committee members are accountable and responsible for the discharge of their 


duties and powers as board/committee members. They are, however, acting on behalf 
of their organisation and therefore would not be personally liable for any decision taken 
as long as there was no bad faith, illegal conduct etc. Such liability would rest with their 
organisation.


●● As CPFT and NCUHT are two separate organisations and have, to date, opted for an 
aligned structure, each organisation or committee needs to be free to make its  
own decisions.


●● The respective audit and risk committees at the two trusts have not been brought 
together as yet. This is partly because the two trusts use different auditors but it has also 
ensured that each committee can provide scrutiny on how joint arrangements  
are working.


●● Not everything will work immediately so it is important to have a mechanism to quickly 
agree how to resolve conflicts and ‘fix things’.


●● Non-board/committee members need to be noted ‘in attendance’ at the other board/
committee meeting in the minutes. Minutes should reflect the debate and discussion 
leading up to a decision (and therefore can refer to any issue/comment raised by non-
committee members in that discussion in the usual way), followed by the final decision 
taken by the board/committee members. 


●● There is no issue if a board/committee decides to take on board views expressed by non-
board/committee members in making its decision – as above, that was the reason that 
we sought to hold aligned committees. However, as part of the corporate governance 
administration audit trail, board/committee members are clear as to the reasons for their 
decisions (and document that as part of the minutes).


●● Non-board/committee members are not accountable for or responsible for board/
committees of which they are not a member, although in the interests of good 
administration and in line with the collaborative relationship to be established between 
the organisations, non-board/committee members would still be expected to discharge 
their roles properly.


3
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Change is often very difficult to accept, even when the reasons for change are evident. For 
the NHS, change is particularly difficult given strong public affection for existing institutions. 
ICSs need to work with their populations and this is reflected in the significant investment 
that many have made in engagement. In West Yorkshire and Harrogate, engagement has 
been at the centre of their approach to change.


4


We are committed to meaningful conversations with people, on the right issues at the 
right time. We believe that this approach informs the ambitions of our partnership - to 
work in an open and transparent way with communities.
Ian Holmes, director, West Yorkshire and Harrogate Health and Care Partnership


INVESTING IN ENGAGEMENT


ICS area


Population


NHS budget
(or system control total)


Key partners


West Yorkshire and Harrogate


2.6m


Around £5bn of health and social care funding


•	 9 clinical commissioning grous (CCGs)


•	 GP federations


•	 GP out-of-hours providers


•	 8 acute trusts


•	 4 mental health and community trusts and other 
providers


•	 1 ambulance trust


•	 8 councils


•	 Healthwatch


•	 Voluntary and community sector (VCS) partners


•	 Representatives from national bodies including 
Health Education England, Public Health England, 
NHS England, NHS Improvement
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Context
West Yorkshire and Harrogate Health and Care Partnership (the partnership) came together 
following the publication of its sustainability and transformation plan in November 2016 
and joined the integrated care system (ICS) development programme in May 2018. The 
partnership is led by the chief executive of South West Yorkshire Partnership NHS Foundation 
Trust who takes a values-based approach to leadership with a proven commitment to 
system leadership. 


The partnership covers six local places which build on existing collaborations and plans 
through health and wellbeing board footprints in Bradford District and Craven, Calderdale, 
Harrogate, Kirklees, Leeds and Wakefield. These six places serve a diverse range of 
communities and they recognise that different population groups within their wide ranging 
geography, have different needs which require different approaches and services. There 
are therefore nine priority programmes for West Yorkshire and Harrogate, reflecting both 
national (N) and local (WY&H) priorities.


Each priority is led by one of the chief executives or CCG officers from within the 
partnership and benefits from a robust governance structure and a programme 
management approach. Each priority programme also has mechanisms to capture input 
from clinicians and key stakeholders such as councils, the voluntary sector and the public 
in each of the six ‘local places’. 


Prioritising communication and engagement 
The partnership prioritised the development of a common communication and engagement 
strategy published in September 2017 with the partner organisations, including Healthwatch 
and the joint committee public, patient involvement assurance group. The strategy sets 
out the partnership’s strong intention for communication and engagement to become an 
enhancing and productive component of each of the nine programmes. The communication 
and engagement plan was updated in September 2018 and there is also an easy read version.


4


Primary and community care (N) 


Mental health (N)


Cancer (N)


Urgent and emergency care (N) 


Maternity (N) 


Preventing ill health (WY&H) 


Stroke (WY&H)


Hospital working together (WY&H)


Planned care and reducing variation (WY&H) 







21     
NHS PROVIDERS  |  COLLABORATIVE WORKING - TACKLING GOVERNANCE CHALLENGES IN PRACTICE


Local engagement and communication leads have access to a communications toolkit 
developed collectively with communications and engagement leads at the partnership 
level. Place-based engagement and consultation plans are also produced on a locality basis 
giving rise to multiple streams of engagement relevant to that population and that place. 
These include consultation and reporting on a broad range of topics, from supporting unpaid 
carers, to involving communities in #Changetheconversation, the work of the voluntary and 
community sector (VCS), progressing the digital agenda and mapping support across WY&H 
for young people. More recently the partnership as a whole has been working to support 
social cohesion through the Jo Cox Foundation. It’s important to note that from the very start 
of our partnership, we recognised that we are starting from scratch and that good ownership 
and engagement happened in the six local places. We published a mapping document of all 
engagement and consultation work that had taking place across the area and the outcomes for 
the four years prior to our initial plan.


Everything is accessible, and we have worked with specialist organisations to ensure our 
information is accessible and to a high standard. This includes the Good Things Foundation,  
Change People and Bradford Talking Media to name a few.  


How are different voices heard in  
the partnership?
●● The CCG joint committee wanted to ensure that public and patient voices are at the centre 


of open and transparent decision making. It therefore has a lay chair, independent of any 
CCG. In addition, the committee includes two further lay members on the committee who 
are representative of the CCGs and bring a wealth of expertise and knowledge from health, 
social care, charitable sector and public and patient involvement. 


●● The partnership has established a public and patient involvement lay member assurance 
group which meets every two to three months and comprises lay members from the nine 
CCGs within the system. This group provides support to system wide communication and 
engagement activity, in accordance with the joint committee’s work plan.


●● Approximately 60 members of the public panels from all sectors of the partnership came 
together in April 2018, to develop and co-produce a robust governance structure which can 
offer assurance on all engagement and consultation work of the partnership priorities across 
all sectors, i.e. hospitals, Local Authorities, CCGs. These chairs will also act as advocates and 
constructively challenge the partnership and ensure that public involvement is at the heart 
of all decision making. This will inform public representation on the partnership board being 
developed.


●● The partnership actively recruits members of the public, including carers, as patient 
representatives on to its nine priority programmes. There is an application form and a 
role description on the partnership’s website. Facilitated training is provided to successful 
applicants to assist their orientation in understanding the workings of the programme 
boards. There are engagement groups in place for the VCS, carers and public voices aligned 
to the nine priority areas which are particularly strong for cancer, maternity and stroke. 


4
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●● A partnership communication and engagement network (approximately 70 members) 
meets every three months attended by representatives of the health service, council and 
voluntary/charity group communication and engagement leads.


●● The partnership welcomed over 30 trust governors to a special workshop in March 2018 in 
Leeds to find out more about the work taking place across the area.


●● The partnership produces information in alternative formats, including easy read and BSL. 
Find out more at www.wyhpartnership.co.uk


What works?
In developing its communications and engagement strategy, the partnership has learned to 
base its work around the following key principles, locally and at system levels:


●● Accessible and inclusive – to all our audiences including patients, the public, 
stakeholders, clinicians and staff.


●● Based on data and evidence – data about inequalities in access, experience and 
outcomes is used to target engagement work. The information gathered from 
engagement activity is used to inform how the partnership proceeds to develop  
its priorities.


●● Clear and concise – allowing messages to be easily understood by all.


●● Consistent and accountable – in line with our vision, messages and purpose.


●● Flexible – ensuring communications and engagement activity follows a variety of 
formats, tailored to and appropriate for each audience.


●● Open, honest and transparent – being clear from the start of the conversations what 
the plans are, the reasons why and ultimately, how decisions will be made.


●● Targeted – making sure messages get to the right people and in the right way using 
the communication and engagement communication channels.


●● Timely – making sure people have enough time to respond and are kept updated on a 
regular basis.


●● Two-way – listening and responding accordingly, letting people know the outcome of 
all conversations.


4







23     
NHS PROVIDERS  |  COLLABORATIVE WORKING - TACKLING GOVERNANCE CHALLENGES IN PRACTICE


Communications and engagement strategy  
April 2018 


4
West Yorkshire and Harrogate, Health and Care Partnership – 
making communication and engagement work together


We are developing collaborative governance and
accountability arrangements
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One West Yorkshire and Harrogate
communication and engagement lead &
engagement manager


Nine West Yorkshire and Harrogate Health and
Care Partnership priorities. Communication 
and engagement allocated by programmes


Six local communication and engagement leads


Prevention at scale
Primary care and community services
Mental health
Stroke
Cancer
Urgent and emergency care
Maternity
Hospitals working together
Elective care and standardisation of policies


• Strategic overview, advice and support
•  Connecting national, regional and local communications and 


engagement together
•  Partnership narrative - telling the WY&H story
•  Co-ordination and planning
•  Communication and engagement toolkits
•  Media handling, regional public reference group, politics at 


appropriate level
•  Partnership media, public involvement, political engagement at 


appropriate level


• Strategy
• Stakeholder mapping
• Communication and 


engagement channels
• Timeline of milestones 


and supporting activity
• Monitoring, evaluating 


and activity feedback
• Partnership reporting


Co-ordinate and plan communication and engagement activity for the 
programmes to agreed timelines. Linking to core team and six local 
comms and engagement leads


• Narrative and key messages
•  Stakeholder mapping
•  Presentations
•  Communication toolkits
•  Engagement and consultation events
•  Print and digital communications
•  Stakeholder liaison, including VCS, unpaid carers and communities and 


communities, Joint Health Overview Scrutiny Committees, Health and 
Wellbeing Boards, MP’s and Public Patient Involvement Groups etc.


• Strategy and tactics


• Communications and 
engagement channels 
across the partnership


• Timeline of milestones 
and supporting activity


• Monitoring, evaluation, 
reporting


• Engagement plans and 
�nding reports


• Delivery plans


• Key audiences / 
partners / stakeholders


• Communications and 
engagement channels


• Reaching target 
audiences


• Evaluating activity


• Highlight reports


• Links to Overview 
Scrutiny committees


• Link to Health and 
Wellbeing Boards


Negotiate, plan, allocate resources needed across the area to deliver 
activity to agreed timescales
• Overview, advice and support
•  Local and WY&H narrative
•  Co-ordination and planning
•  Communication and engagement resources
•  Local media relations


• Presentations and workshops
•  Engagement/consultation events
•  Print and digital comms
•  Stakeholder liaison
•  Community assets
•  Existing communication channels
•  Public Patient Involvement Groups, including VCS and carers 


organisations and other public groups including VCS organisations


Bradford District
& Craven


Harrogate & Rural
DistrictCalderdale


Health and wellbeing
boards


Places


Overview and scrutiny
committeesTrust boards CCG governing bodies


Kirklees Leeds Wake�eld


Collaborative Forums
WY&H Priority Programmes


National WY&H Enabling


Joint Committee
of CCG’s


West Yorkshire
Association


of Acute Trusts


West Yorkshire
Mental Health


Services Collaborative


West Yorkshire
Local Authority


Consultative Forum


Local Workforce
Action Board


Partnership
Board


System
leadership
executive


NHS England, 
NHS Improvement,


PHE, HEE
(links with COC)


Clinical forum


Public
assurance


PPI
assurance


group


System
assurance and


oversight group


Directors
of �nance


Cancer Workforce


Capital and estates


Maternity


Mental health Stroke


Carers


Urgent and
emergency care


Prevention
at scale


Acute care
collaboration


Digital and
interoperability


Innovation and
improvement


Power of
communities


Business
intelligence


Standardisation of
commissioning -


elective


Primary and
community care


Bradford District and Craven
Calderdale
Harrogate
Kirklees
Leeds
Wake�eld


Public involvement and assurance
Local public involvement groups
West Yorkshire and Harrogate, Public and Patient
Involvement Lay Member Assurance Group’
Partnership Board Public Assurance Panel
Youth forums
VCS leads and unpaid carer organisation
representatives on WY&H programmes


(please note: this is a draft and work in progress)







24     
NHS PROVIDERS  |  COLLABORATIVE WORKING - TACKLING GOVERNANCE CHALLENGES IN PRACTICE


Large systems covering wide geographical areas with large populations and multiple 
stakeholders present a particular governance and organisational challenge. Cumbria and 
the North East integrated care system (ICS) and Greater Manchester Health and Social Care 
Partnership have taken contrasting, but equally valid approaches to developing  
large systems.  


The context 
Health and care organisations across Cumbria and the north east are leading the first merger 
of STPs under one shared STP lead. Partners within the three original STPs  have a history 


5
There is a need for there to be a system-first attitude and this is bound to cause some 
ripples…but partners within Cumbria and the north east are committed to developing 
our new STP footprint into a fully integrated care system  – it will serve our communities 
better and make sure we get best value from our collective pound.


Alan Foster, lead, Cumbria and North East STP


APPROACHES TO DEVELOPING  
LARGE SYSTEMS 


Area covered


Population


Key partners


Northumberland, Cumbria, County Durham, North Yorkshire 
and Tyne and Wear


3.2m


•	 12 CCGs


•	 GP network organisations and GP practices


•	 6 acute trusts


•	 3 community and mental health trusts


•	 1 ambulance trust


•	 Tertiary providers in the north east


•	 14 councils


•	 Healthwatch


•	 Health Education England


•	 NHS England; NHS Improvement
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of collaborative working and having shared respective plans, decided to create a larger 
geographical footprint to support collaborative working, improve pathways for patients and 
make better use of collective resources. This is the first time STPs have come together in this 
way and will prove an important ‘test bed’ for the rest of the country. Cumbria and north east 
STP is now the largest STP area by geography with a population of three million. 


Why make the change?
The creation of a larger collaborative system partnership across Cumbria and the north 
east provides an opportunity to develop a population health management approach 
with a more strategic commissioning function, to support service reconfiguration and to 
collectively address key challenges such as workforce planning and development.


The ability to concentrate specialties such as cancer care into centres of excellence and to 
do outreach from a speciality hub also influenced the decision, particularly given how much 
of the geography of the three original STPs is rural. This new partnership will provide greater 
flexibilities to share specialised workforce (particularly in areas where they struggle to recruit) 
and to support acute care reconfigurations which create greater scale for diagnostics and 
specialised care delivery.


The new system-wide partnership will be supported by the development of four 
integrated care partnerships (ICPs) more able to commission, convene and coordinate care 
delivery for populations at the appropriate scale. The ICPs would complement strategic 
commissioning for outcomes, and some specialised services (such as cancer, haematology 
and digital networks) at the STP-wide level. The ICPs will also encourage vertically-integrated 
partnerships where services are joined up for patients, led and supported by clinicians 
working together. Each local area will break down the ICPs into smaller localities and 
neighbourhoods to deliver truly integrated care. The intention is to avoid being prescriptive 
about how the ICPs and their delivery units develop, and to allow that to be locally led. 


What does the emerging governance look like?
The governance system is evolving and faces inevitable challenges due to the lack of 
coterminosity, but there is strong support from the leaders of the main partners across 
commissioning and provision.


5


1	 The three STPs now collaborating as ‘Cumbria and north east STP’ are: Durham, Darlington, Teesside, Hambleton, Richmondshire 
and Whitby STP; Northumberland, Tyne and Wear and north Durham STP; and west, north and east Cumbria STP
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Key features of the governance mechanisms at system-level are set out below:


●● The three original STPs now come together under Alan Foster who acts as the STP lead 
for the newly created, enlarged system. Alan is currently working four days a week at the 
partnership and one day per week at North Tees and Hartlepool NHS Foundation Trust, 
where he remains employed and retains accountable officer status.


●● The main STP board provides the leadership forum to bring together the key partners, 
notably CCGs, trusts and local authorities. All of the chief officers from the CCGs and trusts 
hold monthly meetings at a leadership forum and this is where decisions around system 
working, including aspirations to become one large ICS are discussed. Organisationally 
focused regulation and monetary control are the major impediments slowing progress 
towards greater integration at the moment.


5
 


 


 
St


at
ut


or
y 


de
ci


sio
n-


m
ak


in
g


 


Sy
st


em
 le


ad
er


sh
ip ICS health strategy group


Clinical
leadership group


(with link to
clinical networks


and clinical senate)


Partnership group(s)
(to be designed


jointly with
key stakeholders)


ICS management group
supporting STP lead


CCG committee
in common


North Cumbria
integrated care


partnership


‘North’
integrated care


partnership
(TBC)


‘Central’
integrated care


partnership
(TBC)


‘South’
integrated care


partnership
(TBC)


CCG committee
in common


CCG committee
in common


CCG committee
in common


STP workstreams – SROs and programme boards


CC
G


 le
ve


l
Su


b-
re


gi
on


al
 a


cu
te


CN
E


Joint CCG committee (CNE-wide)


Place-
based


Place-
based


Place-
based


Place-
based


Place-
based


Place-
based


Place-
based


Place-
based


Place-
based


Place-
based


Place-
based


Place-
based







27     
NHS PROVIDERS  |  COLLABORATIVE WORKING - TACKLING GOVERNANCE CHALLENGES IN PRACTICE


●● The 12 CCGs in the system have formed a joint commissioning committee with 
delegated decision-making powers. This committee met for the first time at the end of 
2017. In parallel, some of the CCGs are seeking to merge to create larger commissioning 
footprints. The trusts in the system are in the process of forming committees in common. 
The aim of the CCG joint committees and the provider committees in common is: 


●● to create a larger population footprint for strategic commissioning


●● to create the structures to allow providers to collaborate and take operational 
commissioning (such as developing service specifications and taking responsibility 
for more performance management).


●● A lay and NED reference group comprising CCG lay members, trust NEDs and councillors 
is being considered to engage non executives and put more scrutiny and challenge into 
the development and delivery of system planning. 


Looking ahead
It is early days and the STP concept has not yet been tested as a national policy. In Cumbria 
and the north east, as elsewhere, it relies on individuals to champion the approach and 
implement what is agreed at system meetings. There is a need for there to be a system-first 
attitude and this is bound to cause some ripples and waves given the legislative framework 
we are working within, which was set up for a different time, and a competitive, rather 
than collaborative, approach. However, partners within Cumbria and the north east are 
committed to developing their new STP footprint into an integrated care system. 


There is a need for national policy makers to support systems to move towards managing 
their finances collectively as a system – and to ensure regulation keeps pace with changes 
at the frontline. The development of NHS England and NHS Improvement’s new regional 
structures will also be pivotal for the success of STPs and ICSs. In Cumbria and the north east 
there is a hope that NHS England and NHS Improvement may be able to release or second 
individuals to support the work of the system. This would be a significant shift of resources 
but an important one if we are to provide system-working with sufficient resource, capacity 
and functions.
 


5
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System working presents a number of fundamental governance challenges given the 
existing legislative framework. These challenges can be met to effect change, but that 
does not mean that the legal rights, responsibilities and liabilities of provider directors and 
boards can be sidelined. Rather, they need to be harnessed to ensure that robust and lawful 
decisions are made, referred back and challenged on their merits. 


The case studies included in this publication show some interesting and contrasting 
approaches to meeting the governance challenge of integration. Many rely heavily on 
existing good interpersonal relationships, which is a very workable short to medium-term 
approach. In the longer term either consolidation into single organisations or legislative 
change or both will be necessary to ensure the stability of systems. We look forward to 
continuing to support providers and their partners on this journey.


CONCLUSION 6
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and ambulance services that treat patients 
and service users in the NHS. We help 
those NHS foundation trusts and trusts to 
deliver high-quality, patient-focused care 
by enabling them to learn from each other, 
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shape the system in which they operate. 
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Make or break?
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Summary


In advance of the publication of the NHS long-term plan, this briefing 


highlights the scale of workforce challenges now facing the health service 


and the threat this poses to the delivery and quality of care over the next 


10 years. It sets out the reasons why the long-term plan and supporting 


workforce strategy must address the urgent and mounting challenges 


facing the health care workforce.


This briefing will be followed in the coming weeks by a more in-depth 


report that explores five key levers available nationally and locally that 


could help ameliorate the workforce crisis affecting both health and 


social care.
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Key messages


•• The workforce challenges in the NHS in England now present a greater threat 
to health services than the funding challenges.


•• Across NHS trusts there is a shortage of more than 100,000 staff. Based on current 
trends, we project that the gap between staff needed and the number available could 
reach almost 250,000 by 2030. If the emerging trend of staff leaving the workforce 
early continues and the pipeline of newly trained staff and international recruits does 
not rise sufficiently, this number could be more than 350,000 by 2030.


•• The current shortages are due to a number of factors, including the fragmentation 
of responsibility for workforce issues at a national level; poor workforce planning; cuts 
in funding for training places; restrictive immigration policies exacerbated by Brexit; 
and worryingly high numbers of doctors and nurses leaving their jobs early.


•• Central investment in education and training has dropped from 5% of health 
spending in 2006/7 to 3% in 2018/19. Had the previous share of health spending 
been maintained, investment would be £2bn higher.


•• Current workforce shortages are taking a significant toll on the health and wellbeing 
of staff. There is also evidence of discrimination and inequalities in pay and career 
progression, which must be addressed.


•• If substantial staff shortages continue, they could lead to growing waiting lists, 
deteriorating care quality and the risk that some of the £20.5bn secured for NHS 
front-line services will go unspent: even if commissioners have the resources to 
commission additional activity, health care providers may not have the staff to deliver it.


•• NHS leaders will shortly publish a long-term plan setting out their ambitions for 
the health service in the context of the recent funding settlement. The plan must 
be clearly linked to a strategy to address the workforce crisis, otherwise it will simply 
be a wish list rather than a credible path to a sustainable future for the health service.


•• Given the scale of the challenge and emerging global shortages of health professionals, 
a credible workforce strategy will need to plan for a degree of oversupply of NHS staff.


•• The long-term plan and a supporting workforce strategy will need to pass five key tests. 
The tests require a funded and credible strategy to:


1.	 address workforce shortages in the short term
2.	 address workforce shortages in the long term
3.	 support new ways of working
4.	 address race and gender inequalities in pay and progression
5.	 strengthen workforce and service planning at all levels of the system.


•• Many of the same issues are affecting the social care workforce: for example, 
vacancies in adult social care are rising, currently totalling 110,000, with around 
1 in 10 social worker and 1 in 11 care worker roles unfilled. Any strategy for shoring 
up the NHS workforce cannot be viewed in isolation from the need to invest in and 
support the social care workforce.
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Introduction


NHS leaders will shortly publish a long-term plan, which will set out their ambitions 
for the health service in the context of the recent funding settlement. We also await 
the outcome from the consultation on the draft national workforce strategy published 
by Health Education England in December 2017,1 as well as the green paper on the 
future of social care, which should contain important detail on the equally critical and 
fundamentally connected issue of the social care workforce.


This briefing highlights the scale of the NHS workforce challenges and the threat this 
poses to the delivery and quality of care. It sets out the reasons why the long-term plan 
and a supporting workforce strategy must address the urgent and mounting challenges 
facing the health care workforce. We believe these challenges now present a greater 
threat to NHS services than the funding challenges.


It is important to note that our commentary in this briefing is directed towards action 
needed by the NHS, as our focus here is on the workforce requirements linked to the 
NHS’s long-term plan. But this should not in any way detract from the message that 
urgent action is required in social care: the two systems are critically interdependent.


Indeed, our work suggests that there needs to be a more coherent national system to 
develop and oversee workforce strategy and ensure its alignment with the changing 
models of delivery of health and social care. We cannot continue with siloed working 
between hospitals, primary care and social care, and an effective approach to the 
workforce needs to look at the requirements of all these sectors holistically.


A coherent and holistic strategy will not only look at the training of the future workforce, 
but will also consider how to mobilise the talents of the current workforce – using the 
full range of policy options, including financial and non-financial incentives. Moreover, 
as many health and care staff work for non-NHS providers, a credible workforce 
strategy must look beyond those employed by the NHS: the failure to consider 
the workforce needs of health and care services as a whole is one factor that has 
contributed to shortages.


This briefing will be followed in the coming weeks by a more in-depth report that 
explores five key levers available nationally and locally that could help ameliorate the 
workforce crisis. These levers are: training; international recruitment; better employment 
practice; pay and conditions; and maximising the potential of staff through better use 
of existing skills, enhancing those skills and redesigning roles.


We will explore the opportunities offered by each of these levers and will recommend 
a number of high-impact interventions. The report will also explore the issues in social 
care in more depth than we are able to here.


1	 Health Education England (2017) HEE launches plan to ‘future-proof’ NHS and care workforce. 
www.hee.nhs.uk/news-blogs-events/news/hee-launches-plan-future-proof-nhs-care-workforce



http://www.hee.nhs.uk/news-blogs-events/news/hee-launches-plan-future-proof-
nhs-care-workforce
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Context


The size of the workforce
Some 1.2 million full-time equivalent (FTE) staff work in the NHS, 1.1 million work in adult 
social care2 and at least a further 46,000 work for independent health care providers.3 
Together, they make up around 1 in 10 of the total workforce in England.


Yet the UK has a low number of doctors and nurses per head of population compared 
with other countries. In the UK there is one doctor for every 356 people, compared with 
one for every 277 people on average across comparable countries.4 The NHS has 
a lower-than-average number of staff for all professional groups except midwives.


Workforce strategy, or lack of it
There are severe shortages of key groups of essential staff, including nurses, many 
types of doctors, allied health professionals and care staff. In 2017/18, NHS trusts 
spent £5.5bn on temporary staff 5 to cover vacancies and other short-term absences, 
accounting for over 10% of total pay costs.6 An ageing population with a growing burden 
of frailty and chronic disease means that there are also significant gaps between workforce 
skills and population needs.


These issues have steadily mounted in recent years and the NHS has been unable 
to recruit the staff it needs. This is because of an incoherent approach to the NHS 
workforce at a national level; poor workforce planning; inadequate funding for training 
places; restrictive immigration policies that have been exacerbated by Brexit; frozen or 
capped pay increases; and worryingly high numbers of doctors and nurses leaving their 
jobs before retirement. There is a real risk that this picture could be replicated across 
the NHS workforce as a whole. In key areas such as nursing and general practice, we 
are potentially reaching a tipping point whereby shortages make the working life of staff 
so difficult that this risks undermining efforts to remedy the crisis. 


There is no credible overarching strategy in place to address these problems. Indeed, 
the central investment in education and training has dropped from 5% in 2006/7 to just 
over 3% of total health spending in 2018/19. This is £2bn lower than it would have been 


2	 Skills for Care (2018) The state of the adult social care sector and workforce in England: executive summary. 
www.skillsforcare.org.uk/NMDS-SC-intelligence/Workforce-intelligence/documents/State-of-the-adult- 
social-care-sector/The-state-of-the-adult-social-care-sector-and-workforce-2018.pdf


3	 NHS Digital (2018) Healthcare Workforce Statistics – March 2018. digital.nhs.uk/data-and-information/
publications/statistical/healthcare-workforce-statistics/march-2018-experimental/content. (Independent 
provider workforce based on those organisations that provided data to NHS Digital or whose data could 
be extracted from the electronic staff record.)


4	 Dayan M, Ward D, Gardner T and Kelly E (2018) How good is the NHS? www.kingsfund.org.uk/sites/
default/files/2018-06/NHS_at_70_how_good_is_the_NHS.pdf


5	 All financial figures in this document are in 2018/19 prices using the Office for Budget Responsibility’s 
October 2018 deflators unless otherwise specified.


6	 NHS Improvement (2018) Performance of the NHS provider sector for the year ended 31 March 2018.
improvement.nhs.uk/documents/2852/Quarter_4_2017-18_performance_report.pdf



https://www.skillsforcare.org.uk/NMDS-SC-intelligence/Workforce-intelligence/documents/State-of-the-adult-social-care-sector/The-state-of-the-adult-social-care-sector-and-workforce-2018.pdf

https://www.skillsforcare.org.uk/NMDS-SC-intelligence/Workforce-intelligence/documents/State-of-the-adult-social-care-sector/The-state-of-the-adult-social-care-sector-and-workforce-2018.pdf

https://digital.nhs.uk/data-and-information/publications/statistical/healthcare-workforce-statistics/march-2018-experimental/content

https://digital.nhs.uk/data-and-information/publications/statistical/healthcare-workforce-statistics/march-2018-experimental/content

https://www.kingsfund.org.uk/sites/default/files/2018-06/NHS_at_70_how_good_is_the_NHS.pdf

https://www.kingsfund.org.uk/sites/default/files/2018-06/NHS_at_70_how_good_is_the_NHS.pdf

http://improvement.nhs.uk/documents/2852/Quarter_4_2017-18_performance_report.pdf
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if spending had grown in line with the rest of health spending.7,8 As a recent House 
of Lords Committee noted, the lack of a credible workforce strategy “represents the 
biggest internal threat to the sustainability of the NHS”.9


Additional NHS funding
NHS England’s funding is now planned to increase by an annual average of 3.4% 
over the next five years – an increase of £20.5bn in 2023/24.10,11 This is in line with the 
3.3% that has been estimated as the minimum increase needed to maintain quality and 
access to care given the growing and ageing population and rising burden of chronic 
disease. It is higher than the 1.4% per year funding increases for the Department of 
Health and Social Care’s budget since the financial crisis, but lower than the long-run 
average of 3.7%.12


But even before the increase in funding was announced, the NHS could not recruit the 
staff it needed. The widespread difficulties with recruiting and retaining staff could lead 
to growing waiting lists, deteriorating care quality, and to other planned improvements 
failing to materialise. This presents a real risk that that some of the £20.5bn secured for 
NHS front-line services will go unspent: even if commissioners have the resources to 
commission additional activity, health care providers may not have the staff to deliver it.


The long-term plan: an opportunity for change
The long-term plan must give clear direction about where to invest the new funding to 
meet changing needs, address the capacity constraints and put in place or set in train 
the long-term changes that are needed to ensure that, in 10 years’ time, the health 
system delivers both high-quality care and value for money to the taxpayer. None of 
this can be achieved without major changes to the health care workforce. A plan that 
does not have these issues at its heart will simply be a wish list, not a credible path 
to a sustainable future.


We now set out some of the key workforce challenges faced by the NHS and outline 
the five key tests we believe the long-term plan and a supporting workforce strategy 
must satisfy if the plan is to achieve its ambitions. We then highlight the scale of the 
challenges faced by social care, which are equally urgent.


7	 National Audit Office (2016) Managing the supply of NHS clinical staff in England. www.nao.org.uk/wp- 
content/uploads/2016/02/Managing-the-supply-of-NHS-clinical-staff-in-England.pdf


8	 Health Education England (2018) HEE Board Meeting – 16 October 2018. www.hee.nhs.uk/about/how- 
we-work/board-meetings-papers/hee-board-meeting-16-october-2018


9	 House of Lords [Select Committee on the Long-term Sustainability of the NHS] (2017) The long-term 
sustainability of the NHS and adult social care. Report of session 2016–17. publications.parliament.uk/ 
pa/ld201617/ldselect/ldnhssus/151/151.pdf


10	 UK Government (2018) NHS Funding Settlement, 19 June 2018. assets.publishing.service.gov.uk/
government/uploads/system/uploads/attachment_data/file/717765/nhs-settlement-numbers.pdf


11	 While higher-than-expected inflation may have changed the possible front-loading of this amount, 
the Autumn Budget makes clear that the increase over the five years will be 3.4% in real terms.


12	 Institute for Fiscal Studies and the Health Foundation (2018) Securing the future: funding health and social 
care to the 2030s. www.ifs.org.uk/publications/12999



https://www.nao.org.uk/wp-content/uploads/2016/02/Managing-the-supply-of-NHS-clinical-staff-in-England.pdf

https://www.nao.org.uk/wp-content/uploads/2016/02/Managing-the-supply-of-NHS-clinical-staff-in-England.pdf

http://www.hee.nhs.uk/
about/how-we-work/board-meetings-papers/hee-board-meeting-16-october-2018

http://www.hee.nhs.uk/
about/how-we-work/board-meetings-papers/hee-board-meeting-16-october-2018

http://publications.parliament.uk/pa/ld201617/ldselect/ldnhssus/151/151.pdf

http://publications.parliament.uk/pa/ld201617/ldselect/ldnhssus/151/151.pdf

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/717765/nhs-settlement-numbers.pdf

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/717765/nhs-settlement-numbers.pdf

http://www.ifs.org.uk/publications/12999
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Five key tests for the NHS long-term plan 
and supporting workforce strategies


Test 1: Is there a funded and credible strategy to address the 
immediate workforce shortages – including addressing forecast 
critical shortages in job specialties and specific geographic areas?
There are significant staff shortages across the NHS. There are over 100,000 vacancies 
across NHS trusts (1 in 11 posts) with the vast majority of these vacancies filled by bank 
or agency staff.13 In addition, the staff that are in post are under increasing stress: the 
latest NHS staff survey showed that 38% of staff had felt unwell during the previous 
12 months due to work-related stress.14


One of the greatest challenges lies in nursing. One in eight posts is vacant, with 36,000 
nurse vacancies in the NHS. There are worrying increases in numbers of nurses leaving the 
NHS, particularly at younger ages: in 2016/17, 5,000 more nurses left NHS employment than 
in 2011/12.15 Had the rate remained at 2012 levels through to 2017, there would have been 
16,000 more nurses working in the NHS – almost half the currently vacant nurse posts filled.16


Brexit has created additional risks in both the short and medium term. Already, a net inflow 
of nurses from the EU into the NHS has turned into a net outflow: between July 2017 and 
July 2018, 1,584 more EU nurses and health visitors left their roles in the NHS than joined.17


Finally, a reduced cohort of young people leaving school and the loss of bursaries 
for nursing places has seen the number of applicants for nursing courses decline, with 
an 18% drop (11,750 fewer applicants) between 2016 and 2017 – the biggest fall in nursing 
applicants on record.18 The anticipated expansion in the nursing training pipeline of 10,000 
additional nurses has not materialised.19


There are also challenges in medicine, particularly in some specialties and geographical 
areas. GP practices are struggling to recruit and retain doctors such that the number of 
GPs has fallen in recent years.20 Similar issues are faced in psychiatry, and core psychiatry 


13	 NHS Improvement (2018) Performance of the NHS provider sector for the quarter ended 30 June 2018. 
improvement.nhs.uk/resources/quarterly-performance-nhs-provider-sector-quarter-1-201819


14	 NHS Survey Coordination Centre (2018) Results from the 2017 staff survey. www.nhsstaffsurveys.com/ 
Page/1064/Latest-Results/2017-Results


15	 Health Education England (2017) Facing the facts, shaping the future. www.hee.nhs.uk/our-work/ 
workforce-strategy


16	 Health Education England (2017) Facing the facts, shaping the future. www.hee.nhs.uk/our-work/ 
workforce-strategy


17	 NHS Digital (2018) Nurse and Health Visitor joiners and leavers from the NHS_AH2359. digital.nhs.uk/ 
data-and-information/find-data-and-publications/supplementary-information/2018-supplementary- 
information-files/nurse-and-health-visitor-joiners-and-leavers-from-the-nhs_ah2359


18	 UCAS (2017) End of cycle report 2017: patterns by subject. www.ucas.com/file/136531/download?token= 
A0UpZoEd


19	 Health Education England (2018) Education funding reforms. www.hee.nhs.uk/our-work/education- 
funding-reforms


20	 House of Commons Committee of Public Accounts (2016) Access to general practice in England. Twenty-eighth 
Report of Session 2015–16. publications.parliament.uk/pa/cm201516/cmselect/cmpubacc/673/673.pdf



http://improvement.nhs.uk/resources/quarterly-performance-nhs-provider-sector-quarter-1-201819

http://www.nhsstaffsurveys.com/
Page/1064/Latest-Results/2017-Results

http://www.nhsstaffsurveys.com/
Page/1064/Latest-Results/2017-Results

http://assets.publishing.service.gov.uk/

http://assets.publishing.service.gov.uk/

http://assets.publishing.service.gov.uk/

http://assets.publishing.service.gov.uk/

https://digital.nhs.uk/data-and-information/find-data-and-publications/supplementary-information/2018-supplementary-information-files/nurse-and-health-visitor-joiners-and-leavers-from-the-nhs_ah2359

https://digital.nhs.uk/data-and-information/find-data-and-publications/supplementary-information/2018-supplementary-information-files/nurse-and-health-visitor-joiners-and-leavers-from-the-nhs_ah2359

https://digital.nhs.uk/data-and-information/find-data-and-publications/supplementary-information/2018-supplementary-information-files/nurse-and-health-visitor-joiners-and-leavers-from-the-nhs_ah2359

https://www.ucas.com/file/136531/download?token=A0UpZoEd

https://www.ucas.com/file/136531/download?token=A0UpZoEd

http://www.hee.nhs.uk/our-work/education-funding-reforms

http://www.hee.nhs.uk/our-work/education-funding-reforms

https://publications.parliament.uk/pa/cm201516/cmselect/cmpubacc/673/673.pdf
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training is now on the Migration Advisory Committee shortage occupation list.21 A recent 
survey by the Royal College of Physicians22 found that 53% of consultants and 68% of 
trainees said that there were ‘frequently’ or ‘often’ gaps in hospital medical cover that 
raised significant patient safety issues.


As the Care Quality Commission highlighted in their recent State of care report, workforce 
shortages are having a direct impact on the quality of people’s care.23 These shortages 
must be addressed.


Action needed
In the short term, it is critical that there is concerted action to improve retention and active 
support for international recruitment. While NHS Improvement is actively engaging with 
trusts on improving retention from a national perspective, the local picture is variable. 
Moreover, international recruitment of health professionals has been constrained by 
a restrictive immigration policy compounded by Brexit, lack of national coordination, 
and a number of regulatory hurdles from some professional bodies. Addressing these 
issues will be key to addressing the immediate workforce challenges.


Test 2: Is there a funded and credible long-term strategy 
to deliver a sustainable workforce over the next 10 years?
Our projections suggest that without significant remedial action, the current gaps in the 
NHS workforce will increase significantly and undermine the future sustainability of services.


Given the ageing population, increasing dependency ratios and a growing burden of 
chronic diseases and multimorbidity, demand for health care services will grow. In order 
to keep up with these pressures alone, the Institute for Fiscal Studies and the Health 
Foundation calculate that acute activity in England would need to increase by 40%, and 
health spending would need to rise by 3.3% per year on average.24


If current models of care and staffing continue, this would see the need for health care 
workers in the NHS increase to over 1.5 million FTE staff. Current estimates of trends 
in supply suggest that available staff will not increase by anywhere near that rate. Our 
projections25 estimate that by 2030, the gap between supply of and demand for staff 
employed by NHS trusts could increase to almost 250,000 FTE posts.


21	 Royal College of Psychiatrists (no date) Shortage occupation list: core psychiatry training. 
www.rcpsych.ac.uk/traininpsychiatry/internationalmedicalgraduate/shortageoccupationlist.aspx


22	 Royal College of Physicians (2018) Focus on physicians: 2017–18 census. www.rcplondon.ac.uk/projects/
outputs/focus-physicians-2017-18-census-uk-consultants-and-higher-specialty-trainees


23	 Care Quality Commission (2018) The state of health care and adult social care in England 2017/18. 
www.cqc.org.uk/sites/default/files/20171011_stateofcare1718_report.pdf


24	 Institute for Fiscal Studies and the Health Foundation (2018) Securing the future: funding health and 
social care to the 2030s. www.ifs.org.uk/publications/12994


25	 Health Foundation projections, based on workforce data from NHS Digital and Health Education 
England. These projections are for Hospital and Community Health Services (HCHS) staff working in 
NHS organisations and do not include staff working in primary care, including GPs and practice nurses.



http://www.rcpsych.ac.uk/traininpsychiatry/internationalmedicalgraduate/shortageoccupationlist.aspx

http://www.rcplondon.ac.uk/projects/outputs/focus-physicians-2017-18-census-uk-consultants-and-higher-specialty-trainees

http://www.rcplondon.ac.uk/projects/outputs/focus-physicians-2017-18-census-uk-consultants-and-higher-specialty-trainees

http://www.cqc.org.uk/sites/default/files/20171011_stateofcare1718_report.pdf

https://www.ifs.org.uk/publications/12994
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This position could be further exacerbated if the emerging trends of clinical staff 
leaving the NHS well before retirement age continue and international migration is 
unable to support the short-term gaps. The nursing workforce is also ageing: nearly 
a third of qualified nursing, midwifery and health visiting staff are over 50 years old, 
with one in three expected to retire in the next 10 years.26


While international recruitment is a useful short-term fix, it is not a long-term solution, 
and there are ethical concerns about taking trained workers from developing countries. 
The World Health Organization has projected workforce demand across 31 of its member 
countries, with the results suggesting that by 2030 all countries could experience 
shortfalls of about 50,000 midwives, 1.1 million nurses and 750,000 doctors.27 As with all 
such projections the results must be treated with some caution, but they are consistent 
with other evidence of rapid global growth in demand for health care professionals, which 
is increasing at a faster rate than supply.


If the emerging trend of staff leaving the workforce early continues and the pipeline 
of newly trained staff and international recruits does not rise sufficiently, this suggests 
a worst-case scenario of a shortage of more than 350,000 FTE staff in NHS trusts by 
2030, according to our projections (see Figure 1).


Figure 1: Future supply of and demand for NHS staff


Source: Health Foundation projections, based on workforce data from NHS Digital and Health 
Education England.


Gaps of this size will require significant action over and above that suggested for 
addressing shortages in the short term. The domestic training pipeline will need to 
secure adequate numbers of clinical staff to meet growing needs, with allowance 


26	 Institute for Employment Studies (2016) The labour market for nurses in the UK and its relationship to the 
demand for, and supply of, international nurses in the NHS. www.employment-studies.co.uk/system/files/
resources/files/mac0716.pdf


27	 World Health Organization (2016) Global strategy on human resources for health: Workforce 2030. 
www.who.int/hrh/resources/global_strategy_workforce2030_14_print.pdf
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for a worst-case scenario. Traditionally, the NHS has been keen to avoid an oversupply 
of clinical professionals, and has relied on overseas migration to fill workforce gaps. 
But in the context of major global workforce shortages, it would be prudent to plan 
for a degree of oversupply.


The government has increased numbers in the pipeline for doctors and we are now slightly 
above the OECD average for doctors in training. But numbers of nurses in training are low 
by international standards – half that of the United States or Australia – and the promised 
10,000 increase, as mentioned previously, is not yet evident.


Action needed
The priority, then, should be to expand the number of student nurses and look beyond 
traditional routes to maximise the opportunities offered through alternative routes, such 
as apprenticeships, and under-represented groups. Achieving the necessary level of 
expansion will require the government to review and improve the targeted incentives 
on offer, financial and otherwise, to students entering the profession, and to employers 
looking to become more directly involved in supporting education opportunities.


Test 3: Is there a funded and credible strategy to support new 
ways of working across the health care workforce?
Rapidly changing patient needs, alongside medical and technological advances, will 
require all frontline staff to acquire new skills and adopt new ways of working over the 
next 10 years. But at present the NHS struggles to make full use of the capabilities of its 
staff and new technologies, and progress is far, far too slow.


For example, access to and effectiveness of primary and secondary care could be 
significantly improved through enhanced contributions from nurses and allied health 
professionals working in advanced roles as part of multidisciplinary teams alongside 
doctors and other staff. This would also help to achieve better workload balance, 
with staff contributing at the optimum level of their skill set.28


This is already happening in isolation in some parts of the system, but it needs to happen 
at greater scale and pace. For example, pharmacists can take on medication reviews 
and some elements of long-term condition management. Likewise, with musculoskeletal 
conditions making up around a fifth of the GP workload, enabling patients to self-refer 
to a physiotherapist has been shown to be a safe, cost-effective alternative.29 One estimate 
suggests that up to a quarter of a GP’s overall time could be saved through new ways 
of working, with greater use of other staff.30


Technological developments, including the widespread use of digital tools and intelligent 
devices, also have significant implications for the roles and functions of the health 
workforce. The long-term plan needs to focus clearly on the mechanisms for adoption 
and deployment of new technologies and their implications for the workforce. Staff need 


28	 Imison C, Castle-Clarke S and Watson R (2016) Reshaping the workforce to deliver the care patients need. 
www.nuffieldtrust.org.uk/research/reshaping-the-workforce-to-deliver-the-care-patients-need


29	 Chartered Society of Physiotherapy (2016) Physiotherapy in primary care – summary briefing. www.csp.org.uk/ 
professional-clinical/improvement-and-innovation/primary-care/physiotherapy-primary-care-summary


30	 Bodenheimer T and Smith M (2013) ‘Primary care: proposed solutions to the physician shortage without 
training more physicians’, Health Affairs, November. www.healthaffairs.org/doi/10.1377/hlthaff.2013.0234



http://www.nuffieldtrust.org.uk/research/reshaping-the-workforce-to-deliver-the-care-patients-need
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to be equipped with new technologies and the necessary digital skills and be supported 
to work differently to maximise the potential benefits. At present, this is only taking place 
in a piecemeal way. It is largely being left to individual organisations, leading to patchy 
implementation and adoption and limiting the scope for realising the benefits at scale.


Action needed
The central investment in ongoing training and development for existing staff is now a third 
of its 2014/15 value.31 The £84m dedicated nationally to workforce development in the 
NHS32 in 2018/19 is wholly inadequate to equip this huge workforce with the skills and 
capabilities it needs to be as productive as possible.


A significant uplift in investment is required to deliver a step-change in capabilities at local 
level. But solutions are about more than money. In primary care in particular there needs 
to be greater support to equip staff with the time and space to develop new skills and 
ways of working.


Test 4: Is there a credible strategy for addressing inequalities 
in recruitment, pay and career progression by gender, ethnicity 
and occupation?
The 2017 NHS staff survey showed that one in eight staff had experienced discrimination 
at work during the past 12 months and one in six did not believe that their organisation 
provided equal opportunities for career progression or promotion.33 While the NHS has 
made progress in addressing unwarranted inequalities in pay, there is evidence that 
disparities still exist.34 


In 2017, for directly employed NHS staff in the health service in England – 77% of whom 
are women and 23% men – the estimated median basic FTE pay gap between men and 
women was 8.6% in favour of men.


The gap is significantly worse for women in some ethnic groups. Asian/Asian British and 
Chinese women experience the largest gender pay gap at 21.3% and 20.9%, respectively, 
followed by those of mixed ethnicity (13.5%), white women (6.1%) and women of any other 
ethnic background (2.1%). The gender pay gap only favours women in the case of black/
black British staff (2.2%).35


There are also significant ethnicity pay gaps within some major staff groups. For Asian/
Asian British managers (including senior managers) and nurses, the pay gap in favour of 
white staff is 10.8% and 8.5%, respectively.36


31	 Health Education England (2015) Annual Report and Accounts 2014/15. assets.publishing.service.gov.uk/ 
government/uploads/system/uploads/attachment_data/file/445316/Annual_Report_HR_web_without_ 
signatures.pdf


32	 Health Education England (2018) Finance report, 2018/19, Month 5. www.hee.nhs.uk/about/how-we-work/
board-meetings-papers/hee-board-meeting-16-october-2018


33	 NHS Survey Coordination Centre (2018) NHS Staff Survey 2017: National Briefing. www.nhsstaffsurveys.com/ 
Caches/Files/P3088_ST17_National%20briefing_v5.1_LB_RC_FR_20180419.pdf


34	 Analysis by the Nuffield Trust – in production.


35	 Schlepper L and Appleby J (2018) ‘The gender pay gap in the English NHS: how does it vary by ethnicity?’ 
www.nuffieldtrust.org.uk/news-item/the-gender-pay-gap-in-the-english-nhs-how-does-it-vary-by-ethnicity


36	 Analysis by the Nuffield Trust – in production.



http://assets.publishing.service.gov.uk/
government/uploads/system/uploads/attachment_data/file/445316/Annual_Report_HR_web_without_
signatures.pdf

http://assets.publishing.service.gov.uk/
government/uploads/system/uploads/attachment_data/file/445316/Annual_Report_HR_web_without_
signatures.pdf

http://assets.publishing.service.gov.uk/
government/uploads/system/uploads/attachment_data/file/445316/Annual_Report_HR_web_without_
signatures.pdf

https://www.hee.nhs.uk/about/how-we-work/board-meetings-papers/hee-board-meeting-16-october-2018

https://www.hee.nhs.uk/about/how-we-work/board-meetings-papers/hee-board-meeting-16-october-2018

http://www.nhsstaffsurveys.com/Caches/Files/P3088_ST17_National briefing_v5.1_LB_RC_FR_20180419.pdf

http://www.nhsstaffsurveys.com/Caches/Files/P3088_ST17_National briefing_v5.1_LB_RC_FR_20180419.pdf
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Action needed
A complex array of factors drive differences in earnings, and more research will be 
needed to understand them. But we know that under-representation at senior levels 
of any group of staff is not beneficial for organisations. Many studies have shown that 
a motivated, engaged and valued workforce helps deliver high-quality patient care, 
increased patient satisfaction and better patient safety.37 Addressing gender, race 
and other inequalities must be a key feature of national and local workforce strategies. 
This must be accompanied by a commitment to inclusive leadership and developing 
cultures that engage staff and result in high-quality, compassionate care.


Test 5: Is there a plan to strengthen workforce and service 
planning at all levels of the system, including alignment of the 
institutional accountabilities and responsibilities for these?
A litmus test for the credibility of the long-term plan is whether it addresses the 
workforce implications of the proposals it contains in addition to estimating the staff 
needed to meet rising demand. Service leaders have acknowledged that proposals will 
only be deliverable if the workforce required to deliver them is put in place. For example, 
long-standing objectives to reach parity of esteem between physical and mental health 
will fail if the NHS cannot overcome the existing deep shortages in mental health staffing.


NHS history is sadly littered with examples of policy ambitions that were not underpinned 
by robust workforce strategies – the most notable being the desire to shift care out of 
hospitals. Despite the overarching policy commitment to move care away from hospital 
and towards primary care,38 in the period from 2006 to 2014 the number of hospital 
consultants increased by almost a third (32%) compared with just a 5% increase in GP 
numbers.39 This trend has been exacerbated over the period since 2014, during which 
the number of GPs has actually fallen. Meanwhile the number of nurses in community 
services has fallen by around 14% since 2009, and the number of district nurses has 
declined by 45% over the same period.40 Unsurprisingly, the anticipated shift has 
not taken place.


Action needed
Alongside specific policy changes and investment, the long-term plan needs to 
establish a new system and approach to workforce issues. At the heart of this should 
be a much more coherent and transparent national-level approach to workforce planning 
and strategy across the health and care system. Health Education England and NHS 
Improvement recently announced plans to work together more closely. This may help, 
but falls short of what is really required, which is a stable platform for workforce policy 
and planning, based on a strategic approach, agreed and coordinated responsibilities 
and allocated functions.


37	 Faculty of Medical Leadership and Management, Center for Creative Leadership and The King’s Fund (2015) 
Leadership and leadership development in health care: the evidence base. www.kingsfund.org.uk/sites/
default/files/field/field_publication_file/leadership-leadership-development-health-care-feb-2015.pdf


38	 Department of Health (2006) Our health, our care, our say: a new direction for community services. 
assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/272238/6737.pdf


39	 Nuffield Trust (2018) Doomed to repeat? Lessons from the history of NHS reform. www.nuffieldtrust.org.uk/ 
files/2018-10/learning-from-history-web.pdf


40	 Dayan M and Palmer W (2018) ‘What’s really going on with nursing outside hospital?’ 
www.nuffieldtrust.org.uk/news-item/what-s-really-going-on-with-nursing-outside-hospital
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http://www.kingsfund.org.uk/sites/default/files/field/field_publication_file/leadership-leadership-development-health-care-feb-2015.pdf

http://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/272238/6737.pdf

http://www.nuffieldtrust.org.uk/
files/2018-10/learning-from-history-web.pdf

http://www.nuffieldtrust.org.uk/
files/2018-10/learning-from-history-web.pdf

http://www.nuffieldtrust.org.uk/news-item/what-s-really-going-on-with-nursing-outside-hospital





The health care workforce in England: Make or break?12


The social care workforce


The five tests for the long-term plan mean this briefing has focused on staff required for 
the health service. However, any strategy for shoring up the NHS workforce cannot be 
viewed in isolation from the challenges facing the social care workforce.


Indeed, many of the challenges we identify for the NHS are equally pressing in social care, 
so any strategy addressing one must also look at solutions for the other. For example, 
the number of vacancies in adult social care is rising, currently totalling 110,000, with 
around 1 in 10 social worker and 1 in 11 care worker roles unfilled. Nearly one in three 
staff employed in adult social care left their job in 2017/18. Like the NHS, there appears 
to be a particularly pressing problem in nursing: there is a registered nurse vacancy rate 
of 12% in adult social care, implying around 5,000 nursing vacancies.41


Recruitment and retention is a key issue in social care and appears to be directly linked 
to pay and conditions. The Migration Advisory Committee has highlighted that one basic 
underlying problem with recruitment and retention for social care is the poor terms and 
conditions offered to workers in this sector, which is in turn caused by the difficulty of 
finding a sustainable funding model.


If social care pay and terms and conditions are not addressed, it is almost impossible 
to see how the sector can recruit and retain enough staff without a ‘low-skilled’ migration 
route for EU or other international social care workers. Projections suggest that 320,000 
more social care staff will be required by 2029/30.42


Finally, the issues we have highlighted regarding gender and ethnicity pay gaps also 
require attention in social care. Men hold 34% of senior managerial roles compared 
with 18% of roles in the social care workforce as a whole.43 The great majority 
of care workers (84%) are women, and for these workers the median hourly rate 
is only 39p higher than the National Living Wage.


Twenty-one per cent of the social care workforce have a black, Asian and minority ethnic 
(BAME) background, a greater proportion than the national average. However, representation 
at the management level is lower than in the wider social care workforce, with just 
14% of registered managers and 17% of senior managers having a BAME background.44


41	 Skills for Care (2018) The state of the adult social care sector and workforce in England. www.skillsforcare.org.uk/ 
NMDS-SC-intelligence/Workforce-intelligence/documents/State-of-the-adult-social-care-sector/The-state-of- 
the-adult-social-care-sector-and-workforce-2018.pdf


42	 Projection model used in Institute for Fiscal Studies and the Health Foundation (2018) Securing the future: 
funding health and social care to the 2030s. www.ifs.org.uk/publications/12994


43	 Skills for Care (2018) The state of the adult social care sector and workforce in England. www.skillsforcare.org.uk/ 
NMDS-SC-intelligence/Workforce-intelligence/documents/State-of-the-adult-social-care-sector/The-state-of- 
the-adult-social-care-sector-and-workforce-2018.pdf


44	 Skills for Care (2018) The state of the adult social care sector and workforce in England. www.skillsforcare.org.uk/ 
NMDS-SC-intelligence/Workforce-intelligence/documents/State-of-the-adult-social-care-sector/The-state-of- 
the-adult-social-care-sector-and-workforce-2018.pdf



http://www.skillsforcare.org.uk/

http://www.ifs.org.uk/publications/12994

http://www.skillsforcare.org.uk/
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Conclusion


Securing the right number of staff with the right skills requires a sustained policy 
and leadership focus with reform to national and local structures. But it also needs 
significantly more investment.


The approach needs to be long term and should address both supply and demand. 
Many people choose to work in health care for careers, not jobs. Effective workforce 
planning needs to involve a much wider group of perspectives than just NHS bodies. 
It needs to be transparent, realistic and publicly accountable so that planning decisions 
are not totally driven by short-term service affordability constraints.


It will need stronger collaboration between the education, health and social care sectors; 
other national authorities; and the private sector to improve the match between health 
professional education and the realities of health service delivery. Though we have 
focused here on the national position, delivering change on the ground will require 
greatly enhanced capacity and capability at the regional level.


The workforce issues we have highlighted are acute and systemic. Solving them will not 
be easy and the long-term plan will fail without credible plans to address them. But the 
case is not hopeless: our forthcoming report will examine some of the measures that 
local and national bodies can implement over the short and long term to secure the 
health and social care workforce of the future.







The Health Foundation
The Health Foundation is an independent charity committed to bringing 
about better health and health care for people in the UK. Our aim is 
a healthier population, supported by high quality health care.


Nuffield Trust
The Nuffield Trust is an independent health think tank. We aim to improve 
the quality of health care in the UK by providing evidence-based research 
and policy analysis and informing and generating debate.


The King’s Fund
The King’s Fund is an independent charity working to improve 
health and care in England. We help to shape policy and practice 
through research and analysis; develop individuals, teams and organisations; 
promote understanding of the health and social care system; and bring 
people together to learn, share knowledge and debate. Our vision is 
that the best possible health and care is available to all.
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Must Do’s 2018/19 – October 2018 


A&E  
4hr Target 


RTT  
18 Week Target 


Cancer  
62 Day Target 


CDiff  
HCAI Threshold 


Operating 
Surplus 


Deliver Excellence in Patient Outcome and Experience…. 


…and ensure our long term financial sustainability 


  


* Indicative 
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Performance - A&E 
 


October 18 
Ranked 4th in 


the region 


Oct 18 


96.21% 


Quarter 1: 
96.69% 


 


Quarter 2*: 
96.01% 


Next 4 months – how confident are we winter plans will maintain performance? 
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Regional 


Rank 
Trust Oct-18 


1 North Tees and Hartlepool NHS Foundation Trust 96.73% 


2 The Newcastle Upon Tyne Hospitals NHS Foundation Trust 96.21% 


3 South Tyneside NHS Foundation Trust 97.02% 


4 South Tees Hospitals NHS Foundation Trust 96.21% 


5 Gateshead Health NHS Foundation Trust 93.96% 


6 Harrogate and District NHS Foundation Trust 95.50% 


7 Northumbria Healthcare NHS Foundation Trust 96.46% 


8 North Cumbria University Hospitals NHS Trust 91.60% 


9 City Hospitals Sunderland NHS Foundation Trust 91.99% 


10 York Teaching Hospitals NHS Foundation Trust 90.89% 


11 County Durham and Darlington NHS Foundation Trust 92.76% 


  ENGLAND 89.08% 


November to date  
 


95.72% 
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Referral to Treat 


Oct 18 


89.23% 


September 18 
Ranked 9th in 
the region 


Plans to recover have been agreed – when will they start delivering? 
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Regional 


Rank 
Trust Sep-18 


1 South Tyneside NHS Foundation Trust 95.50% 


2 North Tees and Hartlepool NHS Foundation Trust 93.83% 


3 Northumbria Healthcare NHS Foundation Trust 93.38% 


4 City Hospitals Sunderland NHS Foundation Trust 93.16% 


5 The Newcastle Upon Tyne Hospitals NHS Foundation Trust 92.70% 


6 Gateshead Health NHS Foundation Trust 92.02% 


7 County Durham and Darlington NHS Foundation Trust 91.32% 


8 Harrogate and District NHS Foundation Trust 90.64% 


9 South Tees Hospitals NHS Foundation Trust 89.21% 


10 North Cumbria University Hospitals NHS Trust 84.32% 


11 York Teaching Hospital 83.11% 


  ENGLAND 86.67% 
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Performance – 62 Day Cancer Standard 
 


May 18 


85.43% 


Jun 18 


83.81%  


Aug 18 


85.21% 


% compliance 


and number of 


breaches 


Jul 18 


83.54%  


September 18 


Ranked 6th in 


the region 


Sep 18 


82.33% 


Oct 18* 


80.30% 


* Indicative 


We must recover in December and remain complaint through quarter 4 


Regional 


Rank 
Trust Sep-18 


1 South Tyneside NHS Foundation Trust 93.75% 


2 City Hospitals Sunderland NHS Foundation Trust 88.08% 


3 County Durham and Darlington NHS Foundation Trust 87.30% 


4 North Tees and Hartlepool NHS Foundation Trust 86.96% 


5 North Cumbria University Hospitals NHS Trust 85.99% 


6 South Tees Hospitals NHS Foundation Trust 82.33% 


7 Harrogate and District NHS Foundation Trust 82.11% 


8 Gateshead Health NHS Foundation Trust 78.46% 


9 York Teaching Hospitals NHS Foundation Trust 76.59% 


10 Northumbria Healthcare NHS Foundation Trust 75.00% 


11 The Newcastle Upon Tyne Hospitals NHS Foundation Trust 72.95% 


  ENGLAND 78.25% 
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Operational Management 
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Delayed Transfer of Care (DToC) 
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Actual


Threshold


Trajectory


Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 


  


Oct-18  


Daily Average 57.33 51.71 53.17 49.61 45.19 40.57 43.6 


% DTOC Occupancy Rate 5.97% 5.58% 5.71% 5.27% 4.52% 4.46% 


  


4.69%  


What actions are in 


place to hit target by 


end December 2018 and 


maintain delivery? 
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Trust apportioned Clostridium difficile 
Clostridium difficile cases 1st April 2017 – 26th Nov 18 


No Clostridium difficile cases in Nov 18 
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Delivering Safe Care 18/19 


Trust attributed category 2 


pressure ulcers October 2018 


 


Falls October 2018 


 


 


Rate 1.9 per 1000 bed days.  


Rate within normal variation 


4.7 per 1000 bed days.  Rate within 


normal variation 


Continued Focus on Falls Prevention Strategies   
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Patient Experience 
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Sickness Target


Oct 


4.92% 


Target 


3.5% 


SDR % Rate - 73.01% (Target 80%)


2015/16 2016/17 2017/18 2018/19


68.58% 71.27% 84.70% 79.73%


Training % Rate 89.34%  (Target 90%)


2015/16 2016/17 2017/18 2018/19


79.75% 89.35% 92.38% 90.70%


What action is in place to prevent sickness spiralling over the coming four months? 
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Four months ahead 


2015/16 


79.75% 


Sickness % Rate by Staff Group 


Focus now needs to on Estates, Additional Clinical Services & Nursing 


Nov17 to Feb18 


Staff Group Sep-18 Oct-18 Nov-17 Dec-17 Jan-18 Feb-18 


Add Prof Scientific and Technic 5.08% 4.63% 2.51% 3.08% 4.52% 5.31% 


Additional Clinical Services 6.24% 7.13% 6.79% 7.31% 7.86% 6.25% 


Administrative and Clerical 3.44% 4.17% 3.94% 4.34% 4.36% 3.79% 


Allied Health Professionals 3.94% 5.41% 3.54% 3.75% 3.43% 2.94% 


Estates and Ancillary 3.21% 4.10% 5.88% 6.61% 6.96% 6.44% 


Healthcare Scientists 0.81% 2.86% 2.86% 2.59% 4.20% 2.64% 


Medical and Dental 1.03% 1.31% 1.62% 1.51% 1.24% 1.84% 


Nursing and Midwifery Registered 


4.90% 5.15% 4.75% 5.43% 6.22% 5.36% 
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Sickness Process Summary 
 


Total  


Triggered 


398 Previous Month 


421 


Total in Formal 


Process 


244 Previous Month 


184 


Total not in 


Process 


146 Previous Month 


237 


Stage 1 Stage 2 Stage 3 


96 61 27 


• Forensic review of all cases to agree action plans 


• Cascade data to Board, centers and management teams to provide 


visibility of the detail 


• Analyse data to develop a sickness forecast  


• Measure results against predictions within the forecast 


1 


Dismissal 


Clinical Support


Tiggered


98


In Process


10


Community Care


Tiggered


79


In Process


46


Urgent & Emergency


Tiggered


80


In Process


16


Corporate


Tiggered


36


In Process


15


Specialist & Planned


Tiggered


128


In Process


97







Finance 
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Summary Financials by Centre – October 2018 


Trust Headlines 


Month 7 YTD 


 


Control Total  


£0.6m behind plan 


 


Productivity and 


Efficiency savings 


 


£21.3m YTD Plan 


£24.1m YTD Actual 


 


£35.6m Plan for year 


Summary Financials Plan Actual Variance


£'000 £'000 £'000


Community Care


Income 71,410.9       71,120.6       (290.3)           


Pay expenditure (42,458.2)      (41,004.0)      1,454.2         


Non-Pay expenditure (13,932.2)      (13,587.9)      344.3             


EBITDA 15,020.5       16,528.7       1,508.2         


Clinical Support


Income 24,680.9       23,426.1       (1,254.8)        


Pay expenditure (40,221.4)      (39,373.1)      848.3             


Non-Pay expenditure (14,692.6)      (14,532.8)      159.8             


EBITDA (30,233.1)      (30,479.8)      (246.7)           


Urgent and Emergency Care


Income 43,498.9       43,717.8       218.9             


Pay expenditure (35,857.9)      (36,511.2)      (653.3)           


Non-Pay expenditure (3,396.5)        (3,264.7)        131.8             


EBITDA 4,244.5         3,941.9         (302.6)           


Specialist and Planned Care


Income 182,989.5     179,123.4     (3,866.1)        


Pay expenditure (70,006.8)      (70,767.7)      (760.9)           


Non-Pay expenditure (53,081.7)      (53,493.3)      (411.6)           


EBITDA 59,901.0       54,862.4       (5,038.6)        


Corporate (56,976.8)      (53,505.9)      3,470.9         


Control Total (8,043.9)        (8,652.7)        (608.8)           


Year to Date
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Summary Financials by Centre – October 2018 


Trust Headlines ( Month 7 - 


Forecast Outturn) 


Control Total  


(£7.5m) behind plan 


 £2.9m   Additional P/E schemes 


(£4.6m) Best performance 


(£2.9m) Non-delivery P/E  


(£6.4m)  Strategic Risks  


£13.9m) Worst performance 


 


Memo Risk breakdown 
• VAT reclaim Capital £2.2m 


• VAT energy centre   £1.0m 


• NHS Prop Services £0.9m 


• IS forecast risk        £2.3m 


      £6.4m 


 


Productivity and Efficiency 


savings 


 


£35.6m Plan 


£36.5m Forecast 


Summary Financials Plan Actual Variance


£'000 £'000 £'000


Community Care


Income 122,902.7     122,381.5     (521.2)           


Pay expenditure (73,295.7)      (72,353.2)      942.5             


Non-Pay expenditure (23,924.0)      (23,370.0)      554.0             


EBITDA 25,683.0       26,658.3       975.3             


Clinical Support


Income 42,163.3       40,082.8       (2,080.5)        


Pay expenditure (69,172.4)      (68,659.3)      513.1             


Non-Pay expenditure (25,220.6)      (25,204.3)      16.3               


EBITDA (52,229.7)      (53,780.8)      (1,551.1)        


Urgent and Emergency Care


Income 75,510.0       75,901.3       391.3             


Pay expenditure (61,327.7)      (63,094.0)      (1,766.3)        


Non-Pay expenditure (5,806.2)        (5,640.7)        165.5             


EBITDA 8,376.1         7,166.6         (1,209.5)        


Specialist and Planned Care


Income 313,942.8     307,651.3     (6,291.5)        


Pay expenditure (120,917.7)   (121,348.3)   (430.6)           


Non-Pay expenditure (91,070.7)      (92,056.2)      (985.5)           


EBITDA 101,954.4     94,246.8       (7,707.6)        


Corporate (93,879.7)      (91,892.0)      1,987.7         


Control Total (10,095.9)      (17,601.1)      (7,505.2)        


Forecast Outturn
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4.1 
Nomination Committee 


 
Terms of Reference 


 
1. Constitution 
 
1.1 The Council of Governors’ Nomination Committee (the Committee) is constituted as a standing 


committee of the Council of Governors.  Its Constitution and Terms of Reference are set out 
below. 


 
1.2 The Committee is authorised by the Council of Governors to act within its Terms of Reference.  


All members of staff are requested to cooperate with any request made by the Committee. 
 
2. Membership 


 
2.1 The Committee shall comprise: 


 Chairman of the Trust 


 Non-executive Director (Senior Independent Director) 


 Lead Governor 


 Two Elected Public Governors  


 One Elected Staff Governor  


 One Appointed Governor 
 
(Governor membership with be approved by the Council of Governors) 
 
2.2 The Chair of the Trust shall be Chairman of the Committee.  In such circumstances when the 


Chairman is unavailable for the meeting or has a conflict of interest (for example when the 
Committee is considering the Chairman’s re-appointment or remuneration) the Senior 
Independent Director shall chair the meeting. 


 
3. Quorum 


 
3.1 No business shall be transacted at the meeting unless one third of members are present, which 


must include the Chairman or Senior Independent Director and at least two elected public 
governors. 


 
4. Attendance at Meetings 
 
4.1 The following are required to attend meetings of the Nomination Committee: 
 


 Company Secretary 


 At the invitation of the Committee, the Chief Executive and Director of Human Resources 
shall be regularly invited to support the workings of the Committee. 


 The Committee may also require the attendance of any Director or member of staff as 
required to assist in its deliberations. 


 
4.2 The Company Secretary or their nominee shall be secretary to the Committee and shall attend 


to take minutes of the meetings and provide appropriate support to the Chair and Committee 
members. 


 
5. Conflicts of Interest 


 
5.1 The Chair of the Trust, or any Non-executive Director present at Committee meetings, will 







 


 


withdraw from discussions concerning his/her own re-appointment, remuneration or terms of 
service. 


 
6. Frequency of Meetings, Minutes and Reporting 
 
6.1 Meetings shall be held as required, but at least twice in each financial year. 
 
6.2 Formal minutes shall be taken of all Committee meetings. 
 
6.3 The Committee will report to the Council of Governors after each meeting. 
 
6.4 Where remuneration consultations are appointed, a statement is required to be received by the 


Committee as to whether they have any other connection with the Trust. 
 
7. Scope and Duties 


 
The Committee as part of its Nomination Role will: 
 


 periodically review the balance of skills, knowledge, experience and diversity of the Non-
executive Directors, and having regard to the views of the Board of Directors and relevant 
guidance on board composition, make recommendations to the Council of Governors with 
regard to the outcome of the review; 


 review annually the time commitment requirement for Non-executive Directors; 


 give consideration to succession planning for Non-executive Directors, taking into account 
the challenges and opportunities facing the Trust, and its plans to address them, and 
consulting with the Board of Directors as to the skills and expertise needed on the Board of 
Directors going forward; 


 make recommendations to the Council of Governors concerning plans for succession; 


 keep the leadership needs of the Trust under review at Non-executive Director level to 
ensure the continued ability of the Trust to operate effectively in the health economy; 


 agree with the Council of Governors a clear process and timetable for the nomination of a 
Non-executive Director; 


 take into account the views of the Board of Directors on the qualifications, skills and 
experience required for each position; 


 for each appointment of a Non-executive Director, prepare a description of the role and 
capabilities and expected time commitment required; 


 identify and nominate suitable candidates to fill vacant posts within the Committee’s remit, for 
ratification by the Council of Governors; 


 ensure that a proposed Non-executive Director is a ‘Fit and Proper’ person and monitor 
procedures to ensure that existing Non-executive Directors remain ‘Fit and Proper’ persons 
as defined in law and regulation; 


 ensure that a proposed Non-executive Director’s other significant commitments are disclosed 
to the Council of Governors before appointment and that any changes to their commitments 
are reported to the Council of Governors as they arise; 


 ensure that proposed appointees disclose any business interests that may result in a conflict 
of interest prior to appointment and that any future business interests that could result in a 
conflict of interest are reported.  Determine whether or not any Non-executive Director 
proposed for appointment is independent (according to the definition in the Foundation Trust 
Code of Governance and/or in the Trust’s Constitution or governance procedures); 


 ensure that on appointment Non-executive Directors receive a formal letter of appointment 
setting out clearly what is expected of them in terms of time commitment, Committee service 
and involvement outside Board of Director meetings; 


 advise the Council of Governors in respect of the re-appointment of any Non-executive 
Director in accordance with the Constitution.  Any term beyond six years will be subject to 
satisfactory annual  review with a maxim of nine years term of office; 


 advise the Council of Governors in regard to any matters relating to the removal of office of a 
Non-executive Director. 







 


 


 
 
The Committee as part of its Remuneration Role will: 
 


 recommend to the Council of Governors a remuneration and terms of service process for 
Non-executive Directors, taking into account the views of the Chair (except in respect of his 
own remuneration and terms of service) and any external advisers; 


 in accordance with all legal and regulatory requirements, recommend to the Council of 
Governors the remuneration and allowances, and the other terms and conditions of office, of 
the Non-executive Directors; 


 agree the process and receive and evaluate reports about the performance of individual Non-
executive Directors and consider this evaluation output when reviewing remuneration levels; 


 in adhering to all relevant laws and regulations establish levels of remuneration which;  


 are sufficient to attract, retain and motivate Non-executive Directors of the quality and with 
the skills and experience required to lead the Trust successfully, without paying more than is 
necessary for this purpose, and at a level which is in accordance with benchmark information 
and affordable for the Trust; 


 take into account appropriate benchmarking and market-testing, while ensuring that 
increases are not made where Trust or individual performance do not justify them; and  


 are sensitive to pay and employment conditions elsewhere in the Trust, especially when 
determining annual increases. 


 
8. Authority 
 
8.1 The Nomination Committee is empowered to examine and investigate any activity within the 


Trust pursuant to the above scope and duties. 
 
9. Performance Evaluation 
 
9.1 The Chair will lead a review of the effectiveness of each meeting and will undertake a formal 


annual review of effectiveness and report the outcome to the Council of Governors. 
 
10. Review 
 
10.1 The Terms of Reference of the Committee shall be reviewed by the Council of Governors at 


least annually. 
 
 
Date Approved by Nomination Committee: October 2018 
 
Date Approved by Council of Governors: 
 
Date of Next Annual Review: October 2019 
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4.2 
South Tees Hospitals NHS Foundation Trust  


 
Council of Governors (Membership and Engagement Committee) 


 
Terms of Reference 


 
 


1.  Constitution 


1.1 The Membership and Engagement Committee (MEC) has been established by the South Tees 
Hospitals NHS Foundation Trust in accordance with its Constitution and will report to the 
Council of Governors. 


 
1.2 The MEC is authorised to act within its Terms of Reference with escalation to the Council of 


Governors as appropriate. 
 


1.3 MEC is authorised to obtain such internal information as is necessary and expedient to the 
fulfilment of its functions. 


 
2.  Membership 


2.1 The core membership of MEC will consist of: 
 


 6 Elected Governors (including the Lead Governor) 
 


 2.2 The Chair of MEC will be formally approved by the Council of Governors and reviewed 
periodically. 


 
2.3  The Director of Communications and the Company Secretary will attend meetings to support 


the working of the Committee. 


 
3  Frequency of Meetings 


3.3 MEC shall meet at least quarterly and at other times as may be necessary. 


4.2 Papers shall be circulated by the Secretary of the meeting at least four days prior to each 
meeting and shall not be tabled unless this is agreed by the Chair of the meeting on an 
exceptional basis. 


 
4 Quorum 
 
5.1 No business should be transacted at the meeting unless three members are present, which 


must include: 
 


 The Chair or Deputy of MEC 


 One other Elected Governor; and 


 The Director of Communications or Company Secretary in attendance. 
 


6. Main Priority and Objective 


6.1 To monitor the Trust’s membership to ensure it representative of the community it serves. To 
communicate and engage with its members including staff and the public in general in 
compliance with the Health and Social Care Act 2012.   







 


 


 


 
 


7. Scope and Duties 


7.1 To maintain and develop a membership that is representative of the communities the Trust 


serves including demographic, ethnic minority and socio economic representation.  
 


7.2 Increasing the membership of patients and young people and seeking the participation and 


views of the children who are not yet eligible to join the Trust by:  
 


 achieving marginal growth in overall membership numbers. 
 
7.3 Ensuring the membership database is up to date in order that the Trust can be more 


responsive to the needs of growing membership communities.  
 
7.4 Provide appropriate information to members and the Members’ Council to promote 


understanding and ensure they are able to make informed decisions.  
 
7.5 Communicate the benefits of membership and create new engagement opportunities to a 


wider audience. 
 


 7.6 Build awareness, communication, and interaction between councillors and their constituents 
(including events and use of social media).  


 
7.7 Continue to harness the experience, knowledge and skills of our membership community and 


actively engage them in the development of the Trust and its activities; thus improving 
governance and enabling the Trust to achieve its objectives. 


 
7.8 Encourage a partnership approach between the Trust, its membership, and other likeminded 


organisations, working together for the benefit of the community we serve.  
 
7.9 Make any necessary recommendations to the Council of Governors for formal ratification. 


 
8.  Authority 


8.1 The MEC is empowered to examine and investigate any activity pursuant to the above scope 
and duties. 


 
8.2 The MES is authorised to obtain such internal information as is necessary and expedient to 


the fulfilment of its functions. 
 
9.  Reporting and Minutes 


9.1 Minutes shall be submitted after each of its meetings for consideration by the next meeting. 
 
9.2 The MES will report to the next meeting of the Council of Governors. 
 
10. Review 


10.1 These Terms of Reference will be reviewed formally on an annual basis and periodically as 
required.   
 


11. Key Performance Indicators 


11.1 These Terms of Reference will be measured against the following key performance indicators: 


 75% attendance 
 


 







 


 


 


 
Approved by Membership and Engagement Committee: September 2018 
 
Approved by Council of Governors:     
 


Date of Next Formal Review:  September 2019  
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Update to the December Council of Governors meeting 
 


 


5.3 
 
 


COUNCIL OF GOVERNORS 
SCHEDULE OF FORTHCOMING FORMAL MEETINGS AND TRAINING EVENTS 


UP TO MARCH 2019 


 
 


 
 


DATE/TIME 
 


FORMAL COUNCIL MEETING 
(Governors are asked to mark out 


10.00 am to 4.00 pm) 
 


 
LEAD 


 
MEDICAL DIRECTOR ATTENDING 


 
Tuesday 11 December 2018 
10.00am – 4.00pm 


 
Council of Governors meeting 
 
2.30 – 4.30pm – Public Meeting 
4.30 – 5.00pm – Private Meeting 
 
Venue – Board Room, FHN 


 
 
 
 


 
 


 
Tuesday 12 March 2019 
10.00am – 4.00pm 


 
Council of Governors meeting 
 
10.30 – 11.00am Training Session – Topic : HR Issues 
 
Venue – Board Room, 2


nd
 Floor Murray Building, JCUH 


 
 
 
Director of HR 
 
 
 


 
David Chadwick – 
Medical Director, Planned and 
Specialist Care 
 
Andrew Owens –  
Medical Director, Education, Research 
& Innovation 
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1.2


Register of 


Governors 


interests 


Newly appointed 


Governors:


Any changes made 


since last meeting:


as at 11/12/2018







Governors


Directorships including non -


executive directorships held 


in private companies or PLCs 


(with the exception of those 


of dormant companies). 


Ownership part-


ownership or 


directorship of private 


companies business or 


consultancies likely or 


possibly seeking to do 


business with the NHS. 


Majority or 


controlling share 


holdings in 


organisations likely 


or possibly seeking 


to do business with 


the NHS. 


A position of authority in a 


charity or voluntary 


organisation in the field of 


health and social care. 


Any connection with a 


voluntary or other 


organisation contracting 


for NHS services or 


commissioning NHS 


services 


Any connection with an 


organisation, entity or 


company considering 


entering into or having 


entered into a financial 


arrangement with the NHS 


foundation Trust


Ann Arundale - Governor Nil Nil Nil Nil Nil Nil 


Plym Auty - Governor Nil Nil Nil 


Nil - but is a volunteer with 


Great North Air Ambulance 


Service but hold no 


position of Authority Nil Nil 


Abigail Barron - Governor Nil Nil Nil Nil Employed by HRW CCG Employed by HRW CCG


Anne Binks - Governor Nil Nil Nil 


Teesside University - 


Higher education 


institution Nil Nil 


Julia Bracknall - Governor Nil Nil Nil 


Chief Executive of Carers 


Together.  A registered 


Charity in the field of 


Health & Social Care Nil Nil 


Jon Broughton - 


Governor Nil Nil Nil Nil Nil Nil 


Relevant and Material Interest







Directorships including non -


executive directorships held 


in private companies or PLCs 


(with the exception of those 


of dormant companies). 


Ownership part-


ownership or 


directorship of private 


companies business or 


consultancies likely or 


possibly seeking to do 


business with the NHS. 


Majority or 


controlling share 


holdings in 


organisations likely 


or possibly seeking 


to do business with 


the NHS. 


A position of authority in a 


charity or voluntary 


organisation in the field of 


health and social care. 


Any connection with a 


voluntary or other 


organisation contracting 


for NHS services or 


commissioning NHS 


services 


Any connection with an 


organisation, entity or 


company considering 


entering into or having 


entered into a financial 


arrangement with the NHS 


foundation Trust


Janet Crampton - 


Governor Nil Nil Nil 


Chair of Abbeyfield 


Northallerton Charitable 


Incorporated Organisation 


(CIO).  Trustee of Olive & 


Norman Field Charitable 


Trust.  Trustee of The 


Forum, Northallerton


Chair of Hambleton 


Dementia Action Alliance Nil 


Paul Crawshaw - 


Governor Nil Nil Nil 


Chair of Healthwatch 


Middlesbrough Board Nil Nil 


Cllr Caroline Dickinson - 


Governor Nil Nil Nil Nil Nil Nil 


Stuart Finn - Governor Nil Nil Nil Nil Nil Nil 


David John Hall -               


Governor Nil Nil Nil Nil Nil Nil 


Barbara Hewitt -               


Governor Nil Nil Nil Nil Nil Nil 


Rebecca Hodgson - 


Governor Nil Nil Nil Nil Nil Nil 


Mike Holmes - Governor Nil Nil Nil Nil


Volunteer as Community 


First Responder for 


Yorkshire Ambulance 


Service.  Member of 


Patient Group at GP 


practice - Dr Duggleby & 


Partners, Stokesley. Nil 







Directorships including non -


executive directorships held 


in private companies or PLCs 


(with the exception of those 


of dormant companies). 


Ownership part-


ownership or 


directorship of private 


companies business or 


consultancies likely or 


possibly seeking to do 


business with the NHS. 


Majority or 


controlling share 


holdings in 


organisations likely 


or possibly seeking 


to do business with 


the NHS. 


A position of authority in a 


charity or voluntary 


organisation in the field of 


health and social care. 


Any connection with a 


voluntary or other 


organisation contracting 


for NHS services or 


commissioning NHS 


services 


Any connection with an 


organisation, entity or 


company considering 


entering into or having 


entered into a financial 


arrangement with the NHS 


foundation Trust


Susan Hutchinson -          


Governor Nil Nil Nil Nil Nil Nil 


Allan Jackson - Governor Nil Nil Nil Nil Nil Nil 


Steve Jones - Governor Nil Nil Nil 


Director of Medical Studies 


at Newcastle University Nil 


As previously noted 


Director of Medical Studies 


at Newcastle Univesity.  


Financial arrangement in 


place with the Trust to 


provide teaching 


Undergraduate Medical 


Students.


Dr Adetayo Kasim - 


Governor Nil Nil Nil Nil Nil Nil 


Graham Lane - Governor Nil Nil Nil Nil Nil Nil 


Jean Milburn -                    


Governor Nil Nil Nil Nil Nil Nil 


Alison Munkley -               


Governor Nil Nil Nil Nil Nil Nil 


Carolyn Newton - 


Governor Nil Nil Nil Nil Nil Nil 


Lynn Pallister - Governor


Director of Board of Coast 


and Country Housing Nil Nil Nil Nil Nil 


John Race - Governor Nil Nil Nil Nil Nil Nil 







Directorships including non -


executive directorships held 


in private companies or PLCs 


(with the exception of those 


of dormant companies). 


Ownership part-


ownership or 


directorship of private 


companies business or 


consultancies likely or 


possibly seeking to do 


business with the NHS. 


Majority or 


controlling share 


holdings in 


organisations likely 


or possibly seeking 


to do business with 


the NHS. 


A position of authority in a 


charity or voluntary 


organisation in the field of 


health and social care. 


Any connection with a 


voluntary or other 


organisation contracting 


for NHS services or 


commissioning NHS 


services 


Any connection with an 


organisation, entity or 


company considering 


entering into or having 


entered into a financial 


arrangement with the NHS 


foundation Trust


Erik Scollay - Governor Nil Nil Nil Nil


Director of Adult Social 


Care and Health 


Integration at 


Middlesbrough Council


Director of Adult Social 


Care and Health 


Integration at 


Middlesbrough Council


Angela Seward - 


Governor Nil Nil Nil 


Chair of Patient 


Participation Group for 


Barnard Castle Surgery, 


part of Durham Dales, 


Easington and Sedgefield 


CCG (DDES)


Patient Representative 


Group member for 


Barnard Castle Surgery 


on the Durham Dales 


PRG, at the monthly 


meetings with DDES CCG Nil 


Tink Wedgwood-Jones   


Governor Nil Nil Nil Nil Nil Nil 
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