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Council of Governors General Meeting (held in public)

10 September 2019, 14:00 to 16:00

Conference Rooms, Walkergate Park,
Benfield Road, Newcastle, NE6 4QD

Welcome and Introductions

Welcome to the Council of Governors meeting held in public.

The big issues considered within this agenda are:
* Service User and Carer Involvement Strategy

Apologies for absence

Minutes for approval

‘ 03 Governors meeting 14 May 2019 FINAL minutes

approved by KJ.pdf (7 pages)

Matters arising not included on the agenda

Declarations of Interest

Business Items

6.

Chair's Report

Chief Executive's Report

Verbal

Ken Jarrold, Chair

Verbal

Ken Jarrold, Chair
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Ken Jarrold, Chair

Verbal

Ken Jarrold, Chair
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‘ 07.a CEO Report Aug 4th Sept.pdf (3 pages)
‘ 07.b. Appendix 1. Building healthier communities.pdf (74 pages)
‘ 07.c. Appendix 2. A Manifesto for new PM.pdf (16 pages)

8. Governors’ Questions

Note: Questions relating to the agenda and papers may be asked at the meeting. Verbal
For issues not covered by this meeting, questions must be submitted at least 3 )
working days in advance by emailing corporateaffairs@ntw.nhs.uk Ken Jarrold, Chair

9. Non-Executive Director Appointment Approval
Enclosure

Ken Jarrold, Chair

‘ 09. Final - proposed report to CoG NED

Appointment.pdf (3 pages)

10. Consitution
Decision

Debbie Henderson, Deputy Director
of Communications and Corporate

‘ 10.a CNTW Constitution Exec Summary Sept 19.pdf (10 pages)
‘ 10.b CNTW Constitution Sept 19 Final.pdf (69 pages)

‘ 10.c . CNTW Constitution Sept 19 - Annex 9.pdf (54 pages)

Governor Feedback, including:

11. Feedback from Governor Representatives on Board ‘
Committees <
@@
11.1. Feedback from Resource and Business Assurance $
Committee O
,b(\
e Verbal
Victoria BuIIerweﬂ%&\gggnyaddell,
Govegor %3’ entatives
\
11.2. Feedback from Audit Committee o O
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@\@%ria Bullerwell, Governor
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{5\%\’1/ Representative
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11.3. Feedback from Quality and Performance Committee $O \Q
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Verbal

Margaret Adams & Anne Carlile,



Governor Representatives

11.4. Feedback from Mental Health Legislation Committee
Verbal
Fiona Grant & Denise Porter
Governor Representatives
12. Feedback from Governors Working Groups and
Committees
Verbal
Committee Representatives/
Working Group Chairs
12.1. Update from the Nominations Committee
Verbal
Ken Jarrold/ Margaret Adams,
12.2. Update from the Governors Steering Group
Verbal
Ken Jarrold
12.3. Update from the Governors Quality Group
Verbal
Margaret Adams, Chair
13. Feedback from External Events and Meetings
13.1. Feedback from the Governor Advisory Committee
Verbal
Anne Carlile
Items for information (discussion by exception only) X
<
14. Board of Directors Minutes: G$
l}&g‘osure
Ke %%Id, Chair
. G
14.1. 24 April 2019 X (O
h Q ‘Q
. 14.1 Board of Directors Minutes 24 April 2019.pdf (7 pages) (\/OQQ ’
<
14.2. 22 May 2019 \)@06\/0’
. A\ V
. 14.2 Board of Directors Minutes 22 May 2019.pdf (7 pages) O{&Qq/\

)

14.3. 3 July 2019



‘ 14.3 Board of Directors Minutes 3 July 2019.pdf (8 pages)

15. Any other business

Break

Big Issue Items

16. Service User and Carer Involvement Strategy

‘ 16a. Service User-Carer Involvement Strategy final.pdf (8 pages)

‘ 16b. Service User-Carer Involvement Strategy (4 pages)

Appendix.pdf
17. Date, time and venue of next meeting:

The next Council of Governors meeting held in public Thursday, 7 November
2019, 2 pm to 4 pm. Walkergate Park, Benfield Road, Newcastle, NE6 4QD.

Verbal

Ken Jarrold, Chair

Ken Jarrold, Chair
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NHS

Northumberland,
Tyne and Wear

MHS Foundation Trust

Council of Governors Meeting (held in public)
Tuesday, 14 May 2019, 2.00 — 4.00 pm

Conference Rooms, Walkergate Park, Newcastle

Present:
Ken Jarrold
Margaret Adams
Stephen Blair
Russell Bowman
Anne Carlile
Kevin Chapman
Andrew Davidson
Andrew Fothergill
Prof Kim Holt
Annie Murphy
Fiona Regan

Draft Minutes

Chair

Public Governor, South Tyneside

Public Governor, Newcastle, Rest of England/Wales
Service User Governors, Neuro Disability Services
Carer Governor, Adult Services

Staff Governor, Clinical

Service User Governor, Learning Disability Services
Service User Governor, Adult Services

Appointed Governor, Northumbria University
Community & Voluntary Services Governor

Carer Governor, Learning Disability Services

Dr Uma Ruppa Geethanath Staff Governor, Medical

Janice Santos
Bob Waddell
Cheryl Wright

In Attendance:
David Arthur
Dr Les Boobis
Alexis Cleveland
Chris Cressey
Jennifer Cribbes
James Duncan
Anna Foster
Debbie Henderson
John Lawlor
Paul McCabe
Wendy Pinkney
Michael Robinson
Chris Rowlands
Lynne Shaw
Peter Studd

Public/Governor Support:

Apologies:
Colin Browne
Victoria Bullerwell
Fiona Grant
Cath Hepburn
Claire Keys
Dr Rajesh Nadkarni
Prof Daniel Nettle
Gary O’'Hare

Carer Governor, Children & Young People’s Services
Staff Governor, Non Clinical
Public Governor, Gateshead

Non-Executive Director

Non-Executive Director

Non-Executive Director and Deputy Chair

Associate Director of Finance and Business Development
Corporate Affairs Manager

Deputy Chief Executive/Executive Director of Finance
Deputy Director, Commissioning and Quality Assurance
Deputy Director, Communications and Corporate Affairs

Chief Executive :
Director of Estates and Facilities, NTW Solutions ,O{
Corporate Affairs Officer (notes) @@
Non-Executive Director S
Equality and Diversity Lead ’OQ
Acting Executive Director of Workforce and Organisational ¢,
Non- Executive Director Developrr@{\o)
Support Worker to Andrew Davidson G‘
’O
O QO)

Carer Governor, Older People’s Services (0 Q’\,o)
Staff Governor, Non-Clinical

Service User Governor, Adult Serwce%(?:%‘dr\Governor)
Public Governor, North Tyneside

Staff Governor, Clinical

Medical Director

Newcastle University Governor

Executive Director of Nursing and Operations

Council of Governors’ public meeting — 14.5.19
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Denise Porter Appointed Governor, Rethink Mental lliness

Lisa Quinn Executive Director of Commissioning and Quality Assurance
Jack Wilson Service User Governor, Children and Young People’s Services
Item | Discussion
1/19 | Welcome and Introductions

Ken Jarrold, Chair, welcomed everyone to the meeting and a round of introductions
followed.

2/19 | Apologies for absence
Apologies for absence were received as recorded above.
3/19 | Council of Governors - Minutes for approval
The minutes of the meeting of 5 March were approved as an accurate and true
record, with no amendments required.
4/19 | Matters arising not included on the agenda
Item 11 — Annual Plan and Finance Update
James Duncan advised that there had been no return queries received regarding the
Trust’s Annual Plan and Operational Plan. He added that the national review of
capital spend was a big issue and he would keep governors updated on progress.
Although the end of year finance of a £4.6 million surplus is a large amount, if
delivered, increased funding would be received.
Ken Jarrold commented that the financial year end is in a very stable position and
expressed his gratitude to everyone involved in delivering such a good result.
5/19 | Declarations of interest — None received.
Business Items
6/19 | Chair’s Report

Ken Jarrold spoke of the following:

e Visit to Cumbria on 4 July
Ken Jarrold informed the meeting that Fiona Grant, Lead Governor, Margaret
Adams, Co-chair of the Nominations Committee/Chair of Quality Sub Group,
Debbie Henderson and himself would be attending the North Cumbria Council
of Governors meeting on 4 July and would update governors on outcome.
Ken added that changes to the Trust’s constitution would be necessary to 2
accommodate two new governors. Qo

&0

¢ Nominations Committee O o
Ken advised that there would be a meeting today to look at NED&% &ment
and commented on the need to consider diversity, particularl ge r, on the
Board. He also advised that applications would be welcom '?1 an
individual with a strong link to the Cumbria area, in light dﬁ% rthcoming
service transfer. {9%\

$0‘ \Q
e Thinking about Service Users/Carers QO)
Ken spoke of the work that governors Margaret Adams and Anne Carlile were
involved in with Vida Morris on the new Service User/Carer Strategy.

ks

Council of Governors’ public meeting — 14.5.19
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NHS Providers Governors Conference, London — 9 May

Ken stated that governors Denise Porter, Margaret Adams and Bob Waddell
had attended the event with Debbie Henderson to present their showcase of
good practice.

A lot of positive comments were received from people visiting their display.
Denise found the trip to be very positive and engaging. Bob felt it was
recognised that NTW did a lot in comparison to other Trusts in terms of
governor and member engagement. Margaret referred to comments made
from other Trusts in recognition of the support provided to them by NTW.by
NTW.

Ken felt it was important to showcase good practice in the role of the
governors and to ensure the fundamental principle of accountability is not lost
in the future, given the changing landscape of the NHS.

Ken thanked Jennifer Cribbes for organising the trip and the group involved in
the showcase for their attendance.

Ken informed the meeting of John Lawlor’s pending visit to Buckingham
Palace to receive an OBE. Congratulations were expressed.

719

Chief Executive’s report

Trust Updates:

1.

North Cumbria Mental Health and Learning Disability Services

John Lawlor commented that the workforce and building transfer is still ongoing,
with a four stage HR process involving TUPE, TUPE light, remaining staff and
any vacancies for external advert. It was expected that most posts would be
filled by the end of July.

Lynne Shaw stated the process was presently moving into stage 4, wider
recruitment for vacant posts working towards a 1 October deadline.

John referred to the commencement of an engagement plan in North Cumbria
involving engagement with staff and key stakeholders, including Integrated Care
Communities, (GPs), Local Authorities, third sector organisations and
Healthwatch organisations. Staff roadshows are planned to take place over the
coming months. Feedback received so far is that leadership development N\
workshops have been valuable and the staff are passionate about driving ¢,

forward improvements and working together. &Q;)o)

. Mental Health Services in Bengaluru bfg(o
John confirmed that the consultancy work will be paid for and rei d into our
services. The development of public funded mental health s the
poorest 40% in India is proposed. This will be mainly throu tronic working
and John also noted that the Trust could gain significant ing, as feedback
has shown that they have some innovative ways in ter, e support
provided to younger people in India. QO)

Anne Carlile felt this would be a good opportunity to develop the Trust’s digital
services and john added that Elections in India are all run electronically,
involving over 800m people.

Council of Governors’ public meeting — 14.5.19
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Uma Ruppa Geethanath suggested that a group of volunteers may be available
and this could enhance recruitment of medical staff.

Action: To discuss with Dr Rajesh Nadkarni
Regional Updates:

3. Integrated Care Systems
John gave an update on the ongoing work, including discussions around more
system working rather than a focus on individual organisations. Agreement on
how organisations will work in the system across the North-East and North
Cumbria, will be coming to Board for ratification in due course.

Margaret Adams asked if there was progress around governance and it was
confirmed that it was being looked into how lay members, NEDs and Chairs fit
into the structure. John emphasised the need for appropriate governance to be
acknowledged.

National Updates:

4. Clinically Led Review of Access Standards
John referred to his report.

5. Financial Framework for Integrated Care Systems
John referred to his report.

6. King’s Fund Report Outcomes for Mental Health
John referred to the King’s Fund report with reference to mental health, for
consideration across the Trust as an outcome based approach is developed.

8/19

Review of Terms of Reference for Council of Governors meetings held in
public

Debbie Henderson presented the Council of Governors Terms of Reference for
approval. No comments received.

Approved:
e The Council of Governors approved the Terms of Reference for the Council of

Governors meetings.
x

9/19

Provider License Self Certification 9FT4(8))

Debbie Henderson spoke to her paper, explaining that the report reflects the Iev@rgf
activities from the Council of Governors. She added that although NTW w

of a lot of Trusts, there was still lots of work to be done in terms of opportun
engagement between the Council of Governors and members. Q

>3>,£%

10/19

Governors’ Questions
e Kevin Chapman requested clarification around the propo gestlon and
toll charges in the local area, stating that there would ?Qlﬂcant impact
On Trust and staff, for example, it was understood t@‘s incur a charge
for travel to St Nicholas Hospital.

James Duncan advised that the charge would only apply to old cars, although
the toll charge would be for the bridges. James acknowledged that it is an

issue but added that it is a national requirement and the Trust is working

Council of Governors’ public meeting — 14.5.19
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Action:

through some of the detail and will report back on progress to a future
meeting.

Les Boobis commented that it was a low emission zone; the charge was only
for central Newcastle and the toll was for three of the bridges equating to
£1.70 per journey per car.

Stephen Blair mentioned the 111 number for patient use as an issue and John
Lawlor advised there is already a link between 111 and our services in
Sunderland and South Tyneside. It was noted that there is a charge for 101
but not for 999 or 111.

A further update on the potential impact of the Clean Air Strategy proposals
on the Trust.

Governor Feedback, including:

1119 | 11.0 Feedback from Governor Representative on Board Committees:

11.1 Resource and Business Assurance Committee - Bob Waddell said as a
regular attender he could provide assurance that the committee is operating
efficiently within their terms of reference.

11.2 Audit Committee — in the absence of Victoria Bullerwell, David Arthur
advised that there were no significant issues to report.

11.3 Quality and Performance Committee - Margaret Adams commented there
were a lot of documents due to the time of year and workforce focussed.
Anne Carlile added that the group was always well supported by governors,
who are always welcome and there had been more requests from staff
members to observe.

11.4 Mental Health Legislation Committee - Good feedback received.

12/19 | 12.0 Committee and Working Groups Update, Working Group Chairs:
12.1 Nominations Committee — Meeting to be held today.
12.2 Steering Group — Ken Jarrold advised regarding agenda setting for 2019
and upcoming AMM on 18 July, to include speakers Lionel Joyce and Jack
Wilson plus the ‘Hope’ video.
12.3 Quality Sub Group — Margaret Adams reported on three presentations in
March: Always events, ICS and 5Ps. The next meeting is scheduled for 23 ¢
May at 9.30 am and will include a presentation on Autism Spectrum Disord@?
&
13/19 | 13.0 Feedback from Events/Meetings: A \<‘o<9

13.1 Feedback from Events: thQb
Nothing to report. <\’OQO) ’

13.2 Feedback from Governor Advisory Committee: sQQ’ o)

Anne Carlile reported that she had attended a meeting o&(@@)}il which
included lots of information. The next meeting is in Jul é\@vre added that all
governors should receive the GAC newsletter. 0‘ Q
o
14/19 | Board of Directors Meeting Minutes ~

The Council of Governors noted the Board minutes of:
23 January 2019 27 February 2019 27 March 2019

Council of Governors’ public meeting — 14.5.19
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15/19

Any other business

a) Debbie Henderson advised that only nine responses had been received in
response to the Governors Review of Effectiveness survey and it was essential
that more be completed to enable any issues to be acted on. Ken Jarrold
emphasised that responses from governors regularly attending meetings were
most important.

b) Cheryl Wright provided examples of the Top Tips postcards and requested
governors to submit any tips via the Corporate Affairs office, as these were
proving to be very helpful to service users.

BREAK

Big Issue Items

16/19

Quality Account update

Anna Foster circulated copies of the Quality Account. Discussion ensued around the
impact of policies, waiting times and research opportunities, increased demand for
referrals, monitoring methods, schools involvement and the need for more
collaborative working.

James Duncan confirmed that these conversations are taking place within the Trust
but there are no simple answers.

Anna mentioned responses to the Friends and Family test for staff has increased from
81% to 88%, as well as being 75% for service users and 25% of carers.

Ken Jarrold stated that more information is required regarding why referrals have
increased and the reasons behind admissions, which is quite complex. It was
suggested that national research can be identified and reported back on.

17119

Staff Survey Results
Chris Rowlands presented the results of the Autumn 2018 Staff Survey.

Discussion ensued around the difficulties encountered by staff to complete the
survey, those on long term sickness, proof of anonymity and standard of questions.

Chris advised that there was a new Appraisal policy to be launched and a review of
the sickness absence policy, as well as health and wellbeing initiatives being

explored. Lynne Shaw confirmed that all localities/CBUs have no individual resultsob
identified and are therefore anonymous. Although completion of the survey is Q/’O

18/19

ional ff shoul I im mpl
optional, staff should be allocated time to complete. &*(,j’)
NTW Solutions update
Paul McCabe and Chris Cressey presented a summary of NTW Solut\eﬁgo)
performance in 2018/19 and a brief “forward look” for 2019/20.

Discussion ensued around the Cedar programme and a pote @@Tﬁﬂlct of interest
regarding the Lease Car Scheme and restrictions on dr|V|n % I as the ethics of
the Trust making money out of the scheme.

James Duncan advised that the Trust looked at the best pOSSIb|e outcome in terms of
money balance and consideration was also given as a whole by the Trust, on whether
to bring the Lease Car Scheme in-house or continue externally. The focus being on

developing a commercial focus and generating income for the Trust.

Council of Governors’ public meeting — 14.5.19
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David Arthur stated that the Audit Committee in the next couple of years, intended to
examine if the process is offering assurance of receiving value for money. Peter
Studd as Chair of NTW Solutions, stated that compared with a big range of private
sector organisations and charging etc., we are well within the market. Two years on
from the launch, it is running smoothly and hitting performance targets, although very
early days. However, the relationship between the Trust and NTW Solutions has
remained strong.

Close
There being no further business to discuss, the Chair declared the meeting closed.

19/19

Dates, times and venues of next meetings:

Council of Governors Engagement Session — Tuesday, 4 June 2019
(2.00 — 4.00 pm) Conference Rooms, Walkergate Park

Annual Members’ Meeting - Thursday, 18 July 2019
(3.00 — 4.30 pm) Jubilee Theatre, St Nicholas Hospital

Council of Governors Quality Sub-Group — Thursday, 25 July 2019
(9.30 am — 12.00 pm) Conference Room 1, Walkergate Park

Council of Governors Meeting (held in Public) - Tuesday, 10 September 2019
(2.00 — 4.00 pm) Conference Rooms, Walkergate Park

Council of Governors Engagement Session — Thursday, 10 October 2019
(2.00 — 4.00 pm) Conference Rooms, Walkergate Park

Council of Governors’ public meeting — 14.5.19
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Northumberland, Tyne and Wear NHS Foundation Trust

Council of Governors Meeting

Meeting Date: 4 September 2019

Chief Executive’s Report
John Lawlor, Chief Executive

Title and Author of Paper:

Paper for Debate, Decision or Information: Information

Key Points to Note:

Trust updates

1. Trust Name
2. NHS Staff Survey
3. Climate Change

Regional updates

4. NE & N. Cumbria Integrated Care System (ICS) Memorandum of Understanding

National updates

5. Building healthier communities: the role of the NHS as an anchor institution
6. A Manifesto for the new Prime Minister

Outcome required: For information
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Regional updates

Chief Executive’s Report

4 September 2019

Trust updates

1. Trust Name

As we will soon be providing services to the population of Cumbria, as well
Northumberland, Tyne and Wear we have decided to change our name to reflect the
geographical area to which we provide services.

To give parity and equity to all areas we serve, and in line with NHS identity
guidelines, our name will be alphabetical, therefore the decision which has been
made is that on 1 October we will become Cumbria, Northumberland, Tyne and Wear
NHS Foundation Trust.

We are currently undertaking a process of engagement with staff, stakeholders and
the public in North Cumbria and | am sure the Board will join us in welcoming our new
colleagues on the 15t October.

. NHS Staff Survey

The survey will launch in mid-September and we will continue to encourage staff to
take part and to give as much feedback as possible.

Last year’s response was 66.5%, with 39 questions seeing an improvement in scores,
21 a deterioration and 21 remaining the same. Based on these outcomes a Trust
wise action plan had been developed to focus on violence and aggression, bullying
and harassment, improving satisfaction with the quality of care that staff are able to
deliver, quality of appraisals, health and wellbeing and addressing ethnicity and
disability issues. In addition, each locality and department has looked at the specific
issues raised and have developed local actions.

. Climate Change

The organisation has recently been having conversations and presentations about the
health impacts of climate change to ensure that we and our partners are doing all that
we can to raise awareness of sustainability and to prevent future harm by limiting our :
environmental impact. ,O(
@Q/
A new Corporate Decisions Team sub group, chaired by James Duncan, has recently S
been convened to consider these important issues and to develop an involvement &
engagement strategy as we know that our staff, service users and carers have lots @Jffo
ideas about sustainable practices. A fuller update will be reported to the Trust Rgéhk,)
later this year. AL

G‘Qb

Q >
@ >
Q}\ QQ

4. NE & N. Cumbria Integrated Care System (ICS) Memorandum o@dgstanding

across the region will work together. This will include CCG oundation Trusts
and national regulators, most particularly NHSI/NHSE, HEE arid PHE. This will be
considered at the Board meeting to seek agreement to the MoU being adopted across
the ICS.

A Memorandum of Understanding has been developed through ion with the
organisations involved, to create a framework in which all the anisations

9/270



National updates

5. Building healthier communities: the role of the NHS as an anchor institution
Attached as Appendix 1 or click here to access the report which was recently
published by The Health Foundation, an independent charity committed to bringing
about better health and care for people in UK. The report outlines the opportunities for
the NHS to maximise its contribution to the health and wellbeing of local populations.
This includes widening access to quality work, purchasing and partnering locally and
social benefit, and reducing its environmental impact.

The report argues that more can be done to support and challenge the NHS to
embrace its role as an anchor institution and in doing so, advance the welfare of local
people.

6. A Manifesto for the New Prime Minister
The NHS Confederation and its networks have jointly compiled this briefing for the
new Prime Minister, the Rt Hon. Boris Johnson MP. This briefing sets out seven key
challenges for the NHS in 2019 and beyond including, funding, social care and the
NHS in a post-Brexit world. | have attached as Appendix 2 or click here to access
the report.

\
&
>
Q//OQ
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o \Qb ’
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https://www.health.org.uk/sites/default/files/upload/publications/2019/I02_Building%20healthier%20communities_WEB.pdf
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Research
August 2019

Building healthier
communities:

the role of the NHS as
an anchor institution

Sarah Reed, Anya Gopfert, Suzanne \Wood, Dominique Allwood
and Will Warburton
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Executive summary

What this report is about and why it matters

Widening health inequalities and growing pressures on health care services have prompted
a fundamental conversation about the role of the NHS in prevention and its broader
influence in local communities. The British economy is one where wages and living
standards are stagnating and 22% of the population live in poverty.' People from the most
socially deprived areas of England die nearly a decade earlier and spend 18 fewer years in
good health than people born in the least deprived areas.” And while health care services on
their own are insufficient to overcome these inequalities, the NHS could make a far greater
contribution to this goal: it is the largest employer in the country, spends billions on goods
and services each year and controls significant land and physical assets — all of which make
ita powerful ‘anchor institution’.

Anchor institutions are large, public sector organisations that are called such because
they are unlikely to relocate and have a significant stake in a geographical area — they are
effectively ‘anchored’ in their surrounding community. They have sizeable assets that
can be used to support local community wealth building and development, through
procurement and spending power, workforce and training, and buildings and land.

Anchors have a mission to advance the welfare of the populations they serve. They tend to
receive (or are significant stewards of ) public resources, and often have a responsibility to
meet certain standards on impact or value. These characteristics mean that the NHS, like
other anchors, is well placed to have a powerful voice in where and how resources are spent
locally. The NHS can also lead by example, and help spread and champion the principle of
anchor institutions in local economies.

The idea of anchor institutions is not new. In the UK, however, other public sectors (such ,0{
as local government and universities) have arguably been more conscious of their role as $®
anchors.”* There are signs that this is changing; there is growing enthusiasm across the o}

NHS for how health care organisations make up a key part of the social and economic /OQ

fabric of communities, and can do more to channel their strategic influence to improve QQ/

population health. &A (,)<’)
\ *

This report explores how NHS organisations act as anchor institutions. It gives examples (\6 ‘Qb

of what anchor practices look like in a health care context, and how anchor institutim&f\\c IQO) ’

maximise their influence on the wider determinants of health, as follows.

&3
. Chapters 1 and 2 introduce the concept of anchor institutions ancl&t\%w\’t]ﬂgie
\S

case for change.

. Chapter 3 discusses employment, and how the NHS can widen acess to quality
work for communities furthest from the labour market, and be a better employer
and place to build a career for more local residents.

2 Building healthier communities: the role of the NHS as an anchor institution
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. Chapter 4 looks at how procurement and commissioning can derive greater
social value by shifting more NHS spend locally and towards organisations that
provide greater community benefit.

. Chapter 5 considers how the NHS can make better use of its capital and estate
by supporting the development of community assets like affordable housing and
creating community spaces for local groups and businesses.

. Chapter 6 looks at how the NHS can promote environmental sustainability in its
own operations and in the broader community.

. Chapter 7 discusses how the NHS can accelerate progress and impact at scale
by working more effectively as a partner across a place, both within its own
structures and with other anchor institutions in the local economy.

The central argument of this report

The size, scale and reach of the NHS means that it has a significant influence on the

health and wellbeing of local populations. But how it chooses to function and leverage

its resources will determine the extent of that impact. More can be done to supportand
challenge the NHS to embrace its role as an anchor institution and maximise the social and
economic value it brings to local communities.

There are a range of promising anchor activities taking place across the NHS that provide an
important foundation from which to advance progress. Though NHS organisations are all
in very different stages of their role as anchors, where anchor practices are happening, they
tend to be discrete, narrow in scope and not intentionally applied or integrated into central
and local systems or organisational strategies. Nor are anchor approaches being evaluated in
any systematic way to know where to prioritise efforts and what actions are likely to have
the greatest impact on population outcomes.

There are opportunities at each level of the system to help the NHS more consciously
adoptan anchor mission and to understand the impact of different approaches so that they
become a central part of how NHS organisations function.

Considerations for practice and policy and taking
it forward <35

-

Supporting NHS organisations to embrace their anchor mission is key to harnessi ‘Qb ’
NHS’s powerful influence on community health and wellbeing. While NHS or, adions
face many immediate pressures that can make it difficult to adopt anchor str#g?, e
examples in this report show how parts of the NHS are taking a pragmati@lfy ch

and aligning anchor practices with other strategic objectives. While I\a ge will

be delivered at the organisational level, there is a key role for loca emyregional and
national leaders to help scale approaches, cultivate an anchor missiafyand supportan
environment where these practices become an embedded part of how the NHS operates.
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This report draws on examples of promising practice and identifies key opportunities to
help NHS organisations meet their potential as anchor institutions, regardless of the area
of anchor activity being pursued (summarised in Table 1 below). We also surface some of
the key tensions that may have to be worked through to balance priorities and direct efforts
along an anchor mission, and present some examples of where practices have overcome
them. These are summarised in Table 3 and discussed in more detail throughout the report.
The report proposes key actions for national and regional policymakers, local system
leaders, and NHS providers and networks to help the NHS advance its role as an anchor
institution.

Table 1: Steps towards realising the NHS’s potential as an anchor institution

1. Build a baseline understanding of current practice to know where to prioritise action
and establish informed goals.

2. Develop metrics and evaluate the impact of interventions.

Establish clear and visible leadership to embed anchor practices within organisational
and system strategies.

4. Enable staff to act on a collective vision for enhancing community health and
wellbeing.

5, Support the sharing and spread of ideas through networks.

6. Engage proactively with communities to ensure that anchor strategies meet the needs

of local people and to maximise impact on narrowing inequalities.

Q/’OQ
<AeH
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B0
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Chapter 1: Introduction

Itis increasingly accepted that good health is shaped by the conditions in which people
live, learn, work and age, with access to clinical care playing an important but more minor
role.>®7591011121n addition to its core purpose of delivering health care services, the

NHS has the potential to influence these conditions: itis the largest employer in the UK,
spends billions on goods and services each year and controls significant land and physical
assets —all of which give it enormous economic clout in local communities. Through its
scale, size and relationship with local populations, the NHS represents a powerful ‘anchor
institution’ that can positively influence the social, economic and environmental factors
that help create good health in the first place.

The idea of anchor institutions is not new. Until now, though, it has mainly been local
government and universities that have more consciously recognised their role as anchors.**
There are signs that this is changing. The NHS Long Term Plan promised to explore the
potential of the NHS as an anchor institution and identify examples of NHS initiatives
that have benefited their surrounding communities.'* But how the health service chooses
to operate and leverage its resources will determine the extent of that impact. Questions
remain as to how the NHS can best be supported and challenged to think differently about
the social and economic value it brings to local populations.

This report explores how NHS organisations act as anchor institutions in

five areas:
. employment
. procurement and commissioning for social value
. use of capital and estates
. environmental sustainability
. as a partner across a place. ,0(
<
It showcases where NHS organisations are already implementing anchor practices, and $
discusses opportunities for how practice and policy can evolve to maximise the NHS’s Qb
contribution to local communities. Q/’O
&AQQ)(’)
Vo
2O
2O
&, O
&
NN
A\
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*$§§$\
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What are anchor institutions?

The term anchor institution gets used in different ways, but for the purposes of this report
we are referring to large, public sector organisations that are unlikely to relocate and have
a significant stake in a geographical area. Anchors have sizeable assets that can be used to
support local community wealth building and development, through procurement and
spending power, workforce and training, and assets such as buildings and land. Anchors
have a mission to advance the welfare of the populations they serve. They tend to receive
(or are significant stewards of ) public resources, and often have a responsibility to meet
certain standards on impact or value. These characteristics mean that the NHS, like other
anchors, is well placed to have a powerful voice in where and how resources are spent.
The NHS can also lead by example and help spread and champion the principles of anchor
institutions in local economies.

Our approach
This report draws on a number of workstreams, including the following.

1. Research commissioned by the Health Foundation and produced by the Centre for
Local Economic Strategies (CLES) and The Democracy Collaborative (TDC), which
included a review of evidence on the role and impact of anchor institutions, as well
as three case studies: University Hospitals Birmingham NHS Foundation Trust,
Leeds Teaching Hospitals NHS Trust and East Lancashire Hospitals NHS Trust.

2. Interviews about existing practice from a range of perspectives, including the acute
sector, community and mental health trusts, primary care, clinical commissioning
groups (CCGs), research, policy and local government. Interviewees included leads
for transformation, sustainability, purchasing, public health, partnerships, estates
and workforce.

3. Workshops with an expert advisory group to identify the greatest opportunities for
progress. Participants included representatives from acute trusts, local government,
national bodies, academia, primary care, commissioners and the voluntary sector.

For each of the five areas (employment, procurement, capital and estates, environmental
sustainability and partnerships), we explain why it matters, provide examples of what

anchor practices look like in the NHS and briefly explore the policy context. We conclude Q

with a summary of implications for practice and policy moving forward. &A
(\6 be
2O
Y52$Cb<>
<§SHS§’
&
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Chapter 2: Setting out the case for
change — the role of the NHS in a
local place

There is increasing concern about inequalities in different parts of the UK where the
conditions for living life in good health are poor and deteriorating. Across England, wages,
living standards and productivity are stagnating and more than one in five people (22%)
now live in poverty.' Poverty represents a profound economic and social loss to the UK:
the British economy spends an estimated £78bn pounds dealing with the effects of
poverty.'“ People living in poverty are more likely to have poor health, and this is reflected
in persistent inequalities in health outcomes.'”

People born in the most deprived 10% of local areas in England are expected to die nearly

'®While these inequalities are

a decade earlier and have 18 fewer years in good health.
primarily driven by broader factors that sit outside the health system, there are several

reasons why the NHS should and can play a stronger role in supporting their reduction.

The protection of health care spending relative to other parts of the public sector since
2011 creates a moral case for maximising the value and reach of NHS funding to improve
population health and wellbeing. Health care accounted for 30% of public service spending
in2016/17 compared to 26% in 2009/10 and 23%in 1999,/2000,'” and budget
reductions to local government have put both public health and social care services under
severe pressure.

There is also an instrumental argument: even if the root causes of poor health and health
inequalities are primarily driven by factors outside the control of the health sector, it

is the NHS that deals with many of the consequences. It faces increased demand from
preventable behavioural and socioeconomic causes, ' and it is therefore logical to extract

the most value from the NHS in its wider role within local communities. Q/@(
Thinking of the NHS in this wider role goes with the grain of policy both in England and b$
across the UK. The 2014 NHS Five Year Forward View demanded a ‘radical upgrade in ’OQ
prevention’,'”” with the 2019 NHS Long Term Plan expanding on this to set out a strategy QQ/

to strengthen the NHS’s contribution to tackling health inequalities and improving &A e)

-

population health.”” The government’s Green Paper on prevention set out proposalsto ~ x\ (©o*
make progress on their ambition to extend healthy life expectancy in the UK by five yea@)(\o)‘ .

by 2035?"% (though the proposals have been criticised for not going far enough to na@o&zg

the inequalities between the richest and poorest needed to achieve this aim).” W{(e N

and Scotland have already adopted cross-government approaches to improvi

and wellbeing, placing duties on public bodies to take action to tackle the sé% @,}homic
conditions that widen inequalities.”*° SQQK
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Since 2016, health policy in England has also encouraged the NHS to plan and deliver
services in collaboration with other bodies locally. Sustainability and transformation
partnerships (STPs) and the emerging integrated care systems (ICSs) bring the NHS and
local government together to design and deliver services to meet local population needs
from a common pool of resources.”” Though still very much under development, the
promise of these partnerships is that the NHS may have more scope to establish and work
towards common goals with sectors like housing, education and employment. In Scotland
and Wales, health and social care are further integrated and NHS bodies have greater
flexibility to work together to develop new approaches to improve population health.

Supporting inclusive economies

There is a growing synergy between the place-based lens of the NHS and broader policy
that emphasises localism in shaping the socioeconomic environments in which we live.

The idea of inclusive economies — enabling all communities to benefit and contribute to
economic success — has garnered significant attention nationally and internationally over
the past decade. This is partly due to a recognition that economic growth has often failed to
‘trickle down’ and alleviate poverty or increase living standards across all communities as
expected.”’ In England, growth has been concentrated in London and the South, with other
parts of the country falling significantly behind.”

Inequalities and deprivation threaten long-term economic stability as many people

become trapped in low-productivity work or are excluded from the benefits of growth
altogether.””" Local leaders have therefore increasingly turned to anchor institutions to
create the conditions needed to support a healthy population, and help tackle inequalities
while boosting economic growth.?’ Devolution and the subsequent creation of local
enterprise partnerships’ (LEPs) and local industrial strategies have been promoted as ways
of giving more power to local communities. Though an emergent area of policy, these
agendas are seen as an opportunity to bring economic players together across a place to
drive productivity and distribute growth more fairly across the country —although whether
these policies will lead to a narrowing of inequalities remains to be seen.*”** There is an
inherent risk that increased localism could even widen socioeconomic divides if already
advantaged places are better positioned to leverage local resources and capacities for the
benefit of residents.”’ This makes it ever more important to consider the distinct role that
health sector organisations play as anchors in local communities, given that the NHS ex1stQ\

everywhere and carries with it significant assets that can be channelled for public good/A\ (,)

O

The NHS is a key part of the social and economic fabric in all communities, and a
anchor is well placed to work with other sectors to support place-based appro& t

promote prosperity and create the foundation for healthy communities. T owmg
recognition that health systems have an important and positive 1mpact E mies, and

can improve health and wellbeing (directly and indirectly) through tli¢ 6 nd nature

* Announced in 2010, LEPs are private-sector-led partnerships between local busm sses and local public sector
bodies. Their aim is to help set local economic priorities and undertake activities to drive local economic
development and job creation. LEP boards are led by a chairperson from local businesses, with board members
drawn from local industry, educational institutions and the public sector.

Chapter 2: Setting out the case for change — the role of the NHS in a local place 9
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of their role.***° However, the complexities of the NHS have often meant that health care
organisations have acted as institutional siloes, often looking upwards to regulatory bodies
more than outwards to their community for direction and to drive change. But given the
economic challenges the UK is facing and the recent focus on localism, there is now a key
opportunity for the NHS to work with other local leaders to develop a common agenda
and support economic strategies that improve the socioeconomic conditions of local
communities. This goal is important not only for building more inclusive economies,

but for the NHS itself; by more consciously leveraging its resources and actions, the

health sector can have even greater strategic influence across a place and be part of broader
conversations that improve the context in which it works.

Learning from anchor practices

In the chapters that follow, we set out examples of anchor practices in a health care context
to show how the NHS can leverage its assets to maximise its influence. These examples
come from the grey literature and interviews, highlighting existing anchor practices in the
NHS and what it might take to broaden their impact.

There are many ways of considering how the NHS functions as an anchor institution.

We restrict our focus to examples related to five key areas: employment, procurement

and commissioning, capital and estates, environmental sustainability and working in
partnership across a place. Many of the examples involve provider trusts, because of their
relatively large size. This should not be taken to imply that other parts of the NHS cannot
function as anchor institutions, or have less scope or responsibility to intervene in the
social determinants of health. Indeed, the formulation of primary care networks (PCNs) in
England may create new opportunities to work at scale and implement anchor strategies
in primary care. While most actions will take place at the level of the organisation, the
report discusses how local system and regional /national NHS leaders can help create an
environment in which NHS organisations more fully embrace their anchor mission and
maximise their contribution to local economies. We focus primarily on England, given its
different context and recent opportunities, and given that the other countries of the UK are
making more progress in some areas.

Based on our findings, we conclude by suggesting actions at each level of the health and
care system, including by national and regional policymakers, by local system leaders (that
is, STPs and ICSs) and by local NHS providers or networks.

10 Building healthier communities: the role of the NHS as an anchor institution
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Chapter 3: The NHS as an employer

Why this matters

The NHS employs more than 1.6 million people in the UK* and, with more than 350
career options, is a critical source of economic opportunity for local people. Figure 2
shows the percentage of jobs the health sector contributes locally by level of STP. The
figure demonstrates how the NHS, which accounts for most of these jobs, is a major driver
of employment in each regional economy, though some areas (the North and parts of
London) are more reliant on the NHS for employment relative to other sectors.

There is a strong link between work and health; for work to have a positive impact on
health, it must be ‘good work’ — providing stable employment, paying a living wage, and
offering fair working conditions, work-life balance and career progression.’’ By helping
more residents — particularly those furthest from the labour market — into quality work,
the health system can improve the welfare of its local communities and begin to narrow
inequalities. Building a workforce that is more representative of the local area can also
better respond to patients’ needs. Furthermore, employing local people can contribute to
reducing the carbon impact of the health sector by reducing the number of staff reliant on
transportation to get to work.

Anchor workforce strategies involve thinking not only about how the NHS can grow local
workforce supply and widen access to employment for local communities, but also how it
can be a better employer and place to build a career for more people. Itacts as an anchor not
only in the number of jobs it creates, but in how it can support the health and wellbeing of
its staff through good employment conditions and the working environment —a timely
undertaking, given the enormous workforce pressures confronting the NHS.

Chapter 3: The NHS as an employer 11
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Figure 2: Health employment as a percentage of total employment by STP level

10%
8%
6%

4%

Office for National Statistics, Business Register and Employment Survey (2017)

Notes: data are for all people employed in hospital activities, medical and dental practice activities and other human
health activities (eg, medical nursing homes, rehabilitation centres, psychiatric hospitals, etc.). Data will include people
working in the private sector as well as part-time.

What do anchor workforce strategies look like in practice? ,
73
Widening workforce participation @6
1. Targeting positions for local people ’bob
2. Understanding local demographics and opportunities AQQJ(Q
3. Creating pre-employment programmes, work placements and volunteer work bfbf’)
experience AN
p @Q .
N

Building the future workforce

1. Engaging young people and supporting career development &Qq/\q/
2. Increasing the number and types of apprenticeships %OO)\Q

Q
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Being a good employer

1. Supporting health and wellbeing of staff

2. Supporting fair pay and conditions of employment
3. Supporting professional development and career progression
Policy context

Workforce shortages are the biggest threat facing the health and care system, with
significant implications for the quality of care. Hospitals and mental health and
community providers in England alone are reporting vacancies of more than 100,000
full-time equivalent (FTE) staff.® Based on current trends, the NHS will continue to fall
substantially short of the workforce it needs unless there are significant actions to increase
staff supply.®

There are multiple strategies that the NHS, as an anchor institution, can adopt to address
workforce shortages, including better attention to career progression and training

for NHS employees, with numerous efforts targeting support roles, including health

care assistants. This includes the Health Education England Talent for Care Strategic
Framework,” which aims to create more opportunities for people to start and build a career
in the NHS. Alongside this, the Widening Workforce Participation Strategy’® established a
programme to expand access to education, employment and development opportunities
for under represented communities. The Interim NHS People Plan also explicitly recognises
the NHS’s responsibility, as an anchor, to support employment opportunities for local
communities by creating new job pathways and making the NHS a more inclusive work
environment and better employer for more people.”' The government’s Industrial Strategy
also creates further scope for the NHS to work with local partners to improve local skills
development.

Apprenticeships are another mechanism for widening access to employment. A new
apprenticeship levy came into effectin 2017, and as the largest employer in the UK, the
NHS has led the public sector in its use. In health and social care, around 420,000 people
have started apprenticeships since 2011.*” The levy covers the costs of training, but not
the apprentices’ wages. Smaller employers, like GP practices, can also access the levy to

pay 90% of their apprenticeship training costs. There are plans to create 100,000 more Q/
apprenticeships in England by 2020, including nursing and health care assistants, and i & {;’)
48

estates and facilities, domestic and housekeeping services, and business admlnlstratbg

Workforce shortages are compounded by poor experiences for some groups of z@ﬁ'\ O)

The 2018 NHS Workforce Race Equality Standard survey found that 15% o

minority ethnic (BME) staff reported experiencing discrimination in the onths,
and that 28% did not believe that their organisation provided equal o /rl{tles for
career progression (this compares to 7% and 13% of white staff, re ;‘K “These
inequalities need urgent attention. The Interim NHS People Plan 1§3 ses to deliver a more
compassionate and inclusive culture that promotes equality of opportunity for all staff.

Chapter 3: The NHS as an employer 13
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Learning from practice

Widening workforce participation
1. Targeting positions for local people

NHS organisations have worked with community partners to target certain positions for
local residents, who might otherwise face barriers to work. Partners include local councils
and other community organisations that often have deeper reach and insight into local
populations, which helps identify potential candidates and promote work opportunities.

For example, Barts Health NHS Trust has a proportion of roles available to locally
unemployed applicants. In the same way that some roles are ring-fenced for internal hires,
the trust prioritises local hires for a certain number of entry-level positions and works with
local authorities to identify and match potential candidates (see case study on page 19).

To monitor progress, some organisations are using targets to increase the percentage of
local hires —a practice adopted by some hospitals in the United States. In 2015, Johns
Hopkins Health System and Johns Hopkins University launched HopkinsLocal, which
stipulated that 40% of new hires for entry-level positions should come from Baltimore
neighbourhoods with high poverty and unemployment. Hopkins met this target within
the first year and by 2018, 47% of targeted positions (381 new hires) were filled by
residents from these areas.”” The hospital worked with local organisations to identify
unemployed and underemployed individuals for specific jobs, and provided tailored
training, skills development and assistance with the application process. Residents who
apply through the programme are guaranteed a first look by recruiting managers.

These recruitment methods need to reach as wide a pool of applicants as possible. This
means writing job descriptions accessibly, advertising NHS roles in a broad range of outlets
and using selection techniques that support inclusivity and diversity. NHS Employers

and Health Education England (HEE) have created a range of tools, resources and guidance
to support NHS organisations to engage local communities throughout the recruitment
process, offering a helpful starting point when developing or expanding anchor strategies.*’

\
o)
2. Understanding local demographics and opportunities $®
Where possible, NHS organisations should aim to employ a staff mix that is drawn from, ’OQG
and broadly representative of, the local population it serves. This requires baseline data e
to know where employees come from to ensure that areas with the highest levels of AQ )

deprivation are represented in the workforce, and that people from these areas have equal S \Qb .
B
The Leeds Teaching Hospitals NHS Trust has been thinking critically about how thQ/ o)
build career opportunities for local people from deprived or excluded communi\s@ Q\'
and is working with Leeds City Council through a new programme called Pr&@gi/\ﬁ/
Neighbourhoods. This initiative uses local data to develop ‘neighbourho%@r@ s’ to help
ifft the 1% of

opportunity to advance their careers.

target local investments and create more opportunities in areas that fall wi
the most deprived areas nationally.
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‘Some little things have been easy to do. For example,

some of the most disadvantaged neighbourhoods in Leeds
are on our doorstep, like Lincoln Green, which has a high
percentage of people who’ve recently emigrated to the UK.
Feedback from those working in the priority neighbourhood
highlighted that many people felt helpless as to how to get on
a career pathway. In-work poverty was and is a key challenge.
Working with the council we have run a series of recruitment
events locally to promote routes into careers, alongside an
employability programme and language courses. This has seen
us make around 30 hires from within the neighbourhood and
surrounding area. We're currently planning our next cohort.’

Director of Policy and Partnerships
Leeds Teaching Hospitals NHS Trust

3. Creating pre-employment programmes, work placements and volunteer

work experience

A growing number of NHS organisations (supported by strategies such as Widening
Participation and Talent for Care) are developing employability programmes that provide
training and support to help local people acquire the skills needed to work in health and
care, often linked to direct work experience, training or volunteer roles. *’

One example is the University Hospitals Birmingham NHS Foundation Trust, which has
worked with local partners like The Prince’s Trust to establish a Learning Hub (set up in
2008). This is a purpose-built centre fully staffed to offer pre-employment advice, training,
guidance and direct links to jobs in the NHS to unemployed local people and those furthest
from the labour market. In a 12-week programme, participants complete 3-week volunteer
work placements in roles across the NHS and receive mentoring from trust employees.* To
ensure that the recruitment opportunities are widely accessible, the organisation has agreed
to accept references from social workers instead of traditional employment references, for

refugee populations. The Learning Hub has so far supported nearly 2,500 local people into Q/

O

employment within the trustand partner organisations since it opened.* A <9<9

East Lancashire Hospitals NHS Trust has launched a programme that offers more r @Q
a chance to gain a qualification and volunteer work experience within the trust ing
with the Department for Work and Pensions and Blackburn College, the tr %B}
pre-employment training for the long-term unemployed, homeless peo le with
learning disabilities and people struggling with drugs and alcohol.” Paf#i 'ﬁ\a ts complete
a 3-week course at Blackburn College on employability skills in a@ a ild care, then

* Volunteering takes many forms and can give a range of benefits to the recipient, tHe organisation and the
individual who is giving time. For the purposes of this report, we focus specifically on the benefits of volunteer
opportunities in terms of providing work experience opportunities and supporting skills development and routes
into employment for different populations.
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do a 2-week volunteer work placement within the trustin roles including catering, laundry
services or business administration. Twenty-five people completed the training as part

of the first cohortin 2018, four of whom have secured permanent employment within

the trust.

Survey data from HEE show thatin 2015/16, there were nearly 800 employability
programmes of this nature across the NHS, with 1,219 participants, many of which
targeted local people or underrepresented populations.*’ The roles targeted have tended
to be lower-banded operational and administrative roles that are critical to the running
of the NHS. However, there may be further scope to expand opportunities and connect
more local people to clinical roles in nursing and allied health professions that have clear
progression routes and where more staff are needed.

It will be important to evaluate these programmes robustly. At the sites where we
conducted interviews, there has been limited attention to measuring effectiveness of
pre-employment support and other efforts to widen workforce participation. Indeed, a
HEE survey found that fewer than half (48%) of NHS organisations with an employability
programme had evaluated it.* Yet the limited evidence available suggests these
programmes can work: an evaluation commissioned by HEE of programmes offered in
three trusts (Manchester University NHS Foundation Trust, South Tees Hospitals NHS
Foundation Trust and North Bristol NHS Trust) found that of 732 people participating in
a programme at one of the sites, 52% went on to work at the trustas an apprentice orina
permanentjob.**®’

So far, pre-employment programmes have been created in large hospital trusts with limited
offers in general practice or commissioning.*’ This suggests that more support is needed to
encourage other NHS organisations to follow suit. This could be an important part of STP/
ICS planning - to develop a wider health employment programme that links local people

to opportunities across the sector. The introduction of PCNs may also create more scope to
pool resources and develop pre-employment programmes or work placements for general
practice across a locality.

There are examples of health and care organisations working together to develop <
opportunities across a local system. As part of the North West London Health and Care $®’0
Partnership, the NHS is working with local councils and unions to develop a formal skills S
partnership to help more local people from disadvantaged backgrounds access good- ’OQ

quality work. Since forming the partnership, the NHS in west and north west London has <
become the largest provider of supported employment opportunities for young people &\QQ)(’)
with special education and development needs. By working more closely with the council,b\ 6 .
NHS organisations have made new relationships with other large employers locally fo(\o)‘ .
(such as Heathrow Airport) and are developing further joint programmes to benefit lé}l Q
people.”” The Interim NHS People Plan promises a shift to devolving more respon@b ity

to STPs/ICSs for workforce planning,*' creating further opportunities to dev@ \’],

collaborative approaches for improving the economic prospects of more geép Qﬁl’
S
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Building the future workforce
1. Engaging young people and supporting career development

Helping young people to gain the skills and qualifications they need to pursue careers of
their choice is key to supporting a healthy transition into adulthood.** In the UK, over 10%
of young people aged 16-24 are not in education, employment or training (NEET),* which
can have serious long-term effects on their economic prospects and employability. As an
anchor in local communities, the NHS can work with local partners to help break down
barriers to future employment for young people.

A growing number of NHS organisations are collaborating with local schools and
community organisations to expose more young people to careers in the NHS, raise the
profile of different types of NHS jobs and help support skills development locally. This
has also been a part of HEE’s Widening Participation strategy, which has introduced

a framework to support the NHS to partner with schools to create new training
opportunities and mentoring for students.*

Through our research, we have identified several examples of trusts implementing
initiatives to support young people to understand potential NHS career options and to
gain the experience and skills needed to work within the sector and broader local economy.
Many of these examples focus on young people from disadvantaged communities.

For example, Birmingham has one of the highest rates of youth unemployment in the
country, and the local trust has developed programmes that target young people at risk of
homelessness and unemployment. In addition to its programmes with The Prince’s Trust
through its Learning Hub (see page 15),” the University Hospitals Birmingham NHS
Foundation Trust is also working with Birmingham City Council to deliver Youth Promise
Plus —a city-wide initiative providing training, support and work opportunities to at least
16,000 young people (aged 15-29) classed as NEET. Together with Birmingham and
Solihull NHS trusts, the local hospitals have committed to supporting 850 participants
through this programme.*

The Leeds Teaching Hospitals NHS Trust is also promoting careers to young people in the
local area. It has appointed a cohort of staff to act as health career ambassadors to promote
NHS opportunities in local schools. It has also established a work experience programme

that enables young people to directly observe the trust’s work in both clinical and non-

clinical areas. After finding that the initial uptake of work experience placements came 7
from younger people in more affluent areas, the trust has started to target schools in mﬂ@e\ <,)<’)

deprived postcodes to redress the balance. v
(\6 .Qb
2. Increasing the number and types of apprenticeships (\/OQO) :

<
NHS apprenticeships can offer paid employment, protected learning time@\%é‘]%r career
progression from support worker through to a degree or postgraduate{q\}e ‘qualification.”
4N $brhdvance in

They can be used to support new trainees as well as internal staff 106&

their careers. $QQ®
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Some NHS organisations have used the funds they contribute to the apprenticeship

levy to scale their approach. The Leeds Teaching Hospitals NHS Trust is one of a few
organisations piloting a nurse apprenticeship programme, to give more people from
different backgrounds an opportunity to access NHS careers. The pathway involves a
6-week traineeship with a guaranteed interview on completion fora Level 1 apprentice
clinical support role. Building on the initial success, the trust has expanded the programme
to include roles in administration, facilities, medical engineering and other clinical support
areas. In 2018, apprentices accounted for 3% of the trust’s workforce; since 2015, it has
increased its apprenticeships by 51% each year.”’

Stakeholders we interviewed welcomed the concept of a compulsory employer funded
and led training programme like the apprenticeship levy, but felt that some changes are
needed for it to provide greater local benefit. For example, it would be better in some
cases if unused funds could be retained within the sector or within localities, rather than
redistributed elsewhere. There is also a lack of data on where people move on to after
completing their apprenticeship, which hampers understanding of how the programme
supports career prospects, and for whom.

Some felt that the levy should have explicit aims to boost social mobility, so that the

funds could support economic prospects for people from disadvantaged backgrounds

or who have not benefited from apprenticeships so far. This could mean prioritising a
certain number of placements for local people living in more deprived areas and who are
underrepresented in the NHS clinical workforce. The Interim NHS People Plan committed
to explore how the apprenticeship levy could evolve to support more inclusive pathways
into NHS careers,"' which may provide an impetus to implement some of these changes.
In either case, given the challenges NHS organisations already face in using the levy,* any
changes must be balanced and not overly burdensome to administer.

18
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Case study 1: Barts Health NHS Trust

Based in east London, Barts Health NHS Trust is the largest NHS trust in England, with an
annual total workforce spend of £869m and around 16,500 staff. It has high vacancy and staff
turnover rates, exceeding 10% and 13% respectively. The trust’s response to this provides

a good example of how an NHS organisation can combine a range of programmes and
initiatives in one of the key anchor areas to focus on improving local health, wellbeing and
social mobility, while also addressing workforce pressures.

Targeting positions to help local unemployed people

To employ more local people, particularly from disadvantaged backgrounds, the trust ring-
fences a proportion of entry-level roles for local applicants. These vacancies are shared with
local authorities who help identify and match potential candidates based on their skills,
interests and other requirements. The most common positions targeted are clinical and
corporate roles that do not require advanced degrees, ensuring that they are accessible to
residents who may not have high educational attainment.

The public health team advocating for this change needed buy-in from recruitment managers,
who worried that prioritising local applicants would limit choice of candidates. The team
argued that even if fewer applicants were shortlisted for each role, this process was more
efficient as candidates were pre-screened and pre-matched by the local authority according to
their skills and interests.

Supporting career opportunities for younger people in the area

The trust has also been working with schools and community partners on programmes
designed to generate qualified and prepared local applicants from socially disadvantaged
communities.

Project Search East London, run in partnership with local schools and employment services,
aims to increase career opportunities within the trust for young people with learning difficulties
and/or disabilities. Adapted from an initiative at Cincinnati Children’s Hospital in the United
States, it provides employability skills training and job placements for young people at Barts.

In the five years since it launched, 54% of participants (46 interns) have moved into paid
employment in roles including ward clerk and ward host, and in catering and portering.” The
project has a designated job coach who works with managers to provide inductions, define
work placement duties and support interns with any specific learning or workplace issues.*
Project Search is also being adapted by some other NHS organisations across the UK.

Barts Health NHS Trust has also recently launched a Health Horizons programme, a multi-

pronged strategy to help more young people locally build their careers in the NHS. Run by the

trust in partnership with Barts Charity and supported by the JP Morgan Chase Foundation, the <
programme works with schools across local boroughs to increase awareness of NHS careers
and promote the NHS as a local employer. The trust has appointed sector career champions (79)
and mentors working with secondary schools and local councils to offer career advice, run $
career awareness events and recruit for volunteer work experience placements. Qﬁ)

For students aged 16-18, the programsnme works with Jobcentre Plus and local authorities to T
identify career opportunities in target boroughs and deliver coaching and interview training.

The programme is building local supply in roles where recruitment has been especially & (,j’)
challenging, including allied health professions, nursing and nursing associates, health car 6.
assistants and health care navigators. As of summer 2019, it is yet to be fully implem d‘Q

but aims to recruit 400 students to work experience placements or apprenticeshipgq O

support 100 participants through pre-recruitment programmes (with a target of () ately
going on to employment in health or social care). (Q N
A
L)

o' \Q
o)
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Being a good employer
1. Supporting health and wellbeing of staff

The NHS has an opportunity to improve the health and wellbeing of local people in the
way it treats and supports its own large body of staff. Supporting a happy and healthy
NHS workforce can also have a knock-on impact on the health and wellbeing of the wider
community, given the number of connections NHS staff have through their families and
social networks.®” The latest NHS staff survey results reveal that the NHS could do much
more to promote a healthier working environment. While there have been improvements
in some areas, less than a third of staff reported that their trust takes positive action on
health and wellbeing.”'

Many NHS employers have prioritised improving staff health and wellbeing, offering
workplace wellness schemes to reduce stress and promote healthy lifestyles. Though
important, these strategies need to be carefully designed to be accessible to all and to not
inadvertently widen inequalities within the workforce. Studies have shown that employees
who participate in workplace wellness programmes often have higher incomes and are in
better health than those who do not.*

This was a case in point at the Royal Free London NHS Foundation Trust, where an internal
review of its workplace programmes revealed that, of the 1,700 participants, only 10%
were from bands 1 and 2 — despite these staff having some of the highest rates of referrals to
occupational health and missing the most work days due to musculoskeletal issues. These
staff also reported feeling extremely stressed at work and often ignored or unvalued. The
trust therefore co-designed a workplace wellness programme with staff in the facilities
team (including porters, domestic and security staff), which led to a range of activities
including cooking classes, family and social events, a financial advice workshop and group
walks. An independent (unpublished) evaluation indicates that the programme brought
benefits, including more staff reporting that they felt valued, physically active and less
stressed at work. The evaluation also suggests a reduction in sickness absences of 1.6 days
for porters and domestic care staff compared to a control arm of other band 2 staff during

the 12 months of the project. The trust now needs to find a way to sustain the programme ,0(
beyond its initial national grant funding. $®
2. Supporting fair pay and conditions of employment Qb

(3
An important determinant of staff wellbeing is the terms and conditions of their <

employment, including receiving a fair wage and having a good work-life balance. Low &\QQ)(’)
pay can lead to financial hardship, trapping people in in-work poverty, with important 6\
implications for health and wellbeing. Being an anchor means ensuring that the NHS fo O)
provides secure employment and fair compensation so that all its staff can live with_g; Q

financial security, not least because in some areas the NHS is the largest employeré\ Q’\,

* ‘In-work poverty’ refers to individuals living in households where income is below the poverty threshold despite

one member of the household working either full-time or part-time. The poverty threshold is defined as under
60% of the average household income (before housing costs).
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The Health Foundation’s Closing the Gap report with The King’s Fund and Nuffield Trust
shed light on the current challenges in staff pay and how they impact on different employee
groups.”® The 2018 pay deal marked an important change in how NHS staff are paid, lifting
the 1% cap and resulting in almost all staff receiving real-term pay increases. Staff in lower
bands received the biggest increases, and from 2019,/20, every worker employed directly
through the NHS is now paid at least the real living wage.®

Lifting the pay cap is a crucial step for many NHS staff experiencing hardship. For example,
the Royal College of Nursing (RCN) reported that the number of nurses and health care
assistants receiving a grant from the RCN Foundation to alleviate severe financial hardship
had doubled between 2010 and 2016.* And a Unison survey of 12,000 NHS employees
in lower-paid roles showed that 21% had to take on another paid job to make ends meet.®
As the Closing the Gap report makes clear, it is critical that pay for NHS staff keeps up with
the cost of living beyond 2021 /22 (when the pay deal expires) if the NHS is to support the
financial security of all who work for it.

The NHS also needs to remunerate staff fairly, addressing the persistent ethnic and gender
pay gaps, if NHS organisations are going to maximise their potential as anchor institutions
and provide a model for other employers.** The NHS also has an opportunity to go further
and influence the wellbeing of many more workers by extending living wage and fair
working condition standards to all its contracted employees.

3. Supporting professional development and career progression

Supporting staff to meet their full potential and advance in their roles is a key feature of any
good human resources (HR) policy, but is particularly important for anchor institutions.
Given the size, scale and varied nature of its workforce, the NHS has a key opportunity to
ensure that no one gets trapped at the low end of the labour market. It can do much to help
staff progress into higher-wage positions — for example, by mapping out clear potential
career pathways for all roles and offering continuing professional development and training
for staff atall levels, not just those in the highest-paid bands.

While the NHS has focused at both the national and local level to improve staff
development, there is significant scope to ensure that these opportunities are

accessed equally across staff groups. For example, people from BME backgrounds are
underrepresented in leadership positions, with the 2018 NHS Workforce Race Equality
Standard report revealing that over half of trusts (52%) have no BME representation in

the 'very senior manager' pay band.® The percentage of chairs and non-executives of NH§CH

trusts from a BME background has nearly halved, from a peak of 15%in 2010 to 8% toé}%.’{’)
\

-

As with pay, itis important that the NHS seeks to understand what is driving ine t
d develop strategies to redress this. RO
and develop strategies to redress this Q§\ QO)

Equality of opportunity is also important in the context of broader techn(@ dvances
that will change the nature of health care work. The Topol Review noteé\)h inical staff
will need new training and development to acquire the skills that d@t ﬁsformation
requires.” These changes offer an opportunity to improve the qual d efficiency of
health care, but the workforce implications must be closely consideréd. For example, where

new technology brings automation of care or tasks, the risks to lower-banded support roles
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(an important entry point to NHS careers for many people) should be monitored. As an
anchor institution supporting inclusive employment, the NHS must use technology to
upskill and advance all roles, not just those in the highest-paid positions. The Care City case
study below provides an example of an inclusive professional development strategy that
has used digital enhancement to improve the career prospects for more junior members

of staff.

Case study 2: Care City

First established by North East London Foundation Trust and the London Borough of Barking
and Dagenham, Care City is a centre for healthy ageing and social regeneration that works
across northeast London. The area has 10% unemployment and the lowest life expectancy in
London. Care City brings investment and opportunity to help regenerate the boroughs. One
way it does this is by testing new ways of using digital technology to improve the skills of
people working in support roles, such as health care assistants. Funded through the Test Beds
programme run by NHS England and the Office for Life Sciences,® the programme involves
three components:

° Building the skills and confidence of domiciliary carers to use new technology that helps
spot deterioration among patients with long-term conditions early, and supports better
medication management.

° Training health care assistants working in primary care to support patients who have
been prescribed a digital application by a GP to make use of the technology and help
prevent deterioration of long-term conditions.

o Teaching skills to administrators in acute care to provide support for people with heart
failure and administer digital programmes that support education and exercise between
appointments.

Care City leadership saw an opportunity with this programme to develop people in support
roles — who often have the least access to technology — to improve the way they deliver care.”
An evaluation is underway; the team hopes that the digital training will not only improve care
delivery and the patient experience but also support future career prospects and professional
advancement for more junior members of the health and social care workforce.

\S

o)
Summary and implications for practice and policy E>$
Growing a local workforce and making the NHS a better place to build a career are areas /0(\
where the NHS has the largest scope to maximise its role as an anchor. These goals also QQ/
align with the policies and programmes the NHS is pursuing to address recruitment and &A (,)<’)
retention challenges. (\6 \ Qb :
At the national level, delivering the NHS Interim People Plan can support NHS (\/OQO) ’

organisations to widen workforce participation and create more diverse and acces O
pathways into NHS careers. This includes ensuring adequate funding and resous: %
training and development so that all staff can progress in their roles, and tha{ unities
are inclusive and help break down the barriers to advancement that exis \ staff
groups. Where policy levers (such as the apprenticeship levy) already existSthey should

be reviewed and, if necessary, reformed to ensure that they create opportunities for
communities who could benefit the most.
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At the local system level, STPs and ICSs should enable NHS organisations to advance
anchor strategies as part of local workforce plans, and develop joint approaches with local
partners that improve employment prospects for local people. The NHS’s regional teams
can also help share learning and evidence between systems.

There is also scope for individual organisations to do more to widen participation,

increase the numbers of local people they employ and ensure good work for current and
prospective employees. NHS providers could make inclusion, diversity and local hiring
explicit organisational goals, and work with partners to deliver more volunteering,

work experience, apprenticeships, skills training and coaching to build a pipeline of

future employees and prepare more people for work in the NHS. This requires both local
demographic data and baseline data about existing staff to identify the greatest areas of need
and to target interventions. Once staff are in post, every opportunity should be taken to
support staff health and wellbeing and create equal opportunities for career development
and progression.

If approached correctly, anchor strategies can respond to workforce pressures at the same
time as improving health and addressing inequalities within local communities. These
strategies need to be accompanied by clear targets and metrics to help assess progress and
the wider impact of these strategies over time.

Practical resources to support implementation

Economic and Social Impacts and Benefits of Health Systems (World Health Organization
Regional Office for Europe)

NHS Workforce Health and Wellbeing Framework (NHS Employers)
Recruiting from your community (NHS Employers)

The Talent for Care. A National Strategic Framework to Develop the Healthcare Support
\Workforce (Health Education England)

Think Future — tools, resources and learning (NHS Employers)

What Comes Next? National Strategic Framework for Engagement with Schools and
Communities to Build a Diverse Healthcare Workforce (Health Education England) «

Widening Participation. It Matters! Our Strategy and Initial Action Plan (Health Education ’0(
England) @Q/
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http://www.euro.who.int/__data/assets/pdf_file/0006/395718/Economic-Social-Impact-Health-FINAL.pdf?ua=1
http://www.nhsemployers.org/case-studies-and-resources/2018/05/nhs-health-and-wellbeing-framework
http://www.nhsemployers.org/your-workforce/plan/recruiting-from-your-community
https://www.hee.nhs.uk/sites/default/files/documents/TfC%20National%20Strategic%20Framework_0.pdf
https://www.hee.nhs.uk/sites/default/files/documents/TfC%20National%20Strategic%20Framework_0.pdf
http://www.nhsemployers.org/campaigns/think-future/shared-learning
http://www.hee.nhs.uk/our-work/talent-care-widening-participation
http://www.hee.nhs.uk/our-work/talent-care-widening-participation
http://www.hee.nhs.uk/our-work/talent-care-widening-participation

Chapter 4: The NHS as a purchaser
and commissioner for social value

Why this matters

The NHS has significant purchasing power, spending £27bn each year on goods and
services in England alone.”' Decisions about what the NHS decides to buy, and how, have
ramifications on local population health and wellbeing. Procuring and commissioning
more goods and services from local small and medium-sized enterprises (SMEs) and
voluntary and community sector organisations can have an important economic impact, as
resources spent locally have a multiplier effect and are reinvested in the local community at
a faster rate than resources spent with national corporations.’*’ There is limited conclusive
evidence on the size of local multipliers and the extent to which local procurement
stimulates local economic growth.’ This will depend in large part on the nature of local
economies, but some studies have shown an effect ranging between 1.7 and 2.1 (for
example, investing £1 in a local economy generates between £1.70 and £2.10 worth
Ofgrowth)./ll, 75,76,77

An analysis of procurement data of 10 anchor organisations in Leeds (four local authorities,

two colleges, a university, a hospital, a CCG and a housing association) found that they

collectively spend £1.4bn a year on goods and services, nearly half of which (£665m)

left the local economy.” The analysis concluded that by shifting 5%-10% of their spend

locally, these anchors could generate between £168m and £196m a year of additional

economic activity in the local economy when multipliers are factored in.”* By spending

more resources within the community, anchor organisations may help local businesses

to grow, employ more people and pay higher wages, thereby stimulating local economic

development. .

* Procurement and commissioning are both used in reference to social value and mean slightly different things. In <
this paper, we use the following definitions: $<9

e Commissioning is the process that public sector organisations go through to assess and determine what ‘.
services are needed for a local area and choose what and how to allocate resources to provide services t b\gb
meet those needs. Commissioning is a cyclical process involving many steps to meet strategic object'vcb q,
including identifying need, scoping the market for potential providers, drawing in expertise, establis ré‘

service specifications, deciding how to resource the service, selecting a suitable supplier, and ev: n%
é y

and monitoring performance against service specifications. Commissioned services can be fu
e Procurement refers to the method of purchasing goods and services by public sectob’r%a@}xns from

ways, including providing the service in-house, grant funding or procurement from external
other external or third-party organisations, resulting in a contract.
Source: www.gmevo.org.uk/system/files/issues%2019.pdf 9

T Local multipliers are used to estimate the knock-on effects (for example, new employment Gpportunities
or increased incomes locally) of stimulus spending on local economic growth. A multiplier greater than 1
corresponds to a positive growth stimulus (returning more than £1 for each pound invested locally), whereas a
multiplier less than 1 indicates a net loss from spending.
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The NHS could also derive greater social benefit from the money it spends by introducing
principles of social value into its contracts and procurement processes. There is no standard
definition of ‘social value’, but it broadly refers to the wider societal benefits that can be
gained from purchasing decisions (over and above those to the contracting organisation) —
for example, by specifying that jobs are created locally with living wages and fair working
conditions. By choosing to work with suppliers that advance social, environmental

and economic outcomes in their local populations, the NHS can secure even greater

value from its investments and support broader community health and wellbeing.

By changing its procurement and commissioning processes, the NHS can also lead by
example and influence other organisations in its supply chain, thereby having a wider
community impact.

What do anchor procurement strategies look like
in practice?

Shifting more spend locally

1. Building local capacity and supporting local supply chains

Embedding social value into purchasing decisions

1. Prioritising and monitoring social value
2. Building organisational capability and capacity for social value
Policy context

Applying anchor strategies to NHS procurement is not without challenge, as this isan
area where NHS organisations have less local flexibility, particularly in England. This is
especially true following the introduction of the Future Operating Model (FOM), which ‘
aims to improve efficiency and effectiveness of NHS purchasing by introducing greater <
standardisation and price transparency. $Q:O
It is expected that once the FOM is fully implemented, 80% of the NHS’s spend in England O
on everyday hospital goods, consumables and capital equipment will be purchased through
centralised procedures.”” The FOM was developed in response to recommendations in QQ’
Lord Carter’s review into operational productivity in English hospitals, which determﬁ}e%f’)(’)
that the NHS could do more to leverage its collective buying power to reduce unw ’
variation in prices and procurement approaches and help release savings.”’ The Overs
11 ‘category towers’ or areas of spend, including medical consumables, capi{@Qé@)ipment
and common goods, but there are still areas where the NHS has more ﬂe&&i%,}b procure
locally, including catering and hotel services. {é\ ,.l/\

Q

Even with these changes, procurement and commissioning can siﬁl \wed to improve
health outcomes for local communities. In England and Wales, the %1 2 Social Value Act
requires public sector commissioners to consider how the services they buy support wider
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social, environmental and economic wellbeing when they procure services above OJEU
(Official Journal of the European Union) thresholds.®'®’ Scotland has a similar policy,
where the government requires contracting authorities to consider how procurement can
help reduce inequalities and shift more spend towards SMEs in contracts of £4m or above.*
In Wales, the government also requires public sector organisations to apply a community
benefits policy to all procurement, regardless of the value of the contract (though

outcomes need only be reported on contracts worth over £2m).** The UK government

also committed to spending £1 in every £3 with SMEs by 2020, and there are separate
requirements in England that food and catering services procured by central government or
the NHS must meet specified social and environmental aims.*

The legislation should, in theory, promote anchor practices, but there are significant
differences in how NHS organisations have applied its principles.”’ In England, a 2017
analysis of CCG Freedom of Information Act requests revealed that only 13% of clinical
commissioners actively considered social value as part of decision making, and 43% had no
policy in place.”

Although this variation suggests room for improvement, some NHS organisations are
already using social value and purchasing decisions to benefit the local community.

Learning from practice

Shifting more spend locally
1. Building local capacity and supporting local supply chains

An important first step in shifting more spend locally is to understand current purchasing
practices. NHS organisations can conduct internal audits of procurement spend to identify
the percentage of purchasing that stays within the local region, and then work out how to
reallocate more of the purchasing budget towards local organisations. The Centre for Local
Economic Strategies (CLES) benchmarked spend at two NHS provider trusts by examining
procurement data on goods and services from their top 300 suppliers for 2017 /18 (see
Table 2).
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Table 2: Procurement spend of East Lancashire Hospitals NHS Trust and Leeds
Teaching Hospitals NHS Trust, 2017/18

Procurement Percentage Percentage Percentage
spend spend in local spend in wider ‘leakage’
authority region outside

wider region’

Leeds Teaching £482m 28% (Leeds City) 31% 69%
Hospitals NHS Trust (West Yorkshire
including Leeds)

East Lancashire £117m 19% (Burnley 23% 77%
Hospitals NHS Trust and Blackburn- (Lancashire)
with-Darwin)

This shows that significant spend at each trust s ‘leaking’ out of the local economy, and
there is potential to work with local suppliers and get more value from procurement. How
local economic boundaries are defined will vary by area, but benchmark analysis can help
organisations set reasonable targets for retaining more spend within communities.

Once an organisation understands its purchasing practices, it needs to find ways to
prioritise local suppliers. Stakeholders reported pushback from staff who fear that
requiring suppliers to be local is anti-competitive and violates existing regulations. While
regulatory frameworks do prevent NHS organisations from requiring suppliers to be only
local or use only local labour, procurement experts we spoke to said that it can be specified
that potential suppliers must help advance local community development. More can be
done to provide training and clarity to purchasing teams on what is legally possible and
how to enforce social value.

Some efforts by anchors to procure more goods and services locally have been criticised as

protectionist or inefficient.***" It is important to fully evaluate and understand the impact &
of these strategies; anchor strategies should aim to boost the competitiveness of local &Q/@
suppliers, not shield them from competition. Any effort to shift more spend locally must S

be in line with existing regulations that require services to be competitively procured. ,0(\

Audit functions can be bolstered to help ensure these potential risks are mitigated and thabQ/
local suppliers compete credibly on costs and quality. &A <,)<’)

Shifting more spend locally will also depend on the capacity and capability of the ],Qé‘thb ’
supplier market, and may not be possible in all areas of spend. Anchor organisa@&@ﬁe a
role in supporting local supply chains and ensuring that local businesses, so@q}e@;erprises
and SMEs can compete for and secure NHS contracts. Existing tools and g1 e make
clear that building local capacity starts in the pre-procurement phase{@nﬁfying which
resources and services can be secured by organisations working i% h people from
* To provide context to these figures, CLES has created an average of the spend o%e 26 analyses it has carried
out covering procurement in a range of anchor organisations (including local authorities and higher education

institutions). It finds that on average, anchors spent 36% of total spend inside the local authority boundary and
63% within a wider regional area.
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the community.”'“” This may involve conducting audits and outreach with the local
economy to identify opportunities and build new relationships, particularly with SMEs
and voluntary sector organisations. Local NHS charities are often well placed to know
voluntary sector organisations or SMEs in the area with whom to engage.

Interviewees noted how this engagement can help build awareness and encourage
smaller organisations to bid for and win contracts. Engagement also helped contracting
organisations understand the barriers that local organisations face in working with

the NHS. Experts we spoke to thought that STP and ICS leadership could be helpful in
coordinating this engagement across a larger area, but that individual organisations still
need to conduct their own engagement and outreach, particularly in the lead-up to large
projects and contracts being advertised. Procurement leads described how it can be difficult
to reach smaller organisations that may not always have the capacity or staff to engage

in outreach. This is why NHS organisations should also consider taking other measures
alongside engagement, like ensuring prompt payment terms or unbundling contracts
into smaller parts so that SMEs are more able to compete, and are not required to deliver
all aspects of a service to be successful. Interviewees warned, however, that enacting these
strategies can be administratively time-consuming, and not all NHS teams have capacity
and expertise to do this.

Some anchor organisations have also developed toolkits and guidance for suppliers to help
organisations understand the required criteria and improve the quality of applications. For
example, the Greater Manchester Combined Authority developed a toolkit for suppliers
that lists clear examples of what provider organisations can offer as part of their bids against
core social value criteria, alongside a list of resources to help organisations implement these
practices.” And in Wales, the Co-operative Centre (a community development agency that
supports social enterprises and co-operatives) has developed modules and guidance for
suppliers demonstrating ways they can contribute to broader social value, as well as tools
and techniques for reporting against criteria.”

More can be done at the national and regional level to help NHS organisations spend

more locally. For example, in England, stakeholders noted how the FOM towers (see ‘
page 25) could incorporate at least one regional provider (where possible) in categories Q/’é
to give NHS organisations an opportunity to retain resources within the health economy $
where appropriate. (\6
Q/’O
<AeH
Q be
SO
o O
&
A0
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Case study 3: North Bristol local food procurement

North Bristol NHS Trust changed its approach to procurement of catering services to purchase
more food locally. In 2018, 54% of its food spend went towards local produce. It has been
awarded Food for Life certification by the Soil Association, recognising excellence in catering
that provides environmentally sustainable and ethical food.

To make this change, the catering team conducted a large audit to identify what produce was
available locally and the financial implications of switching suppliers. They removed certain
menu options (lamb) that could not be sourced within a 50-mile radius. This increased costs
slightly: for example, beef cost 1p more per meal when sourcing from a local and organic
provider. The director of facilities, who was supportive of the change from the start, looked
for savings from elsewhere to offset the increase. Existing regulations helped gain senior
backing for the approach, as trusts are already required by the Department of Health and
Social Care to have a food and drink strategy that supports procuring more food from local,
sustainable sources.”® %

Embedding social value into purchasing decisions
1. Prioritising and monitoring social value

There are promising examples of NHS organisations that have embedded social value
into procurement processes, either by introducing explicit weightings or designing core
contract specifications so that suppliers must meet specific conditions — for example,
creating local jobs and training opportunities, paying a living wage and adopting
environmentally sustainable practices.

To aid this process, some NHS organisations have established frameworks and action
plans with specified outcomes and definitions for social value to assess bids and help
measure performance against social objectives. Doing so often requires sophisticated
cross-department working to write contract specifications and agree common aims and
procedures. Stakeholders we interviewed noted that senior leaders play an important
role in developing a clear vision and strategy for social value to underpin these efforts and

ensure they are consistently applied. {

o)
STPs/ICSs also have an important role in strengthening the application of social value $®
across a health economy. At present, very few STP plans (13%) refer explicitly to social o}
value,” though some do include related objectives around narrowing inequalities, /0(\

improving access to housing and reducing poverty. STP and ICS leads could work with QQ/
partners across a place to agree shared objectives and define common metrics for sociaKA
value, which in turn could help reduce local variation in how the concept of social v@%@ .

o

adopted in alocal health economy and could help mainstream it in practice. D 0O
N

Even where frameworks exist, the NHS could take a broader approach to h < @ven

greater impact on community health and wellbeing. For example, when (Qrganisations
consider social value it tends to be primarily as part of competitive t cesses, which
are limited to large contracts. Applying these principles more sy 3(: ly across areas

where the NHS has greater flexibility (such as hotel and catering ser‘aces), even though
they may be of lower value, can help maximise spend for community benefit. Stakeholders
noted that the overall weighting NHS organisations give to social value when scoring
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contracts tends to be low (between 5% and 10%), with most value placed on costand
quality. This is lower than local government, where social value weightings can be as high
as 30%.

Applying more weighting to social value increases the likelihood of selecting suppliers
who provide greater community benefit, but even so, there are trade-offs. For example,
requiring thatall suppliers pay their staff a living wage can make a service more expensive
to deliver:

‘Often we have no flexibility to increase the cost of runninga
service, so requiring suppliers to pay a living wage means we
can’t deliver the whole service to the same level. This is made
harder by the fact that we face pressure to achieve cost savings
on contracts year on year... This is why we’ve started with a
weighting of 10%, with the goal of increasing it slowly over
time. This felt more manageable to our purchasing team.’

Head of partnership
Clinical commissioning group

There are still limited accountability mechanisms for enforcing the use of social value,
which interviewees believed may contribute to inconsistencies in how it is applied. To be
compliant with the Social Value Act, public sector commissioners are only required ‘to
consider’ social value in purchasing decisions, yet they are rarely scrutinised to show what
‘consideration’ means. Even with the incorporation of social value into the NHS Standard
Contractin England,”” CCGs and trusts reported not being required to provide evidence for
how they meet the requirements.

Strengthening the legislation so that public bodies are required to formally incorporate

social value into purchasing decisions could help mainstream it in practice. In 2018, .
the government announced plans to do just that — making social value an explicit ,0(
requirement of central government contracts.” Legislative proposals intended to ease $®
the implementation of the NHS Long Term Plan also aim to introduce a ‘best value test’. O
Although more detail is needed on how the test will operate, this has the potential to @Q

support system leaders to incorporate wider considerations of public and social value when QQ/
commissioning services.”” But legislative changes notwithstanding, there is more that A ‘<,)<9
can be done to build greater accountability for social value across the sector. Interviewees b\gb :
said that NHS England and NHS Improvement could help introduce stronger incentives? o)' .

for social value, either by encouraging use of weightings or helping to define minimyuéa o)

key performance indicators (KPIs) through existing levers, including CCG assura(fc\e D

frameworks and STP/ICS guidance. They could also set minimum social val@s?al@ards

for the NHS nationally, establish common metrics and showcase promi% ces

that can be adapted locally. The Scottish government, for instance, has is idance
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for contracting authorities on how to define community benefit requirements as part of
procurement, with suggestions for how public sector organisations can develop metrics to

monitor performance against national and local outcomes. '

However, even where national standards and resources exist to support more progressive
procurement, they have not always become embedded in practice. For example, the
Government Buying Standards for Food and Catering Services (GBSF) requires all central
government departments and the NHS in England to meet basic minimum standards for
sustainability and socioeconomic value, and to use a balanced score-card when evaluating
bids to ensure that more complex criteria, like how companies source from SMEs, are
factored into procurement. A 2017 government review found that while significant
progress had been made to adopt GBSF standards, almost half of NHS trusts were not fully
compliant."’’ According to stakeholders we interviewed, the scorecard has been difficult to
mandate centrally, given that these services are procured so differently across organisations
and often involve sub-contractors that can be harder to monitor.

Many NHS organisations also lack the means to ensure that their suppliers follow
through on social value commitments. Establishing monitoring frameworks so that NHS
organisations can systematically collect evidence and track progress against social value
indicators could help build accountability and increase the benefit of anchor procurement
strategies.'”” However, stakeholders noted that contract management can be time-
consuming, and should be proportionate to the size of the contract to avoid being overly
burdensome.
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Case study 4: Wales community benefits measurement tool

Wales provides an example of how to monitor and build accountability for social value at
national and local levels. The government requires public sector organisations to report on the
broader community benefit of contracts over £1m (though organisations are encouraged to
consider social value as part of all procurement decisions, irrespective of value).

To aid this, the Welsh government has established a community benefits measurement

tool to help organisations capture the full range of outcomes, including worksheets and
guidance for purchasing managers to report on a number of defined measures. These include
whether procurement budgets have: supported businesses based in Wales and SMEs;

helped local unemployed people to find work; diverted waste from landfills; and created new
apprenticeships and training opportunities. Organisations report to the government, which can
then track the broader social value and multiplier effect of public spend.'*

While designed primarily as a reporting tool, this resource has also provided a consistent way
for organisations to measure outcomes. It is used locally by organisations as part of their
ongoing contract management process to ensure that suppliers meet agreed standards for
social value.

Case study 5: Social value in Salford

Salford provides one of the more advanced examples of what a collective approach to
social value and progressive procurement can look like. In 2016, organisations across the
public, private, voluntary and community sectors formed the Salford Social Value Alliance,
which supports all partner organisations to deliver services and contracts with social value
in mind. In 2017, it launched a campaign to make a 10% improvement across 11 social
and environmental outcomes by 2021. This included increasing the number of residents
from vulnerable groups accessing jobs and training; supporting more people to cycle when
commuting; and directing more spend towards local organisations.

The alliance includes local NHS organisations, which took part in early engagement activities

to help establish shared principles for how to embed social value priorities in health and

care commissioning and procurement. Salford CCG has since developed an action plan for

social value,'® which acknowledges its role as an anchor and builds on the metrics set in

the 10% campaign. It is also expected that this strategy will help underpin developments <
through the ICS and joint working with the local council as part of integrated commissioning )

<
arrangements. ' $

The alliance has also created toolkits and resources to help partner organisations embed €>
community benefit into commissioning and procurement decisions, and to measure impact.'*® N\
The city council has taken the lead in producing annual reports on social impact. In 2018, 59% <
of local government’s direct procurement spend was with Salford-based suppliers, nearly half &AQO)
of their wage bill goes towards residents and 18 council suppliers are accredited Living Wage .
Foundation employers (up threefold on the previous year).'*® & \Q
NCH
Z)
SN
Yoo
1

lity

.

2. Building organisational capability and capacity for social value

Itis essential that any effort by system leaders to embed social value comes wy
building for those in charge of procurement. Interviews revealed how puicha % managers
—even those who understand the importance and concept of social value —Qjten have
limited capacity and capability to incorporate principles in their daily work:
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‘The expertise of our patient meals contract manager, for
example, is to make sure that our patients are satisfied with
the quality of their meal, and that they get what they need to
support their recovery. It’s not usually in their skill set to write
contracts to drive social value and provide evidence for how
they are increasing local employment and reducing gender pay
gaps across employees... Even when they understand why the
principles of social value are a priority, it is not something they
have been trained to do.’

Sustainability lead
Acute trust

Purchasing teams must also be given the time and space to build skills and knowledge on
social value and explicit permission to integrate these outcomes into contracting decisions.
System and organisational leaders can help signal more clearly that social value is a priority,
and take steps to ensure that local teams see it as part of their role.'”” They also have a role in
facilitating sharing of learning evidence and good practice. Numerous tools and resources
exist to help support staff training on social value and progressive purchasing practices.

For example, the NHS Sustainable Development Unit (SDU) has developed a range of
resources, including a learning module, case studies and social value calculator, to help
NHS organisations apply the Social Value Act.'” Social Enterprise UK has developed a
Social Value Guide to help procurement managers and commissioners apply social value

in practice.'” Some of our interviewees from CCGs also mentioned developing training
packages on social value for use by procurement teams across their health economy.
(Further resources to support staff capability and knowledge on social value are available in
the box on page 35.)

The experience of NHS trusts also shows the value of having a designated sustainability ;
or social value lead who can oversee local purchasing initiatives and link up efforts across ’0(
departments. Interviewees said that the person in this role can also train purchasing $®
managers across the organisation and ensure that strategies are applied systematically (also Qb
freeing up capacity among purchasing managers, who are often pressured to meet other o

efficiency targets). < *Q %

(\6 be
SO
o O

N
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‘It can be helpful to have someone who sees supporting social
value across the organisation as their primary role and has the
knowledge to think of the same problem through different
lenses. Workforce teams don’t always work with procurement
teams, or with estates — it can be really helpful to have
someone who can link efforts and help bring these functions
together as part of one strategy.’

Sustainability lead
Acute trust

Stakeholders also emphasised the value of designating a board member to lead on
social value and sustainability to help join up efforts as part of a more centralised
organisational approach.

Summary and implications for practice and policy

Directing more of the NHS’s spend towards community benefit is not without challenge,
given that many purchasing decisions are made centrally. However, there are still areas of
procurement (particularly within services) where purchasing can be a lever to stimulate
local economic development and support broader socioeconomic aims. There is legislation
in each country of the UK to support this, but more must be done nationally to help clarify
definitions, metrics and opportunities to fully embed social value principles. This means
defining minimum standards nationally and putting in place accountability for delivering
social value across the system.

While implementation will look different based on local and organisational contexts,

there are opportunities nationally to develop templates, standard contract language and
measurement tools that can be adapted by local systems to avoid unnecessary duplication .
of efforts.

Underlying all these efforts will be a need to build greater organisational capability. $®
For NHS organisations, this means giving purchasing managers the time, training and Qb
resources they need to develop new expertise and progressive procurement approaches. o
Local system and organisational leaders should signal promoting social value as a AQ 4
priority and ensure that teams are given the permission to adopt new approaches. NHS
organisations should also be encouraged to learn from other local partners (such as QY.
councils) with experience in implementing progressive procurement policies. Drivin

change will require baseline data on current practices so that each organisation ca O
informed and realistic targets for directing more spend towards community be 1?)/9

also requires organisations to understand their local markets and address bartiersthat

local suppliers face when trying to work with the NHS. And, as with all \?ractices,
progressive procurement approaches will have greater impact if included a§3n explicit
organisational aim, with someone leading on coordination and monitoring across the
organisation.
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Practical resources to support implementation

Creating Social Value — module (Sustainable Development Unit)

Economic and Social Impacts and Benefits of Health Systems (World Health Organization
Regional Office for Europe)

Social Value Calculator (Sustainable Development Unit)
Social Value Toolkit. Guidance for Suppliers (Greater Manchester Combined Authority)
Social Values Forums Toolkit (Wales Co-operative Centre)

The Public Services (Social Value) Act 2012. An Introductory Guide for Commissioners and
Policy Makers (Department for Digital Culture, Media and Sport)

The Social Value Guide. Implementing the Social Services (Public Value) Act
(Social Enterprise UK)

Using the Social Value Act to Reduce Health Inequalities in England Through Action on the
Social Determinants of Health (Public Health England and UCL Institute of Health Equity)

Chapter 4: The NHS as a purchaser and commissioner for social value

35

47/270


http://www.sduhealth.org.uk/areas-of-focus/social-value.aspx
http://www.euro.who.int/__data/assets/pdf_file/0006/395718/Economic-Social-Impact-Health-FINAL.pdf?ua=1
http://www.sduhealth.org.uk/areas-of-focus/social-value/social-value-calculator.aspx
http://www.secure.manchester.gov.uk/downloads/download/6648/social_value_toolkit
http://www.wales.coop/social-value-toolkit/
http://www.assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/690780/Commissioner_Guidance_V3.8.pdf
http://www.assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/690780/Commissioner_Guidance_V3.8.pdf
http://www.socialenterprise.org.uk/the-social-value-guide
http://www.assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/460699/1b_Social_value-Briefing.pdf
http://www.assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/460699/1b_Social_value-Briefing.pdf
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Chapter 5: The NHS as aland and
capital asset holder

Why this matters

NHS organisations often have significant physical assets that can be leveraged for
community benefit. Though data are limited on the exact size of the NHS’s entire estate
portfolio, itincludes 8,253 trust and primary care sites across 6,500 hectares of land in
England alone.'"”

Anchor strategies involve thinking about how the NHS can manage and develop its land
and estates to support broader social, economic and environmental aims — for example, by
working with partners to support more high-quality, affordable housing and widening
access to community spaces. This is especially important for lower-income groups, which

tend to have poorer-quality housing and less access to green and community spaces.'"'

Housing is an important driver of health; physical and mental health is affected by quality
of housing, where it is located and how connected it is with the wider community.''”
Estimates from 2011 suggest that poor quality housing costs the NHS around £2.5bn per
year.'"” Affordable housing close to workplaces can benefit staff, while helping to improve
retention and offering environmental benefits.

Communities are also more resilient when people are connected through social
networks,' ' and opening NHS buildings and land for community use or supporting the
development of green spaces can provide vital opportunities for social interaction.''® The
NHS also influences the local economy through who it lets operate and conduct business
in its facilities (such as stores and food outlets). By providing more opportunities for SMEs
and working with organisations that promote social good, the NHS can further support

community wealth development. «

2
What do anchor capital strategies look like in practice? E>$

O
Expanding community access to NHS property QQ/
1. Enabling local groups and businesses to use NHS estates &AX’)(’)
O

Converting and selling estate for community benefit ﬁ\/OQO)‘ :

<
1. Supporting access to affordable housing or housing for key workers using éo %

NHS estate \’],
2. Working in partnership across a place to maximise the wider vah%é]\\&/estates
3. Developing accessible community green spaces
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Policy context

In many parts of the country, NHS estates are in poor condition, lacking sufficient buildings
and infrastructure to meet clinical demands.'"” The capital budget for investments in
buildings and maintenance has declined in real terms between 2010/11 and 2017/18,
leading to chronic maintenance backlogs and many NHS sites needing significant
upgrades.''’ The government did recently announce a £1.8bn short-term capital funding
increase for the NHS in England, but this level of investment falls well short of what

is required to bring NHS infrastructure to modern standards.'"*''® These immediate
pressures can make it difficult for the NHS to consider the wider value of its estate for local
communities.

This context has put pressure on the NHS to raise capital through sales of land and assets,
which have more than doubled since 2010/11."""In 2017 the government published the
Naylor Review to help develop a new strategy for NHS estates, which reinforced the need
for the NHS to dispose of surplus land to free up more funding for capital.''® Financial
pressures have meant that NHS organisations are sometimes incentivised to sell land and
assets to the highest bidder as an opportunity to plug funding gaps.'"”

At the same time, there is now greater emphasis on how unused or surplus NHS land can
be used to widen access to affordable housing. The Naylor Review recommended that any
NHS land that is sold should be developed into housing for NHS staff as a priority, and that
30,000 homes could be built on land belonging to acute estates.''® This would support
broader government aims to accelerate the development of new housing across the UK
and help achieve the Department of Health and Social Care’s aims of releasing NHS land to
build 26,000 more homes by 2020.'?° According to 2019 figures, NHS trusts have nearly
890 hectares of surplus land that could be sold or converted.'*' Lack of affordable housing
has compounded the recruitment and retention challenges currently facing the NHS, '
providing further impetus to use surplus estate to develop housing for staff, particularly
clinicians.

However, ownership and control of NHS estates is complex, with important implications
for how property can be sold and repurposed for community benefit. NHS trusts own
most of the land they occupy, though this is not the case with general practices, which
typically lease land from NHS Property Services (which owns and manages over 10% of all
NHS estate), community health partnerships or owners outside of the NHS.''® This means
that the opportunities to implement anchor strategies will look different across the sectorN

as accountability sits with different NHS organisations. o\ \)

\ b *
Moreover, since the 1990s, NHS organisations have used private finance initiativ, E@
to fund building development.'” PFIs allow the NHS to use private finance togh QCypital
projects, and usually mean that NHS organisations only obtain full owner O@w asset

once payments have been completed (typically 30 years). This places r&nstraints on
the ability of some NHS organisations to use their estate for broader éf@;xity benefit.

(@)
o)
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Given the context, it is not surprising that we see fewer examples of NHS organisations
adopting anchor practices on the use of land and estates compared with areas like
employment. However, there are opportunities to think differently about how the NHS
leverages its assets for social benefit.

Learning from practice

Expanding community access to NHS property
1. Enabling local groups and businesses to use NHS estates

The NHS often has facilities that are not used at certain times (such as weekends), which
means it can offer the space to community groups at little or no cost. This could make a big
difference to small local charities and organisations that otherwise would have no access to
space, and help enhance social networks locally.

For example, University Hospitals Birmingham NHS Foundation Trust regularly gives
community groups free use of its buildings and facilities, allowing charities to host

their annual conferences there. It is also looking into hosting free film screenings for the
community in unused lecture theatres. Some trusts are also allowing local schools to use
their space in the evenings and at weekends for arts programming.

Another way the NHS can support staff and the wider community is by offering childcare
facilities on site, increasing the provision of childcare available in the local community.
Sussex Community NHS Foundation Trust, for example, offers nursery places on three
sites for NHS and emergency services staff, also reserving some places for local families.

Asan anchor, the NHS can also support community development by leasing its retail space

to local community businesses, thereby encouraging patients, staff and visitors to spend

local. Some hospitals host farmers’ markets on trust estates that are open to the broader

community. Cambridgeshire Community Services NHS Trust, after consulting with the

community advisory group, is opting to work with a locally owned cafe rather than a large .
national chain while rebuilding a community hospital. /0(

<
Some NHS organisations have reported that PFI contracts can restrict their ability to $
allow local businesses to sell on-site due to exclusivity clauses (although some NHS (\6
organisations have been able to negotiate access for local businesses on PFI-owned sites). e
For example, Southmead Hospital in North Bristol worked with PFI contractors to AQ )
negotiate a weekly local farmers’ market on-site for patients and visitors using locally S

sourced produce. The trust had to demonstrate how the farmers’ market would not be i, tgb
direct competition to existing shops within the hospital. To help make the produce r&é}e Q
affordable for residents, the farmers’ market agreed to reduce profit margins to hel Q{p@d

access to healthy food within the trust and community. In exchange, the trusgat) i

volunteers to help run the stall. &

o' \Q
o)
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Converting and selling estate for community benefit

1. Supporting access to affordable housing or housing for key workers using
NHS estate

Given the links between housing and health, there is a case for NHS organisations to ensure
that their decisions around land use support the needs of their staff, the local community
and, over time, contribute to reducing health problems from poor housing. Our interviews
with stakeholders revealed that where such efforts are taking place, they are often
motivated by more immediate issues of improving recruitment and retention, rather than
part of an anchor mission to tackle inequalities:

“We are absolutely struggling to recruit nurses because no
nurses can afford to live and work in some areas, so itis in

our interest to somehow build affordable housing, so you can
subsidise nursing staff to live in the community, which means
they’re not going to be struggling to recruit those staff.’

Deputy director of strategy
NHS England

There are opportunities to align the NHS’s strategic priorities around workforce with
broader social objectives, and some NHS organisations are explicitly prioritising social
value as part of decisions to sell land. For example, when NHS Property Services sold the
former St George’s hospital site in Hornchurch for £40m (the largest reinvestment in the
NHS through sale of surplus land), 15% was allocated for social housingand 1.6 hectares of
land retained to host a new community health centre.'*

When selling surplus land, or redeveloping its own land, the NHS could more actively
consider social value and the impact on the wider community — though doing so is not
always straightforward. Stakeholders we interviewed expressed concern that most NHS
land sold by trusts does not include affordable housing provision. A New Economics
Foundation analysis of NHS surplus land sales in 2017 /18 found that of the sites with
planned homes, two-thirds will be unaffordable for nurses on an average salary.'”® Even
when there are provisions for affordable housing embedded in the sale agreement, it is not

always achieved. For example, in West Yorkshire, a large housing developer committed QQ/
at the point of sale to building 30% affordable housing on the site of Pontefract GeneraK* (,)<’)

accountability mechanisms are necessary to ensure that the full social value of ‘a.%s
can be realised after sales are completed. NHS organisations will not always@&l@
control over decisions on the use of their surplus estate for affordable hou@%&local

authorities often have the primary role. This makes developing partng'@}gﬁébver more
\,

o' \Q
o)

Infirmary —a figure later reduced to 6% after declaring “financial unviability’.'* Strong \

important in delivering these aims.
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Converting NHS land and facilities for community use can also require significant upfront
investment that many NHS organisations cannot afford in the current financial climate.
Stakeholders emphasised the overriding pressures in the NHS from system leaders and
trust boards to sell any surplus land on the open market to the highest bidder, even if gains
are short-term:

“We've engaged with housing associations, we’ve engaged
with primary care associations, all are very keen for us to
promote and take forward plans to develop affordable housing.
We find ourselves slightly thwarted by the centre... They are
completely focused on today’s agenda as opposed to a more
broad, long-term view.’

Deputy director of planning
Acute trust

Housing associations, local councils and other community organisations often miss out
on development opportunities as they have fewer resources than private developers to
make competitive bids. However, interviewees said there is scope for the NHS to pursue
alternatives to open market sale and enter into joint ventures with housing associations
or councils, who may be able to help attract upfront investment for the development

of housing and community spaces. This could help ensure that more of the NHS’s land
benefits the community; for example, the NHS could sell land to or enter a leasing
arrangement with housing associations, who then develop the land themselves and give
the NHS a share of the rental income.'? However, the need to offset current deficits may
severely limit these options. Interviews and learning from the grey literature suggest that,
where this is possible, partnerships tend to be more successful if the housing association
and the NHS have long-standing relationships and the housing association can make a clear
financial case which directly benefits the individual NHS provider.'*

2. Working in partnership across a place to maximise the wider value of NHS estates Q//é
Beyond the sale of surplus assets, NHS organisations in some areas are working proactively 6$
with other anchors to help improve the local built environment to support community ’OQ

health and wellbeing. <

At the national level, NHS England’s Healthy New Towns programme is bringing
together NHS providers, commissioners, local government and other partners to test ho%\b tgb ’
new housing developments can advance population health through 10 demonstrator (\/OQO) *
sites.'”” The NHS Long Term Plan commiitted to publishing guidance based on learr{@%’ (o}

from the programme to help other local areas work together to develop healthieé(o Q,\'

built environments. There will also be a new quality standard to incentivise \
developments that support prevention.” goq\Q
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Cambridgeshire Community Services NHS Trust is negotiating with the Ministry of
Defence and the local council, which own adjacent land, to manage the whole site as one
plot on which to rebuild a smaller hospital and develop affordable housing. While the
circumstances in Cambridgeshire are specific, with strong historical relationships, they
highlight the potential for the NHS to partner across a place and to think differently around
land use when opportunities arise. STPs and ICSs may provide further scope for the NHS
to build these relationships and work more collaboratively to improve local planning and
the built environment for health.

If NHS organisations are to make the most of opportunities to use their estate for public
good, then meaningful public engagement during the planning process is essential.

This has been an important lesson from Healthy New Towns, which highlighted the
importance of developing a shared vision with local people on how space can be used, and
actively involving communities and residents in decision making on new developments.'*
Partnerships and local stewardship can unlock this, particularly with marginalised and
underrepresented communities, as local councils and housing authorities may have
different relationships with the community and can be instrumental in forging new links.

3. Developing accessible community green space

Given the positive associations between quality green space and health and wellbeing
outcomes, some NHS organisations are exploring how they can create more accessible
community parks. These green spaces provide a habitat for wildlife and space for physical
activity, and contribute to improved health and wellbeing, particularly for people who
otherwise would not have access.

Some NHS sites have existing green space that they have opened to the local community,
and others are working to develop green space on unused land. For example, Bromley-by-
Bow Centre —a GP practice and community charity based in a socially deprived area in east
London —owns 3 acres of land that it has converted into green space, with a children’s play
area, an allotment and garden. And ata primary care centre near Sunderland, staff worked
with NHS Property Services and a local charity, Groundwork, to convert derelict space into
a community garden and allotment. The space is now used to run a gardening course as part
of a community mental health recovery programme.

Summary and implications for practice and policy &

Taking a broader view of the socioeconomic value of NHS capital and estate can be dlfff&ﬁ (,)<’)

The demands placed on NHS capital and lack of capital funding puts pressure on t o
system to immediately dispose of surplus land, typically to the highest bidder. 11Q
these pressures will continue, there are examples of good anchor practices wé@r
organisations are supporting the development of affordable housing and @q@}!mmumty
assets and doing more to open their doors to community orgamsatlok ver, there is

more that can be done. SO \Q

Nationally, NHS policymakers can support local action by prov1d1n&:lear guidance and
clarity to NHS organisations on how to embed provisions for social value into sales and
monitor their implementation, and signal this as a priority.
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At the local system level, NHS organisations can work with other public sector partners

to develop joint strategies that optimise the use of public estate for broader social

objectives, such as affordable housing and green spaces. This can also help with immediate

organisational pressures around staff recruitment or retention.

For individual organisations, knowing how best to leverage land and estates for social

value starts with a detailed understanding of existing estate portfolios to see what can be

opened for community use or converted from surplus land. NHS organisations should

build relationships with housing associations and local councils to pursue alternatives

to open market sale. They should also engage in discussions with local residents to

explore community needs for space, and how NHS land and estates can be used to meet

those needs.

Practical resources to support implementation

Housing Associations and the NHS: New Thinking, New Partnerships (The Smith Institute)

Putting Health into Place. Introducing NHS England’s Healthy New Towns programme (TCPA,
The King’s Fund, The Young Foundation, Public Health England, NHS England)

Supporting the Healthy New Towns programme (The King's Fund)
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Chapter 6: The NHS as a leader for
environmental sustainability

Why this matters

NHS organisations have a significant impact on the environment and are some of the
largest contributors to climate change and air pollution. The NHS alone is responsible for
40% of public sector emissions in England. "’

Delivering high-quality health and care places numerous demands on natural resources and
the environment, such as:

. use of energy, water and consumables, including plastics
. waste production and waste management
. travel, which requires fossil fuels and contributes to air pollution.

In 2017, the health and social care system used 27.1 million tonnes of CO2e and

2.23 billion m? of water. This includes 589,000 tonnes of waste and 9.5 billion travel
miles generated by NHS providers.'*” Indeed, health and care-related travel constitutes
around 5% of all road travel in England.'*” Given its large carbon footprint, any action the
NHS takes to support responsible consumption and reduce waste can have a significant
impact on the environment. This is important not only to reduce the carbon impact, but to
support more sustainable utilisation of finite resources overall.

The climate crisis has serious direct and indirect consequences for health.'* Toxic

air pollution is associated with acute and chronic health conditions that cost health

and social care £157m in 2017."** Exposure to air pollution is estimated to cause the
equivalent of 40,000 premature deaths in the UK each year, and more than 2,000 GP
practices and 200 hospitals are in areas affected by toxic air."**'*® Climate change and air

pollution also disproportionately affect disadvantaged and vulnerable populations.'"'* Q/’O
These communities are more exposed to climate hazards, more vulnerable to the harms $
they cause and have relatively fewer resources to cope or recover from their effects, Qb

°

sustainability will have benefits beyond local populations, it is one of the main ways th AQ 4

thereby further entrenching inequalities.'**'“*'*" And while improving environmental

NHS has influence as an anchor institution, and can improve the wider determinan ..
. s A
of health and support community development. It has the power and responsibiligyto, O
influence action on a broader scale to reduce its contribution to climate change dix &tect
. <
resources for the health of future generations. (60 ,\?)
A \’19
&
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What do anchor environmental sustainability strategies
look like in practice?

Adopting sustainable practices within the NHS

1. Developing leadership and staff buy-in for environmental sustainability

Influencing sustainable practices in the community

1. Helping shape community environments and behaviours and influencing
local suppliers

Policy context

Public sector organisations are legally required to deliver environmental sustainability
as outlined in the Climate Change Act 2008, which commits the UK to reducing

its carbon emissions by 80% by 2050.'*” The legislation has since been amended to
introduce a target to bring all greenhouse gas emissions to net zero by 2050.'* NHS
leaders have enacted several changes to help deliver on these aims. NHS England and
Public Health England jointly fund the SDU, which helps NHS organisations with
expertadvice and guidance on how to support environmental and social sustainability.
NHS organisations in England are also required by the NHS Standard Contract to
produce an annual Sustainable Development Management Plan that sets out how they
will reduce carbon emissions.'** And as previously discussed, Wales, Scotland and
England each have legislation in place to promote the social value of public purchasing,
including considerations for broader environmental sustainability.

The NHS Long Term Plan re-emphasised the importance of reducing greenhouse gas
emissions and air pollution associated with delivering health care, and acknowledged
the need for collective action from all NHS organisations to reach these targets.”’ The

NHS has made progress over the past decade by reducing its carbon output by 18.5%,'* <
though as one of the world’s biggest organisations with one of the largest carbon /é
footprints in the UK public sector, these improvements could go much further if the @Q/
NHS embraced and developed its role as an anchor institution. O
O
QQ/
Learning from practice A
O \Qb ’
Adopting sustainable practices within the NHS (\’b%o) .
1. Developing leadership and staff buy-in for environmental sustainability ‘Oe O

O
Reducing the health and care system’s carbon footprint involves taking act@} n\%ﬁeral
areas, including improving energy efficiency, supporting more sustainggﬂ\@q{ or

patients and staff, and reducing waste and water consumption.
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As with all complex improvements, changing organisational behaviour to support
environmental sustainability needs leadership and commitment from senior leaders. %'
Interviewees told us that responsibility for implementation has often been left to
sustainability officers without more senior or board-level support. This has often meant
that interventions lack coordination and visibility, and could have a greater impact if they
were part of an organisation-wide strategy.

Stakeholders who have managed to get senior leaders on board emphasised the importance
of creating a vision that appeals to corporate strategic aims. Clearly linking environmental
sustainability to goals around improving health has been helpful for some:

‘Tjust kept banging my drum (about) the whole 40,000 excess
deaths a year in the UK due to air quality. So, that stat always
hits home.’

Sustainability lead
Acute trust

There is also a lack of accountability on sustainable development within the system.
Despite a strong legal context for action, there are no sanctions or incentives beyond
national targets for action on sustainable development, which are insufficient on their own
to motivate and drive change. One promising development is that the SDU is developing

a dashboard to help organisations understand their baseline, assess their readiness and set
individual targets in line with their own goals. This data will amalgamate to STP and ICS

level to support greater system accountability and regional planning.'“°

Adopting more sustainable operational practices also relies on staff engagementatall
levels, requiring a shift in culture, attitudes and knowledge.'*’ Research suggests that
staff resistance often comes from feelings of having insufficient knowledge or skills to
implement change and not knowing the impact of interventions.'*” "’ Giving teams the
tools and resources they need to feel empowered to implement solutions and measure
impactis key to supporting the NHS to support environmental sustainability for local
communities.

During interviews, senior leaders commented that NHS organisations have often been able
to make the greatest progress on reducing local air pollution, partly because this is an area

with clearly defined metrics that can more easily demonstrate impact. *Q 4

There are numerous tools and resources to support teams to reduce pollution. Thes%\
include the Clean Air Hospital Framework, which offers best practice and guld

how hospitals can improve outdoor and indoor air quality in key areas like r@ﬁﬂ

travel, construction and energy generation.'* The SDU’s Health Outcom "Bgrel Tool
supports NHS organisations in measuring the impact of travel and trax@% elping to
quantify the impact of pollution from different sources and how to em.'* The
SDU is also developing frameworks to support progress in other here the NHS can
have an impact, including recycling schemes, biodiversity, responsfb@e chemical disposal,

responsible construction and conservation.'*
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A number of interviewees felt that action on sustainability has become easier as more
staff are aware of the climate crisis and its impact. Organisational champions and
communication campaigns have helped build a sense of shared motivation, responsibility
and ownership over solutions. The NHS has an important role to play in educating staff
about what they can do, both at work and outside of work.

“When I started here, it was just me and nobody really taking
sustainability on... Slowly, got more people on board ... After
a couple of minutes, you can tell them whatit’s aboutand alot
of people, the light bulb just clicks that it’s just good business;
like being efficient and using all your resources whether it be
staff, the patients we’re dealing with or the environmental
impacts of your actions ... The tide turned quite a few

years ago.’

Sustainability lead
Acute trust

Examples of action by NHS organisations include promoting use of public transport

or walking and cycling to work, monitoring waste generation and recycling rates, and
installing more energy efficient heat and power sources. But NHS organisations and
local systems could do more to coordinate their efforts. There is also an opportunity for
regional and national policymakers and the SDU to share good practice and innovations
—something NHS England and NHS Improvement have committed to as part of the
NHS Long Term Plan.

46 Building healthier communities: the role of the NHS as an anchor institution

58/270



49/74

Case study 6: University Hospitals of North Midlands NHS Trust and
Beat the Cold

University Hospitals of North Midlands NHS Trust has launched an initiative to establish

more sustainable and affordable energy sources and reinvest savings in the community. '
Recognising the links between hospital readmissions during winter and poor heating and
living conditions, it worked with residents and the local council to crowdfund for 1,100 solar
panels, installed on NHS hospital buildings. By switching to renewable energy, the trust saved
nearly £300,000 that was invested into a local charity, Beat the Cold, which tackles cold-
related sickness and fuel poverty.'* This initiative has helped strengthen relationships between
the trust and residents. Early evaluation suggests the project has helped achieve savings by
reducing the rate of readmissions, particularly among elderly people and other vulnerable
groups. Having the support of the chair of the board was essential:

‘It was so important that we had the support of the hospital
chairman. On the day we were putting the solar panels up a
member of the board tried to stop us... The hospital chairman
had to overrule him.’

Business development manager
Beat the Cold

Influencing sustainable practices in the community

1. Helping shape community environments and behaviours and influencing
local suppliers

Asan anchor, the NHS can use its voice to push for broader developments that support
the environmental health of local communities. For example, some NHS organisations
have advocated for more public transport routes and cycling lanes to NHS hospitals, which

benefits individuals’ health as well as the environment. This has knock-on benefits for local s
public transportation, which research has shown can help improve social inclusion and /0(
stimulate economic regeneration in deprived areas.'”’ $®
For example, Epsom and St Helier University Hospitals NHS Trust has been working (\6

with local councils to improve public transport links to the hospital for staff and the local _¢g,
community. After receiving repeated complaints about the difficulty of getting to the &A <9<9
hospital via public transport, the sustainability officer at the trust negotiated with local (-
councils to pilot a new ‘on-demand’ bus service for residents in Surrey, with a de%«q
bus stop on the hospital site. The staff shuttle bus has become a public bus ser@: ,
the trust has negotiated with Transport for London to further extend bus ieeg)co
the hospital. O f]/Q

S
Purchasing and commissioning can also be harnessed to influence skt qﬁility practices
in the community. The supply chain is one of the biggest componel@ob the health

and social care system’s carbon footprint, accounting for 57% of its carbon emissions in
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2017, with the largest hotspots being medical instruments and equipment, followed by
pharmaceuticals.'”* % As discussed in the procurement section, the NHS can reduce some
of this by working with local suppliers to reduce its carbon output.

For example, as part of its Care without Carbon strategy, Sussex Community NHS
Foundation Trust is working with suppliers to reduce carbon emissions, which make up
60%-70% of the trust’s overall carbon footprint. The sustainability team has embedded
sustainability criteria and metrics into the tendering process by setting targets for suppliers
to reduce their vehicle emissions over the lifetime of the contract.

Improving environmental sustainability in the wider community requires strong
partnership working, and much can be achieved by anchors working together — something
we explore in the next chapter.

Summary and implications for practice and policy

As one of the largest public sector resource users and polluters, the NHS must take action
to reduce its environmental impact. Beyond changing its own organisational practices,

the NHS can drive progress within local communities by using its influence at all levels of
the system to advocate for broader changes that promote sustainability and improve the
wellbeing of communities, particularly for disadvantaged populations who face the highest
levels of environmental risk.

For national bodies, this means moving beyond simply setting national targets on narrowly
defined areas such as air pollution to supporting the development of metrics, tools and
resources across all domains of environmental sustainability and supporting capability at
the front line.

At the local system level, organisations can work together to develop shared goals and
strategies to improve environmental sustainability and track their impact. The NHS is also
well placed to work with other anchors to influence supplier behaviour and make local

transport or infrastructure more environmentally sustainable. .
\

NHS organisations need strong leadership to give visibility to strategies, align efforts with Q/’O

other organisational priorities and maximise the influence of the NHS on environmental b$

sustainability within their local area. Understanding which of their practices and activities @Q

have an adverse environmental impact is an important first step; securing engagement and e

buy-in from staff is also essential to finding solutions. Organisations should educate their &AQ )
staff and offer skills, resources and tools so they can take action.

'Q
B
RS
o@ N

* This includes carbon emissions associated with the extraction, processing, assembly, packaging, transport,
storage and handling of products and materials that are directly and indirectly consumed by service providers.

48 Building healthier communities: the role of the NHS as an anchor institution

50/74 60/270



Practical resources to support implementation

Care Without Carbon — our strategy (Sussex Community NHS Foundation Trust)
Clean Air Hospital Framework (Global Action Plan)
Health Outcomes of Travel Tool (Sustainable Development Unit)
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Chapter 7: The NHS as a partner
across a place

Why this matters

Across each dimension of anchor activity, the NHS can accelerate progress by working with
others across a place — both within the NHS and with anchors from other sectors — to scale
impact and develop shared approaches. The combined assets of anchor institutions (in
terms of local jobs, spending and land) can be significant; working collaboratively can give
anchors more reach into the community than they would have individually, and allows
sharing of best practice. And by working together locally, anchors can use their collective
influence to encourage other organisations in their local economies to adopt similar
practices.

Establishing anchor partnerships and collaboratives can be key to developing greater
intentionality and shared purpose around an anchor mission. There are, however, some
contextual and wider issues around place-based anchor collaboration that must be carefully
considered.

What do anchor partnerships look like in practice?

Partnering with other anchor institutions across a place

1. Developing anchor collaboratives and networks to support shared
approaches locally

Partnering with other NHS anchors

1. Developing networks to support shared learning and spread good practice

Policy context Q

The growing focus on place-based approaches to improve health and economic outcomes,
both within and across local areas, has changed the dynamics of how anchor institutions &A (;9
may function and work together across a place. 6\

In some areas, devolution has brought sectors together to think collectively about ho N Qo)
to channel assets to improve the wellbeing of local populations. For example, the axy
Manchester devolution deal, which gave the combined authority control over

on health and social care in the 10 boroughs, has supported anchors to devel@p

strategy for improving population health and economic prosperity acro$ y region.'™
But even when health and social care have been incorporated into plans, thENHS has not
always actively contributed to broader economic strategy development and discussions.'™*
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Likewise, the delivery of the government’s Industrial Strategy relies on place-based
approaches and calls on combined authorities and LEPs to come together to develop ways
to spur growth across local communities.'** The extent to which NHS organisations have
engaged with LEPs has been mostly limited: very few LEPs have NHS representation on
their boards, though there are some exceptions - like in Dorset, where the chief system
integration officer for the local CCG is a member.'*®'*’ Stakeholders have noted that there
isan opportunity for the NHS to take a more active role in supporting the delivery of
these place-based strategies, given the significant economic assets they bring, and their
powers to improve skills development, innovation, employment and infrastructure to
support productivity. Moreover, working in partnership on these strategies can open up
opportunities to access new funding streams.

“We are very much trying to take an approach looking at how
the local NHS organisations begin to play their part in shifting
conversation.  don’t think what we’ve ever done particularly
well in the NHS is to say, “What is the role of our organisation
in contributing to the economic success of that area?” I don’t
think we’ve made that connection powerfully enough, yet.’

Strategy lead
Combined authority

Within health and care, we have identified a number of opportunities for STPs and ICSs
to develop anchor approaches around common aims. These are relatively new forums for
partnership working and it is too early to tell whether they will realise their promise of
supporting more collaboration around prevention. None of the 2016 STP plans referred
explicitly to an anchor mission, and few described initiatives to work on anchor-like
strategies to intervene in the wider determinants of health. However, as ICSs are a key part
of the delivery mechanism for the NHS Long Term Plan, they may create the incentive for
NHS organisations to develop their anchor role and collaborate with local partners for the
benefit of local communities.

The emphasis on place, both within the NHS and in broader government policy, creates
fertile ground for NHS organisations to think differently about their role in a place.
If harnessed effectively, it could provide the conditions needed to support greater

Z
A
collaboration to develop communities and take collective action to tackle inequalities 5
\ *

improve the socioeconomic environments needed for good health. O

20"
Q}\ Q°>

* The NHS Confederation’s Health in all local industrial strategies? briefing offers ex%ples of how health intersects
with local industrial strategies and ways the NHS can engage with LEPs to shape their development around
mutual aims. Source: www.nhsconfed.org/-/media/Confederation/Files/Publications/Documents/Health-in-all-
local-industrial-strategies.pdf
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Learning from practice

Partnering with other anchor institutions across a place

1. Developing anchor collaboratives and networks to support shared
approaches locally

Anchor institutions in several UK cities have started to work more closely to combine their
influence and scale impact in local communities. This has often taken a range of forms
including collaboratives, networks and economic coalitions, with shared objectives around
a common anchor mission.

For example, in Sheffield the NHS has joined with local universities, housing associations,
colleges, the city council, chamber of commerce and voluntary sector organisations

to drive a collective commitment to building a more inclusive local economy. Led

by the city council, the Sheffield City Partnership has developed a framework with a
vision, commitments and shared objectives for implementing a city-wide approach to:
education, skills and work; environmental sustainability and inequality; procurement; and
homelessness and violent crime.'* The framework provides focus for working together
around an anchor mission. It is also being underpinned by extensive engagement with local
people to help identify what an inclusive economy would mean for them, and help define
common standards and indicators to help track progress and ensure that resources are
invested in the areas that could bring the greatest community benefit.

While the potential benefits of greater collaboration between anchors are clear, a range of
structural and contextual factors conspire to make partnering around an anchor mission
difficult. For one, each anchor has different accountability and governance mechanisms
that affect their ability to develop and implement anchor strategies. Across each category
of anchor activity, organisations will be accountable to different stakeholders, require
different administrative processes and have different financial constraints, affecting their
ability to work together across a place.'*”

Having a clearly defined geographical area can help focus efforts,'*” but the geographical (
footprint and population that each anchor works to, even when in the same locality, Q:O
can vary. C$

¢ . ’OQ

We are all trying to get the best spend of our local pound, &

really, but there are challenges with that. We have different A <,)<’)

footprints —at the trust we are part of the ICS footprint, wh1ch€>‘
is a different footprint from the city region. So, we have thl(g\ 2O
constant footprint debate, which plays out when you'r

to articulate the governance framework, the accountw the
permissions, and who has the authority to make c{é@ ns.

Deputy chief executive
Acute provider trust
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This is why stakeholders have emphasised that when developing collaborative approaches,
it can be helpful to be flexible, by establishing common objectives and minimum standards
for advancing anchor goals but allowing each organisation to determine the most
appropriate path to implementation.

Without pre-existing relationships, collaboration at any level is even harder,'®’ and so a first
step for anchor institutions is to find the time and space to foster working relationships.
The exact method will vary, but it is often less about setting up new forums or mechanisms
for collaboration and more about identifying those places where different anchor
institutions already come together and using those as building blocks to build alignment
around an anchor mission. In the current context, this may include health and wellbeing
boards, local partnership boards, LEPs, or STP and ICS boards. Regardless of the forum,
stakeholders emphasised the need to have the space and time to co-develop a shared vision
to drive successful collaboration.

‘There are a lot of potential benefits to STPs and ICSs for
developing anchor partnerships and approaches, but I don’t
think we’ve realised them yet... But we probably just haven’t
had enough space and time to think all that through well.’

Non-executive director
Acute trust

Building these relationships undoubtedly takes significant time, and it can be difficult to
establish trust, respect and mutual understanding in the short term. Evaluations of the
Greater Manchester devolution deal found that Manchester’s strong sense of place and
30-year history of partners working together was pivotal to delivering the plan and linking
up policies to improve population health and wellbeing.'”

Given the different structures and focus of anchor organisations, it can also be difficult

to know the best level at which to engage within each organisation around place-based
strategies. Interviewees from outside the NHS said it is not immediately clear who holds
responsibility or the most relevant expertise. Having a designated anchor or sustainability
lead within NHS organisations can help, as it makes it obvious who to start conversations
with, in cases where the NHS has not always taken part (for example, as part of LEPs).

Relationships have also been helped by working with third-party organisations who &AQ
canactasa convener and facilitator and provide much-needed additional capacity to, , 6 .
support partnership working. For example, the Joseph Rowntree Foundation hag,@orke
with Leeds'™ (see case study 7) and CLES with places like Birmingham and Pr%t\rfbo)

to bring different anchors together to provide forums for discussion and dé@@g&%

common approach.'® O
DON
Local government has also frequently been an important driver offfbgs\%ctor
@rsbips to broader

strategies around supporting more inclusive community development. NHS stakeholders

collaboration, as in Sheffield, where councils have linked anchor p
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we interviewed noted that when working in partnership, it is essential to recognise the
value and expertise that other sectors bring, and be willing to work as equal partners
alongside other sectors:

“You know, (NHS organisations) should be partners, and
we are partners with our local community. We shouldn’t be
putting ourselves up on a pedestal, and then there’s a risk
of that sometimes ... we have a lot to contribute to the local
growth agenda and the sustainability agenda, but we should
do thatin partnership.’

Deputy chief executive
Acute trust

Collaborative anchor approaches have been developed in procurement, where NHS
organisations are working with other anchors to maximise the social value of public spend.
Adopting joint progressive procurement strategies can help retain more money locally
while also sending a collective market signal that social objectives are a priority, which

can influence supplier behaviour.” For example, in Birmingham, partners across the STP
have agreed to apply a 10% social value weighting in their contracts and use procurement
to meet shared social aims, including increasing the number of apprenticeships, recruiting

more people from vulnerable populations and lowering carbon emissions.'*

By working collaboratively, anchor organisations can help build a common language for
social value and reduce variation in how the concept is understood and applied in practice
across a health economy. Interviews with stakeholders revealed that commissioners

and providers often use a mix of approaches that contribute to a lack of clarity in how to
interpret social value while also unnecessarily duplicating efforts. For instance, in one local
area, a trust had to respond to two local authorities with different requirements for social

value to deliver the same sexual health service: s
\S
o)
‘The service specification looked exactly the same, but we Q
had to report different types of evidence to show how we @(\6

would meet standards for social value. This required a degree
of expertise in how to respond to contracts, that thankfully QA <9<°
we had, but notall providers do. It also created inefficiencies 6 &
without changing anything fundamental about our approagh QO’

to social value or increasing the commumty benefit we ¥

bring in the way we delivered the service.’ ,-l/\q’

C)
Head of sustainability S \
Acute trust
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STP and ICS leadership can help establish common standards while reducing duplication
by coming up with contracting templates that can be adapted by anchors across the
partnership.

Case study 7: Leeds City Region anchor framework

In Leeds, anchor organisations from across the city have formed an anchors collaborative
and agreed common goals for supporting inclusive development. \Working with the Joseph
Rowntree Foundation, the collaborative developed a tool for partners to self-assess how they
perform on five anchor dimensions (employment, procurement, capital, service delivery and
corporate responsibility), visualise where they want to be and identify what actions they can
take to get there. The framework has also helped anchors establish common goals and have
a broader impact by sending a powerful collective signal to the local economy that narrowing
inequalities and supporting inclusive economic development are priorities. To support this
effort, Leeds City Council has also created a data dashboard so that areas with the greatest
needs and inequalities can be targeted.'®

Though the framework establishes clear goals and specific actions for all partners, flexibility in
how the tool is adapted and applied within each organisation is key.

Case study 8: Birmingham anchor network

A new network has formed in Birmingham to explore how six anchors can work together,
including Queen Elizabeth Hospital, Birmingham City Council, the police, University of
Birmingham, local colleges and the local housing association.'®” This network builds on work
these organisations have done with the Centre for Local Economic Strategies (CLES) funded
by the Barrow Cadbury Trust to map their collective assets and understand their baseline
contribution to the Birmingham and West Midlands economy.'®” With combined annual
budgets of £6bn and more than 50,000 employees, the network will support anchors to
develop individual strategies and advocate for an anchor approach on workforce, procurement
and management of land and assets.'*® One collective priority is around construction, as a

significant proportion of money leaks from the local economy from new building projects, and ‘
the upcoming Commonwealth 2022 games in Birmingham present an opportunity to shift /0(
practice. The network is also developing ways to measure the impact of different approaches &Q/
to better understand how anchor practices can benefit communities. 6
Q§>
<
. . <>¢)
Partnering with other NHS anchors &A

-

1. Developing networks to support shared learning and spread good practice (\6 tgb ’

In addition to comin h 1 here i ity fe Q\/OQO) ’

g together across a place, there is an opportunity for NHSgp,
organisations to work together to develop their collective identity as anch@\ tions
to tackle common issues. Peer networks can be a powerful tool in gene{&‘g nhowledge
and supporting a culture of learning.'® However, there is currentl 6{9 @?ﬂ 1 network of
health care anchors in the UK. The NHS Confederation and the SSU&ave been convening
NHS organisations to facilitate shared learning, provide expertise and develop skills
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around local economic development and environmental and social sustainability,'’° but our
interviewees felt there could be more collaborative networks and communities of practice
to help make an anchor mission an institutional priority across the NHS.

In the United States, The Democracy Collaborative (TDC, which supports a network

of more than 40 health care systems) could serve as a model for the NHS. These health
systems together employ 1.5 million people and purchase over $50bn worth of goods and
services annually. The network allows health care organisations to share knowledge, work
through common challenges, identify areas for joint working and co-develop tools that
can be adapted by each organisation to accelerate progress.'’' A key aim is to help members
drive culture change within their respective organisations and adopt more intentional and
conscious anchor strategies within their health system’s overarching strategy. Since its
inception, members have implemented changes in their local areas, including investing

in affordable housing, committing to living wages for all staff and creating new career
pathways for non-clinical entry-level roles.

In the UK, there are also examples of anchor collaboration within other sectors. For
instance, 37 vice-chancellors recently signed a Civic Universities Statement Agreement
pledging to prioritise the social, economic, environmental and cultural life of their local
communities. This includes specific commitments to collaborate with each other and other
anchor institutions to support their aims.'’” There are also dedicated programmes and
networks in local government,’ housing,'” and the arts and culture sectors.'’*

Summary and implications for practice and policy

NHS organisations can work with each other, and with other anchor organisations across

a place, to share learning and establish common goals so that the anchor mission more
directly informs how the NHS functions within a place. As many of the examples have
demonstrated, where individual institutions have come together to collaborate on a shared
vision and work together to hold each other to account, the benefits can be significant.

There is a real opportunity to capitalise on STPs and ICSs to help the NHS forge new
partnerships across a place and develop shared approaches and anchor strategies as part of
broader system plans. Anchor strategies may also provide a gateway for the NHS to take
partin other place-based strategic discussions, including with LEP, to help align approaches
with broader economic proposals that improve the health and wellbeing of communities.

National leaders should work with partners to create space for NHS organisations to come &AQ
together to share and spread ideas through action learning and to work through challenges X

o

é\

&
AU

SV

o' \Q
o)

unique to the NHS context.
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http://www.cles.org.uk/wp-content/uploads/2017/02/Community-Wealth-Building-through-Anchor-Institutions_01_02_17.pdf
http://www.nhsconfed.org/-/media/Confederation/Files/Publications/Documents/Health-in-all-local-industrial-strategies.pdf
https://www.healthcareanchor.network/
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Conclusion: actions and
opportunities for change

Consciously adopting an anchor mission

In this report we have explored a range of opportunities for the NHS to harness its
considerable influence to have an even greater impact on the health and wellbeing of
communities. There are many anchor activities already taking place across the sector that
provide an important foundation on which the NHS can build. NHS organisations are all at
different stages in embracing their role as anchors, but where strategies are being adopted,
they tend to be discrete and narrow in scope, rather than joined up and embedded as part
of central, local system or organisational strategies. Anchor approaches are often being
applied in one area only (for example, workforce). While NHS organisations will have to
start somewhere, the greatest impact will come from pursuing changes in each domain of
anchor influence and with other anchors and partners across a place. It is also the case that
anchor practices are not yet being evaluated systematically to understand what actions
have the strongest impact on population outcomes. More needs to be done to help NHS
organisations cultivate an anchor mission and know where to prioritise efforts, both
within their organisations and in their local communities.

This report has also identified cross-cutting opportunities — regardless of the area of
anchor activity being pursued — to make anchor practices more embedded in the NHS,
and these are summarised below. While most actions will be delivered at the level of NHS
organisations and networks, national, regional and local system leaders have a strong role
in signalling the anchor mission as a priority and supporting an environment where these
changes can happen. These opportunities are set out in Table 4.

Adopting new ways of working for an anchor mission requires time, resources and upfront
investment that can be hard for NHS organisations to come by. The report has highlighted
tensions the NHS may have to work through to balance priorities and direct its anchor
efforts (described in Table 3). These tensions play out at different levels of the system

and are not always inevitable, but when they do arise can often be mitigated or managed
with careful implementation and planning. For instance, the NHS can boost international
recruitment to address shortages in certain jobs and geographies while also taking steps to
increase local workforce supply over the long term. The examples given throughout the
report show how the NHS can shift practice by taking a pragmatic approach and alignin%(\

anchor practices with other system goals. (\ QO) ’
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Table 3: Potential tensions between anchor practices and the current policy/

practice context

Anchor practices

Tensions to balance

A desire to develop the local labour
market and create pipelines into NHS jobs
and careers.

The need to fill vacancies quickly to address
severe workforce shortages requires a
focus on external labour sources, including
international recruitment.

An aspiration to increase social value by
taking a wider range of factors into account
when making decisions on purchasing and
procurement.

A push to reduce costs and increase
efficiency, given the wider economic climate
and financial pressures on the health service.

A desire to increase capability in the
local supply chain, leading to more local
purchasing and procurement.

A need to avoid potentially anti-competitive
behaviour.

A focus on developing strong and resilient
local places in specific geographical areas.

The risk of widening inequalities (as those
places with the largest or best-resourced
anchors will benefit most and may draw
resources away from neighbouring areas).

A desire to allow flexibility for NHS anchors
to adapt activity to meet local context and
local needs.

A national drive for greater standardisation of
activities to reduce variation.

What can the NHS do now to develop its role as an anchor?

1. Build a baseline understanding of current practice to know where to prioritise
action and establish informed goals. Q/@(
Data are key to helping organisations understand their baseline levels of activity and 6$

assess their readiness to change. Baseline audits can generate information on purchasing ,0(\

behaviour, use of estates, employment practices and environmental impact. This can then_¢@,
inform goal-setting and targets for shifting behaviours based on current levels of practjg&\ <’)<’)

Baseline data can also help signal where there may be more immediate opportumt5§&@o
where change will have to happen over the longer term. NHS organisations ma;
easier to start in domains such as employment, where there is clear data on \&r(gjes and

local unemployment to show where to target efforts, and where anchor
broader organisational strategies. Within procurement, NHS organis
establish achievable targets of how much spend can be shifted lo
contracts are up for renewal that may lend themselves to working

@}lign with
\: n use data to
tifying which
local suppliers.

People with improvement skills are well placed to support the development of aims and

measures to inform goals, and the ability to facilitate change.
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2. Develop metrics and evaluate the impact of interventions

Data are also vital for measuring the impact of interventions and building the business case
for future investment. National leaders can help establish metrics in each area of anchor
activity for local NHS organisations and STP/ICS leads to use to assess progress, and fund
evaluations of the wider impact and return on investment. This could build on existing
work such as the framework developed in Leeds (see page 55) that defines metrics across
different anchor dimensions to help organisations measure progress around shared goals.
Within procurement, some local system leaders have already defined metrics to help guide
purchasing decisions and build an understanding of the broader social impact of public
spend (see Chapter 4). STPs and ICSs can help track progress across a place by creating
dashboards that pool data from partner organisations and help guide future strategy.
Evaluation requires significant resources and time, so it is important that teams are funded
and supported with the skills and capacity necessary to use data effectively to inform
decision making.

3. Establish clear and visible leadership to embed anchor practices within
organisational and system strategies

Leadership is needed at each level of the system to make anchor practices visible and

an integrated part of organisational and system strategies. Unless leaders see an anchor
mission as a core part of the NHS’s role and responsibility to local communities, little
will be achieved. At the organisational level, gaining board support will be an essential
early step to ensure that efforts are adequately resourced and prioritised over the long
term. Nominating a board-level lead for anchor strategy can help cement that support,
while raising the profile of anchor practices across the organisation and connecting them
up. Beyond board support, having a designated manager — for example, an anchor or
sustainability lead — to oversee and coordinate anchor practices across an organisation
can be a key driver in getting efforts off the ground and integrating anchor strategies into
operating models.

Linking anchor practices to existing organisational priorities and goals can be useful in
gaining senior buy-in. For example, showcasing how anchor practices that build local
workforce supply or provide more affordable housing for staff can address staff recruitment $Q/
and retention challenges at the same time as helping to reduce inequalities, can gain S
traction for these ideas. And when there are tensions between short-term performance ’OQ
pressures and longer-term improvements to population health, having board-level support 7

can give staff the permission and air-cover needed to prioritise practices in support of an &\QQ)(’)

anchor mission. o 6 .

Q *
At the local system level, STP and ICS leads have an opportunity to work with system.{\/OQO) :

partners to create a shared view around an anchor mission and embed strategies as G)
delivery plans. This requires building consensus around common aims and ide Q'\'
which anchor strategies are best done in partnership to achieve more ambitie@ an?)sl
long-term goals. Local system leaders have a role in articulating a clear v%ﬂb
inclusive development while permitting flexibility for organisations, to acégunt for

different contexts.
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While most anchor practices will be delivered at the organisational and local system
levels, national leaders can be instrumental in helping to shape the collective vision of
how the NHS acts as an anchor and setting expectations about its broader role in the local
community. The explicit references to anchor institutions in the NHS Long Term Plan and
Interim NHS People Plan are positive developments that help signal the anchor mission

as a priority. There may be more opportunities to incorporate an anchor approach into
other national frameworks and guidance — for example, through the CCG improvement
and assessment framework, or STP/ICS guidance. These frameworks should be backed by
proactive support to ensure that teams have the resources and capability needed to support
effective implementation. There is also a role for national leaders to help clarify definitions
and provide guidance and templates to ensure consistency in anchor practices and how
they can be integrated into NHS practice.

4. Enable staff to act on a collective vision for enhancing community health
and wellbeing

Change will not happen unless staff are engaged in the anchor mission and have the

time, skills and capability needed to embed anchor practices within daily roles. The
anchor mission may offer an opportunity to tap into employees’ intrinsic motivation,

by connecting operational functions like HR, procurement and facilities management

to the aims for front-line delivery — that is, improving the health and wellbeing of local
communities. One way to do this is to co-produce and design potential solutions directly
with staff so that they feel ownership over the challenges and feel part of the collective
vision for supporting wider community health and wellbeing.

Itis also the case that anchor practices may be new territory for staff, who may need
support to incorporate considerations for population health and social value effectively
into their daily roles. We have cited numerous resources and tools throughout this report
to help staff put these ideas into practice. NHS organisations should use these tools asa
starting point, and national and system leaders should ensure that local teams have the
skills and capabilities needed to carry out these practice changes and develop methods that
supporta consistent approach.

Where there are gaps in skills and expertise, working in partnership can also help the NHS
build greater capacity. Working with partners can bring different perspectives and skills

local communities. Many of the examples of anchor activity we have highlighted involve @
NHS organisations collaborating with local community, public sector or commercial A <,)<’)
partners on a specific initiative. Whether this is working with housing associations 810

ensure that NHS land is developed for affordable housing, or engaging local gover

around improving public transport for staff and patients, effective partnershipis ofsén a

core component of success. é\

5. Support the sharing and spread of ideas through networks {g ,-l/\

Sharing knowledge and ideas can help the NHS more 1ntent10naﬁ%§1¥t and apply
anchor strategies in practice. Networks could add value and support the NHS to maximise

its anchor role at different levels: locally, by convening anchors across a place to support
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community cohesion, align practices around a shared vision and maximise combined
impact; and nationally, to facilitate peer learning and help health care organisations carry
outanchor activities more effectively and efficiently.

STPs/ICSs can play a key role in convening and establishing these relationships across
anchors in alocality. The introduction of PCNs may also create an opportunity to align
operational practices and strategy in general practice around an anchor mission, and

feed into broader goals of improving population health at the STP/ICS level. Regional

and national leaders are well situated to encourage and support NHS organisations from
different localities to convene and share learning and expertise across NHS peers. Whether
national or local, networks may benefit from working with an independent third-party
facilitator to build consensus and sustain engagement over the long term.

6. Engage proactively with communities to ensure that anchor strategies meet the
needs of local people and to maximise impact on narrowing inequalities

Maximising the NHS’s contribution to community health and wellbeing requires a deep
understanding of local priorities and needs. This means engaging with residents in new
ways to explore their needs and developing a shared vision and strategy for how the NHS
can be a better partner for and leader in change. For example, being a better and more
inclusive employer requires an understanding of the needs of residents who face the
greatest barriers to employment. It means getting residents’ views on how NHS estate
and land can add most value, and creating access to community spaces for those who need
them most. This type of engagement requires connecting with people who are seldom
heard and poorly served — something that many NHS organisations may not currently

be equipped to do, which makes partnership working and local collaboration essential.
Local organisations should prioritise this engagement as part of the design and delivery
of different interventions, and local system leaders may also be well placed to coordinate
engagement strategies across a place.
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Table 4: Opportunities for action by different stakeholders

Opportunity

Action

For action by

Build a baseline
understanding of current
practice to know where
to prioritise action and
establish informed goals

Conduct internal audits to set
targets and goals for shifting
practice.

NHS provider
organisations and
networks’

Develop metrics and
evaluate practices to
understand the impact of
different interventions

Continuously monitor and collect
data to track impact of anchor
strategies, ensuring teams have the
resources and capacity needed to
make effective use of data and make
evaluation a priority.

NHS provider
organisations and
networks

Establish dashboards that pool data
and track progress across a place.

Local system leaders'

Help define metrics for tracking
and measuring impact at the local
system and organisational levels.

National/regional policy
makers’

Establish clear and visible
leadership to embed
anchor practices within
organisational and system
strategies

Designate a board-level lead for
anchor strategy and operational lead
to help coordinate and align efforts
across an organisation.

NHS provider
organisations and
networks

Embed anchor strategies as part of
local system plans to help deliver
broader aims on population health
and prevention.

Local system leaders

Establish clarity around common
definitions to build system
understanding of what anchor
practices look like, and how they
support broader social value and
community benefit.

National policy makers

Send clear signals through national
policy, guidance and frameworks
that the anchor mission is a priority
for the NHS.

National policy makers

Trusts, GP practices, PCNs, etc.

STP/ICS leads, CCGs, etc.

NHS England and NHS Improvement, for example.

Conclusion: actions and opportunities for change
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Enable staff to act on
a collective vision for
enhancing community
health and wellbeing

Co-design solutions directly with
teams, appealing to intrinsic
motivation among staff.

NHS provider
organisations and
networks

Use existing tools, resources

and guidance to build capability,
awareness and knowledge around
anchor practices.

NHS provider
organisations and
networks

Work in partnership with other
organisations that may have greater
community reach or skills and
expertise to support implementation
of anchor practices.

NHS provider
organisations and
networks

Local system leaders

Deliver support programmes that
equip teams with the resources,
skills and expertise needed to
operationalise anchor practices and
strategies.

National policy makers
Local system leaders

Support the sharing and
spread of ideas through
networks

Establish place-based networks that
convene anchors across a locality
to develop a shared vision and
objectives for improving community
health and wellbeing.

Local system leaders

Encourage and support NHS
organisations to convene through
networks to learn and share practice
for applying anchor strategies in the
NHS context.

National policy makers

Engage proactively with
communities to ensure
that anchor strategies
meet local needs and
to maximise impact on
narrowing inequalities

Work in partnership to engage with
communities, particularly seldom
heard groups, to ensure that all
residents have a voice in shaping
anchor approaches and strategies.

Local NHS providers
and networks

Local system leaders
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The NHS Confederation

The NHS Confederation is the membership body that brings
together and speaks on behalf of all organisations that plan,
commission and provide NHS services in England, Wales and
Northern Ireland. We support our members by:

* being an influential system leader

e representing them with politicians, national bodies, the unions
and in Europe

» providing a strong national voice on their behalf

e supporting them to continually improve care for patients and the
public.
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About this briefing

3/16

The NHS Confederation and its networks have jointly compiled this
briefing for the new Prime Minister, the Rt Hon. Boris Johnson MP.

This briefing sets out seven key challenges for the NHS in 2019 and
beyond including, funding, social care and the NHS in a post-Brexit
world.

The NHS Confederation looks forward to working with the Prime
Minister and Secretary of State for Health and Social Care to
overcome the challenges and deliver better outcomes for patients
in the months and years ahead, as set out in this prescription of
priorities for health and social care.
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Realising the aims of the NHS Long Term Plan

* The UK Government must ensure that sufficient funds are available to pay for
aspects of the health and care service not covered by last year's £20.5 billion boost
in NHS England funding in order to achieve the goals of the NHS Long Term Plan.
These include capital spending, training and education budgets, public health and
social care.

* Supporting the evolutionary approach to reform set out in the plan will help develop
the necessary local relationships between the NHS, local government and voluntary
and private sector providers.

* Prioritising legislative reforms that will improve mergers and acquisitions policy,
simplify commissioning requirements (including procurement), and facilitate joint
working will be welcome.

Harnessing the benefits of local leadership

* There is an opportunity for the new Prime Minister to act as a champion for local
health and care systems, which promise to ensure health and care services are
better rooted in communities and more tailored to the needs of local populations.

* Senior politicians can show leadership by supporting local health and care leaders
to make meaningful decisions about how services should be organised, within the
parameters of an effective regulatory framework.

* The government should avoid making any changes that will have the effect of
further centralising decision making with the arm’s length bodies, given the
emphasis on local leadership in the Long Term Plan.

Supporting the NHS workforce Q;o‘
* Given the potential impact of the pension annual allowance taper on the availability b$
of senior clinical staff, the government should either reform aspects of the tax ,b(\
system or the NHS pension scheme to rectify this problem. Q,

* The 2019 spending review must set a realistic budget for Health Education Enng)(’)
to restore investment in training clinicians, facilitate recruitment and retent&\ \
programmes and mitigate the effects of the loss of the nursing bursary. (\’Z} o)

* Better value could be achieved by using some of the apprenticeship | © O)
funding to support a wider range of training activities to help dehve@ uﬁbessful
apprenticeships. {&, I'l/

* Integrated care systems should be further empowered to be \ﬂuence their
local labour market, with devolved powers over strategy and planning, supply and
retention and deployment.
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Achieving financial sustainability

* The UK Government should invest in NHS education, training and staff
development beyond 2020/21 to help the NHS attract and retain new staff.

* The government should commit to greater capital investment to arrest the decline
in NHS estates and facilities, and to enable NHS leaders to modernise services.

* Without improved public health funding, the progress of the prevention agenda
within the Long Term Plan will be undermined, leading to more serious and costly
health need in future.

Maintaining progress on mental health

* Previous pledges to increase mental health funding should be acted on, with
funding reaching the front line.

* L eaders should capitalise on young people’s interest in mental health by opening
more avenues into mental health roles and expanding the number of mental health
places available at medical and nursing schools.

* The new Prime Minister should support the publication of the forthcoming white
paperin response to the independent review of the Mental Health Act and commit
to bringing forth a new mental health bill.

Creating a sustainable social care system

* Eligibility for social care services should be widened and based on need instead of
means to pay.

* Any new settlement should provide secure, long-term funding at a level that

enables the social care system to operate effectively and deliver the outcomes that Q/’b(
people want and need. b$
* There needs to be both short term funding increases to cover immediate gaps in ,bi\
provision and a long term financial settlement.
og 0 ° ° ° &A 6
Mitigating the risks of Brexit b\ <”

* Medical supply chains should be protected to ensure that the import and
medications between the UK and the EU can continue after Brexit. At h]S
represents 45 million ‘patient packs’ (items of medication) Ieavm nd
37 million entering the UK each month.

* Reciprocal healthcare should be honoured so that 190,000 Q@@%oners living in
the EU continue to receive healthcare in the member state in v&blch they reside.

* Without workforce agreements in place, the NHS could be short of 51,000 nurses
by the end of the Brexit transition period. And in social care (which has become
increasingly reliant on EEA nationals), the sector will struggle even more.
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Introduction

Itis a time of unprecedented challenge and opportunity for health and care services. During
a prolonged period of constrained funding and against a backdrop of escalating demand for
services, the NHS has taken significant steps to improve its efficiency. Social care has faced
even greater funding pressures, resulting in a reduction in the availability of care services
across England and Wales.

Recognising that this was not a sustainable position from which to approach the next decade,
NHS England in January published a new ten-year strategy for the NHS, the NHS Long Term
Plan. This strategy builds on previous policy goals around boosting community provision,
expanding ambulatory care and making services more joined up to improve the experience of
patients in order to reduce reliance on hospital-based services. The plan includes a welcome
focus on some clinical priorities where there is the potential to improve outcomes. These
include mental health, children’s health, cancer, cardiovascular disease, maternity and
neonatal health, stroke, diabetes and respiratory care.

The mechanism for driving improvement set out in the Long Term Plan is to empower local
systems encompassing health and care providers and commissioners to take the lead in
developing solutions tailor made for the populations they serve. This emphasis on local
leadership has been warmly received within the NHS, on the basis that only by genuinely
empowering leaders to use their local knowledge will we be able to drive further significant
improvements and efficiencies in the way we organise and provide services.

The Long Term Plan has been well received within the NHS, but there are some enduring
challenges. Funding for social care, public health, workforce, training and capital remains
unresolved, and will need to be addressed in a government spending review. NHS England
has identified some legislative reforms which may be useful to accelerate delivering the

Long Term Plan, but these will need to be adopted sensitively. Unless serious and systemic
problems relating to social care provision, workforce and NHS capital spending are addressed,
any have the potential to derail the Long Term Plan’s success. Brexit is another issue of high
significance to the NHS in terms of its potential impact on staffing, access to medicines and

clinical trial availability. ,0(
<
Provided these challenges are addressed, there is an opportunity for the new Prime Minister @
to champion the work underway under the Long Term Plan, while leading a radical reshaping (\b
of the nature of social care provision in England. @’b
<O
A0
\ *
(\b.Qb
2O
& Q
N
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Realising the aims of the NHS Long Term Plan

The NHS remains aniconic and highly valued element of the UK's public service offer.
However, our population is ageing and more people are living for longer, often with multiple
long-term conditions.

Over the last five years, the health service has performed well, maintaining services and
delivering significant improvements in care in spite of huge increases in demand and little
extra funding. The NHS has been treating more patients within most of the constitutional
standard areas, but for many years it has been unable to meet key waiting time targets. The
Powis Review, which published an interim report in March, is in the process of reviewing
clinical standards to ensure they are appropriate for current clinical practice, butit's
important that any future changes to NHS waiting times targets do not dilute patient access
to care. Many NHS organisations throughout England have also been unable to balance their
books.

An ultimate objective of the Long Term Plan is to enable NHS organisations to get back

on track financially and to return to previous high levels of performance against clinical
standards. That said, the plan is not solely about responding to challenges. It puts in place
the foundation to adopt new technologies and to improve quality and safety for patients, for
instance through adopting new models of provision such as primary care networks and same
day emergency care.

The NHS Long Term Plan therefore arrives at a critical point for the NHS. The plan’s more
ambitious elements raise the prospect of a health service which embraces the digital era
and radically changes the way care is provided. Many of the plan’s recommendations involve
ramping up progress in areas such as care coordination and increasing provision in the
community in order to reduce reliance on services provided in hospitals. These changes are
widely recognised as being important for effective, modern healthcare that can respond to
rising demand over the next decade as well as improving public health and tackling health
inequalities.

Following publication of the Long Term Plan, NHS England and NHS Improvement (the <
two national arm’s length bodies with responsibility for how health and care services are @’0
delivered) announced a series of proposed legislative changes designed to remove some $
existing and perceived barriers to collaboration. The main purpose of these was to remedy Qb

aspects of the 2012 Health and Social Care Act that were introduced when the realities on the ’b
ground facing health and care services were very different. * <0
The main vehicle to achieve this is local health systems, known as integrated care syst

(ICSs), which will see local leaders driving forward service improvements and popul ?2\5

health outcomes, based on an assessment of what is needed in their areas. Champ

these measures offers an opportunity to lead a reform programme that capitaL’g@ @y ocal

health and care leaders’ expertise in serving their populations.

O@Qw\”
o
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As health and care leaders work to implement the Long Term Plan’s goals, we recommend the
following steps for a new government:

. Ensure the NHS has the necessary resources to deliver the plan

The £20.5 billion funding boost for the NHS announced by former prime minister Theresa
May represented a welcome and necessary injection of cash into a stretched system. But
funding arrangements for several critical areas of health service spending remain unresolved,
as they fall under the remit of the comprehensive spending review. The UK Government
should ensure that the necessary resource is provided in the spending review to ensure
sustainable approaches to social care, public health, workforce, training and capital spending.
The significance of this extra funding is addressed in more detail in sections 4 and 6 of this
document. There is a real risk that if the spending review does not address the challenges in
these areas, the plan itself could fail.

. Support the health and care system to transform while ensuring sustainability

of provision

One of the most successful elements of the Long Term Plan is that it takes an evolutionary,
rather than a revolutionary, approach to reforming the health service. The NHS has
undergone radical reform over the last decade. Our members have told us there is no appetite
for a top-down reorganisation of the NHS.

The continuity underpinning many of the commitments in the plan, along with adequate
funding, will be important factors in the ability of health and care leaders to stabilise the
system and ensure its sustainability. Health and care leaders have identified the importance
of giving new systems space and time so that strong and effective partnerships between the
NHS, local government, third sector and private providers of health and social care services
described in the plan can reach fruition. Supportive encouragement of the development of
this, rather than further reform, will be important to ensure that the NHS has the best chance
of achieving stability.

<
. : >
. Facilitate greater local collaboration $®
The proposed legislative reforms facilitate greater local collaboration. Our members support O
removing merger and acquisition oversight of trusts by the Competition and Markets )

Authority (CMA), but also believe that changing procurement duties to remove section <
75 requirements and introducing a ‘best value test’, will make a positive contribution to &*QO)
achieving more joined up local systems. AL)
S
> Q
e

Commissioners and providers have said that making procurement less burdenso Qltbf)
t

welcome, but it is important that commissioners retain the ability to secure the @¢ sible
services for patients, whether from an NHS, independent, voluntary sector o@s i erprise
in order to deliver value for money from the new funding. o Vv
S\

N o . N gﬁv :
We supportin principle introducing integrated trusts in England, aI?@ e creation of
joint committees, and simplifying commissioning arrangements inclug§rig to allow joint
commissioning for some functions. However, for each of these changes, we need to proceed
at an appropriate pace and to be clear that the replacement approach would not introduce
other difficulties. For example — when creating joint committees between commissioners
and providers, it's important the unique role of clinical commissioners is not undermined.
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Harnessing the benefits of local leadership

Achieving the changes set out in the Long Term Plan for the NHS in England requires a shift
in emphasis from the historic 'top down’ model of NHS management to an approach which is
more locally led. NHS England and NHS Improvement are spearheading this transition.

The main vehicle in the Long Term Plan for achieving locally-led change is the integrated

care system (ICS). This is a local partnership, encompassing NHS provider and commissioner
organisations, local authorities and others, which takes collective responsibility for managing
resources, delivering NHS standards and improving the health of local people through
prevention and public health measures. The ICS approach is relatively new - at present, more
than a third of England’s population is covered by an ICS, but it is intended that there will be
full coverage by 2021.

Steps that ICSs can take to address the fundamental challenges facing the NHS include

making more services available closer to people’s homes, making sure patients with multiple
conditions experience more ‘joined-up’ care, and focusing effort on preventing people from
getting ill in the first place, where possible. ICSs are significant because they provide a forum for
joint strategic decision making that has not previously been available at a local level, and also
because they emphasise the clinical voice in these strategic decisions.

The NHS Confederation supports the approach set out in the Long Term Plan for the NHS in
England. There are three ways in which we would urge a new government to help drive forward
this agenda:

. Advocate for approaches that empower local leaders to make decisions about what is

needed in the health systems they run

There is an opportunity for the new Prime Minister to act as a champion for these emerging
systems, which promise to ensure health and care services are better rooted in communities
and more tailored to the needs of local populations. Doing so would help to raise the profile of
this work and to increase the momentum behind the changes.

. Champion local leaders as they put in place the machinery to effect change Q,’b(
Perhaps the most well-received element of the Long Term Plan is its emphasis on allowing the @
knowledge and expertise that exists within health and care systems to service improvement (\b
through meaningful local partnership. ’b

There is sometimes an understandable desire in Whitehall to see greater standardisation¢~\ <’)<’)
across the service, as well as a strong push from the Treasury to see measurable result fror%
the additional investment. But this can be at the expense of solutions that are genui

responsive to local circumstances. Senior politicians can help local leaders by sup t‘hem
to make meaningful decisions about how services should be organised, Withir\g?e eters
of an effective regulatory framework. (0 Q\

. Politicians can empower local health leaders Q”l/\

The UK Government should avoid making any changes that will have ct of further
centralising decision making with the arm’s length bodies, given the emphasis on local leadership
in the Long Term Plan.
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. Apprenticeship Levy $®

Supporting the NHS workforce

With a significant shortage of more than 100,000 staff, including 40,000 nurse vacancies,
the case for greater investment in education and training for both existing staff and

new entrants is compelling. A recent survey of our members in England emphasised the
magnitude of concern NHS leaders have that they will be able to meet increased demand for
staff with 65 per cent saying they were not confident that they would be able to achieve this.
In addition, recent decisions around pension reform led to senior clinical staff reducing their
availability in order to avoid large tax penalties on pensions, compounding staffing issues.

We urge the UK Government to prioritise the following issues:

. Pension reform

The annual allowance, which limits the amount of tax relief on pension saving, has been a
growing problem for members of the NHS Pension Scheme in England and Northern Ireland.
The annual allowance has reduced substantially over time; tapering of the standard annual
allowance was introduced and employees are exhausting their carry-forward of unused
annual allowance from prior years. This has resulted in some members of the scheme
receiving large and unexpected tax bills. There are two potential solutions: reforming the tax
system or reforming the NHS Pension Scheme. We would welcome urgent engagement on
this issue with the Treasury.

. Policy which supports recruitment to social care and health

There are widespread concerns about the ability of the NHS to plug the workforce gap. In line
with the commitments given in NHS England’s Interim People Plan, it is of vital importance
that the 2019 Spending Review sets a realistic budget for Health Education England to
restore investment for continuing professional development and consider other potential
financial incentives to attract people into training following the end of the nursing bursary.
Moreover, there must be a long term migration policy which enables recruitment of vital
social care and health staff.

Better value could be gained from this levy if employers in the NHS were able to use some O
of the levy funding to support a wider range of training activities to help deliver successful N\
apprenticeships. We also recommend allowing the use of the levy to support backfill for @
apprenticeships that require significant supernumerary time as part of their training. * %Q)

. Locally- led workforce strategy 6‘

A one-size-fits-all approach to developing our workforce is no longer the best wa ?@NHS
and social care. In line with other areas of responsibility, there needs to be gre Sfluence
and accountability for workforce at local level. This is central to the broader\gﬁ%&\éd Care

System agenda.
S

%o,\
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. Deliver resources for public health to realise the vision of prevention Qf\

Achieving financial sustainability

For some time, the NHS provider sector has been operating with a deficit. In 2018, the NHS
Confederation commissioned the report Securing the future to model the funding needs of
the country’s health and care system over the next 15 years. Subsequently, the government
dedicated an extra £20.5 billion to the NHS in England by 2023, representing a 3.4 per cent
real-terms increase in annual funding for NHS England and an annual increase of 3.9 per cent
for social care.

We welcome this additional funding, but we fear it will not be enough to drive the
improvements and innovation in health services that the public rightly expects. For health
services to be truly improved, The Health Foundation and the Institute for Fiscal Studies
calculated a 4 per cent real-terms increase in public spending on both the NHS and on the
health sector at large would be required. The £20.5 billion does not address areas of need
such as capital investment, public health, social care, workforce, education and training,
which fall under the remit of the comprehensive spending review.

The Long Term Plan seeks to remedy this financial challenge in part through service level
change, but the scale of the task is significant, and steps will need to be taken separately in
order to improve the financial stability of the service. In particular, we support plans to move
beyond the current control total approach to a system which takes better account of the
realities facing different NHS organisations.

Our recommendations for the financial challenge:

. Invest in education, training and staff development

With the NHS suffering from a shortage of more than 100,000 vacancies and with Health
Education England having seen its budget cut by 24 per cent since 2013/14, the case for
greater investment in education and training could not be more compelling.

. Fund capital investment to modernise services and improve efficiency

Capital investment in buildings, equipment and IT has been cut in recent years due to rising
pressures on daily running costs within the NHS. Capital per worker in trusts reduced by )
17 per cent between 2010/11 and 2017/2018. In a recent survey of NHS Confederation $
members in England, 85 per cent said that a lack of NHS capital investment has inhibited Qb

the ability of local systems to deliver the goals of the NHS Long Term Plan. Unless the UK °
Government commits soon to greater capital investment, the health service's current Q
maintenance backlog of more than £6 billion will grow and local NHS leaders will remain&* o)

unable to modernise services and facilities. 6\06’

@Q

N
The public health grant has been reduced in real terms by £850 million sinc 9‘&5. This
is equivalent to a reduction in the grant of 23 per cent in real spending p over the
past five years. In our recent survey of NHS Confederation members, 80(§e t stated that
reductions in public health spending have restricted the ability oftf@g system to deliver
NHS services either “somewhat” or “to a great extent”. Without impro@d public health
funding, the prevention agenda of the NHS Long Term Plan will be greatly undermined,
leading to an accumulation of health problems which could be prevented now and will
instead have to be addressed in the future at greater expense.
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Maintaining progress in mental health

We welcome the increased policy focus on mental health services since 2010. This includes
the introduction of the first ever national waiting times standards in mental health and
legislating for parity of esteem. However, a large care deficit still exists, with fewer than fourin
ten people who need support accessing it.* We are also detaining more and more people every
year under the outdated Mental Health Act and the racial disparities in detention rates are
unacceptable.

The commitments in the Long Term Plan to increase the spend on mental health as a
proportion of the entire NHS budget, and to increase the proportion of the mental health
budget that is spent on children and young people is a step towards true parity. There exists
an exciting opportunity to build on the many positive advancements in mental health
awareness and provision in recent years. In order to achieve this, we propose that you
consider three key areas of importance.

Priorities for mental health:

. Workforce

Mental health sees some of the highest vacancies in the NHS, especially in mental health and
learning disability nursing. We should capitalise on young people’s interest in mental health
by opening additional avenues into the sector, expanding the number of places in medical
and nursing schools, reviewing the impact of tuition fees on mental health nursing and work
through all levels of education to promote mental health careers. We also need to better
support the mental health and wellbeing of the entire workforce and take action to encourage
more staff to stay working in the health and care system.

. Funding

Previous pledges made on mental health investment need to be followed through and the
additional funding must reach the frontline. Capital funding, vital forimplementing the Long
Term Plan and the recommendations of the Independent Review of the Mental Health Act
must be provided as part of the forthcoming Spending Review, and increased investment is
needed in mental health research to identify the most effective interventions.

. Mental Health Act reform O

The new Prime Minister should support the publication of the forthcoming white paperin >

response to the Independent Review of the Mental Health Act and commit to bringing forth. &

new Mental Health Bill during this parliament. A
b‘gb’

.
2 .
SESX

Q
)
020

&)
1. The Mental Health Policy Group (2019),Towards mental health equality: A mani& he next Prime Minister
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Creating a sustainable social care system

We warmly welcome the commitment made during the new Prime Minister’s leadership
campaign to solving the social care crisis via a cross-party approach. With 1.4 million older
people unable to access the support they need, 58 per cent of people over 60 living with at
least one long-term condition and an ageing population, the challenges facing social care are
significant and will require strong and bold leadership.

Health and social care must be viewed as a singular, integrated system that has at its heart
the wellbeing of the entire UK population. The NHS Confederation is leading a coalition of 15
health organisations calling for reform to secure the future of the social care sector. Without
reform and investment in social care, we risk putting the ambitions of the NHS Long Term
Plan at risk.

Our recommendations for social care are:

. Widen eligibility

Eligibility should be based on need and must be widened to make sure that those with unmet
or under-met need have access to appropriate care and support. Around 2.1 million people in
the UK were estimated to have received some level of informal care in 2014, but the number
of family and friends providing unpaid care in England increased from 4.9 million in 2001 to
5.4 millionin 2011. Moreover, Age UK have identified that at least 1.4million people have
unmet or under met need.

. Secure a long-term settlement

Any new settlement should provide secure, long-term, funding at a level to enable the social

care system to operate effectively and deliver the outcomes that people want and need. The

settlement needs to address immediate needs from April 2020, as well as putting the social

care sector on to a sustainable path for the longer term. That will require the right funding,

workforce and a diverse and stable market of providers. This will need to be supported

by good quality, trusted information and advice to help people navigate the care system

effectively. The Spending Review presents an essential opportunity to invest in social care at éé
the same scale as the gGovernment is now investing in the NHS. @

. Reform and integrate services @Q

A recent report commissioned by the NHS Confederation, and undertaken by the Institute f&(\qz)
Fiscal Studies and the Health Foundation, calculated that social care is facing high growtt\ 5
in demand pressures, which are projected to rise by around £18 billion by 2033-34. That (0 *
means social care funding would need to increase by 3.9 per cent a year to meet th

of an ageing population and an increasing number of younger adults living with o3 es
We recognise that any significant additional funds must be accompanied by r r@nd
improved service delivery. Social care services and the NHS are working tog@%}y ransform
and integrate local care services, but they can only go so far when servicz&rﬁ}{ ng placed
under so much strain. \Q
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Mitigating the risks of Brexit

Patients must not suffer because of the Brexit process. We recognise the enormous effort
that has gone into making these plans as robust as possible. But the truth is that much of this
is outside of the control of the NHS and our members; that is why we continue to advocate a
negotiated deal which will provide maximum protection for patients.

Around three quarters of our medicines and over half our clinical consumables come from, or
via, the European Union and so it is vital that the supply chain continues to work.

We have worked closely with the Department of Health and Social Care, to make sure that

we are in the strongest possible position once the UK leaves the EU. Under the Brexit Health
Alliance, we have been working with industry to make recommendations to government on
Brexit. And as part of the Cavendish Coalition, we have been addressing the implications of
Brexit for the health and care workforce. While we will continue to work with the Department
of Health and Social Care and others to prepare the sector for all scenarios, there should be no
illusions about the severe implications of no deal for the NHS.

Brexit also has unique challenges for the NHS Confederation’s members in Northern
Ireland, including concerns around the land border with the Republic of Ireland. Specifically,
measures will need to be putin place to minimise the impact of Brexit on staff who live in
the Republic of Ireland and work in Northern Ireland, as well as supporting the continuation
of cross border services that are already in place. The lack of devolution and the current
incapacity to make political decisions remains of significant concern in Northern Ireland at
such a complex time of change.

The key risks of no-deal Brexit:

Medical supply chains

45 million patient packs go to the EU from the UK every month, and 37 million patient packs
go to the EU from the UK. In the short term, there could be delays in importing medicines due

to new border arrangements, requiring stockpiling and good supply chain management to s
ensure there will be no shortages. The creation of a medicines authorisation regime separate ,b(
from the rest of the EU could lead to further delays. The UK could be excluded from the $®
European Rare Diseases Network. This raises particular concerns regarding orphan medicines >
(treatments that aren’t commercially viable for the UK market alone) as to whether such Qo

medicines will even reach the UK market, which will have implications for the treatment of @7’
rare diseases. * <0

Reciprocal healthcare and public health 6\

190,000 UK pensioners living in the EU currently have the right to receive healt \e‘to%he
member state in which they reside. The ending of reciprocal healthcare agree ouId
disrupt patient care, effectively leaving UK nationals in the rest of the EU cﬁ n receipt
of medical cover through the S1 scheme without health care. The arran @E n place

for the European Health Insurance Card could also come to an end. ealth there
could therefore be an impact on NHS services if some people decide urn to the UK

for treatment. If the UK no longer had a relationship with the EuropeanTentre for Disease
Prevention and Control, both UK and European health protection will be weakened due to a
reduction in information exchange.

14 A manifesto for the new Prime Minister
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Workforce

The Cavendish Coalition commissioned the National Institute of Economic and Social
Research last year to undertake a major study of workforce implications through Brexit. The
report found that the NHS could be short of 51,000 nurses, enough to staff 45 hospitals, by
the end of the Brexit transition period. And in social care (which has become increasingly
reliant on EEA nationals with a 68 per cent increase between 2011 to 2016), the sector s
under considerable strain with a vacancy rate of 12.3 per cent and will have to navigate a
transition period in which a critical portion of its workforce considers its future. In the event
of no deal, new immigration rules could affect the ability of the NHS to recruit doctors and
other medical staff from the rest of the EU, and there may be changes to current rules around
the mutual recognition of medical qualifications.

A manifesto for the new Prime Minister 15
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For more information or to discuss any of these points,
please contact Victoria Fowler, Public Affairs Manager:
victoria.fowler@nhsconfed.org
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Northumberland, Tyne and Wear NHS Foundation Trust

Council of Governors Meeting

Meeting Date: 10 September 2019

Title and Author of Paper:

Nominations Committee report on the appointment of two Non-Executive Directors

Debbie Henderson, Deputy Director of Communications and Corporate Affairs on behalf of
Ken Jarrold and Margaret Adams, Co-Chairs of the Nominations Committee.

Paper for Debate, Decision or Information: Decision

Key Points to Note:

The Nominations Committee has led a process on behalf of the Council of Governors for the
appointment of the two Non-Executive Directors.

The process and outcome is described in the attached paper.

Outcome required:

The Nominations Committee recommends that the Council of Governors approves the
recommendation to appoint Darren Best and Paula Breen as Non-Executive Directors
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NHS

Northumberland,
Tyne and Wear

NHS Foundation Trust

Council of Governors meeting 10t" September 2019
Report of the Governors’ Nomination Committee

Recommendation to appoint Non-Executive Directors
1. Purpose

The purpose of this paper is to present the Council of Governors with the
recommendation from the Governors’ Nomination Committee in relation to the
appointment of two Non-Executive Directors.

2. Summary

At its meeting on 14t May 2019, the Nomination Committee discussed in detail the
recruitment process for the appointment of a Non-Executive Director, following the
decision of Miriam Harte to stand down as of 315t March 2019.

The Nomination Committee reviewed and agreed the job description, person
specification and method of recruitment at its meeting. As part of this review, the
Committee recognised the lack of gender balance within the Non-Executive Director
cohort and made specific reference to the need for gender equality and diversity within
the advert. Also, given the Trusts plans to take on North Cumbria mental health and
learning disabilities services from Cumbria Partnership NHS Foundation Trust in 2019,
the advert was clear that the Trust would welcome applications from candidates with a
strong connection to the Cumbria area.

The advert was issued on Tuesday 21st May with a closing date on 7t June. 38

applications were received. On Thursday 13t June, the Panel shortlisted seven <
candidates for interview. $@">
3. Interview process Qb
(o)
The following members of the Nomination Committee undertook the role of the (\Q’%
Appointment Interview Panel: &A

.

Ovo

e Ken Jarrold, Chairman of the Council of Governors/Co-Chair of the I\eﬁ@?%n
Committee OQ

e Fiona Grant, Lead Governor/Service User Governor for Adult S

e Margaret Adams, Co-Chair of the Nomination Committee/Pthib ernor for
South Tyneside &9

e Denise Porter, Appointed Governor for the Community abgégp%ntary Sector

e Bob Waddell, Non-Clinical Staff Governor Q
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The Panel was also supported by: John Lawlor, Chief Executive and Debbie
Henderson, Deputy Director of Communications and Corporate Affairs.

Interviews took place on Friday 28" June and Thursday 11t July and included a formal
interview and focus group comprised of Governors, Executive Directors and Non-
Executive Directors.

It was noted that the calibre of the candidates was particularly high and that the Trust’'s
Constitution provided for two Non-Executive Directors to be appointed should the
Committee feel the Board would benefit from the additional skills, expertise and
diversity this may bring. The Panel arrived at a consensus to recommend the
appointment of Darren Best and Paula Breen as Non-Executive Directors of the Trust.

Darren has had an extensive career as a public servant, serving as a police officer for
30 years, undertaking senior policing roles for over a decade and executive roles
locally, regionally and nationally. Darren has recently retired as Deputy Chief Constable
for Northumbria Police.

Paula has operated in senior executive and non-executive roles in business leadership
including education, for many years. Paula is the Practice Manager for the Temple
Sowerby Medical Practice in Penrith and is involved in setting up the Eden Primary
Care Network. Paula lives near Penrith and has been a Councillor and Cabinet member
for Eden District Council.

4. Recommendation
The Council of Governors are asked to approve the recommendation to appoint Darren
Best and Paula Breen as Non-Executive Directors of Northumberland, Tyne and Wear

NHS Foundation Trust for a period of three years as of 15t October 2019 (subject to all
appropriate recruitment checks, including Fit and Proper Persons).

Ken Jarrold Margaret Adams

Co-Chair of the Governors’ Nomination Co-Chair of the Governors’ ,O{
Committee and Chairman of the Nomination Committee @@
Council of Governors S
Q//OQ
o
Qbeb
N
SR
Q>
SV
)
O \Q
S\
Q
3
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Northumberland, Tyne and Wear NHS Foundation Trust

Council of Governors

Meeting Date: 10 September 2019
Title and Author of Paper: Trust Constitution — Debbie Henderson, Deputy Director of
Communications and Corporate Affairs

Executive Lead: John Lawlor, Chief Executive

Paper for Debate, Decision or Information: Decision and approval

Key Points to Note:

Following the decision to transfer North Cumbria Mental Health and Learning Disabilities
services from Cumbria Partnerships NHS Foundation Trust, the Trust’'s Constitution has
been reviewed to accommodate the new Cumbria footprint. The review of the Constitution
was undertaken with the support of a Constitution Review Group comprised of Governors
and led by Debbie Henderson and Fiona Grant, Lead Governor.

The main changes to the Constitution are in relation to the composition of the Council of
Governors and membership constituencies as follows:

- Inclusion of one additional position for a Cumbria Public Governor

- Increase of one additional position for a Clinical Staff Governor

- Increase of one additional position for a Non-Clinical Staff Governor

- Inclusion of one additional position for an Appointed Governor to represent
Cumbria County Council (a statutory requirement)

The Constitution also confirms the Trust’s new name of Cumbria, Northumberland, Tyne
and Wear NHS Foundation Trust and if approved, will come into effect on 15t October
2019.

Given the last review of the Constitution was undertaken in 2015, an opportunity was
taken to bring the Constitution in line with the requirements of NHSI's Model Constitution
and any relevant regulation and guidance since that date.

A summary document is also attached which outlines changes, other than those which

mirror the Model Constitution or regulation, in further detail. <

\S
Risks Highlighted: None $®,O

| Does this affect any Board Assurance Framework/Corporate Risks: No | Qb
Equal Opportunities, Legal and Other Implications: Yes — reflects the Trust’'s new Q,/O
footprint as of 15t October 2019 and ensures representation from all geographical areas A<\<,)
covered by the Trust. NS
D
Outcome Required / Recommendations: Q}\'OQO) ’
AS) ,\/0)
The Council of Governors is asked to approve the revised Constitution. Q(Q%Q
A
Falla)

Link to Policies and Strategies: Trust's Provider Licence Require@éh\ts\gﬁd NHS
Improvement — Model Constitution QO)
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Northumberland, Tyne and Wear NHS Foundation Trust — Constitution Review September 2019

Section/

Paragraph

Service user and
carer

Revision

Addition (in italics)
The Service User and Carer Constituency shall be divided into two class descriptions of

Rationale

Factual accuracy (W§§ five
descriptions) X,
2)

\

Governors or Board of Directors.

Yo
- They are a member of the Local Authority’s Health Overview and Scrutiny&b?ﬁmittee

or Health and Wellbeing Board. N

constituency individuals who are eligible for membership of the Service User and Carer Constituency (0
A

Council of Addition Clarity of wording and
Governors — An elected Governor may not hold office for longer than a continuous period of nine requireniénts — revised from 8 to
tenure consecutive years, and may not stand for another constituency, different to their current 9 yearsdn line with current

constituency, if they have served for nine consecutive years on the Council of Governors. | guig@arice and election planning.
Council of Addition ToYeflect best practice and
Governor — - A person who is included in any barred list established under the Safeguarding O%urrent guidance since 2015
disqualification Vulnerable Persons Act 2006 or any equivalent list; 7
and removal - A person who is a spouse, partner, parent or child of a member of the Council of%

Board of Directors
— appointment of
Vice-Chair

Addition (in italics)

QV
The Council of Governors at a general meeting of the Council of Govern@@shall appoint

one of the non-executive directors as a vice chair, having taken the a@bgoof the
Chairman. & <’)

To reflect support for the Council
of Governors

Board of Directors
— disqualification

Addition O\
- A person who is included in any barred list established \@%@Safeguarding
Vulnerable Adults Act 2006 or any equivalent list. O Q

- In the case of a Non-Executive Director, a person g@ |s»% longer a member of a
Public or Service User and Carer Constituency. Q

- They are the subject of a disqualification ordekﬁ;@gc{glmder the Company Directors
Disqualifications Act 1986 QO

- They are the spouse, partner, parent or crﬁﬁ @ha member of the Board of Directors
or Council of Governors. Q

- They are a person whose tenure of office as a Chairman or as a member or Director

To reflect best practice and
current guidance since 2015

of a health service body has been terminated on the grounds that their appointment
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Section/

Paragraph

Revision

is not in the interests of the health service, for non-attendance at meetings, or for
non-disclosure of a pecuniary interest.

- They have within the preceding two years been dismissed, otherwise than by reason
of redundancy, from any paid employment with a public body.

- They are a member of the Local Authority’s Health Overview and Scrutiny Committee
or Health and Wellbeing Board.

- They are a person who is a medical practitioner and who has been removed from the
register of medical practitioners held by the General Medical Council, in accordance
with the Medical Act, or has been suspended from that register, and not
subsequently had their name returned to the register.

- A person who is a Director, Governor or Governing Body member or equivalent of
another NHS body except with the approval of the Board of Directors for Executive
Directors and Council of Governors for Non-Executive Directors. \)\Oa

Rationale

X

6

/««O
X

O

Taveflect common practice and
<éystem-wide working within
ICS/ICPs

Indemnity

Members of the Council of Governors and Board of Directors who act honestly and in '
good faith will not have to meet out their personal resources any personal civil liabili
which in incurred in the execution or purported execution of their Board functiong, @ave

Now included in many
Constitutions — common query
for Governors

Amendment to
the Constitution

where they have acted recklessly. Any costs arising in this way will be met by.t rust.
Addition (in italics) N4
More than half of the members of the Council of Governors of the trust p;e@bnt and voting

approve the amendments, and more than half of the members of the of Directors of
the trust present and voting approve the amendments 2N

For clarity in decision making

Mergers and
significant
transactions

Addition (in italics)
The trust may only apply for a merger, acquisition, separation
approval of more than half of the members of the Council oé
of voting.

The trust may enter into a significant transaction only i
the Council of Governors present and voting appro

Vo
's%lution with the
ors in post at the time

o)
\han half of the members of

For clarity and decision making

Mergers and
significant
transactions

n‘{&ing into the transaction
Revision O(\’ 1%
Significant transaction defined as 25% of: the \r&tu ghe trust’s annual turnover before
the acquisition, disposition or transaction (previolsly 10%).

In line with other Trust definitions
— deemed as common approach
across the sector
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Section/

Paragraph

Revision

Addition

The views of the Council of Governors will be taken into account before the Trust enters
into any proposed transaction which would exceed the threshold of 10% for any of the
criteria specified.

Rationale

To enable Governors view, d
opinions to be heard befex
entering into a trans?%:fbn at this

level
Ko

Annex 1 — Public | Addition To reflect the,Qe\K\/ locality of

Constituency Inclusion of Cumbria Public Constituency (minimum number of 100 members) North Cumb¢ia’ (minimum of 100
membe(<\1®> enable early
electiorsto be held)

Annex 2 — Staff

Addition (in italics)

To Q\%’ure staff members in NTW

Constituency Staff who exercise functions for the purposes of the trust, otherwise than under a contract %‘Qtions remain members of the
of employment with the trust may become or continue as members of the staff <Staff Constituency / members of
constituency provided such individuals have exercised these functions continuously for Q\« the Council of Governors
period of at least 12 months. This includes any members of staff employed by any
subsidiary company of the Trust

Annex 3 — Revision &Qf Factual accuracy — to reflect the

Service User and | Amended from people who have used the services from 4 years to 6 years > main body of the constitution

Carer Q

Constituency 4

Annex 4 — Revision To reflect the new locality of

Composition of
the Council of
Governors

(\‘(/
Public Constituency now includes 1 post for Cumbria Public Govern&?\(«)(o
Appointed Constituency now includes 1 post for Cumbria CountyzCoutgil
Two posts for University representatives, not specified, to be agbg’n‘ d on a rotational
basis at the discretion of the Chair/Company Secretary. @(\ Q
SN
O

S\ V

Removed (&' ’]/\

Transitional Arrangements section removed ccﬂ%%g&\g y.

North Cumbria

Given the large geographical
area covered by the Trust, a
rotational approach would not
have an adverse impact on the
size Council of Governors and
maintain effectiveness.

No longer applicable

Annex 5 — Further
provisions for

Revised

Amended from ‘3 consecutive
meetings’ — too restrictive
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Section/

Paragraph

Governor
(Termination of
Tenure)

Revision

A Governor’s term of office shall be terminated if the Governor fails to attend three
general meetings of the Council of Governors in a 12 month period.

Revised (in italics)

...... otherwise bring the trust or the Council of Governors into disrepute or be detrimental
to the interests of the trust

Rationale

A
<,)I>&

Inclusion of Council &F
Governors as a Qél'edive body

Annex 5 — Further
provisions for

Removed
A Governor who resigns or whose tenure of office is terminated under the above

Undermines IQQ\]ecision of the
Council of Governors. A decision

Governor provisions shall not be eligible to stand for re-election for a period of 2 years from the date | to remove(a Governor under the

(Termination of of his/her resignation or removal from office or the date upon which any appeal against proc utlined in the

Tenure) removal from office is disposed of whichever is the later. Co ution should be held in
etuity.

Annex 5 — Further
provisions for
Governor
(Disqualification)

Addition
- A person may not become or continue as a Governor if they are the spouse, partners~
parent or child of another member of the Council of Governors or Board of Directs&.
- A person may not become or continue as a Governor if they are a Directorw
Trust, or a Governor or Director of another NHS Trust or NHS Foundation .

“To avoid actual conflicts of
interest and potential imbalance
on the Council of
Governors/Board of Directors

Annex 5 — Further
provisions for
Governor
(Disqualification)

Addition G“
A person may not become or continue as a Governor if: Q

- They are a person who is subject to an order under the Sexual Offe &8s Act 2003;

- They are a person who is included in any barred list established &q%gthe
Safeguarding Vulnerable Groups Act 2006 or any equivalent ligt;

- They are a person where disclosures revealed by a DiscIos%g&@ arring Services
check against them are such that it would be inappropria them to continue as a
Governor as it would adversely affect public confidencg?h rust or otherwise
bring the Trust into disrepute; 050

- They have within the preceding two years been d@@d otherwise than by reason
of resignation or redundancy, from any paid emqh> nt within a public body;

- They have previously been removed as a Di Governor of the Trust, or been
removed as a Director or Governor of anot&@)&% Foundation Trust.

Q

To reflect best practice and
guidance since 2015.
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Section/

Paragraph

Annex 5 — Further
provisions for
Governor
(Vacancies)

Revision

Addition (in italics)

Elected Governors shall be replaced by inviting the person who was placed second in the

previous election to fill the vacancy for the remaining period of the former Governor’'s term
of office, provided the person placed second is not disqualified from becoming a Governor
by virtue of paragraph above

Rationale

To reflect potential changg\
eligibility during the tim
between standing for e
and stepping in

tlons

Annex 5 — Further

Removed

To reduce co,%gs\ﬁf election for

provisions for Where 4.1 cannot apply, elected Governors shall be replaced in by-elections in minimum n er of posts
Governor accordance with the Electoral Rules. \O
(Vacancies) x’(§'

Annex 5 — Further
provisions for
Governor
(Appointment of
Lead Governor)

Addition
The Council of Governors shall appoint one of the Governors to be Lead Governor of the
Council of Governors via a process agreed with the Council of Governors, Chairman and

Company Secretary. $\z\¢

Annex 5 — Further
provisions for
Governor
(Disclosure of
interests)

Addition
If a Governor has a pecuniary interest (financial), personal or family interest, w Rer that
interest is actual or potential, direct or indirect, in any proposed contract or other*matter

which is under consideration or is to be considered by the Council of Goverwers, the
Governor shall disclose that interest to the members of the Council of G%@?nors as soon

as they become aware of it. Q
N

Any Governor who has a material interest in a matter defined belgw s@ﬂ declare such an
interest to the Council of Governors and:

- Shall withdraw from the meeting and play no part in the r%é@a@ljlscussmn or decision;
and

- Shall not vote on the issue (and if by inadvertence t&e&\c@)emam and vote, their vote
shall not be counter).

- Any Governor who fails to disclose any mteres g??\] to be disclosed under the
preceding paragraph must permanently vacat ice if required to do so by a
decision of the remaining Governors in accordan&%mth 2.1.3 of this Annex.

New section to reflect current
guidance on standards of
business conduct since 2015

Subject to the exceptions detailed in 6.5 below, a material interest is:
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Section/

Paragraph

Revision

- Any Directorship of a company, including Non-Executive Directorships held in limited
companies (with the exception of dormant companies);

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

- Any interest in a voluntary or other organisation providing health and social care
services to the NHS;

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

- Any personal, or familial connection with any organisation, entity, company or business,
considering entering into or having entered into a financial arrangement with the Trust
including, but not limited to, tenders, contracts or banks. cl
The exception which shall not be treated as material interests are as follows: S\z\
- Shares not exceeding 2% of the total shares in issue in any company whose sha;gs are
listed on any public exchange; $®

- An employment contact held by staff governors;
- An Appointed Governor’'s employment contracts with their appointing orgmvg?atlon

Rationale

Annex 6 — Further
provisions in
relation to the
Trust's
membership

Revised
Amended eligibility to ‘termination of membership’ to accurately reflec \\Q%gontent

Addition %

A member may be expelled by a resolution approved by not le :—@two thirds of the
Council of Governors attending and voting at a general meeq\%@ less they are a
Governor, then paragraph XX of Annex XX should be apf@@ﬁg e following procedure
for considering removal of a members should be adopteg‘ Q\'

- Any member may complain to the Company S%ﬁ%ﬂv\hat another member has acted
in a way detrimental to the Trust;

- If a complaint is made, the Council of Governo@%ay itself consider the complaint
havmg taken such steps as it considers appropriate to ensure that each member’s point of
view is heard and may either;

Eligibility already covered in
main body of Constitution

No current provision outlining a
process for removal of a
member.
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Section/

Paragraph

Revision

a) Dismiss the complaint and take no further action;

b) For a period not exceeding 12 months, suspend the rights of the member
complained of to attend Members meetings and vote under this Constitution;

c) Arrange for a resolution to expel the member complained of to be considered at
the next General Meeting of the Council of Governors.

If a resolution to expel a member is to be considered at a General Meeting of the Council
of Governors, details of the complaint must be sent to the Member complained of not less
than one calendar month before the meeting with an invitation to answer the complaint
and attend the meeting.

At the meeting, the Council of Governors will consider the evidence in support of the
complaint and such evidence as the Member complained of may wish to place before \z\«
them.

\S

If the Member complained of fails to attend the meeting without due cause as d /Oined
by the Chairman of the Council of Governors, the meeting may proceed in th%i>r sence.

A person expelled from membership will cease to be a member upon the déclaration by
the Chairman of the meeting that the resolution to expel them is carrlect\%

No person who has been expelled from membership is to be re mlt@d except by
resolution carried by the votes of two-thirds of the Council of rfors who are present
at a General Meeting.

Rationale

Annex 7 —
Standing Orders
for the practice
and procedure of
the Council of
Governors
(Quorum)

Addition

If a Governor has been disqualified from participating ir(@‘n iscussion on any matter
and/or from voting on any resolution by reason of thg%bration of a conflict of interest,
that person shall no longer count towards the qu Ifa quorum is then not available for
discussion and/or passing of a resolution on ar% , that matter may not be discussed
further or voted upon at that meeting. Such a position shall be recorded in the minutes of
the meeting. The meeting must then proceed to the next business.

Clarity around conduct and
expectations of meetings.

Given the wider geography
covered by the Trust,
participation by telephone and
video-link can be advantageous

(i.e.,

inclement weather
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Section/

Paragraph

Revision

Members of the Council of Governors can participate in meetings or committee meetings
by telephone or video link. Participation in a meeting in this manner shall be deemed to
constitute presence in person at the meeting.

Should any member of the Council of Governors participate in meetings by telephone or
video link for a specific item on the agenda, they must participate at the commencement
of the agenda item, and remain present until the Chairman has deemed the item closed.

Rationale

conditions and personal s & ;
accessibility for some nors;
when key decisions m
required i.e., merqg&and
acquisitions. 2)
D
Q)
RS
AN

Annex 7 —
Standing Orders
for the practice
and procedure of
the Council of

Revision (in italics)
If at least one-third of the Governors present so request, the voting on any question may
be recorded so as to show how each Governor present and voting gave his vote.

]

o
<

Amendgtf from ‘three’ governors
previgdsly — an error
O

Governors
(Voting) A
Annex 7 — Addition ” Reflects the statutory

Standing Orders

No resolution of the Council of Governors shall be passed if it is opposed by %@the

requirement that more than 50%

for the practice Public and Service User and Carer Governors present. QO of Governors should be from the
and procedure of ° Public and Service User, Carer
the Council of (\Q’ Constituencies
Governors ‘\ <,§9
(Voting) All decisions taken in good faith at a meeting of the Council of rr@s or any Safeguards decision making
committee of the Council of Governors shall be valid, even if i issovered subsequently
that there was a defect in the calling of the meeting, or the aQ ent of any of the
Governors present at the meeting.
Annex 7 — Addition V '\" Currently no provision for the

Standing Orders
for the practice
and procedure of
the Council of
Governors

The Council of Governors may form advisory sub- s under a written Terms of
Reference, which must be approved by the Cour‘Bﬂ asvernors

Advisory meetings may include members of the E&rd and other Trust representatives, or

appointment of sub-committees
of the Council of Governors

service users. The Council of Governors may appoint the membership of sub-committees
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Paragraph

Revision

Rationale

(Appointment of
Sub-Committee)

of the Council of Governors and all acts of proceedings of advisory committees shall be
reported to the Council of Governors.

These Standing Orders in their entirety, as far as they are applicable, shall apply also,
with the appropriate alternation, to meetings of the sub-committees of the Council of
Governors.

The Council of Governors may not delegate any of its statutory powers to any of its sub-
committees. The sub-committees to be established by the Council of Governors are: the
Nomination Committee, the Terms of Reference of which shall be made available on the
Trust’s website. In addition, the Council of Governors may establish other sub-committee
and groups as it deems necessary to assist it in exercising its functions.

Annex 8 —
Standing Orders
for the practice
and procedure of

Addition (in italics) N
Every statutory committee shall have a Non-Executive Director Chair, appointed by,gne
Trust Chair $®

Clarity that all statutory sub-
committees of the Board should
be chaired by a Non-Executive
Director

10/10

the Board of Q
Directors 6’0
(appointment of
commlittees) '\\\QCI\(O
(\be(o’
N
%O
SO
SV
TV
%O \Q
S
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1.

Interpretation and definitions

Unless otherwise stated, words or expressions contained in this
Constitution shall bear the same meaning as in The National Health
Service Act 2006 as amended by The Health and Social Care Act 2012.

Words importing the masculine gender only shall include the feminine
gender; words importing the singular shall import the plural and vice-
versa

The 2006 Act is The National Health Service Act 2006

The 2012 Act is The Health and Social Care Act 2012

Annual Members’ Meeting is defined in paragraph 11 of the
constitution

Constitution means this constitution and all annexes to it

Council of Governors - Means The Council of Governors of the trust
as constituted in accordance with the constitution and which has the
same meaning as the “Board of Governors” in The 2006 Act

Monitor - Is the body corporate known as “monitor”, as provided by
section 61 of The 2012 Act

The Accounting Officer - Is the person who from time to time
discharges the functions specified in paragraph 25(5) of schedule 7 to
2006 Act

Name \
Name $®’0
The name of the foundation trust is Cumbria, Northumberland, Tyne O
and Wear NHS Foundation Trust (The Trust) ,00
Principe purpose &* <9<9

Q3

The principle purpose of the trust is the provision of goods and Q@?\@g
for the purposes of the health service in England. ‘0 q

3.1 The trust does not fulfil its principle purpose unless @% flnancial
year, its total income from the provision of goods andéé‘r s for the

purposes of the health service in England is greate its total
income from the provision of goods and services for ahy other
purposes.
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The trust may provide goods and services for any purposes related to

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

3.2.2 The promotion and protection of public health
3.3 The trust may also carry activities other than those mentioned in the

above paragraph for the purpose of making additional income available
in order better to carry on its principle purpose

. Powers

4.1 The powers of the trust are set out in the 2006 Act, subject to any
restrictions in the Trust’s Provider License

4.2 All the powers of the trust shall be exercised by The Board of
Directors on behalf of the trust

4.3 Subiject to the provisions of The Mental Health Act 2007 any of
these powers may be delegated to a committee of directors or to an
executive director

. Membership and constituencies

The trust shall have members, each of whom shall be a member of one
of the following constituencies

5.1 A Public Constituency («
>
5.2 A Staff Constituency Q
O

5.3 A service User and Carer Constituency ,00

. Application for membership &* <9<9
Q3
An individual who is eligible to become a member of the trust m@?dg
on application to the trust. Q,
& xo’
. Public Constituency \Qo \’19
Qv

7.1 An individual who lives in an area specified in A \1 as an area
for a Public Constituency may become or continue as‘a member of the
trust aligned to the electoral area in which they live.

118/270



6/69

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

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

7.4 In addition an individual who lives outside the electoral wards within
the Trusts boundaries but within England and Wales may become a
public member of the Newcastle and the rest of England and Wales
Public Constituency.

. Staff Constituency

8.1 An individual who is employed by the trust under a contract of
employment with the trust may become or continue as a member of the
trust provided

8.2 He/she is employed by the trust under a contract of employment
which has no fixed term or has a fixed term of at least 12 months

8.2.1 He/she has been continuously employed by the trust under
a contract of employment for at least 12 months

8.2 Individuals who exercise functions for the purposes of the trust
(which for the avoidance of doubt shall not include Non-Executive
Directors) otherwise than under a contract of employment with the trust,
may become or continue as members of the staff constituency provided
such individuals have exercised these functions continuously for a
period of at least 12 months.

8.3 Those individuals who are eligible for membership of the trust by @‘
reason of the previous provisions are referred to collectively as the Staff @Q’
Constituency O

@Q

8.4 The Staff Constituency shall be divided into three descriptions of (\Q/
individuals who are eligible for membership of the Staff Constituency&*y)(’)
each description of individuals being specified within Annex 2 and Iage)@
referred to as a class within the Staff Constituency b@%o)

Z)
8.5 The minimum number of members in each class of the %
Constituency is specified in Annex 2 &\5\0
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Automatic membership by default- staff

8.6 An individual who is:
8.6.1 Eligible to become a member of the Staff Constituency

8.6.2 Invited by the trust to become a member of the Staff Constituency
and a member of the appropriate class within the Staff Constituency shall
become a member of the trust as a member of the Staff Constituency and
appropriate class within the Staff Constituency without an application being
made, unless he/she informs the trust that he/she does not wish to do so

9. Service User and Carer Constituency

9.1 An individual who has within the period specified below attended
any of the trusts premises as a service user or as the carer of a service
user may become a member of the trust

9.2 The period referred to above shall be the period of six years
immediately preceding the date of an application by the service user or
carer of a service user to become a member of the trust

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

9.4 The Service User and Carer Constituency shall be divided into two
classes descriptions of individuals who are eligible for membership of

the Service User and Carer Constituency, a description of individuals <

being specified within Annex 3 and being referred to as a class within @‘

the Service User and Carer Constituency @Q’
O

9.5 Anyone providing care under or by virtue of a contract or as ,00

voluntary work, does not come within the category of those who qualify (\Q/
for membership of the Service User and Carer Constituency unless tHa ’<9<9

person has been recognised by the relevant local authority as beingagb’

carer under section 10 (10) of the Care Act 2014 @Q

Q}\ S
9.6 the minimum number of members in each class of the g:e\?&c% User
and Carer Constituency is specified In Annex 3 Vv
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10.

Restriction on membership

10.1 An individual who is a member of a constituency, or a class within
a constituency, may not while membership of that constituency or class
continues, be a member of any other constituency or class

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

10.3 An individual must be at least 14 years old to become a member of
the trust

10.4 Further provisions as to the circumstances in which an individual
may not become or continue as a member of the trust are set out in
Annex 6 - Further Provisions

11. Annual Members’ Meeting

11.1 The Trust shall hold an annual meeting of its members (Annual
Members’ Meeting) The Annual Members’ Meeting shall be open to
members of the public.

12. Council of Governors - composition

13. Council of Governors- election of governors

12.1 The trust is to have a Council of Governors, which shall comprise
both elected and appointed governors

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

12.3 The members of the Council of Governors , other than the @‘
appointed members, shall be chosen by election by their constituency @Q’
or where there are classes within a constituency, by their class within O
that constituency the number of governors to be elected by each ,00
constituency, or where appropriate by each class of each constituency (\Q/
is specified in Annex 4 A

obeb
N
S Q
AS)

o)
&y
13.1 Elections for elected members of the Council of G@@s shall
be conducted in accordance with the Model Election ‘ bh the basis
of first past the post (FPP) polling and the Model El m;u\ ules current
at the time of publication of this constitution are attached as Annex 10
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13.2 The Model Election Rules as published from time to time form part
of this constitution. The Model Election Rules current at the time of
publication of this constitution as attached as Annex 9

13.3 a subsequent variation of the Model Election Rules shall not
constitute a variation of the terms of this constitution for the purposes of
paragraph 44 of the constitution (amendments of the constitution)

13.2 an election, if contested, shall be by secret ballot.

14. Council of Governors- tenure

14.1 an elected governor may hold office for a period of up to 3 years

14.2 an elected governor is eligible for re-election at the end of their term
of office

14.3 an elected governor shall cease to hold office if he/she ceases to be
a member of the constituency or class by which he/she was elected. An
appointed governor may hold office for an initial period of up to 3 years;

14.4 an appointed governor shall cease to hold office if the appointing
organisation withdraws its sponsorship of him/her. Further provisions
relating to a governors tenure of office are set out in Annex 6.

14.5 an appointed governor shall be eligible for re-appointment at the
end of his/her term

14.6 an elected governor may not hold office for longer than a

continuous period of nine consecutive years and may not stand for @‘
another constituency. Different to their current constituency, if they have @Q’
served for nine consecutive years on the Council of Governors. (\G
’0
15. Council of Governors- disqualification and removal &* <9<9
b\

15.1 The following may not become or continue as a member oft\ké\o)
Council of Governors *Q o,

15.1.1 A person who has been adjudged bankrupt or who@?ﬁ%te has
been sequestrated and (in either case) has not been d'@@ d

S
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15.1.2 A person who has made a composition or arrangement with or
granted a deed for his/her creditors and has not been discharged in
respect of it

15.1.3 A person who within the preceding five years has been convicted
in the British Islands of any offence if a sentence of imprisonment
(whether suspended or not) for a period of not less than three months
(without an option of a fine) was imposed on him/her

15.1.4 A person who within the preceding five years has been convicted
in the British Islands of any offence if he/she was detained under a court
order made pursuant to the Mental Health Act 1983 for a period of not
less than three months

15.1.5 A person who within the preceding five years has been subject to
an Anti-Social Behaviour order made under the Crime and Disorder Act
1998 as amended

15.1.6 A person who is included in any barred list established under
Safeguarding Vulnerable Adults Act 2006 or any equivalent list. A person
who has at any time been subject to the notification requirements under
part 2 of the Sexual Offences Act 2003 or a Sex Offenders Order made
under the Crime and Disorder Act 1998 as amended

15.1.7 An ‘unfit person’ as defined in the trust’s provider license (as may
be amended from time to time.

15.1.8 A person who is a spouse, partner, parent or child of a member of
the Council of Governors or Board of Directors.

16. Council of Governors- duties of governors <

16.1 The general duties of the Council of Governors @Q’

16.1.1 To hold the non-executive directors individually and collectively ,00
to account for the performance of the Board of Directors

o
16.1.2 To represent the interests of the members of the trust as a \@h%@’
and the interests of the public \@QO)‘.
S Q

16.2 The trust must take steps to secure that the governors arg\?iﬁw%ped
with the skills and knowledge they require in their capacity‘g&g

S
%‘@Q

17. Council of Governors- meetings of governors

10
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17.1 The chair of the trust (i.e. The Chair of the Board of Directors,
appointed in accordance with the provisions of paragraph 25 below) or, in
his/her absence, The Vice Chair (appointed in accordance with the
provisions of paragraph 28 below) shall preside at meetings of The
Council of Governors.

17.2 Meetings of The Council of Governors shall be open to members of
the public. Members of the public may be excluded from a meeting for
special reasons

17.3 For the purposes of obtaining information about the trust’s
performance of its functions or the directors’ performance of their duties
(and deciding whether to propose a vote on the trusts or directors’
performance) The Council of Governors may require one or more
directors’ to attend a meeting.

18. Council of Governors- standing orders

The standing orders for the practice and procedure of The Council of
Governors are attached at Annex 7.

19. Council of Governors- referral to the panel

19.1 In this paragraph, the panel means a panel of persons appointed by
Monitor to which a governor of an NHS foundation trust may refer a
question as to whether the trust has failed or is failing

19.1.1 To act in accordance with its constitution

19.1.2 To act in accordance with provision made by or under chapter 5 @‘
of the 2006 Act Q°

19.2 A governor may refer a question to the panel only if more than half of Q}Q

the members of The Council of Governors voting approve the referral QQ/

G‘Qb ’

20. Council of Governors- conflicts of interest of governors \Q)Qo)‘.

If a governor has a pecuniary, personal or family interest, w
interest is actual or potential and whether that interest is d@é
in any proposed contract or other matter which is undegc ideration or
is to be considered by The Council of Governors. Th%éq rnor shall
disclose that interest to the members of The Council of Governors as
soon as he/she becomes aware of it. The Standing Orders for the

11
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Council of Governors shall make provision for the disclosure of interests
and arrangements for the exclusion of a governor declaring any interest

from any discussion or consideration of the matter in respect of which an
interest has been disclosed.

21. Council of Governors- travel expenses

The trust may pay travelling and other expenses to members of The
Council of Governors at rates determined by the trust

22. Council of Governors- further provisions

Further provisions with respect to The Council of Governors are set out
in Annex 5

23. Board of Directors- composition

23.1 The trust is to have a Board of Directors, which shall comprise
both executive and non-executive directors’

23.2 The Board of Directors is to comprise:
23.2.1 A non-executive Chair
23.2.2 A minimum of 7 other non-executive directors
23.2.3 7 executive directors

23.3 One of the executive directors shall be The Chief Executive

23.4 The Chief Executive shall be The Accounting Officer («
o)
23.5 One of the executive directors shall be The Finance Director @Q’
O
23.6 One of the executive directors is to be a registered medical ,00
practitioner or a registered dentist (within the meaning of The Dentists(@/
Act 1984) /\* P
Q3

23.7 One of the executive directors is to be a registered nurse\@‘f*\@)
registered midwife *Q o,

23.8 The Board of Directors shall at all times be consti o) that at
least half of the board excluding the chair, shall be i dent non-

executive directors $QO’

12
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24. Board of Directors- General duty

25.

26.

The general duty of The Board of Directors and of each director
individually is to act with a view to promoting the success of the trust so
as to maximise the benefits for the members of the trust as a whole and
for the public

Board of Directors — appointment and removal of chair and other
non-executive directors

25.1 The Council of Governors at a general meeting of the Council of
Governors shall appoint or remove the chair of the trust and the other
non-executive directors.

25.2 Removal of the chair or another non-executive director shall require the
approval of three-quarters of the members of the Council of Governors.

Board of Directors- qualification for appointment as a non-executive

director

A person may be appointed as a non-executive director only if

27.

26.1 He/she is a member of a Public Constituency

26.2 He/she is a member of The Service User and Carer Constituency
26.3 Where any of the trusts’ hospitals includes a medical or dental
school provided by a university, he/she exercises functions for the

purposes of that university

26.4 He/she is not disqualified by virtue of paragraph 29 below

\S
N
Board of Directors- appointment and removal of The Chief QG
Executive and other executive directors Q//O
2 , . , . &AQ(,)O)
7.1 The non-executive directors shall appoint or remove The Chief o
Executive QCfQ
L
27.2 The appointment of The Chief Executive shall require th oval
of The Council of Governors A0
DY
27.3 A committee consisting of The Chair, The Chief iive and the

other non-executive directors shall appoint or remove tqg’other executive
directors

13
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28. Board of Directors- appointment of vice chair

The Council of Governors at a general meeting of The Council of Governors
shall appoint one of the non-executive directors as a vice chair, having taken
the advice of The Chairman

29. Board of Directors — disqualification

The following may not become or continue as a member of The Board of
Directors

29.1 A person who has been adjudged bankrupt or whose estate has been
sequestrated and (in either case) has not been discharged

29.2 A person who has made a composition or arrangement with or granted
a trust deed for. His/her creditors and has not been discharged in respect of
it

29.3 A person who within the preceding five years has been convicted In
The British Islands of any offence if a sentence of imprisonment (whether
suspended or not) for a period of not less than three months ( without the
option of a fine) was imposed on him/her

29.4 A person who is the subject of an order under The Sexual Offences
Act 2003

29.5 A person who is included in any barred list established under The
Safeguarding Vulnerable Adults Act 2006 or any equivalent list

29.6 A person who within the preceding five years has been convicted in

The British Islands of any offence if he/ she was detained under a court

order made pursuant to The Mental Health Act 1983 for a period of not less @‘

than three months @Q’
O

29.7 A person who within the preceding five years has been subject to an ,00

Anti-Social Behaviour Order made under The Crime and Disorder Act 199&@/

as amended <9<9

06‘0

29.8 A person who has at any time been subject to the not|f|cat|on\q>

requirements of The Sexual Offences Act 2003 or a Sex Offend c%f%er

made under The Crime and Disorder Act 1998 as amended @Q’\,

29.9 An ‘unfit person’ as defined in the trust’s provider II@R@’V\aS may be
amended from time to time)

14
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30.

29.10 In the case of a Non-Executive Director, a person who is no longer a
member of The Public Constituency

29.11 A person who is a Director, Governor or Governing Body member or
equivalent of another NHS body except with the approval of The Board of
Directors for Executive Directors and Council of Governors for Non-
Executive Directors

29.12 A person who does not comply with the CQC guidance regarding
appointments to senior positions in organisations subject to CQC
regulations i.e. The CQC’s Fit and Proper Person Test.

29.13 They are the subject of a disqualification order made under The
Company Directors Disqualifications Act 1986

29.14 They are the spouse, partner, parent or child of a member of The
Board of Directors or The Council of Governors

29.15 They are a person whose tenure of office as a Chairman or as a
member of Director of health service body has been terminated on the
grounds that their appointment is not in the interests of the health service,
for non-attendance at meetings or non-disclosure of a pecuniary interest

29.16 They have within the preceding two years been dismissed, otherwise
than by reason of redundancy from any paid employment with a public body

29.17 They are a member of The Local Authority’s Health Overview and
Scrutiny Committee or Health and Wellbeing Board

29.18 They are a person who is a medical practitioner and who has been
removed from the register of medical practitioners held by The General

Medical Council, in accordance with The Medical Act or has been @‘
suspended from that register and not subsequently had their name returned @Q’
to the register O

@Q
Board of Directors — meetings

Z
o
30.1 Meetings of The Board of Directors shall be open to members ofithe o

public. Members of the public may be excluded from a meeting for\é\qg)i
reasons &

R Cb
30.2 Before holding a meeting, The Board of Directors mus{x h@a copy of
the agenda of the meeting to The Council of Governors. n as

practicable after holding a meeting. The Board of Dire @\nust send a
copy of the minutes of the meeting to The Council of Governors

15
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31. Board of Directors — standing orders

The standing orders for the practice and procedure of the Board of Directors
are attached at Annex 8.

32. Board of Directors - conflicts of interest of directors

32.1 The duties that a director of the trust has by virtue of being a director
include in particular

32.1.1 A duty to avoid a situation in which the director has (or can
have) a direct or indirect interest that conflicts (or possibly
may conflict) with the interests of the trust.

32.1.2 A duty not to accept a benefit from a third party by reason
of being a director or doing (or not doing) anything in that
capacity.

32.2 The duty referred to in sub-paragraph 32.1.1 is not infringed if

32.2.1 The situation cannot reasonably be regarded as likely to
give rise to a conflict of interest, or

32.2.2 The matter has been authorized in accordance with the
constitution.

32.3 The duty referred to in sub-paragraph 32.1.2 is not infringed if
acceptance of the benefit cannot reasonably be regarded as likely to
give rise to a conflict of interest.

32.4 In sub-paragraph 32.1.2, “third party” means a person other than
32.4.1 The trust >
32.4.2 A person acting on its behalf. S

32.5 If a director of the trust has in any way a direct or indirect interest Q,
in a proposed transaction or arrangement with the trust, the A <9<9
director must declare the nature and extent of that interest to heb
other directors. Q

N

32.6 If a declaration under this paragraph proves to be, or b@%o:mes

inaccurate or incomplete, a further declaration mustde made.
\Q

o
32.7 Any declaration required by this paragraph m s@‘bﬁ’r\ade before
the trust enters into the transaction or arrange$@

32.8 This paragraph does not require a declaration of an interest of

16
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34. Registers

which the director is not aware or where the director is not aware
of the transaction or arrangement in question.

32.9 A director need not declare an interest

32.9.1 If it cannot reasonably be regarded as likely to give rise to
a conflict of interest

32.9.2 If or to the extent that, the directors are already aware of it;

32.9.3If, or to the extent that, it concerns terms of the director’s
appointment that have been or are to be considered —

32.9.3.1 By a meeting of the Board of Directors, or

32.9.3.2 By a committee of the directors appointed for the
purpose under the constitution.

33. Board of Directors — remuneration and terms of office

33.1 The Council of Governors at a general meeting of the Council of
Governors shall decide the remuneration and allowances, and the
other terms and conditions of office, of the Chair and the other
non-executive directors.

33.2 The trust shall establish a committee of non-executive directors to
decide the remuneration and allowances, and the other terms and
conditions of office, of the Chief Executive and other executive
directors.

The trust shall have: Q/’O(
34.1 A register of members showing, in respect of each member, the G$
constituency to which he/she belongs and, where there are @Q
classes within it, the class to which he/she belongs; Z
<o
34.2 A register of members of the Council of Governors; & o
Q
34.3 A register of interests of governors; K\Q}%O’ .
Z)
34.4 A reqister of directors (QKQ »\/O)
SO
&af
A
34.5 A register of interests of the directors. %Qo)\

17
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35. Registers — inspection and copies

36.

35.1

35.2

35.3

35.4

Documents available for public inspection

The trust shall make the registers specified in paragraph 34
above available for inspection by members of the public, except
in the circumstances set out below or as otherwise prescribed by
regulations.

The trust shall not make any part of its registers available for
inspection by members of the public which shows details of —

35.2.1 Any member of the Service User and Carer
Constituency;

35.2.2 Any other member of the trust, if he/she so requests.

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

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

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

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

36.1

36.2

The trust shall make the following documents available for Q/’O(
inspection by members of the public free of charge at all @
reasonable times: ’OQG
36.1.1 A copy of the current constitution; \(\Q/(’)
36.1.2 A copy of the latest annual accounts and of any reporgcif&bfo
the auditor on them; O
N
36.1.3 A copy of the latest annual report; \QQ/ o)
SO
v
A
The trust shall also make the following docu %}ating toa
special administration of the trust available for igspection by
members of the public free of charge at all reasonable times a:
18
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36.2.1 Copy of any order made under section 65D
(appointment of trust special administrator), 65J (power to
extend time), 65KC (action following Secretary of State’s
rejection of final report), 65L (trusts coming out of
administration) or 65LA (trusts to be dissolved) of the 2006
Act.

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

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

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

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

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

36.2.7 Copy of any statement published or provided under
section 65G (consultation plan) of the 2006 Act;

36.2.8 Copy of any final report published under section 65I
(administrator’s final report). @@

36.2.9 Copy of any statement published under section 65J QG
(power to extend time) or 65KC (action following Secretary
of State’s rejection of final report) of the 2006 Act. &*(\O)

.

36.2.10 Copy of any information published under sec{@ﬁgb’
65M (replacement of trust special administrator) of{(b%o)"
2006 Act. *()Q’ o

&y
36.3 Any person who requests a copy of or extract from@r@%f the
| ded wi S
above documents is to be provided with a cogo \Q

36.4 If the person requesting a copy or extract is not(éo)member of the
trust, the trust may impose a reasonable charge for doing so.

19
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37. Auditor
37.1 The trust shall have an auditor.

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

38. Audit committee

The trust shall establish a committee of non-executive directors as an
audit committee to perform such monitoring, reviewing and other
functions as are appropriate.

39. Accounts

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

39.2 Monitor may with the approval of the Secretary of State give
directions to the Trust as to the content and form of its accounts.

39.3 The accounts are to be audited by the trust’s auditor.

39.4 The trust shall prepare in respect of each financial year annual
accounts in such form as Monitor may with the approval of the
Secretary of State direct.

\S
>
39.5 The functions of the trust with respect to the preparation of the @Q’
annual accounts shall be delegated to the Accounting Officer. Q&)
(2
<
o
40. Annual report and forward plans and nhon NHS work G& .
A
40.1 The trust shall prepare an Annual Report and send it to I\{ Q
Q/
& xo’

40.2 The trust shall give information as to its forward Q@?ﬂ(ﬂg in
respect of each financial year to Monitor. % \Q

20
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40.3 The document containing the information with respect to forward
planning (referred to above) shall be prepared by the directors.

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

40.5 Each forward plan must include information about —

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

40.5.2The income it expects to receive from doing so.

40.6 Where a forward plan contains a proposal that the trust carry on
an activity of a kind mentioned in sub-paragraph 42.5.1 the
Council of Governors must

40.6.1determine whether it is satisfied that the carrying on of the
activity will not to any significant extent interfere with the
fulfillment by the trust of its principal purpose or the
performance of its other functions, and

40.6.2 Notify the directors of the trust of its determination.

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

\S
approve its implementation. 0

¢
6@

41. Presentation of the annual accounts and reports to the governors ’00

and members &* <9<9

41.1 The following documents are to be presented to the C %IJQ?
Governors at a general meeting of the Council of Gover@b D

A
41.1.1 The annual accounts Q(Qq/g\/
\Q
41.1.2 Any report of the auditor on them O{&\Qq’\
41.1.3 The annual report. S

21
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42,

43.

44,

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

41.3 The trust may combine a meeting of the Council of Governors
convened for the purposes of sub-paragraph 43.1 with the Annual
Members’ Meeting.

Indemnity

42.1 Members of the Council of Governors and Board of Directors who
act honestly and in good faith will not have to meet out their
personal resources any personal civil liability which in incurred in
the execution or purported execution of their Board functions,
save where they have acted recklessly. Any costs arising in this way
will be met by the Trust.

Instruments

43.1 The trust shall have a seal.

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

Amendment of the constitution

44.1 The trust may make amendments of its constitution only if

44.1.1More than half of the members of the Council of Governors
of the trust present and voting approve the amendments,

and
44.1.2More than half of the members of the Board of Directors of Q/’O(
the trust present and voting approve the amendments. @

44.2 Amendments made under paragraph 44.1 take effect as soon as ’0
the conditions in that paragraph are satisfied, but the amendmen (\
has no effect in so far as the constitution would, as a result of ttie <9<°
amendment, not accord with schedule 7 of the 2006 Act. b\

B O)

44.3 Where an amendment is made to the constitution in re@l@g o the
powers or duties of the Council of Governors (or ot ’é with
respect to the role that the Council of Governors Q@sﬁ part of
the trust) —

44.3.1At least one member of the Council of Governors must
attend the next Annual Members’ Meeting and present the
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amendment.

44.3.2The trust must give the members an opportunity to vote on
whether they approve the amendment.

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

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

45. Mergers etc. and significant transactions

45.1 The trust may only apply for a merger, acquisition, separation or
dissolution with the approval of more than half of the members of the
Council of Governors in post at the time of voting.

45.2 The trust may enter into a significant transaction only if more than
half of the members of the Council of Governors present and
voting approve entering into the transaction.

“Significant transaction” means:

45.2.1 The acquisition of, or an agreement to acquire, whether Q‘
contingent or not, assets the value of which is more than Q:O
25% of the value of the trust’s annual turnover before the G$
acquisition; or
q Q/,OQ
o

45.2.2 The disposition of, or an agreement to dispose of, wh tlge(g.

contingent or not, assets of the trust the value of whi s
g fighds.

more than 25% of the trust’s annual turnover befose the
disposition; or (50 \,o’
N q/Q
S
o \O

45.2.3 transaction that has or is likely to haveﬁ?@éﬁect of the
trust acquiring right or interests or incurring obligations or
liabilities, including contingent liabilities, the value of which

23
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45.3

45.4

is more than 25% of the value of the trust’s annual turnover
before the transaction.

For the purpose of this paragraph, in assessing the value of any
contingent liability for the purposes of paragraph 45.2 the
directors:

45.3.2 Must have regard to all circumstances that the directors
know, or ought to know, affect, or may affect, the value of
the contingent liability; and

45.3.3 May rely on estimates of the contingent liability that are
reasonable in the circumstances: and

45.3.4 May take account of the likelihood of the contingency
occurring.

The views of the Council of Governors will be taken into account
before the Trust enters into any proposed transaction which
would exceed the threshold of 10% for any of the criteria set out
in paragraph 45 above.
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ANNEX 1 — THE PUBLIC CONSTITUENCY

1.1 Individuals who live in one of the electoral wards, i.e. in one of the
Trust’s Local Authority boundaries, may become a member of the public
constituency aligned to the electoral area in which they live:

Name of the Public Area of the Public Minimum number of
Constituency Constituency by Electoral members
ward / Council areas
Northumberland Northumberland 250
County Council
Newcastle upon Tyne | Newcastle upon Tyne 250
(and the rest of City Council
England and Wales)
Gateshead Gateshead 250
Metropolitan Borough
Council
North Tyneside North Tyneside 250
Metropolitan Borough
Council
South Tyneside South Tyneside 250 2
Metropolitan Borough G$
Council
Q/IOQ
/(\“\QQ)(’)
Sunderland Sunderland City 250 3o
Council .G
N
.0
AN
C . . \ )
umbria Cumbria County &@%’L
Council $0< \Q
S
Total 1750
25
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1.2

1.3

In addition an individual who lives outside the boundaries defined in 1.1.
But within England and Wales may become a public member of the
Newcastle upon Tyne and rest of England and Wales public

constituency.

The Membership Development Strategy details differential future targets
for membership based on percentage population in each public

constituency.

26
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ANNEX 2 — THE STAFF CONSTITUENCY

1.1 The staff constituency is divided into 3 classes of individuals as follows:

Staff Constituency Individuals eligible Minimum number of
for Membership of Members
that class
Medical Staff Class Those individuals 20
defined in paragraph
1.2 below
Other Clinical Staff Those individuals 200
Class defined in paragraph
1.3 below
Other Non-Clinical Staff Those individuals 200
Class defined in paragraph
1.4 below
Total 420

1.2 The members of the medical class are individuals who are members of
the staff constituency who are fully registered persons within the
meaning of the consolidated Medical Act 1983 as amended (and in the
case of medical practitioners, who hold a licence and are fully
authorised to practice).

1.3 The members of the other clinical class are individuals who are

members of the staff constituency whose regulatory body falls within the
remit of the Professional Standards Authority for Health and Social Care
established under section 25 of the NHS Reform and Health Care
Professions Act 2002 as amended, but are not fully registered perso
within the meaning of the consolidated Medical Act 1983 as amen
Examples include Nurses, Occupational Therapists, Psychologists;~ .

Pharmacists, and Social Workers etc. (and where appropriatega Q)%e
registration to practice).

N
SO

S
1.4 The members of the other non-clinical staff are indiv'c&a{ﬁ;’% o are

members of the staff constituency who do not come wi

In paragraphs

1.2 or 1.3 above. Examples include Healthcare Assistants,

Administrative, Estates and Support staff etc.

27
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1.5

1.6

1.7

1.8

Members of the staff constituency are to be individuals;

a) Who are employed by the trust under a contract of
employment which has no fixed term or has a fixed term of at
least 12 months, or who has been continuously employed by
the trust under a contract of employment for at least 12
months

b) Who exercise functions for the purposes of the trust, otherwise
than under a contract of employment with the trust may
become or continue as members of the staff constituency
provided such individuals have exercised these functions
continuously for a period of at least 12 months. This includes
any members of staff employed by any subsidiary company of
the Trust

c) Who are not disqualified from membership under Annex 6 of
this Constitution

d) Who have been invited by the trust to become a member of
the Staff Constituency (as a member of the appropriate class)
and have not informed the trust that they do not wish to do so.

A person who is eligible to be a member of the staff constituency, may
not become or continue as a member of any other constituency and
may not become or continue as a member of more than one staff class.

Where a member is eligible for more than one staff class or if any Q/’O(
confusion exists as to the most appropriate staff class, the trust’s @
decision will be final. The decision will be delegated to the Company QG
Secretary. /0

For the purposes of paragraph 8 of the Constitution, Chapter 1 o
14 of the Employment Rights Act 1996 shall apply for the pur é%f
determining whether an individual has been continuously e Ie&d by
the trust or has continuously exercised functions for the@@r es of the

trust. % \
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ANNEX 3 — THE SERVICE USER AND CARER CONSTITUENCY

1. The Service User and Carer Constituency

1.1
individuals as follows:

The Service User and Carer constituency is divided into classes of

Service User Class

Minimum number of
Service User

Members
Service Users who within the preceding 6 years have 100
used the trust’s adult services, including substance
misuse, forensic and specialist services (eating
disorders, affective disorders, mother and baby,
gender dysphoria, specialist psychological therapy
and mental health services for the deaf
Service Users who within the preceding 6 years have 50
used the trust’s children and young people’s services
Service Users who within the preceding 6 years have 50
used the trust’s older people’s services
Service Users who within the preceding 6 years have 50
used the trust’s learning disability services
Service Users who within the preceding 6 years have 50
used the trust’'s neuro-disability services <
>
Total 300 @Q/
«'\b
@\
Carer Class Minimum number of’
Carer Membé?s*fo(o
?\}\AQ)’
Carers who within the preceding 6 years have cared 5%00)"\)
for an individual who has used the trust’s adult S Q
services, including substance misuse, forensic and éOQ’\,O)
specialist services (eating disorders, affective ‘&0\%
disorders, mother and baby, gender dysphoria, 0‘ \Qq’
specialist psychological therapy and mental health $QO)
services for the deaf
29
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Carers who within the preceding 6 years have cared
for an individual who has used the trust’s children and
young people’s services

25

Carers who within the preceding 6 years have cared
for an individual who has used the trust’s older
people’s services

25

Carers who within the preceding 6 years have cared
for an individual who has used the trust’s learning
disability services

25

Carers who within the preceding 6 years have cared
for an individual who has used the trust’s neuro-
disability services

25

Total

150

1.2 In accordance with the Membership Development Strategy, differential
membership targets will be set for each class over time.

1.3 Where a member may be eligible for more than one Service User and
Carer class, that member may choose the class they wish to be in. A
person who is eligible for more than one class, but does not express a
preference will be allocated to an appropriate class by the trust. The
decision will be delegated to the Company Secretary.
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ANNEX 4 — COMPOSITION OF COUNCIL OF GOVERNORS

1.1 The composition of the Council of Governors is as follows:

Class:

Constituency — Public (elected)

Northumberland

Number of
Governors

Total

Class:

North Tyneside

Class:

South Tyneside

Class:

Gateshead

Class:

Sunderland

Class:

Cumbria

Class:
Wales

Newcastle upon Tyne, rest of England and

Public total

Number of  Total

Governors
Class: Service User (elected)
Adult Services 2
Children and Young People’s Services 1
Learning Disability and Autism Services 1 &4
Neuro-disability Services 1 ‘ ,,9?39
Older People’s Services 1 S Q

X ‘\/O)
Service User total Q7 6
e
A
Class: Carer (elected) Q
31
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Adult Services 2

Children and Young People’s Services 1
Learning Disability and Autism Services 1
Neuro-disability Services 1
Older People’s Services 1
Carer total 6

Constituency — Staff (elected) Number of  Total
Governors
Medical 1
Clinical 3
Non-Clinical 3
Staff total 7

Constituency — Appointed Number of  Total
Governors
Northumberland County Council 1
North Tyneside Metropolitan Borough Council 1 ‘
Newcastle upon Tyne City Council 1 @Q/’b&
South Tyneside Metropolitan Borough Council 1 (\b
Gateshead Metropolitan Borough Council 1 Q/,b
J
Sunderland City Council 1 ?\’\ ‘.<')<°
O
. . NAY)
Cumbria County Council 1 A(\’OS\Q )
Total Local Authority Appointed 07
o‘g]%\’
Newcastle University 2
Lo
Northumberland University %‘é&b\’
Total University Appointed 2
32
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Community and Voluntary Sector 2
Total CVS Appointed 2
TOTAL COMPOSITION 37

1.2 When future vacancies for an appointed Governor arise, the trust may
in its absolute discretion decide whether to permit that Local Authority,
University or Community Voluntary (Third) Sector partner which had first
failed or declined to appoint a governor to do so for the next period of

office.

1.3 Where vacancies exist in the publicly elected constituencies, University
and Community Voluntary (Third) Sector Partner Governors may be
temporarily stood down to ensure the Council of Governors is balanced
in favour of publicly elected Governors, pending the outcome of an

election or by-election.

\

&
>
Q/,OQ
A%
b‘Qb.
B
NOAS
o@ N
A
QY
o
33

146/270



34/69

ANNEX 5 — FURTHER PROVISIONS IN RELATION TO THE COUNCIL OF

GOVERNORS

1

1.2

1.3

1.4 Community Voluntary Sector Partner Governors

FURTHER PROVISIONS

COUNCIL OF GOVERNORS — TERMS OF OFFICE

Public Governors; Service User and Carer Governors and Staff
Governors can hold office for a period of up to three years and will be
eligible for election following that period subject to a maximum term of
nine years; or

(a) Until he/she ceases to be a member of the constituency he
represents if sooner;

Local Authority Governors can hold office for an initial period of up to
three years and will be eligible for reappointment at the end of that
term, up to a maximum of nine years; or

(a) until the individual vacates the post if sooner;

(b) Until the Local Authority withdraws its sponsorship of the
individual (by notice to the Board Secretary to that effect)
if sooner.

University Partner Governors:

(@) Appointments to these posts will be nominated by: the
University of Newcastle, the University of Northumbria at
Newcastle, the University of Sunderland and the
University of Cumbria, on a rotational basis at the
discretion of the Chairman

(b) University Partner Governors can hold office for an initial
period of up to three years and will be eligible for

reappointment at the end of that term, up to a maximum o,

°

Q

of nine years; or &Q}’)&)

(c) until the University agrees with the Trust that Qu@ﬂq&

individual will take up the post if sooner; or <\’<>Qo) ’
Q

(d) Until the University withdraws its sponsafshi c>)of that
individual (by notice to the Board Secre@@ t@«t at effect)
v

if sooner. N
%‘@Q
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21
211

21.2

21.3

(e) Community Voluntary Sector Partner Governors can hold
office for an initial period of up to three years and will be
eligible for reappointment at the end of that term, up to a
maximum of nine years; or

(f) Until the individual’'s organisation withdraws its
sponsorship of that individual (by notice to the Board
Secretary to that effect) if sooner.

Termination of Tenure

A Governor’s term of office shall be terminated:

by the Governor giving notice in writing to the trust of his resignation
from office at any time during that term of office;

Immediately, if the Governor fails to attend three consecutive Council of
Governors meetings, unless the Chair is satisfied that:

(@) the absence was due to a reasonable cause; and

(b) He/she will be able to start attending meetings of the
Council of Governors again within such a period as they
consider reasonable.

If the Council of Governors resolves to terminate his/her term of office
on the grounds that in the reasonable opinion of three quarters of the
Governors present and voting at a meeting of the Council of Governors
convened for that purpose; his/her continuing as a Governor would or
would be likely to:-

(c) prejudice the ability of the trust to fulfil its principal
purpose or purposes under this constitution or otherwise
discharge its duties and functions; or

(d) prejudice the trust's work with any other person or

organisation with whom it is engaged or may be engaged %

in the provision of goods and services; or
o
(e) adversely affect public confidence in the good%ar@
services provided by the trust; or \fo o)

(f) otherwise bring the trust or the Council ofgﬁ%@rs into

disrepute or be detrimental to the interest trust; or

0
(g) not be in the best interests of the tru.gg)t%\@q/
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21.4

21.5

2.1.6

21.7

2.1.8

21.9

2.2

2.3

24

He/she has failed or refused to undertake and/or satisfactorily complete
any training which the Council of Governors has required him/her to
undertake in his capacity as a Governor; or

he/she has in his conduct as a Governor failed to comply in a material
way with the values and principles of the NHS or the trust; or

He/she has committed a material breach of any code of conduct
applicable to the Governors of the trust.

He/she is a vexatious or persistent litigant or complainant with regard to
the trust’s affairs and his continuance in office would not be in the best
interests of the trust.

He/she is elected to a political post, e.g. Member of Parliament. Any
Governor putting himself forward as a candidate for such a post should
“stand down” as a Governor pending the outcome. Missing meetings
pending the outcome of any such election shall not count as failure to
attend for the purpose of paragraph 2.1.2 above.

Upon a Governor resigning or upon the Council of Governors resolving
to terminate a Governor’s tenure of office in accordance with the above
provisions that Governor shall cease to be a Governor and his/her
name shall be removed forthwith from the Register of Governors.

Any decision of the Council of Governors to terminate a Governor’s
tenure of office may be referred by the Governor to the disputes
resolution process referred to in Paragraph 8, Annex 5 within 14 days
of the date upon which notice in writing of the Council of Governors
decision is given to the Governor.

Where a Governor is declared ineligible or disqualified from office or his
term of office as a Governor has been terminated (otherwise than as a
consequence of his own resignation) and that person disputes the
decision, he shall as soon as reasonably practicable be entitled to attend
a meeting with the Chair and Chief Executive of the trust, who shall use

reasonable endeavours to facilitate such a meeting, to discuss theq,

the Chair and Chief Executive shall not be entitled to rescind or va

Q

decision with a view to resolving any dispute which may have ansen,%%éf)

decision which has already been made.

\’<> O)
In support of the Council of Governors proactively mag%gppg the
arrangements specified in 2.1.2 above, the Council of nors may

grant a governor a “leave of absence” from their duhf?ai/ Governor.
This facilitates the Council of Governors con&@ ? Governor’s
circumstances in advance of the Governor failingstd attend three
consecutive meetings, enables cover arrangements for the Governor to
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be put in place at the earliest opportunity and may benefit the Governors
concerned, e.g. if suffering from ill health.

Disqualification

A person may not become or continue as a Governor of the Trust if:

(a)
(b)

(c)

(d)

(e)

(f)

(9)

(h)

(i)

He/she is less than the minimum age of 16 years;

In the case of a Public Governor or Service User and
Carer Governor or a staff Governor, he/she ceases to be
a member of the constituency he/she represents;

he/she is the spouse, partner, parent or child of another
member of the Council of Governors or Board of
Directors;

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

In the case of a Local Authority, Community Voluntary
(Third) Sector or University Partner Governors, the
appointing organisation withdraws their sponsorship of
him/her;

He/she is a member of the Local Authority Health
Overview and Scrutiny Committee or the Health and
Wellbeing Board;

He/she has been dismissed, otherwise than by reason of
redundancy, from any paid employment with a public
service body, including for the avoidance of doubt the
Trust;

He/she is a person whose tenure of office as the chair or
as a member or Director of a public service body has
been terminated on the grounds that his/her appointment
is not in the interests of that public service, fo
nonattendance at meetings, or for non-disclosure o{‘&
pecuniary interest; t}\ (o

He/she is an Executive or Non-Executive Dlreg%r(b%the
Trust, or a Governor, Non-Executive Di 0(9 Chair,
Chief Executive or Executive Dlrector her NHS
foundation trust, except in the case o § al Authority
Governor, who may become a Gostn another NHS
foundation trust;

37
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()

(k)

(1)

(m)

(n)

(0)

(p)

(9)

()

(s)

He/she has been removed from membership of a
professional body or from a list of registered medical,
dental, nursing or other health care practitioners as a
result of disciplinary action or any conclusion that the
continued inclusion of that person's name on any such list
or membership of any such professional body would be
prejudicial to the efficiency of the services to which the
professional body or list relatesand has not
subsequently been re-instated to membership or such a
list;

He/she is incapable by reason of continuing mental
incapacity, illness or injury of managing and
administering his/her own affairs or property;

They are a person who is subject to an order under the
Sexual Offences Act 2003;

They are a person who is included in any barred list
established under the Safeguarding Vulnerable Groups
Act 2006 or any equivalent list

They are a person where disclosures revealed by a
Disclosure and Barring Services check against them are
such that it would be inappropriate for them to become r
continue as a Governor to would adversely affect public
confidence in the Trust or otherwise bring the Trust into
disrepute;

They have within the preceding two years been
dismissed, otherwise than by reason of resignation or
redundancy, from any paid employment within a public .
body; ’<§
@Q/
They have previously been removed as a Director or >
Governor of the Trust, or been removed as a Director or %
Governor of another NHS Foundation Trust; Z
o
He/she brings the Council of Governors or any of it%\ o
member organisations into disrepute; WS
NS

He/she fails to abide by the constitution as setouai in this
document; or S ’19

&
He/she has failed to make, or has f%@‘f

)\E’%\de, any
declaration required to be made un @e tion 60 of the
2006 Act.
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3.2

3.3

3.4

If a Staff Governor is suspended/excluded from duties for any reason,
he/she will also be suspended from his/her role as a Governor for the
duration of that suspension/exclusion. Whilst he/she is suspended,
he/she may not attend meetings of the Council of Governors in any
capacity, but missing meetings of the Council of Governors by virtue of
suspension/exclusion will not count as failure to attend for the purposes
of paragraph 2.1.2

Subject to paragraph 3.1, if a Governor is under investigation for a
criminal offence, excluding minor traffic offences, he/she will be
suspended from his/her role as a Governor for the duration of that
investigation. Whilst a Governor is suspended, that Governor may not
attend meetings of the Council of Governors in any capacity, but
missing meetings of the Council of Governors by virtue of suspension
will not count as failure to attend for the purposes of paragraph 2.1.2

Where a person has been elected or appointed as a Governor and
he/she becomes disqualified under paragraph 3.1, he/she shall notify
the Company Secretary in writing of such disqualification.

If it comes to the notice of the Company Secretary at the time of his/her
appointment or later that the Governor is so disqualified, the Chairman
shall immediately convene a meeting of the Council of Governors
membership panel comprising the Chairman of the Trust (and Council
of Governors), an Appointed Governor, two Public Governors and a
Staff Governor. The final decision on disqualification from eligibility to
become, or remain a Governor will rest with this membership panel. The
Chair will have a casting vote but no vote otherwise. The decision of the
panel on whether to disqualify the person in question will be notified to
him in writing by the Company Secretary.

Upon receipt of any such notification, that person’s term of office, shall
be terminated and he/she shall cease to act as a Governor.

Vacancies

Where membership of the Council of Governors ceases for one of the

reasons set out in paragraph 2 of Annex 5 or terminates for whateveKA 0)

Q

reason, elected Governors shall be replaced by inviting the person &/hqo’o

was placed second in the previous election to fill the vacancy for. )
remaining period of the former Governor’s term of office, prov@%}dg

A\
. . - SRy
(a) the period to when the seat is up for election is grea{@‘t\n& 3
months 0{&0’1’

(b) The election was held in the last three years $QO)\
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4.2

4.4

4.5

(c) The person placed second in that election received at least 20% of
the votes cast in the election.

(d) The person placed second in that election is still a member of the
relevant constituency.

(e) The person placed second is not disqualified from becoming a
Governor by virtue of paragraph 3 above.

The time a person appointed under 4.1 serves as a Governor shall
count towards the maximum period of office in paragraph 14.1.

Where an appointed Governor post falls vacant, the appointing
organisation will appoint another Governor within 3 months of the
Company Secretary receiving notification from the appointing
organisation of the vacancy.

No defect in the election or appointment of a Governor nor any
deficiency in the composition of the Council of Governors shall affect
the validity or any act or decision of the Council of Governors made
prior to the deficiency being known.

Appointment, remuneration and allowances of the Chair and Non-
Executive Directors

5.1 The remuneration and allowances for the Chairman and Non-
Executive Directors of the Trust are to be set by the Council of
Governors (the Company Secretary taking independent advice
on behalf of the Council of Governors where required) and are to
be published in the Trust’'s annual report.

5.2 The Council of Governors shall resolve in a general meeting to ¢,
appoint such candidate or candidates to the positions of C aif*\
and non-executive director as it considers appropria Q@
reaching its decision shall have regard to the views of th t§
of Directors and of the Governors’ Nominations Comna(
the suitability of the available candidates.

5.3 The Council of Governors shall appoint{@ Chalr in

accordance with paragraph 28 of the constigﬁbqr\.g

5.4 Governors are not to receive remuneration.

40
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6. Meetings

6.1 The Council of Governors will meet no less than 4 times per year.

6.2

6.3

At a general meeting no later than 30 September in each year,
the Council of Governors are to receive and consider the annual
accounts, any report of the auditor on them, and the annual
report. The general meeting may be combined with the Annual
Members’ Meeting, the provisions for which are set out in
paragraph 11.

The Council of Governors’ Standing Orders as set out in Annex
7 of the constitution provides for further details of the practice
and procedure at Council of Governors’ meetings.

7. Committees and Sub-Committees

71

7.2

7.3

7.4

7.5

7.6

The Council of Governors may appoint committees consisting of
its members to assist it in carrying out its functions. A committee
appointed under this paragraph may appoint a sub-committee.

These committees or sub-committees may call upon outside
advisers for assistance.

Such  committees or  sub-committees may  make
recommendations to the Council of Governors but final decision
making powers rest with the full Council of Governors.

A member of a committee shall not disclose to any third party a
matter dealt with by or brought before the committee, without that
committee’s permission until that committee has reported to the
Council of Governors or has otherwise concluded action on that
matter.

A member of a committee shall not disclose any matter to any

third party if the Council of Governors or committee resolves tha(@/
it is confidential. <9

The Council of Governors shall establish a commlt\s %
members to be called the Nominations Committee to diséharge
those functions in relation to the appointment and r. ox&l of the
Chair and Non-Executive Directors and their r tion and
allowances and other terms and conditions. @

DX \°
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8. Disputes Resolution — Governors and Directors

8.1 The Council of Governors and Board of Directors must be committed to
developing and maintaining a constructive and positive relationship.
The aim at all times is to resolve any potential or actual differences of
opinion quickly, through discussion and negotiation.

8.2 If the Chair cannot achieve resolution of a disagreement through
informal efforts, the Chair will follow the dispute resolution procedure
outlined below. The aim is to resolve the matter at the first available
opportunity and only to follow this procedure if initial action fails to
achieve a resolution:

(@) The Chair will call a joint meeting (Resolution Meeting) of the
members of the Council of Governors and Board of Directors, to
take place as soon as possible, but no later than 20 clear working
days following the date of the request. The meeting must comprise
at least two thirds of the membership of the Council of Governors
and at least two thirds of the membership of the Board of Directors.
The meeting will be held in private. The aim of the meeting is to
resolve the conflict. The Chair will have the right to appoint an
independent facilitator to assist the process. Every reasonable
effort must be made to reach agreement.

(b) If a Resolution Meeting of the members of the Council of Governors
and Board of Directors fails to resolve a conflict, the Board of !
Directors will decide the disputed matter. ’0(

(c) If following the Resolution Meeting, and any decision of the Board
of Directors, the Council of Governors considers th%\
implementation of the decision will result in the trust failln 9
comply with the constitution, its Provider Licence or to
accordance with provision made by or under Chapter 5 oﬁtﬁ@)%
Act, a governor may refer the issue in accordance wi %\/é?jagraph
19 of the constitution. Q

8.3 The right to call a Resolution Meeting rest with&g Rqﬂlkwmg, in the
sequence of escalation shown:
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10.
10.1

10.2

10.3

(@) The Chair

(b) The Chief Executive

(c) Two thirds or more of the Council of Governors
(d) Two thirds or more of the Board of Directors

Appointment of Lead Governor

The Council of Governors shall appoint one of the Governors to be Lead
Governor of the Council of Governors via a process agreed with the
Council of Governors, Chairman and Company Secretary.

Disclosure of Interests

If a Governor has a pecuniary interest (financial), personal or family
interest, whether that interest is actual or potential, direct or indirect, in
any proposed contract or other matter which is under consideration or
is to be considered by the Council of Governors, the Governor shall
disclose that interest to the members of the Council of Governors as
soon as they become aware of it.6.2 Any Governor who has a
material interest in a matter defined below shall declare such an interest
to the Council of Governors and:

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

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

Any Governor who fails to disclose any interest required to be
disclosed under the preceding paragraph must permanently vacate
their office if required to do so by a decision of the remaining Governors
in accordance with 2.1.3 of this Annex.

Subject to the exceptions detailed in 6.5 below, a material interest is:

10.3.1  Any Directorship of a company, including Non- Executva\Q/
Directorships held in limited companies (with the except((ﬁw,)
of dormant companies); b\

10.3.2  Any interest held by a Governor in any company o@\sus?éss
which in connection with the matter, is trading Trust,
or is reasonably likely to be considered as 330 e@al trading
partner with the Trust;

10.3.3  Any interest in a voluntary or other o%&ﬁt’sation providing
health and social care services to the NHS;
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10.3.4 A position of authority in a charity or voluntary organisation
in the field of health and social care; and

10.3.5 Any personal, or familial connection with any organisation,
entity, company or business, considering entering into or
having entered into a financial arrangement with the Trust
including, but not limited to, tenders, contracts or banks.

10.4 The exception which shall not be treated as material interests are as
follows:

10.4.1  Shares not exceeding 2% of the total shares in issue in any
company whose shares are listed on any public exchange;

10.4.2 An employment contact held by staff governors;

10.4.3 An Appointed Governor's employment contracts with their
appointing organisation.

\
&
>
Q//OQ
A%
b‘Qb’
B
NOAS
SO
A
QY
o
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1.
1.1

1.2

1.3

1.4

1.5

ANNEX 6 — FURTHER PROVISIONS IN RELATION TO THE TRUST’S
MEMBERSHIP

FURTHER PROVISIONS

Termination of Membership

A person may not be a member of the Trust if:
1.1.1 They resign by notice to the Company Secretary’s Office;
1.1.2 They are deceased;

1.1.3 They have been dismissed from membership under the provisions
of this constitution

1.1.4 They cease to be entitled under this Constitution to be a member
of their allocated constituency

It is the responsibility of members to ensure their eligibility and not the
Trust but if the Trust is on notice that a member may be disqualified
from membership, they shall carry out all reasonable enquiries to
establish if this is the case.

Membership of the Public and Service User and Carer Constituencies
is deemed to have commenced upon the receipt of a completed
membership application form by the Trust’s Membership Office.

Membership of the Staff Constituency is automatic for qualifying staff,
but staff may opt out by notifying the Company Secretary’s Office.. )
@@K
N\
. O
A member may be expelled by a resolution approved by not less than ,00

two-thirds of the Council of Governors attending and voting at a general .&
meeting (unless they are a Governor, then paragraph XX of Annex X)(* <,)<’)
should be applied). The following procedure for considering rem(i\\/@l\gfo’

a members should be adopted: K\Q}QO’ .
1.5.1 Any member may complain to the Company S 2 gty that
another member has acted in a way detrim@he
Trust; &)
O \Q
1.5.2 If a complaint is made, the Council of G Qg?nors may itself

consider the complaint having taken such steps as it
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considers appropriate to ensure that each member’s point
of view is heard and may either;

a) Dismiss the complaint and take no further action

b) For a period not exceeding 12 months, suspend the
rights of the member complained of to attend Members
meetings and vote under this Constitution

¢) Arrange for a resolution to expel the member
complained of to be considered at the next General
Meeting of the Council of Governors.

1.6 If a resolution to expel a member is to be considered at a General
Meeting of the Council of Governors, details of the complaint must be
sent to the Member complained of not less than one calendar month
before the meeting with an invitation to answer the complaint and attend
the meeting.

1.7 At the meeting, the Council of Governors will consider the evidence in
support of the complaint and such evidence as the Member complained
of may wish to place before them.

1.8 If the Member complained of fails to attend the meeting without due
cause as determined by the Chairman of the Council of Governors, the
meeting may proceed in their absence.

1.9 A person expelled from membership will cease to be a member upon {‘
the declaration by the Chairman of the meeting that the resolution to >

expel them is carried. @Q/

O

o

1.10 No person who has been expelled from membership is to be re- (\Q/
admitted except by resolution carried by the votes of two-thirds of thegﬁ 0)

.

Council of Governors who are present at a General Meeting. G‘Qb’
.
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ANNEX 7 — STANDING ORDERS FOR THE PRACTICE AND PROCEDURE

1.1

1.2

1.3

1.4

1.5

1.6

1.7

OF THE COUNCIL OF GOVERNORS

Meetings

The Chair may call a meeting of the Council of Governors at any time. If
the Chair is requested and refuses or fails to call a meeting, on receipt of
a written request, within seven days of such refusal or failure, signed by
at least one third of the whole number of Governors, one third or more of
the Governors may call a meeting.

Ordinary meetings (General Meetings) of the Council of Governors,
whether public or private shall be held at regular intervals at such times
and places as the Council of Governors may determine.

Where meetings are held in public, the public and representatives of the
press shall be afforded facilities to attend all General meetings of the
Council of Governors, but shall be required to withdraw upon the Council
of Governors resolving as follows: “That representatives of the press and
other members of the public be excluded from the remainder of this
meeting having regard to the confidential nature of the business to be
transacted, publicity on which would be prejudicial to the public interest”

The Chair (or Vice Chair) shall give such directions as he/she thinks fit in
regard to the arrangements for meetings and accommodation of the
public and representatives of the press such as to ensure that the Trust’'s
business shall be conducted without interruption and, without prejudice
to the power to exclude on grounds of the confidential nature of the
business to be transacted, the public will be required to withdraw upon
the Council of Governors resolving as follows: “That in the interests of
public order the meeting adjourn for (the period to be specified) to enable
the Council of Governors to complete business without the presence of
the public.”

Nothing in these Standing Orders shall be construed as permitting the
introduction by the public, or press representatives, of recording:\
transmitting, video or similar apparatus into meetings of the Trus
Committee thereof. Such permission shall be granted onlyoaht:@
resolution of the Trust. <\’<>QO)

The trust will make such provisions as may be nece Q O’enable
Governors with special requirements to participate in @§e<?ugs e.g. by
O Q
SO

providing advocates, signers for the deaf.
The trust shall decide what arrangements and term@and conditions it
feels are appropriate to offer in extending an invitation to observers to
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attend and address any of the Council of Governors meetings and may
change, alter or vary these terms and conditions as it deems fit.

1.8 At a general meeting held by 30 September in each year, the Trust’s
Directors shall present the Trust's audited accounts and annual report
and any report on the accounts to the Council of Governors. This meeting
can be combined with the Annual Members’ Meeting.

1 Chair and Vice Chair

1.1 The Chair of the Trust Board of Directors will act as Chair of the Council
of Governors and in his absence the Vice Chair of the Board of Directors
will act as Chair of the Council of Governors.

1.2 In the absence of both the Chair and Vice Chair of the Board of Directors,
the Senior Independent Director will act as Chair of the Council of
Governors.

2 Chair of Meetings

2.1 At any meeting of the Council of Governors the Trust Chair, if present,
shall preside. The Chair shall have a casting vote but no vote otherwise.

2.2 Ifthe Chairis absent from the meeting, the Trust Vice Chair, shall preside.
In the absence of both the Chair and Vice Chair of the Board of Directors,
the Senior Independent Director shall preside. In the absence of the
Chair, Vice Chair and Senior Independent Director another Non-
Executive Director shall preside.

2.3 Should there be a vote on any matter relating to the Chair directly, (which
for the avoidance of doubt would not include an issue affecting other
members of the Board of Directors), the casting vote would be exercised
by the Vice Chair of the Board of Directors. Should there be a vote on <
any matter relating to the Non-Executive Directors directly, neither the 0
Chair nor the Vice Chair should preside. In such circumstances, the Lead
Governor shall preside over and to have the casting vote on such matters. ’006

3 Notice of Meetings
' ing /\AQ%

3.1 Before each meeting of the Council of Governors, a notice of the me@h?g
specifying the business proposed to be transacted thereat, and s
the Chair or by an officer authorised by the Chair to sign o behalf,
shall be delivered to every Governor, at their usual place of%de ce, sO
as to be available to such Governor at least seven efore the

meeting:

O

3.2 For public meetings of the Council of Governors a no‘ﬁbe of the meeting

shall be placed on the trust’s website;
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3.3

3.4

3.5

Want of service of such notice on any Governor shall not affect the validity
of a meeting or any decision thereat;

In the case of a meeting called by Governors in default of the Chair or in
his/her absence the Vice Chair, the notice shall be signed by those
Governors who called the meeting, being no less than one third of the
whole Governors and no business shall be transacted at the meeting
other than that specified in the notice.

Executive and non-executive directors shall be invited to attend all
meetings of the Council of Governors to provide such information as may
be necessary for the successful functioning of the Council of Governors
e.g. finance, performance, medical, nursing reports.

4 Record of Attendance

4.1

The names of Governors present at the meeting shall be recorded in the
minutes of the meeting.

5 Quorum

5.1

5.2

5.3

5.4

No business shall be transacted at a Council of Governors meeting
unless at least one-third of the whole number of Governors are present,
i.e.one third of the whole number of Governors in post at the time of the
decision, including at least 50% from the Public and Service Users’ and
Carers’ constituencies and one Governor from the Staff Constituency.

If a Governor has been disqualified from participating in the discussion
on any matter and/or from voting on any resolution by reason of the
declaration of a conflict of interest, that person shall no longer count
towards the quorum. If a quorum is then not available for discussion
and/or passing of a resolution on any matter, that matter may not be
discussed further or voted upon at that meeting. Such a position shall be
recorded in the minutes of the meeting. The meeting must then proceed
to the next business.

Members of the Council of Governors can participate in meetings or®

committee meetings by telephone or video link. Participation in a meet
in this manner shall be deemed to constitute presence in person gt
meeting.

Should any member of the Council of Governors participat
by telephone or video link for a specific item on the age Q%,@ey must
participate at the commencement of the agenda item, a m In present
until the Chairman has deemed the item closed. % \Q
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6 Minutes

6.1 The minutes of the proceedings of a meeting shall be drawn up and
submitted for agreement at the next ensuing meeting where they will be
signed by the person presiding thereat.

6.2 No discussion shall take place upon the minutes except upon their
accuracy or where the Chair considers discussion appropriate. Any
amendment to the minutes shall be agreed and recorded at the next
meeting.

6.3 Minutes of the meetings held in public will be available on the trust’s
website.

7 Notice of Motion

7.1  Subiject to the provisions of Section 9 below, a Governor desiring to move
a motion shall send a notice thereof at least ten clear days before the
meeting to the Board Secretary, who shall insert in the agenda for the
meeting all notices so received that are permissible under the appropriate
order. This paragraph shall not prevent any motion being withdrawn or
moved without notice on any business mentioned on the agenda for the
meeting.

8 Motions

8.1 All motions and amendments to resolutions must have a proposer and
seconder otherwise they shall not be discussed or put to a meeting.

8.2 The mover of a motion shall have a right of reply at the close of any
discussion on a motion or any amendment thereto.

8.3 Motions which may be moved during Debate. When a motion is under
debate or immediately prior to discussion no other motions shall be
moved except the following:-

- 06
8.3.1 Amendments to the motion; fo
8.3.2 The adjournment of the discussion or the meeting; &\ <,)<’)
8.3.3 That the meeting proceed to the next business; \’0 %\
8.3.4 The appointment of an ad hoc committee to deal with a spegﬁ’@%m of

business; Q

8.3.5 That the question be now put to a motion to exclude é {{@ﬂlc (including
the press);
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9 Motion to Rescind a Motion

Notice of motion to rescind any resolution, (or the general substance of
any resolution), which has been passed within the preceding six
calendar months, shall bear the signature of the Governor who gives it
and also the signature of two other Governors. When any such motion
has been disposed of by the Council of Governors, it shall not be
permitted for any Governor other than the Chair to propose a motion to
the same effect within six months.

10 Chair’s Ruling

10.1 The decision of the Chair on questions of order, relevancy and regularity
(including procedure on handling motions) and his interpretation of the
Standing Orders shall be final. In this interpretation he shall be advised
by the Chief Executive and/or the Board Secretary.

11 Voting

11.1 Subject to the provisions of the Constitution, every question at a meeting,
which the Council of Governors agrees should be put to the vote, shall
be determined by a maijority of the votes of the Governors present. In the
case of an equality of votes, the Chair shall have a casting vote.

11.2 All questions put to the vote shall, at the discretion of the Chair, be
determined by oral expression or by show of hands provided that, upon
any question the Chair may direct, or it may be proposed, seconded and
carried that a vote be taken by paper ballot.

11.3 If at least one-third of the Governors present so request, the voting on
any question may be recorded so as to show how each Governor present
and voting gave his vote.

11.4 If a Governor so requests, his/her vote shall be recorded by name.

11.5 In no circumstances may an absent Governor vote by proxy. &

11.6 No resolution of the Council of Governors shall be passed if it is opposect@/
by all of the Public and Service User and Carer Governors present. A 5
Oor

11.7 All decisions taken in good faith at a meeting of the Council of %oﬁr@&s

or any committee of the Council of Governors shall be valid, e it is

discovered subsequently that there was a defect in the i@ of the

meeting, or the appointment of any of the Governor: nt at the

meeting. )
o
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12 Conflict of Interest

12.1 The Constitution requires Governors to declare all interests which they,
or their spouse or partner, have which would be considered as relevant
and material to the Council of Governors. Interests should be declared
on election or appointment, or as soon as possible after a change has
occurred.

12.2 At the time Governors interests are declared, they should be recorded in
the minutes of the Council of Governors. Any changes in interests should
be declared at the next Council of Governors meeting after the change
has occurred.

12.3 If during the course of a meeting of the Council of Governors a conflict of
interest is established, the Governor concerned shall withdraw from the
meeting and play no further part in the relevant discussion or decision.
For the avoidance of doubt this includes voting on an issue where a
conflict is established. If there is a dispute as to whether a conflict exists,
the majority will resolve the issue in consultation with the Board
Secretary, with the Chair having the casting vote.

12.4 Interests which should be regarded as relevant or material are:

a) Directorships, including non-executive directorships held in
private companies or plcs;

b) Ownership, part-ownership or directorships of private
companies, businesses or consultancies possibly seeking to do
business with the Trust;

c) Majority or controlling shareholdings in organisations likely or
possibly seeking to do business with the Trust;

d) A position of authority in a charity or voluntary organisation in
the field of health or social care;

e) Any connection with a voluntary or other organisation ’OQ

contracting for Trust services to the extent not covered above, a A
connection with an organisation, entity or company considefing
entering into or having entered into a financial arrangeme it
the Trust, including but not limited to, lenders or banks. <\’<>QO)"

2

12.5 If Governors have any doubt about the relevance of an@%x%st, this
should be discussed with the Board Secretary. q/\’l/

12.6 Declarations of interest will be a standing agenda n:é?b,)a%the beginning
of every meeting.
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13.

14.
14.1

14.2

15.
15.1

15.2

15.3

15.4

Register of Interests

A register of Governors’ interests will be held by the Trust and will be
made available for inspection on request.

Confidentiality

Matters to be dealt with by the Council of Governors following the
exclusion of members of the public and representatives of the press shall
be confidential to the Council of Governors.

Governors, Directors Officers or any employee or any other
representative in attendance at a Council of Governors meeting, or any
of its committees, in private shall not reveal or disclose the contents of
papers, discussions or minutes of the items taken in private, outside of
the meeting, without the express permission of the Chairman and any
such occurrence will be treated as a breach of the relevant
Governor/Director/Officer Code of Conduct.

Appointment of committees and sub-committees

The Council of Governors may form advisory sub-committees under a
written Terms of Reference, which must be approved by the Council of
Governors. Advisory meetings may include members of the Board and
other Trust representatives, or service users. The Council of Governors
may appoint the membership of sub-committees of the Council of
Governors and all acts of proceedings of advisory committees shall be
reported to the Council of Governors.

These Standing Orders in their entirety, as far as they are applicable,
shall apply also, with the appropriate alternation, to meetings of the sub-
committees of the Council of Governors.

The Council of Governors may not delegate any of its statutory powers
to any of its sub-committees.

The sub-committees to be established by the Council of Governors are:

the Nomination Committee, the Terms of Reference of which shall bex 4
made available on the Trust's website. In addition, the Counc#&ﬁf 5

Governors may establish other sub-committee and groups as it d@e@s
necessary to assist it in exercising its functions. <\Q)%o)

qu, \/
N \&
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ANNEX 8 — STANDING ORDERS FOR THE PRACTICE AND PROCEDURE

OF THE BOARD OF DIRECTORS

TRUST BOARD OF DIRECTORS

Note: This Annex has been prepared to be used as a standalone
document in addition to being part of the Constitution.

1.
1.1

INTRODUCTION

Statutory Framework

a) The trust is a Public Benefit Corporation established by the
granting of Authorisation by Monitor.

b) The statutory functions conferred on the trust are set out in the
NHS Act 2006 and in the trust’s Provider Licence. All business shall
be conducted in the name of the trust.

c) All the powers of the trust shall be exercised by the Board of
Directors on its behalf, but any of those powers may be delegated
to a committee of directors or to an executive director. The Board
of Directors is required to adopt a schedule of matters reserved for
decision by the Board of Directors, Board committees’ terms of
reference and a document outlining details of delegation to
individuals (i.e. the Decision Making Framework). These
documents shall outline such restrictions and conditions the trust

thinks fit and shall have effect as if incorporated into the Standing {
Orders.
N
Appointment of the Chair and Non-Executive Directors {\g}
(2

The Chair and Non-Executive Directors shall be appointed by the Council ¢,
of Governors in accordance with paragraphs 25 of the Constitution. &AQ%O)

Terms of Office of the Chair and Non-Executive Directors @QCTQQ)‘

N
The Council of Governors at a general meeting of the Counc:.%%?fo)Q
Governors shall decide the remuneration and aIIowancesoéﬁ{I/ﬁ}’le other
terms and conditions of office, of the Chair and the othg],%sllq—executive
' O* \Q
directors. Q q\
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4.2

6.2

6.3

Appointment of Vice Chair

Any Non-Executive Director appointed as Vice Chair, may at any time
resign from the office of Vice Chair by giving notice in writing to the Chair.

The vice Chair may preside at meetings of the Board of Directors in the
following circumstances:

- When there is need for someone to have the authority to chair
any meeting of the Board of Directors when the Chair is not
present; or

- On occasions when the Chair declares a pecuniary interest or
other interest in accordance with paragraph 32 of the Constitution
that prevents him from taking part in the consideration or
discussion of the matter before the Board of Directors.

Independent Directors

At least half of the Board of Directors, excluding the Chair, shall comprise
non-executive directors determined by the Board of Directors to be
independent. The Board of Directors shall appoint one of the independent
non-executive directors to be the senior independent director. The senior
independent director shall be available to members and Governors if they
have concerns which contact through normal channels of the Chair, Chief
Executive or Finance Director has failed to resolve or for which such
contact is inappropriate. The Vice Chair may be appointed as the Senior
Independent Director but this is not mandatory. The Council of Governors
is responsible for appointing the Vice-Chair following the advice and
guidance of the Chairman.

Calling Meetings

The Chair may call a meeting of the Board of Directors at any time. If the
Chair is requested and refuses or fails to call a meeting, on receipt of a
written request, within seven days signed by one third of the whole

number of Directors, one third or more of the Directors may call aQ/

meeting.

Ordinary meetings of the Board of Directors whether public or
shall be held at regular intervals at such times and places as tf(égv;ard
may determine.

Where meetings are held in public, the public and repr at%/es of the
press shall be afforded facilities to attend all formal megt J&of the Board
of Directors, but shall be required to withdraw upon~th& Board resolving
as follows: “That representatives of the press and other members of the
public be excluded from the remainder of this meeting having regard to
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6.4

6.5

6.6

6.7

8.2

8.3

the confidential nature of the business to be transacted, publicity on which
would be prejudicial to the public interest”

The Chair (or Vice Chair) shall give such directions as he thinks fit in
regard to the arrangements for meetings and accommodation of the
public and representatives of the press such as to ensure that the Trust’'s
business shall be conducted without interruption and, without prejudice
to the power to exclude on grounds of the confidential nature of the
business to be transacted, the public will be required to withdraw upon
the Board resolving as follows: “That in the interests of public order the
meeting adjourn for (the period to be specified) to enable the Board to
complete business without the presence of the public”

Nothing in these Standing Orders shall be construed as permitting the
introduction by the public, or press representatives, of recording,
transmitting, video or similar apparatus into meetings of the Trust or
Committee thereof. Such permission shall be granted only upon
resolution of the Trust.

Matters to be dealt with by the Board of Directors following the exclusion
of representatives of the press, and other members of the public, as
provided above, shall be confidential to the Board.

Directors and Officers or any employee of the Trust in attendance shall
not reveal or disclose the contents of papers marked “In Confidence” or
minutes headed “Iltems Taken in Private” outside of the Trust, without the
express permission of the Trust. This prohibition shall apply equally to the
content of any discussion during the Board meeting which may take place
on such reports or papers.

Observers at such meetings

The Trust shall decide what arrangements and terms and conditions it
feels are appropriate to offer in extending an invitation to observers to
attend and address any of the Board’s meetings and may change, alter
or vary these terms and conditions as it deems fit.

Chair of Meetings S <0<9

At any meeting of the Board of Directors the Chair, if present\a%}(a%
preside. <\’<>Qo)

If the Chair is absent from the meeting, the Vice Chair, |f&%’éﬂt shall
preside. ,{g\

If the Chair and Vice Chair are absent, such Non-E&&q}(ive Director as
the members present shall choose, shall preside.
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8.4

If the Chair is absent temporarily on the grounds of a declared conflict of
interest, the Vice Chair, if present, shall preside. If the Chair and Vice
Chair are absent, or are disqualified from participating, such Non-
Executive Director as the Directors present shall choose shall preside.

9. Notice of Meetings

9.1

9.2

9.3

9.4

9.5

9.6

10.

Before each meeting of the Board of Directors a notice of the meeting,
specifying the business proposed to be transacted thereat, and signed by
the Chair or by an officer authorised by the Chair to sign on his behalf,
shall be delivered to every Director, at their usual place of residence, so
as to be available to such Director at least seven days before the meeting.

For public meetings of the Board of Directors a notice of the meeting shall
be placed on the trust’s website;

Want of service of such notice on any Director shall not affect the validity
of a meeting or any decision made thereat;

In the case of a meeting called by Directors in default of the Chair, the
notice shall be signed by those Directors calling the meeting and no
business shall be transacted at the meeting other than that specified in
the notice.

Agendas and available supporting papers will be circulated to Directors
five days before the meeting but will certainly be despatched no later than
three working days before the meeting, save in an emergency. Failure to
serve such a notice on more than three Directors will invalidate the
meeting. A notice shall be presumed to have been served one working
day after posting.

Before each public meeting of the Board of Directors, a public notice of
the time and place of every meeting, and the public part of the agenda,
shall be displayed at the Trust's offices and website, at least three
working days before the meeting.

Setting the Agenda

10.1 The Board may determine that certain matters shall appear’%ﬁ%&)

every agenda for a meeting and shall be addressed prloré
other business being conducted. <\’<>Qo)

10.2 A Director desiring a matter to be included on an@@ﬁ:@a shall
make his/her request in writing to the Chair at Iqa%\ working
days before the meeting. The request shouldé whether the
item of business is propose to be transacted i resence of the
public and should include appropriate supporting information.
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1.

12.

13.

14.

15.

16.

Requests made less than ten working days before a meeting may
be included on the agenda at the discretion of the Chair.

Petitions

Where a petition has been received by the Trust the Chair shall include
the petition as an item for the agenda of the next Board meeting.

Record of Attendance

The names of the Chair and Directors present at the meeting shall be
recorded in the minutes.

Quorum

No business shall be transacted at a Board of Directors meeting unless
at least one-third of the whole number of Directors are present, including
at least one Executive and one Non-Executive Director.

Minutes

14.1 The minutes of the proceedings of a meeting shall be drawn up

and submitted for agreement at the next ensuing meeting where
they will be signed by the person presiding at it.

14.2 No discussion shall take place upon the minutes except upon

their accuracy or where the Chair considers discussion
appropriate. Any amendment to the minutes shall be agreed and
recorded at the next meeting.

14.3 Minutes shall be circulated in accordance with Directors’ wishes.

Where providing a record of a public meeting, the minutes shall
be made available to the public. <

Notice of Motion @QJ

Subject to the provisions of section 16 below, a Director desiring to O
move a motion shall send a notice thereof at least ten days before the Q,
meeting to the Board Secretary, who shall insert in the agenda for,{hb(éf)
meeting all notices so received that are in order. This paragrap

not prevent any motion being withdrawn or moved without notlc% éhy
business mentioned on the agenda for the meeting. ( Q

q
Motions (QQ\/

16.1 All motions and amendments to resolutions m l\?fa’e a proposer
and seconder otherwise they shall not be d|scusse t to a meeting.
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16.4

17.

18.

16.2 The mover of a motion shall have a right of reply at the close of any
discussion on a motion or any amendment thereto.

16.3 When a motion is under discussion or immediately prior to
discussion it shall be open to a Director to move:

16.3.1 An amendment to the motion;
16.3.2 The adjournment of the discussion or the meeting;
16.3.3 That the meeting proceed to the next business (*);

16.3.4 The appointment of an ad hoc committee to deal with a
specific item of business;

16.3.5 That the motion now be put (*);
16.3.6 That a Director be not further heard; or
16.3.7 A motion to exclude the public (including the press)

16.3.8 (*) In the case of sub-sections denoted by (*) above, to
ensure objectivity, motions may only be put by a Director who has
not previously taken part in the debate and who is eligible to vote.

No amendment to the motion shall be admitted if, in the opinion of the
Chair of the meeting, the amendment negates the substance of the
Motion.

Motion to Rescind a Resolution

Notice of motion to rescind any resolution (or the general substance of
any resolution) which has been passed within the preceding six calendar
months, shall bear the signature of the Director who gives it and also the
signature of two other Directors. When any such motion has been
disposed of by the Board of Directors, it shall not be permitted for any
Director other than the Chair to propose a motion to the same effect

within six months. (\Q,
Emergency Motions &Af’)(o
G‘Qb

Subject to the agreement of the Chair, a Director may give writ 3 tice
of an emergency motion after the issue of the notice of Qﬁe@pﬁgand
agenda, up to one hour before the time fixed for the meet'n@.@’bre notice
shall state the grounds of the urgency. If in order, it shait E{Heclared to
the Board at the commencement of the business af: eeting as an
additional item in the agenda. The Chair’s decision lude or exclude
the item shall be final.
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19.
19.1

20.

21,

22,
221

22.2

22.3

Content of Motions

The Chair may exclude from the debate at his discretion any such
motion of which notice was not given on the notice of convening the
meeting other than a motion relating to:

19.1.1 The reception of a report;

19.1.2 Consideration of any item of business before the Board;
19.1.3 The accuracy of the minutes;

19.1.4 That the Board proceed to the next business;

19.1.5 That the Board adjourn;

19.1.6 That the question now be put.

Withdrawal of Motion or Amendments

A motion or amendment once moved and seconded may be withdrawn
by the proposer with the concurrence of the seconder and the consent
of the Chair.

Chair’s Ruling

Statements of Directors made at meetings of the Board shall be relevant
to the matter under discussion at the material time and the decision of
the Chair of the meeting on questions of order, relevancy, regularity and
other means shall be final.

Voting

Every question at a meeting shall be determined by a majority of the @Q/
votes of the Directors present and voting on the question and, in the QG
case of the number of votes for and against a motion be equal, the Chair Q/’O
of the meeting shall have a second and casting vote.

A0

.

All questions put to the vote shall, at the discretion of the Chair Qf\%e’
meeting, be determined by oral expression or by show of dﬁ-‘ A
paper ballot may also be used if a majority of Director ént so

t.
reques 0@,19’\,

If at least one third of the Directors present and th 4.%]>so request,
the voting (other than by ballot paper) on any quest&r@vay be recorded
so as to show how each Director present and voted ‘or abstained.
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22.4

22.5

22.6

22.7

23.

234

23.5

If a Director so requests, his vote shall be recorded by name upon any
vote (other than by paper ballot).

In no circumstances may an absent Director vote by proxy. Absence is
defined as being absent at the time of the vote.

An officer who has been appointed formally by the Board to act up for
an Executive Director during a period of incapacity, or temporarily to fill
an Executive Director vacancy, shall be entitled to exercise the voting
rights of the Executive Director.

An officer attending the Board to represent an Executive Director during
a period of incapacity or temporary absence without formal acting up
status, may not exercise the voting rights of the Executive Director. An
officer’'s status when attending a meeting shall be recorded in the
minutes.

Interest of Directors in Contracts and Other Matters

23.1 A register of Directors’ interests will be held by the Trust and will
be made available for inspection on request.

23.2 Subject to the following provisions of this Standing Order, if a
Director has any pecuniary interest, direct or indirect, in any
contract, proposed contract or other matter and is present at a
meeting of the Board of Directors at which the contract or other
matter is the subject of consideration, he/she shall at the meeting
and as soon as practicable after its commencement disclose the
fact and shall not take part in the consideration or discussion of
the contract or other matter or vote on any question with respect
to it.

23.3 The Trust may exclude a Director from a meeting of the Board of
Directors while any contract, proposed contract or other matter in
which he/she has a pecuniary interest, direct or indirect, is under
consideration.

appointment of any Non-Executive Director who fails, as required,

°

Z
The Trust may, subject to any terms set by Monitor, terminate ihgl‘o)

declare a pecuniary interest, and in the case of an Executive Dj
who fails to declare an interest or is found to have used the @'@for
knowledge for private advantage, may take disciplinary acti oS ading

to his/her dismissal. S q/Q

S
Any remuneration, compensation or allowances p txt%qfo a Chair or
other Non-Executive Director in accordance with t uneration and
allowances and other terms and conditions of office decided by the
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Council of Governors, shall not be treated as pecuniary interest for the
purpose of this regulation.

23.6 Interests which should be regarded as relevant or material are:

Directorships, including non-executive directorships held in private
companies or plcs

| Ownership, part-ownership or directorships of private
companies, businesses or consultancies possibly seeking to
do business with the Trust;

| Majority or controlling shareholdings in organisations likely
or possibly seeking to do business with the Trust

i A position of authority in a charity or voluntary organisation
in the field of health or social care;

IV Any connection with a voluntary or other organisation
contracting for Trust services to the extent not covered
above, any connection with an organisation, entity or
company considering entering into or having entered into a
financial arrangement with the Trust, including but not limited
to, lenders or banks.

A Director shall be treated, subject to the next following paragraphs, as
having indirectly a pecuniary interest in a contract, proposed contract or
other matter, if

23.6.1 He/she or a nominee is a member of a company or
other body not being a public body, with which the contract was
made or is proposed to be made or which has a direct pecuniary
interest in the other matter under consideration; or

23.6.2 He/she is a partner, or is in the employment of a
person with whom the contract was made or is proposed to be
made or who has a direct pecuniary interest in the other matter

together the interest of one spouse shall, if known to the other/b

deemed to be also the interest of the other. QG‘Q

0.0
23.7 The Chair or a Director shall not be treated as having Qégg:@(z)iary
interest in any contract, proposed contract or other ma reason

. O
only: {‘\9’],\%

23.7.1 Of his/her membership of a company o@%?body if he/she
has no beneficial interest in any securitiés of that company
or other body;
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23.8

24,
241

24.2

24.3

24.4

23.7.2 Of an interest of his/her or of any company, body or person
with which he/she is connected as mentioned above which
is so remote or insignificant that it cannot reasonably be
regarded as likely to influence a Director in the consideration
or discussion of, or in voting on, any question with respect to
that contract or matter.

Where the Chair or a Director has an indirect pecuniary interest in a
contract, proposed contract or other matter by reason only of a
beneficial interest in securities of a company or other body, and the total
nominal value of those securities does not exceed £5,000 or one
hundredth of the total nominal value of the issued share capital of the
company or body, whichever is the less, and if the share capital is of
more than one class in which he/she has a beneficial interest does not
exceed one-hundredth of the total issued share capital of that class, this
shall not prohibit him/her from taking part in the consideration or
discussion of the contract or other matter or from voting on any question
with respect to it, without prejudice however to his/her duty to disclose
his interest.

Register of Interests

The Company Secretary will ensure that a Register of Interests is
established to formally record declarations of interests of Directors. In
particular the Register will include details of all directorships and other
relevant and material interests which have been declared by both
Executive and Non- Executive Directors, as previously defined. The
Register will be held by the Board Secretary.

These details will be kept up to date by means of an annual review of
the Register in which any changes to interests declared in the
preceding 12 months will be incorporated, while recognising that
interests should be declared as soon as possible.

Declarations of interest will be a standing agenda item at the beginning
of every Board of Directors meeting.

Z
The Register shall be made available for inspection by members of@(\é’)
public, except if otherwise prescribed by regulations. So far %’jk@
r
o

registers are required to be made available, they are to be avai ]
inspection free of charge at all reasonable times and a p ho
requests a copy of or extract from the register is to be pr déa with a

copy or extract. If the person requesting a copy or. is not a
member of the trust, the trust may impose a rea%eiﬁ\ charge for
doing so. N
S
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25.
251

25.2

25.3

25.4

25.5

25.6

Appointment of Committees and Sub-committees

Subject to any directions by Monitor, the Board of Directors may, and
if directed as aforesaid shall, appoint committees of the Board of
Directors, or together with one or more NHS Foundation Trusts, NHS
Trusts, commissioners or other statutory partner organisations, appoint
joint committees, consisting wholly or partly of the Chair and Directors
of the Trust or other health service bodies or wholly of persons who are
not Directors or other health service bodies in question.

A committee or joint committee appointed under this regulation may,
subject to such directions as may be given by Monitor or the appointing
Board of Directors, appoint sub-committees consisting wholly or partly
of Directors of the committee or joint committee (whether or not they
are Directors of the Trust); or wholly of persons who are not Directors
of the committee of the Trust.

The Standing Orders of the Trust, as far as they are applicable, shall
apply with appropriate alteration to meetings of any committees
established by the Trust. In which case the term ‘Chair’ is to be read
as a reference to the Chair of the committee as the context permits,
and the term ‘Member’ is to be read as a reference to a Member of the
committee also as the context permits. (There is no requirement to hold
meetings of committees established by the Trust in public).

Each committee shall have such terms of reference and powers, and
be subject to such conditions (as to reporting to the Board of Directors),
as the Trust shall decide and shall be in accordance with any relevant
legislation and regulation as may be applicable. Such terms of
reference and powers shall have effect as if incorporated into Standing
Orders.

Where committees are authorised to establish sub-committees they
may not delegate executive powers to the sub-committee unless
expressly authorised by the Board of Directors. This is subject to that
all powers of the trust shall be exercised by the Board of Directors on

its behalf, but any of those powers may be delegated to a committee~

of directors or to an executive director. AN
\
The Board of Directors shall approve the appointments to ea@f%@%
committees which it has formally constituted. Where tffe Board
determines that persons who are neither Directors nor o "@rsf@hall be
appointed to a committee, the terms of such appointments be within
the powers of the Board. The Board shall define tgél ers of such
appointees and shall agree allowances, including® ursement for

loss of earnings and/or expenses in accordance, Wwhere appropriate,
with national guidance.
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25.7

25.8

25.9
25.91

25.9.2

25.10

25.1

26.

Where the Board is required to appoint persons to a committee and/or
to undertake statutory functions, and where such appointments are to
operate independently of the Board, such appointments shall be made
in accordance with applicable statute and regulations, and with any
guidance issued by Monitor.

The committees established by the Board shall include:
-The Audit Committee
-The Remuneration Committee
-The Mental Health Legislation Committee
Proceedings in Committee to be Confidential.

A member of a committee shall not disclose a matter dealt with by, or
brought before, the committee without its permission until the committee
shall have reported to the Board of Directors or shall otherwise have
concluded action on that matter.

A Director or a member of a committee shall not disclose any matter
reported to the Board of Directors or committee, if the Board of Directors
or committee shall resolve that it is confidential.

Every committee shall have a Non-Executive Director Chair, appointed
by the Trust Chair.

Except where approved by the Board of Directors, business shall not be
transacted at any meeting of any committee of the Trust unless at least
one third of the whole number of the committee is present provided that
in no case shall the quorum of the committee be less than two members.

Conflict of Interests

For the avoidance of doubt this includes voting on an issue réda

conflict is established. If there is a dispute as to whether a co sts,

the majority will resolve the issue with the Chair having the(&és{/ﬁbg vote.
Q

V)
S
%Qo)\

meeting and play no further part in the relevant discussion or degslo%
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@Q/

&

During the course of a meeting of the Board of Directors if a conflict of ¢,
interest is established, the Director concerned shall withdraw from ,{hé\éf)
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27 CQC’s Fit and Proper Person Test for Directors (Requlated
Activities Regulations)

27.1. Regulation 5 of the Regulated Activities Regulations states that
the Trust must not appoint or have in place an individual as a
director, or performing the functions of or equivalent or similar
to the functions of, such a director, if they do not satisfy all the
requirements set out in paragraph 3 of that Regulation.

27.2. The requirements of paragraph 3 of Regulation 5 of the
Regulated Activities Regulations are that:

(@) The individual is of good character

(b) The individual has the qualifications, competence, skills
and experience which are necessary for the relevant office
or position or the work for which they are employed

(c) The individual is able by reason of their health, after
reasonable adjustments are made, of properly performing
tasks which are intrinsic to the office or position for which
they are appointed or to the work for which they are
employed

(d) The individual has not been responsible for, privy to,
contributed to or facilitated any serious misconduct or
mismanagement (whether unlawful or not) in the course of
carrying on a regulated activity or providing a service
elsewhere which, if provided in England, would be a ‘

regulated activity @Q/’Oﬁ
(e) None of the grounds of unfitness specified in Part 1 of fod
Schedule 4 apply to the individual. O
(\Q/
A0
27.3. The grounds of unfitness specified in Part 1 of Schedule 4 to the G‘QQ)’
_ . o
Regulated Activities Regulations are: ﬁ\/OQO) :
Z)

(@) The person is an undischarged bankrupt or a perso o,%
estate has had sequestration awarded in respec’[gﬁt\

has not been discharged

)
%‘@Q
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(b) The person is the subject of a bankruptcy restrictions order or an
interim bankruptcy restrictions order or an order to like effect
made in Scotland or Northern Ireland

(c) The person is a person to whom a moratorium period under a
debt relief order applies under Part VIIA (debt relief orders) of the
Insolvency Act 1986

(d) The person has made a composition or arrangement with, or
granted a trust deed for, creditors and not been discharged in
respect of it

(e) The person is included in the children’s barred list or the adults’
barred list maintained under section 2 of the Safeguarding
Vulnerable Groups Act 2006, or in any corresponding list
maintained under an equivalent enactment in force in Scotland or
Northern Ireland

()  The person is prohibited from holding the relevant office or
position, or in the case of an individual for carrying on the
regulated activity, by or under any enactment.

27.4. Part 2 of Schedule 4 to the Regulated Activities Regulations expands on
good character as follows:

(g) Whether the person has been convicted in the United Kingdom of
any offence or been convicted elsewhere of any offence which, if
committed in any part of the United Kingdom, would constitute an

offence {‘
(h)  Whether the person has been erased, removed or struck off a @éo

register of professionals maintained by a regulator of health care o8

or social work professionals. @Q

(\Q/
A0
28. Suspension of Standing Orders QG‘QQ)’
. N0 O"
28.1 Except where this would contravene any statutory provisio &O)any

guidance issued by Monitor, any one or more of the St rders
may be suspended at any meeting, provided that at Ieé@t thirds of
the Board are present, including one Executive and gq‘e@o -Executive
Director and that the majority of those preser%wg\te in favour of
suspension. N
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28.2

28.3

28.4

29.

30.

31.

32.
321

32.2

A decision to suspend Standing Orders shall be recorded in the minutes
of the meeting.

A separate record of matters discussed during the suspension of
Standing Orders shall be made and shall be available to the Chair and
other Directors.

No formal business may be transacted while Standing Orders are
suspended.

Variation and Amendment of Standing Orders

These Standing Orders shall be amended only if:
(@) A notice of motion under Standing Order has been given
(b) Approved by the Board of Directors

(c) The variation proposed does not contravene a statutory provision
made by the Secretary of State or any term of the Trust’s Provider
Licence

(d) The amendment is made in accordance with the terms of the
Trust’s Constitution paragraph 45

Review of Standing Orders

These Standing Orders shall be reviewed annually by the Board of
Directors. The requirement for review extends to all documents having
the effect as if incorporated in Standing Orders.

Notice

Any written notice required by these Standing Orders shall be deemed
to have been given on the day the notice was sent to the recipient.

Disputes Resolution

The Council of Governors and Board of Directors must be committed\e(\
<,)<o

developing and maintaining a constructive and positive relations
The aim at all times is to resolve any potential or actual differe
opinion quickly, through discussion and negotiation. Q\ QO)

If the Chair cannot achieve resolution of a disagreement th@ informal
efforts, the Chair will follow the dispute resolution pr (\Qve outlined
below. The aim is to resolve the matter at the first \@ﬁ opportunity
and only to follow this procedure if initial actioé@@

resolution:

to achieve a
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32.3

(a)

(b)

The Chair will call a joint meeting (Resolution Meeting) of the
members of the Council of Governors and Board of Directors, to
take place as soon as possible, but no later than 20 working days
following the date of the request. The meeting must comprise at
least two thirds of the membership of the Council of Governors and
at least two thirds of the membership of the Board of Directors. The
meeting will be held in private. The aim of the meeting is to resolve
the conflict. The Chair will have the right to appoint an independent
facilitator to assist the process. Every reasonable effort must be
made to reach agreement.

If a Resolution Meeting of the members of the Council of Governors
and Board of Directors fails to resolve a conflict, the Board of
Directors will decide the disputed matter.

If following the Resolution Meeting and any decision of The Board
of Directors or The Council of Governors considers implementation
of the decision will result in the trust failing to comply with the
constitution or to act in accordance with provision made by or under
Chapter 5 of the 2006 Act. A governor may refer the issue in
accordance with paragraph 19 of the constitution

The right to call a Resolution Meeting rest with the following, in the
Sequence of escalation shown:

(a) The Chair
(b) The Chief Executive

(c) Two thirds or more of The Council of Governors

(d) Two thirds or more of The Board of Directors
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Lancashire Teaching Hospitals INHS \’}7 FoundationTrust

» Network

Model Election 2014

Nowv s

10.
11.
12.
13.
14.
15.
16.
17.
18.

19.
20.
21.

FTN | LTH

CONTESTED ELECTIONS QQL

INTERPRETATION

Interpretation

TIMETABLE FOR ELECTION

Timetable
Computation of time

RETURNING OFFICER

Returning officer
Staff

Expenditure

Duty of co-operation

STAGES COMMON TO CONTESTED AND UNCONTESTED ELECTIONS

Notice of election
Nomination of candidates
Candidate’s particulars ’0‘
Declaration of interests $®
Declaration of eligibility O
Signature of candidate o)
Decisions as to validity of nomination forms QQ/
Publication of statement of nominated candidates &A(,;’)
Inspection of statement of nominated candidates and nomination forms O
Withdrawal of candidates
Method of election

Poll to be taken by ballot %0
The ballot paper Q
The declaration of identity (public and patient constituencies)
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Action to be taken before the poll

22.
23.
24.
25.
26.

The poll

27.
28.
20.
30.
31.
32.
33
34,
35.

List of eligible voters

Notice of poll

Issue of voting information by returning officer
Ballot paper envelope and covering envelope
E-voting systems

Eligibility to vote

Voting by persons who require assistance

Spoilt ballot papers and spoilt text message votes

Lost voting information

Issue of replacement voting information

ID declaration form for replacement ballot papers (public and patient constituencies)
Procedure for remote voting by internet

Procedure for remote voting by telephone

Procedure for remote voting by text message

Procedure for receipt of envelopes, internet votes, telephone vote and text message votes

36.
37.
38.
39.
40.

STV41.
42.

43.

STVv44.
FPP44.
STV45.
STV46.
STv47
STV48.
STV49.
STV50.
STV51.
FPP51.

FTN | LTH

Receipt of voting documents

Validity of votes

Declaration of identity but no ballot (public and patient constituency)
De-duplication of votes

Sealing of packets

COUNTING THE VOTES ‘

Interpretation of Part 6 $®
Arrangements for counting of the votes O

The count (e
Rejected ballot papers and rejected text voting records QQ’
Rejected ballot papers and rejected text voting records &A (,)<’)
First stage O y
The quota
Transfer of votes
Supplementary provisions on transfer (60 ,»Q
Exclusion of candidates O
Filling of last vacancies < ”1,\
Order of election of candidates %O \Q
Equality of votes Q

FINAL PROCEEDINGS IN CONTESTED AND UNCONTESTED ELECTIONS

Model Election | Page 3
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FPP52.
STV52.
53.

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

DISPOSAL OF DOCUMENTS

54,
55.
56.
57.
58.

Sealing up of documents relating to the poll

Delivery of documents

Forwarding of documents received after close of the poll

Retention and public inspection of documents

Application for inspection of certain documents relating to election

DEATH OF A CANDIDATE DURING A CONTESTED ELECTION

FPP59.
STV59.

Expenses

60.
61.
62.

Publicity
63.

64.
65.

66.

67.
68.
69.
70.

FTN | LTH

Countermand or abandonment of poll on death of candidate
Countermand or abandonment of poll on death of candidate

ELECTION EXPENSES AND PUBLICITY

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

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

QUESTIONING ELECTIONS AND IRREGULARITIES ’bo
7
O
Application to question an election &A <’)
S
MISCELLANEOUS Qo0
N
2
Secrecy (60 ,»o)
Prohibition of disclosure of vote \(\Q ’19
Disqualification & ”1,\
Delay in postal service through industrial action or unforeseen QQQ\Q
Q
Model Election | Page 4
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INTERPRETATION

1.1
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Interpretation
In these rules, unless the context otherwise requires:

“2006 Act’ means the National Health Service Act 2006;

“corporation” means the public benefit corporation subject to this constitution;
“council of governors” means the council of governors of the corporation;
“declaration of identity’ has the meaning set outin rule 21.1;

“election” means an election by a constituency, or by a class within a constituency, to fill
a vacancy among one or more posts on the council of governors;

“e-voting’ means voting using either the internet, telephone or text message;
“e-voting information” has the meaning set out in rule 24.2;

“ID declaration form’’ has the meaning set out in Rule 21.1; “internet voting record” has
the meaning set out in rule 26.4(d);

“internet voting system’” means such computer hardware and software, data other
equipment and services as may be provided by the returning officer for the purpose of
enabling voters to cast their votes using the internet;

“lead governor’ means the governor nominated by the corporation to fulfil the role
described in Appendix B to The NHS Foundation Trust Code of Governance (Monitor,
December 2013) or any later version of such code.

“list of eligible voters” means the list referred to in rule 22.1, containing the information

“method of polling’ means a method of casting a vote in a poll, which may be b&{@t{o

internet, text message or telephone; G‘
“Monitor" means the corporate body known as Monitor as provided by seg@%@%of the
2012 Act;

“numerical voting code” has the meaning set outin rule 64.2(b \’1/
“polling website’ has the meaning set out in rule 26.1; $O \
“postal voting information” has the meaning set out in rule 24. p

“telephone short code” means a short telephone number used for the purposes of

Model Election | Page 5
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submitting a vote by text message;

“telephone voting facility’ has the meaning set out in rule 26.2;

“telephone voting record’ has the meaning set out in rule 26.5 (d);

“text message voting facility’ has the meaning set out in rule 26.3;

“text voting record’ has the meaning set out in rule 26.6 (d);

“the telephone voting system” means such telephone voting facility as may be provided
by the returning officer for the purpose of enabling voters to cast their votes by

telephone;

“the text message voting system” means such text messaging voting facility as may be
provided by the returning officer for the purpose of enabling voters to cast their votes by

text message;

“voter ID number’” means a unique, randomly generated numeric identifier allocated to
each voter by the Returning Officer for the purpose of e-voting,

“voting information” means postal voting information and/or e-voting information

Other expressions used in these rules and in Schedule 7 to the NHS Act 2006 have the

same meaning in these rules as in that Schedule.

Model Election | Page 6
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TIMETABLE FOR ELECTIONS
2. Timetable
2.1 The proceedings at an election shall be conducted in accordance with the following
timetable:
Proceeding Time

Not later than the fortieth day before the day

Publication of notice of election of the close of the poll.

Final day for delivery of nomination forms to Not later than the twenty eighth day before
returning officer the day of the close of the poll.

Publication of statement of nominated Not later than the twenty seventh day before
candidates the day of the close of the poll.

Final day for delivery of notices of withdrawals by Not later than twenty fifth day before the day
candidates from election of the close of the poll.

Not later than the fifteenth day before the

Notice of the poll day of the close of the poll.

Close of the poll By 5.00pm on the final day of the election.

3. Computation of time

3.1 In computing any period of time for the purposes of the timetable:

(@)  aSaturday or Sunday; O
(b)  Christmas day, Good Friday, or a bank holiday, or

(c)  adayappointed for public thanksgiving or mourning, &A <9<’)

QD
shall be disregarded, and any such day shall not be treated as a day fort é\\(?)ose of

any proceedings up to the completion of the poll, nor shall the re icer be
obliged to proceed with the counting of votes on such a day. <Q Q\,
3.2 In this rule, “bank holiday” means a day which is a bank hohde}iﬂj@the Banking and
Financial Dealings Act 1971 in England and Wales. % Q\
Q
FIN|LTH  Model Election | Page 7
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RETURNING OFFICER

4.1

4.2

5.1

6.1

7.1

FTN | LTH

Returning Officer

Subject to rule 69, the returning officer for an election is to be appointed by the
corporation.

Where two or more elections are to be held concurrently, the same returning officer may
be appointed for all those elections.

Staff

Subject to rule 69, the returning officer may appoint and pay such staff, including such
technical advisers, as he or she considers necessary for the purposes of the election.

Expenditure
The corporation is to pay the returning officer:

(@) any expenses incurred by that officer in the exercise of his or her functions under
these rules,

(b)  such remuneration and other expenses as the corporation may determine.
Duty of co-operation

The corporation is to co-operate with the returning officer in the exercise of his or her
functions under these rules.

Model Election | Page 8
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STAGES COMMON TO CONTESTED AND UNCONTESTED ELECTIONS

8.1

9.1

9.2

10.

10.1

FTN | LTH

Notice of election

The returning officer is to publish a notice of the election stating:

(a)

(b)

the constituency, or class within a constituency, for which the election is being
held,

the number of members of the council of governors to be elected from that
constituency, or class within that constituency,

the details of any nomination committee that has been established by the
corporation,

the address and times at which nomination forms may be obtained;

the address for return of nomination forms (including, where the return of
nomination forms in an electronic format will be permitted, the e-mail address for
such return) and the date and time by which they must be received by the
returning officer,

the date and time by which any notice of withdrawal must be received by the
returning officer

the contact details of the returning officer

the date and time of the close of the poll in the event of a contest.

Nomination of candidates

Subject to rule 9.2, each candidate must nominate themselves on a single nomination

form.

The returning officer:

(b)

Z
(@) istosupply any member of the corporation with a nomination form, and &A <9<9

is to prepare a nomination form for signature at the request of any meng@ @1
corporation, (\’O

but it is not necessary for a nomination to be on a form supplied by t&)&ex@nng officer
and a nomination can, subject to rule 13, be in an electronic format. Q ’l/

V
Candidate’s particulars $0 \Q

The nomination form must state the candidate’s:

Model Election | Page 9
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(@)  full name,

(b) contact address in full (which should be a postal address although an e-mail
address may also be provided for the purposes of electronic communication), and

(c)  constituency, or class within a constituency, of which the candidate is a member.

11. Declaration of interests
11.1 The nomination form must state:

(@  anyfinancial interest that the candidate has in the corporation, and
(b)  whether the candidate is a member of a political party, and if so, which party,

and if the candidate has no such interests, the paper must include a statement to that

effect.
12. Declaration of eligibility
12.1 The nomination form must include a declaration made by the candidate:

(@)  that he or she is not prevented from being a member of the council of governors
by paragraph 8 of Schedule 7 of the 2006 Act or by any provision of the
constitution; and,

(b)  for a member of the public or patient constituency, of the particulars of his or her
qualification to vote as a member of that constituency, or class within that
constituency, for which the election is being held.

13. Signature of candidate
13.1 The nomination form must be signed and dated by the candidate, in a manner Q:O(
prescribed by the returning officer, indicating that: $
O
(@)  they wish to stand as a candidate, Q}Q

(b)  their declaration of interests as required under rule 11, is true and correct, andA <9<,)

(c)  their declaration of eligibility, as required under rule 12, is true and correcE)\

13.2 Where the return of nomination forms in an electronic format is permitt %turnmg
officer shall specify the particular signature formalities (if any) th@ eed to be
complied with by the candidate. YV

L
- - I O
14. Decisions as to the validity of nomination % \
14.1 Where a nomination form is received by the returning offlcer in accordance with these

rules, the candidate is deemed to stand for election unless and until the returning officer:

FIN|LTH  Model Election | Page 10
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(@) decides that the candidate is not eligible to stand,
(b)  decides that the nomination form is invalid,
(c)  receives satisfactory proof that the candidate has died, or

(d)  receives a written request by the candidate of their withdrawal from candidacy.

14.2 The returning officer is entitled to decide that a nomination form is invalid only on one of
the following grounds:

(@)  that the paper is not received on or before the final time and date for return of
nomination forms, as specified in the notice of the election,

(b)  that the paper does not contain the candidate’s particulars, as required by rule 10;

(c) that the paper does not contain a declaration of the interests of the candidate, as
required by rule 11,

(d)  thatthe paper does notinclude a declaration of eligibility as required by rule 12, or

(e) thatthe paper is not signed and dated by the candidate, if required by rule 13.

14.3 The returning officer is to examine each nomination form as soon as is practicable after
he or she has received it, and decide whether the candidate has been validly nominated.

144 Where the returning officer decides that a nomination is invalid, the returning officer
must endorse this on the nomination form, stating the reasons for their decision.

14.5 The returning officer is to send notice of the decision as to whether a nomination is valid
or invalid to the candidate at the contact address given in the candidate’s nomination .

form. If an e-mail address has been given in the candidate’s nomination form (in ’O(
addition to the candidate’s postal address), the returning officer may send notice of the $®
decision to that address. S
Q§>
15. Publication of statement of candidates Q
N
. — . . . a<§\§;9
15.1 The returning officer is to prepare and publish a statement showing the candm%a}tes %h.
are standing for election. Q tQ
N
15.2 The statement must show: ‘QQ/\'Q
O
(@) the name, contact address (which shall be the candida ft)erl address), and

constituency or class within a constituency of each can @t@ hding, and

(b)  the declared interests of each candidate standing, Qq

as given in their nomination form.

FIN|LTH  Model Election | Page 11
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15.3

154

16.

16.1

16.2

17.

17.1

18.

18.1

18.2

18.3
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The statement must list the candidates standing for election in alphabetical order by
surname.

The returning officer must send a copy of the statement of candidates and copies of the
nomination forms to the corporation as soon as is practicable after publishing the
statement.

Inspection of statement of nominated candidates and nomination forms

The corporation is to make the statement of the candidates and the nomination forms
supplied by the returning officer under rule 15.4 available for inspection by members of
the corporation free of charge at all reasonable times.

If a member of the corporation requests a copy or extract of the statement of candidates
or their nomination forms, the corporation is to provide that member with the copy or
extract free of charge.

Withdrawal of candidates

A candidate may withdraw from election on or before the date and time for withdrawal
by candidates, by providing to the returning officer a written notice of withdrawal which
is signed by the candidate and attested by a witness.

Method of election

If the number of candidates remaining validly nominated for an election after any
withdrawals under these rules is greater than the number of members to be elected to
the council of governors, a poll is to be taken in accordance with Parts 5 and 6 of these
rules.

If the number of candidates remaining validly nominated for an election after any

council of governors, those candidates are to be declared elected in accordance

Part 7 of these rules. S <,)<’)

Oor
If the number of candidates remaining validly nominated for an elec '@@(\@S’er any
withdrawals under these rules is less than the number of members to b@;%&d to be
council of governors, then:
SHo
YOS
(@ the candidates who remain validly nominated are tcs(f)egﬁ%lared elected in
accordance with Part 7 of these rules, and % Q\

(b)  the returning officer is to order a new election to fill any vacancy which remains
unfilled, on a day appointed by him or her in consultation with the corporation.

Model Election | Page 12
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CONTESTED ELECTIONS

19.

19.1

19.2

19.3

194

19.5

20.
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14/54

Poll to be taken by ballot
The votes at the poll must be given by secret ballot.

The votes are to be counted and the result of the poll determined in accordance with
Part 6 of these rules.

The corporation may decide that voters within a constituency or class within a
constituency, may, subject to rule 19.4, cast their votes at the poll using such different
methods of polling in any combination as the corporation may determine.

The corporation may decide that voters within a constituency or class within a
constituency for whom an e-mail address is included in the list of eligible voters may
only cast their votes at the poll using an e-voting method of polling.

Before the corporation decides, in accordance with rule 19.3 that one or more e-voting
methods of polling will be made available for the purposes of the poll, the corporation
must satisfy itself that:

(@) if internet voting is to be a method of polling, the internet voting system to be
used for the purpose of the election is:

(i)  configured in accordance with these rules; and

(i)  will create an accurate internet voting record in respect of any voter who
casts his or her vote using the internet voting system;

(b) if telephone voting to be a method of polling, the telephone voting system to be
used for the purpose of the election is:

(i)  configured in accordance with these rules; and

(i)  will create an accurate telephone voting record in respect of any voter v@'

>

casts his or her vote using the telephone voting system; &A <9<’)

(c)  if text message voting is to be a method of polling, the text message vo%@&é&ﬁw
to be used for the purpose of the election is: \’(} q
0

(i)  configured in accordance with these rules; and

AS) &fb
(ii)  will create an accurate text voting record in respect@}é\\y@ter who casts
SV

his or her vote using the text message voting systeg{‘v

O
The ballot paper O

Model Election | Page 14
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20.1

20.2

20.3

204

21.

21.1
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The ballot of each voter (other than a voter who casts his or her ballot by an e-voting
method of polling) is to consist of a ballot paper with the persons remaining validly
nominated for an election after any withdrawals under these rules, and no others,
inserted in the paper.

Every ballot paper must specify:

(9)

the name of the corporation,

the constituency, or class within a constituency, for which the election is being
held,

the number of members of the council of governors to be elected from that
constituency, or class within that constituency,

the names and other particulars of the candidates standing for election, with the
details and order being the same as in the statement of nominated candidates,

instructions on how to vote by all available methods of polling, including the
relevant voter’s voter ID number if one or more e-voting methods of polling are
available,

if the ballot paper is to be returned by post, the address for its return and the date
and time of the close of the poll, and

the contact details of the returning officer.

Each ballot paper must have a unique identifier.

Each ballot paper must have features incorporated into it to prevent it from being
reproduced.

The declaration of identity (public and patient constituencies)

The corporation shall require each voter who participates in an election for a public or

patient constituency to make a declaration confirming: o
O
(a) that the voter is the person: &A <9
(i) to whom the ballot paper was addressed, and/or (\G\Qb
N
(ii)  to whom the voter ID number contained within the e-v@@(qu ormation
was allocated, Y
QQ},Q
(b) that he or she has not marked or returned any other \@Q ihformation in the
election, and O
o\
(c) the particulars of his or her qualification to vote as a member of the constituency
or class within the constituency for which the election is being held,
Model Election | Page 15
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(“declaration of identity”)

and the corporation shall make such arrangements as it considers appropriate to
facilitate the making and the return of a declaration of identity by each voter, whether
by the completion of a paper form (“ID declaration form”) or the use of an electronic

method.

21.2 The voter must be required to return his or her declaration of identity with his or her
ballot.

213 The voting information shall caution the voter that if the declaration of identity is not

duly returned or is returned without having been made correctly, any vote cast by the
voter may be declared invalid.
Action to be taken before the poll
22, List of eligible voters
22.1 The corporation is to provide the returning officer with a list of the members of the
constituency or class within a constituency for which the election is being held who are
eligible to vote by virtue of rule 27 as soon as is reasonably practicable after the final date
for the delivery of notices of withdrawals by candidates from an election.
22.2 The list is to include, for each member:

(a) a postal address; and,

(b) the member’'s e-mail address, if this has been provided

to which his or her voting information may, subject to rule 22.3, be sent. $®’O(
223 The corporation may decide that the e-voting information is to be sent only by e-mail to O
those members in the list of eligible voters for whom an e-mail address is included in’O
that list.
23. Notice of poll 6\
\’O
23.1 The returning officer is to publish a notice of the poll stating: (ng
<§*C§»
(@)  the name of the corporation,
(b) the constituency, or class within a constituency, for&@f\@,l( election is being
held,

() the number of members of the council of governors to be elected from that
constituency, or class with that constituency,

FIN|LTH  Model Election | Page 16
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24,

24.1

24.2
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(d)  the names, contact addresses, and other particulars of the candidates standing for
election, with the details and order being the same as in the statement of
nominated candidates,

(e)  that the ballot papers for the election are to be issued and returned, if appropriate,
by post,

() the methods of polling by which votes may be cast at the election by voters in a
constituency or class within a constituency, as determined by the corporation in
accordance with rule 19.3,

(g) the address for return of the ballot papers,

(h)  the uniform resource locator (url) where, if internet voting is a method of polling,
the polling website is located;

(i) the telephone number where, if telephone voting is a method of polling, the
telephone voting facility is located,

()  the telephone number or telephone short code where, if text message voting is a
method of polling, the text message voting facility is located,

(k) the date and time of the close of the poll,

() the address and final dates for applications for replacement voting information,
and

(m) the contact details of the returning officer.

Issue of voting information by returning officer

Subject to rule 24.3, as soon as is reasonably practicable on or after the publication of the
notice of the poll, the returning officer is to send the following information by post to
each member of the corporation named in the list of eligible voters:

(@) aballot paper and ballot paper envelope,
(b)  the ID declaration form (if required),

(c) information about each candidate standing for election, pursuant to rule 6

these rules, and &A

(d) acovering envelope; (\G\Qb
N
(“postal voting information”). (60%\9
Q

Subject to rules 24.3 and 24.4, as soon as is reasonably prac@_@a %n or after the
publication of the notice of the poll, the returning officerGy nd the following
information by e-mail and/ or by post to each member of th ration named in the

list of eligible voters whom the corporation determines in accordance with rule 19.3
and/ or rule 19.4 may cast his or her vote by an e-voting method of polling:
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(@) instructions on how to vote and how to make a declaration of identity (if required),
(b)  the voter’s voter ID number,

(c) information about each candidate standing for election, pursuant to rule 64 of

these rules, or details of where this information is readily available on the internet

or available in such other formats as the Returning Officer thinks appropriate, (d)
contact details of the returning officer,

(“e-voting information”).

24.3 The corporation may determine that any member of the corporation shall:

(@) only be sent postal voting information; or
(b) only be sent e-voting information; or

(c)  be sent both postal voting information and e-voting information;
for the purposes of the poll.

244 If the corporation determines, in accordance with rule 22.3, that the e-voting information
is to be sent only by e-mail to those members in the list of eligible voters for whom an e-
mail address is included in that list, then the returning officer shall only send that
information by e-mail.

24.5 The voting information is to be sent to the postal address and/ or e-mail address for each
member, as specified in the list of eligible voters.

25. Ballot paper envelope and covering envelope <
yo)
N
25.1 The ballot paper envelope must have clear instructions to the voter printed on it,
instructing the voter to seal the ballot paper inside the envelope once the ballot paper {\b
has been marked.

25.2 The covering envelope is to have: &A (,j’)
b\
(@)  the address for return of the ballot paper printed onit, and Q\’OQQ
(b)  pre-paid postage for return to that address. Q
<§\C§»
253 There should be clear instructions, either printed on the coverlngffe%@)\ope or elsewhere,
instructing the voter to seal the following documents |n5|d ering envelope and

return it to the returning officer -

(a) the completed ID declaration form if required, and
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(b) the ballot paper envelope, with the ballot paper sealed inside it.

26. E-voting systems

26.1 If internet voting is a method of polling for the relevant election then the returning
officer must provide a website for the purpose of voting over the internet (in these rules
referred to as "the polling website").

26.2 If telephone voting is a method of polling for the relevant election then the returning
officer must provide an automated telephone system for the purpose of voting by the
use of a touch-tone telephone (in these rules referred to as “the telephone voting
facility”).

26.3 If text message voting is a method of polling for the relevant election then the returning
officer must provide an automated text messaging system for the purpose of voting by
text message (in these rules referred to as “the text message voting facility”).

26.4 The returning officer shall ensure that the polling website and internet voting system
provided will:

(@)  require a voter to:
0] enter his or her voter ID number; and

(i)  where the election is for a public or patient constituency, make a declaration
of identity;

in order to be able to cast his or her vote;

(b)  specify:
(i) the name of the corporation, ’O(
(if) the constituency, or class within a constituency, for which the election is $®
being held, (\b
(iii) the number of members of the council of governors to be elected frO@,<>
that constituency, or class within that constituency, &AQ (,)

(iv) the names and other particulars of the candidates standing fora;kec@n,
with the details and order being the same as in the s;ﬁ&egt of
nominated candidates, Qf\ Q

(v) instructions on how to vote and how to make a declarg@?gf%entity,
(vi) the date and time of the close of the poll, and {{9,1/\’1’
(vii)  the contact details of the returning officer; %Oq\g

Q

(c) prevent a voter from voting for more candidates than he or she is entitled to at the
election;
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(d) create a record ("internet voting record") that is stored in the internet voting
system in respect of each vote cast by a voter using the internet that comprises of-

(i) the voter’s voter ID number;
(i)  the voter’s declaration of identity (where required);
(iii)  the candidate or candidates for whom the voter has voted; and

(iv) the date and time of the voter’s vote,

(e) if the voter's vote has been duly cast and recorded, provide the voter with
confirmation of this; and

(f)  prevent any voter from voting after the close of poll.

26.5 The returning officer shall ensure that the telephone voting facility and telephone voting
system provided will:

(@)  require avoter to

0] enter his or her voter ID number in order to be able to cast his or her vote;
and

(i)  where the election is for a public or patient constituency, make a declaration
of identity;

(b)  specify:
(i)  the name of the corporation,

(i)  the constituency, or class within a constituency, for which the election is

being held,
(iii)  the number of members of the council of governors to be elected from that <
constituency, or class within that constituency, ’O(
(iv) instructions on how to vote and how to make a declaration of identity, $®
(v) the date and time of the close of the poll, and ,OQG

(vi) the contact details of the returning officer; QQ/O)
QG

(c)  prevent a voter from voting for more candidates than he or she is entitlec@a @e

election; \fo(\q‘,
(d)  create a record ("telephone voting record") that is stored in the onhe voting
system in respect of each vote cast by a voter using the telep\@%’hat comprises
of: Q Vv
. , L)
(i) the voter’s voter ID number; %O \
O

(i)  the voter’s declaration of identity (where required)?b

(iii) the candidate or candidates for whom the voter has voted; and
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(iv) the date and time of the voter’s vote

(e) if the voter's vote has been duly cast and recorded, provide the voter with
confirmation of this;

(f)  prevent any voter from voting after the close of poll.

26.6 The returning officer shall ensure that the text message voting facility and text messaging
voting system provided will:

(@)  require a voter to:
(i) provide his or her voter ID number; and

(ii)  where the election is for a public or patient constituency, make a declaration
of identity;

in order to be able to cast his or her vote;

(b)  prevent a voter from voting for more candidates than he or she is entitled to at the
election;

(d)  create a record ("text voting record") that is stored in the text messaging voting
system in respect of each vote cast by a voter by text message that comprises of:

(i)  the voter's voter ID number;

(i)  the voter's declaration of identity (where required);

(ii)  the candidate or candidates for whom the voter has voted; and
(iii)  the date and time of the voter’s vote

(e) if the voter's vote has been duly cast and recorded, provide the voter with
confirmation of this;

(f)  prevent any voter from voting after the close of poll. $®’0§

The poll Qb
’0

27. Eligibility to vote
27.1 An individual who becomes a member of the corporation on or before the cl Q}fe

for the receipt of nominations by candidates for the election, is eligible tQ Qm that

election. Q,

Q
<§‘c§’
28. Voting by persons who require assistance \
(‘* Qv

28.1 The returning officer is to put in place arrangements to enals& @\Jests for assistance to

vote to be made.

28.2 Where the returning officer receives a request from a voter who requires assistance to
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29.

29.1

29.2

29.3

294

29.5

29.6

29.7

29.8
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vote, the returning officer is to make such arrangements as he or she considers necessary
to enable that voter to vote.

Spoilt ballot papers and spoilt text message votes

If a voter has dealt with his or her ballot paper in such a manner that it cannot be
accepted as a ballot paper (referred to as a “spoilt ballot paper”), that voter may apply to
the returning officer for a replacement ballot paper.

On receiving an application, the returning officer is to obtain the details of the unique
identifier on the spoilt ballot paper, if he or she can obtain it.

The returning officer may not issue a replacement ballot paper for a spoilt ballot paper
unless he or she:

(@) s satisfied as to the voter’s identity; and

(b)  has ensured that the completed ID declaration form, if required, has not been
returned.

After issuing a replacement ballot paper for a spoilt ballot paper, the returning officer
shall enter in a list (“the list of spoilt ballot papers”):

(@) the name of the voter, and

(b) the details of the unique identifier of the spoilt ballot paper (if that officer was able
to obtain it), and

(c)  the details of the unique identifier of the replacement ballot paper.

_ . , \S
If a voter has dealt with his or her text message vote in such a manner that it cannot be Q/’O
accepted as a vote (referred to as a “spoilt text message vote”), that voter may apply to $
the returning officer for a replacement voter ID number. (\b
()

On receiving an application, the returning officer is to obtain the details of the vot&(@o
number on the spoilt text message vote, if he or she can obtain it. (,)
b\

The returning officer may not issue a replacement voter ID number in resp@ Spoilt
text message vote unless he or she is satisfied as to the voter’s |dent|ty Q} Q

After issuing a replacement voter ID number in respect of a sp0|I sage vote, the
returning officer shall enter in a list (“the list of spoilt text mess%gg ")

QO’\

(@) the name of the voter, and

(b)  the details of the voter ID number on the spoilt text message vote (if that officer
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was able to obtain it), and

(c) the details of the replacement voter ID number issued to the voter.

30. Lost voting information
30.1 Where a voter has not received his or her voting information by the tenth day before the
close of the poll, that voter may apply to the returning officer for replacement voting
information.
30.2 The returning officer may not issue replacement voting information in respect of lost

voting information unless he or she:

(@) s satisfied as to the voter's identity,

(b) has no reason to doubt that the voter did not receive the original voting
information,

(c)  hasensured that no declaration of identity, if required, has been returned.

30.3 After issuing replacement voting information in respect of lost voting information, the
returning officer shall enter in a list (“the list of lost ballot documents”):

(@)  the name of the voter

(b)  the details of the unique identifier of the replacement ballot paper, if applicable,
and

() the voter ID number of the voter.
31. Issue of replacement voting information

<
31.1 If a person applies for replacement voting information under rule 29 or 30 and a @(
declaration of identity has already been received by the returning officer in the name of $®
that voter, the returning officer may not issue replacement voting information unless, in b
addition to the requirements imposed by rule 29.3 or 30.2, he or she is also satisfied that ’OQ
that person has not already voted in the election, notwithstanding the fact tha{\@/
declaration of identity if required has already been received by the returning off(cé(@)

the name of that voter. o
,O(\b.Q
31.2 After issuing replacement voting information under this rule, the return'&fb o@ér shall
enter in a list (“the list of tendered voting information”): (60 \9
A0

NOALS
(@) the name of the voter, {(., q/\

(b) the unique identifier of any replacement ballot paper B&ﬁé@\lgnder this rule;

(c) the voter ID number of the voter.

FIN|LTH  Model Election | Page 23

23/54 205/270



24/54

Lancashire Teaching Hospitals

WM %2 Foundation Trust

Network

32.

321

ID declaration form for replacement ballot papers (public and patient
constituencies)

In respect of an election for a public or patient constituency an ID declaration form must
be issued with each replacement ballot paper requiring the voter to make a declaration
of identity.

Polling by internet, telephone or text

33.

33.1

33.2

333

334

335

34.

34.1

34.2

34.3

344

34.5

FTN | LTH

Procedure for remote voting by internet

To cast his or her vote using the internet, a voter will need to gain access to the polling
website by keying in the url of the polling website provided in the voting information.

When prompted to do so, the voter will need to enter his or her voter ID number.

If the internet voting system authenticates the voter ID number, the system will give the
voter access to the polling website for the election in which the voter is eligible to vote.

To cast his or her vote, the voter will need to key in a mark on the screen opposite the
particulars of the candidate or candidates for whom he or she wishes to cast his or her
vote.

The voter will not be able to access the internet voting system for an election once his or
her vote at that election has been cast.

Voting procedure for remote voting by telephone
To cast his or her vote by telephone, the voter will need to gain access to the telephone

voting facility by calling the designated telephone number provided in the voter
information using a telephone with a touch-tone keypad.

O

. . AN
When prompted to do so, the voter will need to enter his or her voter ID number usm&’b

the keypad.

If the telephone voting facility authenticates the voter ID number, the vot@v&@e
prompted to vote in the election. \Q) q
0

When prompted to do so the voter may then cast his or her vo ’Kce?/ing in the
numerical voting code of the candidate or candidates, for who,@\h she wishes to
S

vote.

SO
The voter will not be able to access the telephone voting faciI@ or an election once his
or her vote at that election has been cast.
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35.

35.1

35.2

353

Voting procedure for remote voting by text message

To cast his or her vote by text message the voter will need to gain access to the text
message voting facility by sending a text message to the designated telephone number
or telephone short code provided in the voter information.

The text message sent by the voter must contain his or her voter ID number and the
numerical voting code for the candidate or candidates, for whom he or she wishes to
vote.

The text message sent by the voter will need to be structured in accordance with the
instructions on how to vote contained in the voter information, otherwise the vote will
not be cast.

Procedure for receipt of envelopes, internet votes, telephone votes and text message votes

36.

36.1

36.2

36.3

37.

37.1

37.2

FTN | LTH
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Receipt of voting documents

Where the returning officer receives:
(@) acovering envelope, or

(b)  any other envelope containing an ID declaration form if required, a ballot paper
envelope, or a ballot paper,

before the close of the poll, that officer is to open it as soon as is practicable; and rules 37
and 38 are to apply.

The returning officer may open any covering envelope or any ballot paper envelope for
the purposes of rules 37 and 38, but must make arrangements to ensure that no person
obtains or communicates information as to:

(@) the candidate for whom a voter has voted, or

(b)  the unique identifier on a ballot paper.

The returning officer must make arrangements to ensure the safety and security ofﬂ$e<0

ballot papers and other documents.
O b
Validity of votes ’()(\ O
S
A ballot paper shall not be taken to be duly returned unless the ing officer is
satisfied that it has been received by the returning officer befo se of the poll,
with an ID declaration form if required that has been correctg\ @b ted, signed and
dated.
C)

Where the returning officer is satisfied that rule 37.1 has been fulfilled, he or she is to:
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(a) put the ID declaration form if required in a separate packet, and

(b) put the ballot paper aside for counting after the close of the poll.
37.3 Where the returning officer is not satisfied that rule 37.1 has been fulfilled, he or she is to:

(@)  mark the ballot paper “disqualified”,

(b) if there is an ID declaration form accompanying the ballot paper, mark it
“disqualified” and attach it to the ballot paper,

(c)  record the unique identifier on the ballot paper in a list of disqualified documents
(the “list of disqualified documents”); and

(d) place the document or documents in a separate packet.

374 An internet, telephone or text message vote shall not be taken to be duly returned
unless the returning officer is satisfied that the internet voting record, telephone voting
record or text voting record (as applicable) has been received by the returning officer
before the close of the poll, with a declaration of identity if required that has been
correctly made.

37.5 Where the returning officer is satisfied that rule 37.4 has been fulfilled, he or she is to put
the internet voting record, telephone voting record or text voting record (as applicable)
aside for counting after the close of the poll.

376 Where the returning officer is not satisfied that rule 37.4 has been fulfilled, he or she is to:

(@)  mark the internet voting record, telephone voting record or text voting record (as
applicable) “disqualified”,

(b)  record the voter ID number on the internet voting record, telephone voting record {
or text voting record (as applicable) in the list of disqualified documents; and $®’0
()  place the document or documents in a separate packet. >
Q
()

38. Declaration of identity but no ballot paper (public and patient constituency)’ QQ/
38.1 Where the returning officer receives an ID declaration form if required but 80\ b@o

paper, the returning officer is to: QO Q

N
(@)  mark the ID declaration form “disqualified”, \QQ'\'Q

(b)  record the name of the voter in the list of disqualified do n(&wdicating that
a declaration of identity was received from the voter Wit%@@t&’qﬁ lot paper, and

(c) place the ID declaration form in a separate packet. ng

' It should not be possible, technically, to make a declaration of identity electronically without also submitting a vote.
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39.

39.1

39.2

39.3

394

40.

40.1
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De-duplication of votes

Where different methods of polling are being used in an election, the returning officer
shall examine all votes cast to ascertain if a voter ID number has been used more than
once to cast a vote in the election.

If the returning officer ascertains that a voter ID number has been used more than once
to cast a vote in the election he or she shall:

(@)  onlyaccept as duly returned the first vote received that was cast using the relevant
voter ID number; and

(b)  mark as “disqualified” all other votes that were cast using the relevant voter ID
number
Where a ballot paper is disqualified under this rule the returning officer shall:

(@)  mark the ballot paper “disqualified”,

(b) if there is an ID declaration form accompanying the ballot paper, mark it
“disqualified” and attach it to the ballot paper,

(c)  record the unique identifier and the voter ID number on the ballot paper in the list
of disqualified documents;

(d) place the document or documents in a separate packet; and

(e) disregard the ballot paper when counting the votes in accordance with these
rules.

Where an internet voting record, telephone voting record or text voting record is
disqualified under this rule the returning officer shall:

(@)  mark the internet voting record, telephone voting record or text voting record (as

(b)  record the voter ID number on the internet voting record, telephone voting record,
or text voting record (as applicable) in the list of disqualified documents; &A <9<9

(c)  place the internet voting record, telephone voting record or text voting tas
applicable) in a separate packet, and

\’O
(d)  disregard the internet voting record, telephone voting record orte@\@t%g record
(as applicable) when counting the votes in accordance with thsée\

$O \Qq/
As soon as is possible after the close of the poll and after’the completion of the
procedure under rules 37 and 38, the returning officer is to seal the packets containing:

Sealing of packets
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(@) the disqualified documents, together with the list of disqualified documents inside

it,

(b)  the ID declaration forms, if required,

(c)  thelist of spoilt ballot papers and the list of spoilt text message votes,

(d)  thelist of lost ballot documents,
(e) thelist of eligible voters, and

f) the list of tendered voting information

and ensure that complete electronic copies of the internet voting records, telephone
voting records and text voting records created in accordance with rule 26 are held in a

device suitable for the purpose of storage.
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COUNTING THE VOTES

STV41.

STV41.1

FTN | LTH

Interpretation of Part 6
In Part 6 of these rules:

“ballot document’ means a ballot paper, internet voting record, telephone voting record
or text voting record.

“continuing candidate’ means any candidate not deemed to be elected, and not
excluded,

“count’ means all the operations involved in counting of the first preferences recorded
for candidates, the transfer of the surpluses of elected candidates, and the transfer of the
votes of the excluded candidates,

“deemed to be elected’ means deemed to be elected for the purposes of counting of
votes but without prejudice to the declaration of the result of the poll,

“mark’ means a figure, an identifiable written word, or a mark such as “X”,

“non-transferable vote’ means a ballot document:

(@) on which no second or subsequent preference is recorded for a continuing
candidate,

or

(b)  which is excluded by the returning officer under rule STV49,
“preference’ as used in the following contexts has the meaning assigned below:

(@)  “first preference” means the figure “1” or any mark or word which clearly indicates
a first (or only) preference,

(b)  “next available preference” means a preference which is the second, or agh
may be, subsequent preference recorded in consecutive order for @% ing
candidate (any candidate who is deemed to be elected or is exgu ereby
being ignored); and @

(c) in this context, a “second preference” is shown by the f@q},}or any mark or
word which clearly indicates a second preference, ar@ P\Qﬁ preference by the
figure “3” or any mark or word which clearly indicates &3hird preference, and so
on,
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“quotd’ means the number calculated in accordance with rule STV46,

“surplus” means the number of votes by which the total number of votes for any
candidate (whether first preference or transferred votes, or a combination of both)
exceeds the quota; but references in these rules to the transfer of the surplus means the
transfer (at a transfer value) of all transferable ballot documents from the candidate who
has the surplus,

“stage of the count’ means:

(a) the determination of the first preference vote of each candidate,
(b) the transfer of a surplus of a candidate deemed to be elected, or
() the exclusion of one or more candidates at any given time,

“transferable vote’ means a ballot document on which, following a first preference, a
second or subsequent preference is recorded in consecutive numerical order for a
continuing candidate,

“transferred vote' means a vote derived from a ballot document on which a second or
subsequent preference is recorded for the candidate to whom that ballot document has

been transferred, and

“transfer value' means the value of a transferred vote calculated in accordance with rules

STV47.4 or STVA47.7.
42, Arrangements for counting of the votes
42.1 The returning officer is to make arrangements for counting the votes as soon as is

practicable after the close of the poll.

. , . \S
42.2 The returning officer may make arrangements for any votes to be counted using vote Q/’O
counting software where: $

(@) the board of directors and the council of governors of the corporation have 0
approved:

N
. . e A D
(i) the use of such software for the purpose of counting votes in thg%' @n
election, and Q7.0
NN
0
A\9)

(b) the corporation and the returning officer are satisfied that the @@uch software

(i) a policy governing the use of such software, and

will produce an accurate result. ,{5\0 \’1/
LY
o\
43, The count Q
43.1 The returning officer is to:
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(@) countand record the number of:
(iii) ballot papers that have been returned; and

(iv) the number of internet voting records, telephone voting records and/or
text voting records that have been created, and

(b)  count the votes according to the provisions in this Part of the rules and/or the
provisions of any policy approved pursuant to rule 42.2(ii) where vote counting
software is being used.

43.2 The returning officer, while counting and recording the number of ballot papers,
internet voting records, telephone voting records and/or text voting records and
counting the votes, must make arrangements to ensure that no person obtains or
communicates information as to the unique identifier on a ballot paper or the voter ID
number on an internet voting record, telephone voting record or text voting record.

433 The returning officer is to proceed continuously with counting the votes as far as is
practicable.

STV44, Rejected ballot papers and rejected text voting records

STv44.1 Any ballot paper:

(@)  which does not bear the features that have been incorporated into the other ballot
papers to prevent them from being reproduced,

(b)  on which the figure “1” standing alone is not placed so as to indicate a first
preference for any candidate,

() on which anything is written or marked by which the voter can be identified
except the unique identifier, or

(d)  whichis unmarked or rejected because of uncertainty, G

shall be rejected and not counted, but the ballot paper shall not be rejected by reas@

only of carrying the words “one”, “two”, “three” and so on, or any other mark inste é)
figure if, in the opinion of the returning officer, the word or mark clearly i %
preference or preferences.

\’<> 0)

STV44.2 The returning officer is to endorse the word “rejected” on any ballot p@%r%hlch under
this rule is not to be counted. \'
\’1/
’1/

STv44.3 Any text voting record: $O \Q

(@) on which the figure “1” standing alone is not pIaced so as to indicate a first
preference for any candidate,
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STV44.5
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(b)  on which anything is written or marked by which the voter can be identified
except the unique identifier, or

()  whichis unmarked or rejected because of uncertainty,

shall be rejected and not counted, but the text voting record shall not be rejected by
reason only of carrying the words “one”, “two”, “three” and so on, or any other mark
instead of a figure if, in the opinion of the returning officer, the word or mark clearly

indicates a preference or preferences.

The returning officer is to endorse the word “rejected” on any text voting record which
under this rule is not to be counted.

The returning officer is to draw up a statement showing the number of ballot papers
rejected by him or her under each of the subparagraphs (a) to (d) of rule STV44.1 and the
number of text voting records rejected by him or her under each of the sub-paragraphs
(a) to (c) of rule STV44.3.
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FPP44.1

FPP44.2

FPP44.3

FPP44.4

FPP44.5
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Rejected ballot papers and rejected text voting records
Any ballot paper:

(@)  which does not bear the features that have been incorporated into the other ballot
papers to prevent them from being reproduced,

(b)  onwhich votes are given for more candidates than the voter is entitled to vote,

() on which anything is written or marked by which the voter can be identified
except the unique identifier, or

(d)  whichis unmarked or rejected because of uncertainty,
shall, subject to rules FPP44.2 and FPP44.3, be rejected and not counted.

Where the voter is entitled to vote for more than one candidate, a ballot paper is not to
be rejected because of uncertainty in respect of any vote where no uncertainty arises,
and that vote is to be counted.

A ballot paper on which a vote is marked:

(@) elsewhere than in the proper place,
(b)  otherwise than by means of a clear mark,

() by more than one mark,

is not to be rejected for such reason (either wholly or in respect of that vote) if an
intention that the vote shall be for one or other of the candidates clearly appears, and
the way the paper is marked does not itself identify the voter and it is not shown that he
or she can be identified by it.

The returning officer is to:

(@) endorse the word “rejected” on any ballot paper which under this rule is not to bé,o

counted, and Q
X\

(b)  inthe case of a ballot paper on which any vote is counted under rules FP 4{13@6@
FPP 44.3, endorse the words “rejected in part” on the ballot paper aga-indicate
which vote or votes have been counted. Q\ Qq ’

<

A
The returning officer is to draw up a statement showing the numt\)ﬁlol/@ected ballot
papers under the following headings: {{9

W
O
(@)  does not bear proper features that have been incorpo&@m the ballot paper,

(b)  voting for more candidates than the voter is entitled to,
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FPP44.7

FPP448

FPP44.9

FPP44.10
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(c)  writing or mark by which voter could be identified, and

(d)  unmarked or rejected because of uncertainty,

and, where applicable, each heading must record the number of ballot papers rejected in
part.
Any text voting record:

(@)  onwhich votes are given for more candidates than the voter is entitled to vote,

(b)  on which anything is written or marked by which the voter can be identified
except the voter ID number, or

() whichis unmarked or rejected because of uncertainty,

shall, subject to rules FPP44.7 and FPP44.8, be rejected and not counted.

Where the voter is entitled to vote for more than one candidate, a text voting record is
not to be rejected because of uncertainty in respect of any vote where no uncertainty
arises, and that vote is to be counted.

A text voting record on which a vote is marked:

(@)  otherwise than by means of a clear mark,

(b) by more than one mark,

is not to be rejected for such reason (either wholly or in respect of that vote) if an
intention that the vote shall be for one or other of the candidates clearly appears, and
the way the text voting record is marked does not itself identify the voter and it is not
shown that he or she can be identified by it.

The returning officer is to:

(@) endorse the word “rejected” on any text voting record which under this rule is not
to be counted, and Q/

(b) in the case of a text voting record on which any vote is counted unde’f\ﬁlégf)

FPP44.7 and FPP 44.8, endorse the words “rejected in part” on the 2@ é@n’g
record and indicate which vote or votes have been counted. \’() O
0

The returning officer is to draw up a statement showing the num@ &f\%ected text
voting records under the following headings: \’],

(@)  voting for more candidates than the voter is entitled t& q\
(b)  writing or mark by which voter could be identified, and

() unmarked or rejected because of uncertainty,
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STV45.

STV45.1

STv45.2

STv45.3

STV46.

STV46.1

STV46.2

STV46.3

STV47.

STV47.1

STV47.2

STV47.3
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and, where applicable, each heading must record the number of text voting records
rejected in part.

First stage

The returning officer is to sort the ballot documents into parcels according to the
candidates for whom the first preference votes are given.

The returning officer is to then count the number of first preference votes given on
ballot documents for each candidate, and is to record those numbers.

The returning officer is to also ascertain and record the number of valid ballot
documents.

The quota

The returning officer is to divide the number of valid ballot documents by a number
exceeding by one the number of members to be elected.

The result, increased by one, of the division under rule STV46.1 (any fraction being
disregarded) shall be the number of votes sufficient to secure the election of a candidate
(in these rules referred to as “the quota”).

At any stage of the count a candidate whose total votes equals or exceeds the quota
shall be deemed to be elected, except that any election where there is only one vacancy
a candidate shall not be deemed to be elected until the procedure set out in rules
STV47.1 to STV47.3 has been complied with.

<
\S
Transfer of votes $®’O
Where the number of first preference votes for any candidate exceeds the quota, the O
returning officer is to sort all the ballot documents on which first preference votes are 0
given for that candidate into sub- parcels so that they are grouped: AQO)

-

(@) according to next available preference given on those ballot documen@ﬂ&ﬁy
continuing candidate, or (\Q} q
(b)  where no such preference is given, as the sub-parcel of non—trans@%bigvgotes.
U o@q?
The returning officer is to count the number of ballot document{‘ﬁ}ﬁﬁg parcel referred
toin rule STV47.1. o( Q
O\

The returning officer is, in accordance with this rule and rule STV48, to transfer each sub-
parcel of ballot documents referred to in rule STV47.1(a) to the candidate for whom the
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next available preference is given on those ballot documents.

The vote on each ballot document transferred under rule STV47.3 shall be at a value (“the
transfer value”) which:

(@)  reduces the value of each vote transferred so that the total value of all such votes
does not exceed the surplus, and

(b) is calculated by dividing the surplus of the candidate from whom the votes are
being transferred by the total number of the ballot documents on which those
votes are given, the calculation being made to two decimal places (ignoring the
remainder if any).

Where at the end of any stage of the count involving the transfer of ballot documents,
the number of votes for any candidate exceeds the quota, the returning officer is to sort
the ballot documents in the sub-parcel of transferred votes which was last received by
that candidate into separate sub-parcels so that they are grouped:

(@) according to the next available preference given on those ballot documents for
any continuing candidate, or

(b)  where no such preference is given, as the sub-parcel of non-transferable votes.

The returning officer is, in accordance with this rule and rule STV48, to transfer each sub-
parcel of ballot documents referred to in rule STV47.5(a) to the candidate for whom the
next available preference is given on those ballot documents.

The vote on each ballot document transferred under rule STV47.6 shall be at:

(@) atransfer value calculated as set out in rule STV47.4(b), or

(b)  atthe value at which that vote was received by the candidate from whom it is now
being transferred,

whichever is the less.

Each transfer of a surplus constitutes a stage in the count. .
O

Subject to rule STV47.10, the returning officer shall proceed to transf%(&gS??erable
ballot documents until no candidate who is deemed to be elected has aéﬁw@y r all the
vacancies have been filled. (Q Q\'

O \V
Transferable ballot documents shall not be liable to be transf@é@ﬁre any surplus or
surpluses which, at a particular stage of the count, have n§g}; dy been transferred,
are:

(@) less than the difference between the total vote then credited to the continuing
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candidate with the lowest recorded vote and the vote of the candidate with the
next lowest recorded vote, or

(b) less than the difference between the total votes of the two or more continuing
candidates, credited at that stage of the count with the lowest recorded total
numbers of votes and the candidate next above such candidates.

STV47.11 This rule does not apply at an election where there is only one vacancy.

STV48. Supplementary provisions on transfer

STV48.1 If, at any stage of the count, two or more candidates have surpluses, the transferable
ballot documents of the candidate with the highest surplus shall be transferred first, and
if:

(@)  The surpluses determined in respect of two or more candidates are equal, the
transferable ballot documents of the candidate who had the highest recorded
vote at the earliest preceding stage at which they had unequal votes shall be
transferred first, and

(b)  the votes credited to two or more candidates were equal at all stages of the count,
the returning officer shall decide between those candidates by lot, and the
transferable ballot documents of the candidate on whom the lot falls shall be
transferred first.

STV48.2 The returning officer shall, on each transfer of transferable ballot documents under rule

STV47:

(@)  record the total value of the votes transferred to each candidate,

(b) add that value to the previous total of votes recorded for each candidate and

record the new total, ’O(

(c)  record as non-transferable votes the difference between the surplus and the total 4
transfer value of the transferred votes and add that difference to the previously &,
recorded total of non-transferable votes, and >

<
(d) compare: Q
10
Sethe?

(i)  the total number of votes then recorded for all of the candidates,g)o\g e

with the total number of non-transferable votes, with ’O(\ Q
N e O\ :
(i)  therecorded total of valid first preference votes. Q} Qq
AS) ,\9
STV48.3 All ballot documents transferred under rule STV47 or STV49 s early marked,
either individually or as a sub-parcel, so as to indicate the transfe recorded at that
time to each vote on that ballot document or, as the @%@\ be, all the ballot
documents in that sub-parcel. Q
STV48.4 Where a ballot document is so marked that it is unclear to the returning officer at any
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stage of the count under rule STV47 or STV49 for which candidate the next preference is
recorded, the returning officer shall treat any vote on that ballot document as a non-
transferable vote; and votes on a ballot document shall be so treated where, for
example, the names of two or more candidates (whether continuing candidates or not)
are so marked that, in the opinion of the returning officer, the same order of preference
is indicated or the numerical sequence is broken.

Exclusion of candidates
If:

(@) all transferable ballot documents which under the provisions of rule STV47
(including that rule as applied by rule STV49.11) and this rule are required to be
transferred, have been transferred, and

(b)  subject to rule STV50, one or more vacancies remain to be filled,

the returning officer shall exclude from the election at that stage the candidate with the
then lowest vote (or, where rule STV49.12 applies, the candidates with the then lowest
votes).

The returning officer shall sort all the ballot documents on which first preference votes
are given for the candidate or candidates excluded under rule STV49.1 into two sub-
parcels so that they are grouped as:

(@)  ballot documents on which a next available preference is given, and

(b)  ballot documents on which no such preference is given (thereby including ballot
documents on which preferences are given only for candidates who are deemed
to be elected or are excluded).

The returning officer shall, in accordance with this rule and rule STV48, transfer each sub-

parcel of ballot documents referred to in rule STV49.2 to the candidate for whom the

next available preference is given on those ballot documents.

The exclusion of a candidate, or of two or more candidates together, constitutes a furtbgr
stage of the count. &A (,)

If, subject to rule STV50, one or more vacancies still remain to be filled, t |ng
officer shall then sort the transferable ballot documents, if any, w }1 %\% been
transferred to any candidate excluded under rule STV49.1 into sub- p&&l& cording to
their transfer value.

The returning officer shall transfer those ballot docu the sub-parcel of
transferable ballot documents with the highest transfer %%e to the continuing
candidates in accordance with the next available preferences given on those ballot
documents (thereby passing over candidates who are deemed to be elected or are
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excluded).

The vote on each transferable ballot document transferred under rule STV49.6 shall be at
the value at which that vote was received by the candidate excluded under rule STV49.1.

Any ballot documents on which no next available preferences have been expressed shall
be set aside as non-transferable votes.

After the returning officer has completed the transfer of the ballot documents in the sub-
parcel of ballot documents with the highest transfer value he or she shall proceed to
transfer in the same way the sub-parcel of ballot documents with the next highest value
and so on until he has dealt with each sub-parcel of a candidate excluded under rule
STV49.1.

The returning officer shall after each stage of the count completed under this rule:

(@)  record:
(i) the total value of votes, or
(ii)  the total transfer value of votes transferred to each candidate,

(b) add that total to the previous total of votes recorded for each candidate and
record the new total,

(c)  record the value of non-transferable votes and add that value to the previous non-
transferable votes total, and

(d) compare:

(i)  the total number of votes then recorded for each candidate together with
the total number of non-transferable votes, with

(ii)  the recorded total of valid first preference votes.

If after a transfer of votes under any provision of this rule, a candidate has a surplus, that
surplus shall be dealt with in accordance with rules STV47.5 to STV47.10 and rule STV48.

Where the total of the votes of the two or more lowest candidates, together W&% <9

surpluses not transferred, is less than the number of votes credited to the ne@ %@St
candidate, the returning officer shall in one operation exclude such ¢ @; ore
<\
candidates.
I 0

If when a candidate has to be excluded under this rule, two or. i@ndldates each
have the same number of votes and are lowest: Q’],

(@) regard shall be had to the total number of votes credit@qto those candidates at

the earliest stage of the count at which they had an unequal number of votes and
the candidate with the lowest number of votes at that stage shall be excluded, and
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(b)  where the number of votes credited to those candidates was equal at all stages,
the returning officer shall decide between the candidates by lot and the candidate
on whom the lot falls shall be excluded.

Filling of last vacancies

Where the number of continuing candidates is equal to the number of vacancies
remaining unfilled the continuing candidates shall thereupon be deemed to be elected.

Where only one vacancy remains unfilled and the votes of any one continuing candidate
are equal to or greater than the total of votes credited to other continuing candidates
together with any surplus not transferred, the candidate shall thereupon be deemed to
be elected.

Where the last vacancies can be filled under this rule, no further transfer of votes shall be
made.

Order of election of candidates

The order in which candidates whose votes equal or exceed the quota are deemed to be
elected shall be the order in which their respective surpluses were transferred, or would
have been transferred but for rule STV47.10.

A candidate credited with a number of votes equal to, and not greater than, the quota
shall, for the purposes of this rule, be regarded as having had the smallest surplus at the
stage of the count at which he obtained the quota.

Where the surpluses of two or more candidates are equal and are not required to be
transferred, regard shall be had to the total number of votes credited to such candidates
at the earliest stage of the count at which they had an unequal number of votes and the
surplus of the candidate who had the greatest number of votes at that stage shall be
deemed to be the largest.

Where the number of votes credited to two or more candidates were equal at all st qg{

of the count, the returning officer shall decide between them by lot and the car‘fﬁj <9

on whom the lot falls shall be deemed to have been elected first. Q}\

(\’ogo)

Where, after the counting of votes is completed, an equality of Q)é\gound to exist
between any candidates and the addition of a vote wou §ﬁ’p\le any of those
candidates to be declared elected, the returning offlcer ide between those
candidates by a lot, and proceed as if the candidate on whon@i\lot falls had received
an additional vote.
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Declaration of result for contested elections

In a contested election, when the result of the poll has been ascertained, the returning
officer is to:

(@) declare the candidate or candidates whom more votes have been given than for
the other candidates, up to the number of vacancies to be filled on the council of
governors from the constituency, or class within a constituency, for which the
election is being held to be elected,

(b)  give notice of the name of each candidate who he or she has declared elected:

(i)  where the election is held under a proposed constitution pursuant to
powers conferred on the [insert name] NHS Trust by section 33(4) of the
2006 Act, to the chairman of the NHS Trust, or

(ii)  inany other case, to the chairman of the corporation; and

(c)  give public notice of the name of each candidate whom he or she has declared
elected.

The returning officer is to make:

(@)  the total number of votes given for each candidate (whether elected or not), and
(b)  the number of rejected ballot papers under each of the headings in rule FPP44.5,

() the number of rejected text voting records under each of the headings in rule
FPP44.10,

available on request.

Q
Declaration of result for contested elections Q,,O
N2
In a contested election, when the result of the poll has been ascertained, the retﬁrﬁ‘r{g
officer is to: o
O

NN
(@)  declare the candidates who are deemed to be elected under Par @%t%se rules
as elected, é\ Q\'

O
(b)  give notice of the name of each candidate who he or she h@%ﬁé\a ed elected -

(i)  where the election is held under a propose@@ gtution pursuant to
powers conferred on the [insert name] NHS Tru$OBy section 33(4) of the
2006 Act, to the chairman of the NHS Trust, or
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()

(i) inany other case, to the chairman of the corporation, and

give public notice of the name of each candidate who he or she has declared
elected.

The returning officer is to make:

the number of first preference votes for each candidate whether elected or not,
any transfer of votes,

the total number of votes for each candidate at each stage of the count at which
such transfer took place,

the order in which the successful candidates were elected, and
the number of rejected ballot papers under each of the headings in rule STV44.1,

the number of rejected text voting records under each of the headings in rule
STV44.3,

available on request.

Declaration of result for uncontested elections

In an uncontested election, the returning officer is to as soon as is practicable after final
day for the delivery of notices of withdrawals by candidates from the election:

(a)

(b)

Model Election

declare the candidate or candidates remaining validly nominated to be elected,

give notice of the name of each candidate who he or she has declared elected to
the chairman of the corporation, and

give public notice of the name of each candidate who he or she has declared
elected.
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DISPOSAL OF DOCUMENTS

54, Sealing up of documents relating to the poll

54.1 On completion of the counting at a contested election, the returning officer is to seal up
the following documents in separate packets:

(@)  the counted ballot papers, internet voting records, telephone voting records and
text voting records,

(b)  the ballot papers and text voting records endorsed with “rejected in part”,
(c)  therejected ballot papers and text voting records, and

(d)  the statement of rejected ballot papers and the statement of rejected text voting
records,

and ensure that complete electronic copies of the internet voting records, telephone
voting records and text voting records created in accordance with rule 26 are held in a
device suitable for the purpose of storage.

542 The returning officer must not open the sealed packets of:

(@)  the disqualified documents, with the list of disqualified documents inside it,
(b)  the list of spoilt ballot papers and the list of spoilt text message votes,
(c)  thelist of lost ballot documents, and

(d) thelist of eligible voters,

\S
or access the complete electronic copies of the internet voting records, telephone voting Q/’O
records and text voting records created in accordance with rule 26 and held in a device $
suitable for the purpose of storage. (\b

’0
543 The returning officer must endorse on each packet a description of:

(@) its contents, b\
(b)  the date of the publication of notice of the election, (\@QQ

(c)  the name of the corporation to which the election relates, and <60 \9
(d)  the constituency, or class within a constituency, to which ttgs‘é?e\qon relates.

%0 o

55. Delivery of documents

55.1 Once the documents relating to the poll have been sealed up and endorsed pursuant to
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rule 56, the returning officer is to forward them to the chair of the corporation.
Forwarding of documents received after close of the poll
Where:

(@) any voting documents are received by the returning officer after the close of the
poll, or

(b) any envelopes addressed to eligible voters are returned as undelivered too late to
be resent, or

(c)  any applications for replacement voting information are made too late to enable
new voting information to be issued,

the returning officer is to put them in a separate packet, seal it up, and endorse and
forward it to the chairman of the corporation.

Retention and public inspection of documents

The corporation is to retain the documents relating to an election that are forwarded to
the chair by the returning officer under these rules for one year, and then, unless
otherwise directed by the board of directors of the corporation, cause them to be
destroyed.

With the exception of the documents listed in rule 58.1, the documents relating to an
election that are held by the corporation shall be available for inspection by members of
the public at all reasonable times.

A person may request a copy or extract from the documents relating to an election that
are held by the corporation, and the corporation is to provide it, and may impose a

reasonable charge for doing so.

Application for inspection of certain documents relating to an election

The corporation may not allow: &A (,j’)

b\

(@) theinspection of, or the opening of any sealed packet containing - \fb(\
(i) any rejected ballot papers, including ballot papers reJecth)% @9
(i) any rejected text voting records, including text VOtI%&Q@’E'S rejected in

part, rl/

(iii) any disqualified documents, or the list ofdlsqlﬁg ocuments,

(iv) any counted ballot papers, internet voting records, telephone voting
records or text voting records, or
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(V) the list of eligible voters, or

(b)  access to or the inspection of the complete electronic copies of the internet voting
records, telephone voting records and text voting records created in accordance
with rule 26 and held in a device suitable for the purpose of storage,

by any person without the consent of the board of directors of the corporation.

58.2 A person may apply to the board of directors of the corporation to inspect any of the
documents listed in rule 58.1, and the board of directors of the corporation may only
consent to such inspection if it is satisfied that it is necessary for the purpose of
questioning an election pursuant to Part 11.

58.3 The board of directors of the corporation’s consent may be on any terms or conditions
that it thinks necessary, including conditions as to —

(a) persons,

(b) time,

(c) place and mode of inspection,
(d) production or opening,

and the corporation must only make the documents available for inspection in
accordance with those terms and conditions.

584 On an application to inspect any of the documents listed in rule 58.1 the board of
directors of the corporation must:

(@) ingivingits consent, and ‘
(b)  in making the documents available for inspection ,0(

&Q/

ensure that the way in which the vote of any particular member has been given shall not >

be disclosed, until it has been established - ,O(\
QQ/
(i)  that his or her vote was given, and &A (,)
(i)  that Monitor has declared that the vote was invalid. b\Qb‘.
B0
0
ALY
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Countermand or abandonment of poll on death of candidate

If at a contested election, proof is given to the returning officer’s satisfaction before the
result of the election is declared that one of the persons named or to be named as a
candidate has died, then the returning officer is to:

(@) countermand notice of the poll, or, if voting information has been issued, direct
that the poll be abandoned within that constituency or class, and

(b)  order a new election, on a date to be appointed by him or her in consultation with
the corporation, within the period of 40 days, computed in accordance with rule 3
of these rules, beginning with the day that the poll was countermanded or
abandoned.

Where a new election is ordered under rule FPP59.1, no fresh nomination is necessary for
any candidate who was validly nominated for the election where the poll was
countermanded or abandoned but further candidates shall be invited for that
constituency or class.

Where a poll is abandoned under rule FPP59.1(a), rules FPP59.4 to FPP59.7 are to apply.

The returning officer shall not take any step or further step to open envelopes or deal
with their contents in accordance with rules 38 and 39, and is to make up separate
sealed packets in accordance with rule 40.

The returning officer is to:

(@) count and record the number of ballot papers, internet voting records, telephone
voting records and text voting records that have been received,

(b)  seal up the ballot papers, internet voting records, telephone voting records angd,

papers, internet voting records, telephone voting records and text votin&r\

and O,
L
ensure that complete electronic copies of the internet voting records@@@one voting
records and text voting records created in accordance with rule 260&&\9 {gld in a device
suitable for the purpose of storage. ,{9,1/\’1/
§O< \Q
The returning officer is to endorse on each packet a descripti r@

(@) its contents,
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(b)  the date of the publication of notice of the election,
(c)  the name of the corporation to which the election relates, and

(d) the constituency, or class within a constituency, to which the election relates.

FPP59.7 Once the documents relating to the poll have been sealed up and endorsed pursuant to
rules FPP59.4 to FPP59.6, the returning officer is to deliver them to the chairman of the
corporation, and rules 57 and 58 are to apply.

STV59. Countermand or abandonment of poll on death of candidate

STV59.1 If, at a contested election, proof is given to the returning officer’s satisfaction before the
result of the election is declared that one of the persons named or to be named as a
candidate has died, then the returning officer is to:

(@)  publish a notice stating that the candidate has died, and

(b)  proceed with the counting of the votes as if that candidate had been excluded
from the count so that -

(i) ballot documents which only have a first preference recorded for the
candidate that has died, and no preferences for any other candidates, are
not to be counted, and

(ii)  ballot documents which have preferences recorded for other candidates are
to be counted according to the consecutive order of those preferences,
passing over preferences marked for the candidate who has died.

STV59.2 The ballot documents which have preferences recorded for the candidate who has died
are to be sealed with the other counted ballot documents pursuant to rule 54.1(a).
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ELECTION EXPENSES AND PUBLICITY
Election expenses
60. Election expenses
60.1 Any expenses incurred, or payments made, for the purposes of an election which

contravene this Part are an electoral irregularity, which may only be questioned in an
application made to Monitor under Part 11 of these rules.

61. Expenses and payments by candidates

61.1 A candidate may not incur any expenses or make a payment (of whatever nature) for the
purposes of an election, other than expenses or payments that relate to:

(@) personal expenses,
(b) travelling expenses, and expenses incurred while living away from home, and

() expenses for stationery, postage, telephone, internet(or any similar means of
communication) and other petty expenses, to a limit of £100.

62. Election expenses incurred by other persons
62.1 No person may:

(@)  incur any expenses or make a payment (of whatever nature) for the purposes of a

candidate’s election, whether on that candidate’s behalf or otherwise, or )
(b) give a candidate or his or her family any money or property (whether as a gift, ’O(
. . . . <
donation, loan, or otherwise) to meet or contribute to expenses incurred by or on $
behalf of the candidate for the purposes of an election. O
’OQ
62.2 Nothing in this rule is to prevent the corporation from incurring such expenses,
making such payments, as it considers necessary pursuant to rules 63 and 64. %N (,)
Oor
Publicity Q§> o\
NCO
0
63. Publicity about election by the corporation (60 ,»Q
SO
63.1 The corporation may: {& f]/\
O \Q

(@) compile and distribute such information about the candiQ}%es, and

(b)  organise and hold such meetings to enable the candidates to speak and respond
to questions,
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as it considers necessary.

63.2 Any information provided by the corporation about the candidates, including
information compiled by the corporation under rule 64, must be:

(@) objective, balanced and fair,
(b)  equivalentin size and content for all candidates,

() compiled and distributed in consultation with all of the candidates standing for
election, and

(d)  must not seek to promote or procure the election of a specific candidate or
candidates, at the expense of the electoral prospects of one or more other
candidates.

63.3 Where the corporation proposes to hold a meeting to enable the candidates to speak,
the corporation must ensure that all of the candidates are invited to attend, and in
organising and holding such a meeting, the corporation must not seek to promote or
procure the election of a specific candidate or candidates at the expense of the electoral
prospects of one or more other candidates.

64. Information about candidates for inclusion with voting information

64.1 The corporation must compile information about the candidates standing for election,
to be distributed by the returning officer pursuant to rule 24 of these rules.

64.2 The information must consist of:

(@)  astatement submitted by the candidate of no more than 250 words, ’O(

(b) if voting by telephone or text message is a method of polling for the election, the $®
numerical voting code allocated by the returning officer to each candidate, forthe =~ ¢\
purpose of recording votes using the telephone voting facility or the text message ’O

voting facility (“numerical voting code”), and

(c)  aphotograph of the candidate. &A <9<9
b\
65. Meaning of “for the purposes of an election” Q)
S QO)
65.1 In this Part, the phrase “for the purposes of an election” means ’g%lew to, or
otherwise in connection with, promoting or procuring a candid ion, including
the prejudicing of another candidate’s electoral prospects; phrase “for the

purposes of a candidate’s election” is to be construed accor kp)

65.2 The provision by any individual of his or her own services voluntarily, on his or her own
time, and free of charge is not to be considered an expense for the purposes of this Part.
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QUESTIONING ELECTIONS AND THE CONSEQUENCE OF IRREGULARITIES

66. Application to question an election

66.1 An application alleging a breach of these rules, including an electoral irregularity under
Part 10, may be made to Monitor.

66.2 An application may only be made once the outcome of the election has been declared
by the returning officer.

66.3 An application may only be made to Monitor by:

(@) aperson who voted at the election or who claimed to have had the right to vote,
or

(b)  acandidate, or a person claiming to have had a right to be elected at the election.
66.4 The application must:

(@)  describe the alleged breach of the rules or electoral irregularity, and

(b)  bein such aform as Monitor may require.

66.5 The application must be presented in writing within 21 days of the declaration of the
result of the election.

66.6 If Monitor requests further information from the applicant, then that person must
provide it as soon as is reasonably practicable.
7
66.7 Monitor shall delegate the determination of an application to a person or panel of $®
persons to be nominated for the purpose. b
Q
66.8 The determination by the person or panel of persons nominated in accordance with ru@

66.7 shall be binding on and shall be given effect by the corporation, the appllca/% cb)
the members of the constituency (or class within a constituency) includi t«h

candidates for the election to which the application relates. (\ Q
RA%)
66.9 Monitor may prescribe rules of procedure for the determination %@!rqappllcatlon

including costs.

@
%0\
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WM %2 Foundation Trust

Lancashire Teaching Hospitals Network

MISCELLANEOUS

67. Secrecy
67.1 The following persons:

(@)  thereturning officer,

(b)  the returning officer’s staff,

must maintain and aid in maintaining the secrecy of the voting and the counting of the
votes, and must not, except for some purpose authorised by law, communicate to any
person any information as to:

(i)  the name of any member of the corporation who has or has not been given voting
information or who has or has not voted,

(i)  the unique identifier on any ballot paper,
(i)  the voter ID number allocated to any voter,

(iv)  the candidate(s) for whom any member has voted.

67.2 No person may obtain or attempt to obtain information as to the candidate(s) for whom
a voter is about to vote or has voted, or communicate such information to any person at
any time, including the unique identifier on a ballot paper given to a voter or the voter ID
number allocated to a voter.

67.3 The returning officer is to make such arrangements as he or she thinks fit to ensure that
the individuals who are affected by this provision are aware of the duties it imposes. ’O(
N
68. Prohibition of disclosure of vote S
,00
68.1 No person who has voted at an election shall, in any legal or other proceedings @

guestion the election, be required to state for whom he or she has voted.

69. Disqualification 6‘
69.1 A person may not be appointed as a returning officer, or as staff of th%@tl@ng officer
pursuant to these rules, if that person is: @ Dy

$O \Qq/\

(@) amember of the corporation,
(b)  an employee of the corporation,

(c)  adirector of the corporation, or

FIN|LTH  Model Election | Page 52

52/54 234/270



53/54

“ .
Lancashire Teaching Hospitals INHS \’}, FoundationTrust

» Network

70.
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(d)  employed by or on behalf of a person who has been nominated for election.

Delay in postal service through industrial action or unforeseen event

If industrial action, or some other unforeseen event, results in a delay in:

(@)  the delivery of the documents in rule 24, or

(b)  the return of the ballot papers,

the returning officer may extend the time between the publication of the notice of the
poll and the close of the poll by such period as he or she considers appropriate.

Model Election
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The Foundation Trust Network (FTN) is the membership organisation for NHS
acute hospitals and community, mental health and ambulance services.

The FTN acts as the public voice for those NHS trusts, helping to deliver high
quality care and shaping the system in which they operate.

The FTN has over 227 members — more than 92% of all NHS foundation trusts
and aspirant trusts.

For further information contact John Coutts, Governance Advisor
Tel 020 7304 6875 Email: John.Coutts@FoundationTrustNetwork.org

&* <,§’)

One Birdcage Walk, Lo@ TH 9J)

@028 7304 6977
enquiries@foundatip! §Qnetwork. org
WWW, fouz@ stnetwork.org

Qthﬂ Trust Network 2014

This document, %@Jd@ogos may be reproduced for
use by founda and aspirant foundation trusts

within their constitutions.

Registered Charity 1140900 ( ) Foundatlon TrUSt
The Foundation Trust Network C NetWOl‘k

Registered in England No 07525114

Registered Office Lancashire Teaching Hospitals

One Birdcage Walk, London SW1H 9JJ

NHS Foundation Trust
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Board of Directors Meeting (PUBLIC)

24 April 2019, 13:30 to 15:30
Conference Room 1 & 2, Ferndene, Prudhoe, NE42 5PB

Attendees

Ken Jarrold (Chair), John Lawlor (Chief Executive), David Arthur (Non-Executive Director), Les Boobis (Non-Executive Director),
Alexis Cleveland (Non-Executive Director), James Duncan (Executive Director of Finance and Deputy Chief Executive),

Rajesh Nadkarni (Executive Medical Director), Gary O'Hare (Executive Director of Nursing and Chief Operating Officer),

Lisa Quinn (Executive Director of Commissioning and Quality Assurance), Michael Robinson (Non-Executive Director),

Lynne Shaw (Acting Executive Director of Workforce and Organisational Development), Peter Studd (Non-Executive Director)

In attendance
Debbie Henderson (Deputy Director Communications and Corporate Affairs), Jennifer Cribbes (Corporate Affairs Manager)

Meeting minutes

1. Service User/Carer Experience

Ken Jarrold opened the meeting and welcomed those in attendance.

A special welcome was extended to Russell Bowman, Trust Governor for Neuro-Disability Services who was in
attendance to share his personal experience as a Service User.

The Board thanked Russell for attending and sharing his powerful and insightful story.

2. Apologies

3. Declarations of Interest

4. Minutes of the previous meeting: Wednesday 27 March 2019
The Board agreed that the minutes of the 27 March 2019 were a true and accurate record of the meeting.

4. BoD meeting in public April minutes.pdf

5. Action list and matters arising not included on the agenda @Q/
Action 26.09.18 (5) Crisis Team phone lines 6

Gary O'Hare provided an update in relation to the position will the Crisis Team phone lines. It was explained that work ’0(\

would be completed alongside NTW Innovations to ensure that the Trust obtains an improved telephone system o

which will now enable tracking and reporting of abandoned calls. It was agreed that the action would be deferred until (\

July to allow the work to be completed. &\\ <,§9

Action 26.01.19 (14) Visit feedback themes report Q \ b

Gary O'Hare advised that Anthony Deery had developed a new report which had been included at item 15 of this \/0 q’.

agenda. Q} Q

5. BoD Meeting held in public Action List.pdf <(\\O @

S
%Qq
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6. Chair's Remarks

Ken Jarrold provided a verbal update and referred to the recent Council of Governors meeting which hosted a visit
from East London NHS Foundation Trust. Ken thanked Governors Margaret Adams and Anne Carlile who visited
East London NHS Foundation Trust and developed a relationship with their Corporate Governance and People
Participation Team. Ken explained that it was a very special meeting and made reference to the East London People
Participation Team in which he commended them on their work. Ken explained that we could take learning

from the East London Team to develop and improve NTW.

Ken advised that he had visited the Kinnersley inpatient rehabilitation service based at St Georges Park and was
very impressed at the services it provides. Ken recommended that Non-Executive Directors visit the service in the
near future.

The Board received and noted the Chair's Remarks.

7. Chief Executive's Report

John Lawlor spoke to the enclosed Chief Executive’s report to provide the Board with Trust, Regional and National
updates. John provided further details in relation to the transfer of North Cumbria Mental Health and Learning
Disability Services to NTW, ongoing work to support the development of Mental Health services in Bengaluru, the
Integrated Care System which included the position in relation to Provider Sustainability Funding.

The Board received and noted the contents of the Chief Executive's report.

7. CE Report April 2019 DRAFT.pdf

Quality, Clinical and Patient Issues

8. NTW Zero Suicide Plan

Dr. Uri Torres spoke to the enclosed report and presentation to update the Board in relation to the Trust's Zero
Suicide plan. Detail was provided in relation to the National Suicide Prevention Strategy workplan, the Regional
picture, the NCISH 10 Steps to Safer Services and NCISH Toolkit, Expected outcomes from our Zero Suicide Plan,
Innovations, Risks, System Challenges and Evaluation of effectiveness.

Gary O'Hare thanked Dr Torres for her presentation and questioned if the Trust had links to the relevant Local
Authorities. It was explained that NTW had developed some good relationship based on the expertise that we can
offer.

Discussion took place in relation to the variances between Middlesborough and South Tyneside.

Damian Robinson explained that the Trust had been developing relationships and working well with Public Health.
Damian referred to a recent meeting with Local Authorities that was hosted by NTW.

The Board received and noted the NTW Zero Suicide Plan.

8. NTW Zero Suicide Plan.pdf Q
8.1 NTW Zero Suicide Plan for Inpatient Services (002).pdf @
8.2 TRUST BOARD PRESENTATION ZERO SUICIDE PLAN.pdf b

9. Service User and Carer experience (Quarter 4) (\Q/%
Lisa Quinn spoke to the enclosed report to update the Board on the service user and carer experience feedback *‘(,)
received for quarter 4. Lisa explained that there had been a slight decline in the quarter. However, there had been \ Q) .

an improving trend month on month. (\ .

Discussion took place regarding the variation of results between localities. Gary O'Hare advised that he would raise _ @,
the variation at the Business Delivery Group meeting. <(\ @

The Board received and noted the Service User and Carer Experience report for quarter 4. \(\0 \fl/
L
o\
Y

9. BoD Service User and Carer Experience Report Q4 201819.pdf
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10. Guardian of safe working hours

Rajesh Nadkarni spoke to the enclosed report to update the Board on safe working hours of Junior Doctors,
January to March 2019. Further detail was provided in relation to the junior doctor contracts, exception reports
received for the period and agency locum bookings.

Rajesh highlighted that the Trust now has an additional 22 trainees employed directly by NTW who are working
as Trust Grade Doctors and Teaching Fellows.

Rajesh advised that the Trust was working on a bid to obtain funds that had been allocated by Matt Hancock,
Secretary of State as part of the BMA Fatigue and Facilities charter.

In response to a question raised by Ken Jarrold in relation the Emergency Rotas having been implemented on
one occasion during the period in comparison to it being implemented 23 times during the last period, Rajesh
explained it was a result of the 22 trainees directly employed by NTW as they have provided cover.

10.1. Guardian of Safe Working HoursTrust Board Q 1 Report April 2019.pdf
10.2 Q1 Jan to Mar 19 Final Report.pdf

11. Board Assurance Framework and Corporate Risk Register (Quarter 4)

Lisa Quinn spoke to the Board Assurance Framework and Corporate Risk register and referred to the April Board
Development meeting where changes had been proposed. Lisa explained the changes which included a risk being
de-escalated from the Board Assurance Framework to Executive Level, changes to the risk description for the Board
Assurance Framework risk and changes to the risk appetite statements.

Lisa explained that the changes had been reviewed at the Board sub-committees.

The Board received and approved the changes to the Board Assurance Framework and Corporate Risk Register.

11. Board BAF CRR Annual Review - Progress Report April 19 - amended following CDTR.pdf

12. Commissioning and Quality Assurance Report (Month 12)
Lisa Quinn spoke to the Commissioning and Quality Assurance report to update the Board in relation to the Trust's

position against the Single Oversight Framework (SOF).

Lisa highlighted that the number of adults waiting more than 18 weeks to access non-specialised services had
increased in month 12 from 49 to 57. However, there had been a decrease in those waiting over 18 weeks for access
to children’s community services.

James Duncan spoke to the finance section of the report and confirmed that the Trust has a year to date surplus
which is ahead of plan. James further explained that since the report was written, the Trust had received an additional
£1.7m incentive funding.

John Lawlor highlighted the Trust's staff sickness position and noted that there had been a 0.5% reduction in
sickness absence.

In response to a question raised by Les Boobis, Lisa explained that the consolidated end of year information is
included in the Trust's Quality Account.
The Board recieved and noted the Commissioning and Quality Assurance Report for month 12.

12. BoD Monthly Commissioning Quality Assurance Report - Month 12.pdf
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13. Safer Care Report (Quarter 4)
Damian Robinson spoke to the enclosed report to update the Board on safety related activity for the period

January to March 2019.

Damian referred to the report that showed a slight increase in the overall number of
incidents reported in the quarter in comparison to the previous quarter. It was explained that all incidents were low-
level concerns.

Damian explained that there had been a reduction in the number of complaints received during the year in
comparison to 2017-18. However, a thematic review conducted showed an increase in the number of complaints
received in relation to staff communication. It was explained that the results of the thematic review had been shared
with the business units to support improvement.

In response to a question raised by Alexis Cleveland, Damian explained how complaints are categorised.

Les Boobis referred to the increase in employer liability claims and questioned if they had been occurring in a specific
area in the Trust. Lynne Shaw clarified that they had not occurred in a specific area.

Discussion took place relating to the TalkFirst initiative, its importance, and impact.

The Board received and noted the contents of the Safer Care Report for Quarter 4.

13. Q4 Safer Care Report (including Learning From Deaths) - Final.pdf

14. Analysis of Natural and Unnatural deaths

Damian Robinson spoke to the enclosed report to update the Board in relation to the analysis conducted on Natural
and Unnatural deaths. Damian explained that the analysis had been conducted on deaths recorded in the NTW
SafeGuard system for the eight financial years 2010/11 to 2017/18.

It was explained that the suicide rate was slightly below the median value across England. However, there had been
an increase in relation to deaths within addiction services.

In response to a question raised by Peter Studd, Damian explained that the decrease in inpatient deaths could be a
consequence of the removal of ligature points.

Les Boobis questioned the number of deaths pending conclusion. Damian explained that the Trust is awaiting the
coroner's decision.

James Duncan referred to the reduction of deaths occurring within three months of discharge from hospital and noted
the improvement that the Trust was now achieving a follow up with those discharged within 3-4 days.
The Board recived and noted the Analysis of Natural and Unnatural deaths report.

14.1 Analysis of natural and unnatural deaths 2010-11 to 2017-18 (Front Sheet....pdf

14.2 Analysis of natural and unnatural deaths 2010-11 to 2017-18 (Board paper....pdf <
®®
15. Visit Feedback Themes (Quarter 4) @
Gary O'Hare presented the report to update the Board on visits that had been undertaken by senior leaders during b
the last quarter and the issues raised. /OQ
. Z
Gary referred to the new format and structure of the report which is now presented by themes. \\Q <°
The Board noted that the report had improved. \ (O’fo
The Board received and noted the Vist Feedback Themes report for the Quarter 4 period. \,ooq‘
15. Visit Update - Qé.pdf Q} Q

Workforce s&,l/\fl’
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16. Staff Friends and Family Report (Quarter 4)

Lynne Shaw spoke to the enclosed report to update the Board on the quarter 4 results of the Staff Friends

and Family Survey. Lynne explained that there had been a slight decrease in responses during the quarter.
However, there had been no change in the number of positive responses received for both questions. The key
themes were explained to relate to staffing levels and waiting times.

Alexis Cleveland commented that it was reassuring that the identified themes were the issues that the Sub
Committees of the Board concentrate on improving.
The Board received and noted the Staff Friends and Family Report for quarter 4.

16. Staff Friends and Family Test Qtr4 (2018-19) V1.1 2019.pdf

Strategy and Partnerships

17. CEDAR Project

17.1. - Updated Strategic Outline Case
James Duncan spoke to the updated CEDAR Strategic Outline Case and reminded the Board that the Strategic
Outline Case had been approved at the October Board meeting and submitted to NHSI at the end of November.

It was explained that the Trust had been requested to update the Strategic Outline Case to include further information
and clarify the proposal.

Peter Studd referred to page 40 of the report that shows the Non-Executive Director as the Senior Responsible
Officer. Peter raised the need for this to be amended as the Executive Director is the Senior Responsible Officer.
James explained that this was an error and agreed to amend the report.

Subject to the change agreed, the Board recieved and approved the updated CEDAR Strategic Outline Case.

17.1.1 CEDAR SOC Cover Sheet.pdf
17.1.2 CEDAR SOC (NTW) (180419) (TB).pdf

17.2. - Approval of Interim Funding

James Duncan spoke to the enclosed CEDAR approval of interim funding report that set out the expenditure needed
to complete the business cases and the enabling works at Northgate Hospital.

James provided detail in relation to the associated risks and explained that the CEDAR Board would be meeting the
next day to consider the report.

Ken Jarrold commended the scheme stating its importance in terms of service provision. ,O‘(
The Board approved the request for interim funding as set out within the report. It was agreed that the Board would @Q/
be consulted should the CEDAR Board suggest any amendments at their meeting. b

17.2.1 CEDAR board paper.pdf ’OQ

17.2.2 Cashflow Summary SRM-NTW 11-4-19 rev A.pdf <

18. Integrated Care System Update l (oc)

John Lawlor provided a verbal update on the Integrated Care System plans applicable to NTW. John explained that ,0(\ .
the focus had moved towards Integrated Care Partnerships (ICP) in which NTW was a member of two (North and \
Central). It was explained that James Duncan is the NTW Executive working with the North ICP and Lisa Quinn is thQOQ/ q
NTW Executive working with the Central ICP. <(\ ’\,

<><?S>
Qv

The Board received and noted the Integrated Care System update.

S
S\
Regulatory Q
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19. Quarterly Report to NHS | & submissions Discussion
Executive Director Of
Commisssioning And Quality
Assurance

Lisa Quinn referred to the enclosed report to highlight to the Board the information submitted to external
regulators for the quarter 4 period.

In response to a question raised by Alexis Cleveland and Les Boobis in relation to Capital Service Capacity, James
Duncan explained that the debt in relation to the Ferndene site would be paid off in the next year which will improve
the position.

The Board received and noted the Trust’s quarter 3 position.

19. BoD Quarterly Report on NHS Improvement (Single Oversight Framework) Q4 2018-19.pdf

20. CQC Must Do Action Plans Discussion
Executive Director Of

Lisa Quinn spoke to the enclosed reports up update the Board on the CQC Must Do Action Plan Quarter 4 position. L :
Commisssioning And Quality

Lisa explained that a number of actions had been completed since the last inspection which had been progressing

A
well. It was explained that Clinical Audits would be conducted to understand the impact of the improvements made. eurEnee
In response to a question raised by Alexis Cleveland, Lisa explained that the CQC would inspect those areas again
as part of their regular inspection cycle.
The Board recieved and noted the CQC Must Do Action Plans update for the Quarter 4 period.
21. Contract update Verbal/Information

Executive Director Of

Lisa Quinn provided a verbal update on the progress of the Contract update. Lisa confirmed that the documentation o :
Commisssioning And Quality

would be presented to the Board meeting in May.

Assurance
The Board recieved and noted the Contract update.
Minutes/Papers for Information
22. Committee updates Verbal/Information

Non-Executive Directors
Alexis Cleveland, Chair of the Quality and Performance Committee explained that there had been a lot of requests reese

from staff to attend the Committee as an observer.

Ken Jarrold supported staff attending the Committee for their development and to gain an understanding of
Governance.

Discussion took place relating to developing a waiting list or using Skype facilities.

There was nothing significant to note from other Committee meetings. .
The Board received and noted the update from Committees. ,0(

@Q/

23. Council of Governors' Issues Verbal/lnform%@m
P ai
Ken Jarrold referred to the recent Governors meeting which hosted a visit from 2 o
East London Foundation Trust. Ken invited Governors to comment on the meeting. Bob Waddell, Staff Governor, (\
commented that it had been a very good meeting and that we could take learning from the East London Team to &\\ <O
develop and improve NTW. .
o
Ken Jarrold thanked the Governors present for attending the Board meeting. \’0(\(8‘
QO
o
24. Any other Business S ’19 Chair
There was no further business to note for this meeting. {{,Q \

25. Questions from the Public Discussion

Chair
There were no questions from members of the public in attendance at this meeting.

6/7 242/270



7/7

Date, time and place of next meeting:

26. Wednesday, 22 May 2019, 1:30 pm to 3:30 pm, St Nicholas Hospital, Information

Jubilee Road, Gosforth.

Chair
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Board of Directors Meeting (PUBLIC) NHS

22 May 2019, 13:30 to 15:30 Northumberland,

Board Room, St Nicholas Hospital, Gosforth, NE3 3XT Tyne and Wear
NHS Foundation Trust

Attendees

Board members

Ken Jarrold (Chair), John Lawlor (Chief Executive), David Arthur (Non-Executive Director), Les Boobis (Non-Executive Director),
Alexis Cleveland (Non-Executive Director), James Duncan (Executive Director of Finance and Deputy Chief Executive),

Rajesh Nadkarni (Executive Medical Director), Gary O'Hare (Executive Director of Nursing and Chief Operating Officer),

Lisa Quinn (Executive Director of Commissioning and Quality Assurance),

Lynne Shaw (Acting Executive Director of Workforce and Organisational Development)

Apologies

Michael Robinson (Non-Executive Director), Peter Studd (Non-Executive Director)

In attendance

Jennifer Cribbes (Corporate Affairs Manager), Anna Foster (Deputy Director of Commissioning and Quality Assurance),
Tony Gray (Head of Safety and Security), Debbie Henderson (Deputy Director Communications and Corporate Affairs),
Damian Robinson (Group Medical Director, Safer Care)

Members of the Public
Bob Waddell (Staff Governor), Margaret Adams (Public Governor), Fiona Regan (Carer Governor), Mr Saint (Member of the Public)

Meeting minutes

1. Service User/Carer Experience

Adam Watson delivered a verbal presentation to share his story and journey of recovery.

The Board thanked Adam for his very honest and open account of his experience and discussion took place in
relation to the value of engaging with individuals with lived experience.

John Lawlor invited Adam to connect with the Trust to explore ways of helping to improve our services further.

The Board further thanked Adam and praised him for all his hard work.

2. Apologies <
Ken Jarrold opened the meeting and welcomed attendees. $Q;O

Apologies were received from: b
Peter Studd, Non-Executive Director. ’0(\
Michael Robinson, Non-Executive Director. o

3. Declarations of Interest infor
There were no new conflicts of interest declared. .
NN

4. Minutes of the previous meeting: Wednesday 24 April 2019 \}6:19
The minutes of the meeting held on 24 April 2019 were agreed as a true and accurate record. ( \

4. BOD Draft minutes 24 April 2019.pdf %O
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5. Action list and matters arising not included on the agenda

Action List
There were no actions to review at this meeting.

Matters arising
There were no matters arising.

5. BoD Meeting held in public Action List.pdf

6. Chair's Remarks

Ken Jarrold provided a verbal update and made the Board aware that the Trust is reviewing the way it engages with
service users and carers. Ken stated the importance of engagement with service users and carers and explained the
new approach that is being shaped with the support of Vida Morris.

The Board recieved and noted the Chair's remarks.

7. Chief Executive's Report

John Lawlor spoke to the enclosed Chief Executive's report to update the Board on key areas.

Detail was provided in relation to the transfer of service from North Cumbria, Contract update, Investors in

People, ICS Mental Health Workstream Regional Workshop, Panorama programme on Whorton Hall

Hospital, Newcastle Health and Care - System Leadership Development Programme, Capital Funding for

2019/20, Launch of Productivity Metrics for Mental Health Community Services, Primary Care Networks and the NHS
Providers Briefing on the future of NHS Boards in respect of partnership arrangements.

Discussion took place relating to the re-accreditation of Investors In People (IIP) and the significant debate and
consideration made to renew accreditation due to the associated costs. Alexis Cleveland confirmed that she was
happy that the Trust had decided to renew the accreditation

Lynne Shaw explained the process and timescales and advised that the |IP assessors may request to meet with
Board members.
The Board received and noted the Chief Executive's report.

7.1 CE Report May 2019 DRAFT.pdf
7.2 CE Report - Appendix 1.pdf
7.3 CE Report - Appendix 2.pdf

Quality, Clinical and Patient Issues

8. State of the North East 2018: Public Mental Health and Wellbeing

Damian Robinson spoke to the enclosed report to update the Board on the key areas in the recent publication of
Public Health England “State of the North East 2018: Public Mental Health and Wellbeing” published in February

2019. @Q/

Further information was provided in relation to the big issues. Discussion took place relating to the issue of Q
deprivation and Children's mental health. Q/’O
A significant discussion took place relating to the correlation in respect of self-harm being a potential predictor of &\\%(’)
suicide. This was also discussed in relation to the Trust's Zero Suicide plan. 6 .
\
Rajesh Nadkarni observed that work can be conducted with Primary Care Networks to develop a regional approach. \/ooq.g
0O

Ken welcomed the report and raised the importance of working with Service Users and Carers. Damian was asked m
keep the Board sighted on developments.

Ken Jarrold raised the concept of social wealth and explained strengths in the area which included good heaé\fl/\fl/
services, high levels of social inclusion and green areas. (o) \Q
The Board recieved and noted the State of the North East 2018: Public Mental Health and Wellbeing repc@

8.1 State of the North East 2018 - summary for Board May 2019 - cover sheet.....pdf
8.2 State of the North East 2018 - summary for Board May 2019.pdf
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9. Commissioning and Quality Assurance Report (Month 1)
Lisa Quinn spoke to the enclosed Integrated Commissioning and Quality Assurance Report for April 2019 (month

1) to update the Board on issues arising in the month and progress against quality standards.

It was explained that the Trust's position in month 1 was similar to the previous position at month 12. It was also
explained that the Trust is performing well at an organisational level and that CCG and NHS England contracts had
been signed.

Lisa brought the Board's attention to key challenges which included CPA metrics, access to services and clinical
training targets.

James spoke to the finance section of the report and explained that the Trust's financial position at month 1 was
broadly on track with the plan.
The Board received and noted the Commissioning and Quality Assurance Report (Month 1).

9. BoD Monthly Commissioning Quality Assurance Report - Month 1.pdf

10. Committees Terms of Reference

Lisa Quinn spoke to the enclosed Committees' Terms of Reference report and explained that the Terms of Reference
for Board meetings, Sub-Committees and Assurance meetings are reviewed on an annual basis. Lisa advised that all
of the Terms of Reference had been reviewed by the relevant meetings prior to its inclusion in the report.

Lisa requested that the Terms of Reference for the Charitable Funds and Corporate Decisions Team be
deferred to the October Board meeting to allow amendments to be made. The Board approved this
request.

Alexis Cleveland requested an amendment to the Quality and Performance Committee Terms of Reference, to
change the Non-Executive members from 2 to 3.

It was agreed that the amendment would be made and that Debbie Henderson would issue the approved
Terms of Reference to the relevant individuals.
The Board recieved and approved the Terms of Reference.

10. Board Sub Committee ToR Annual Review 2019.pdf

11. Safer Staffing Levels (Quarter 4)

Gary O'Hare spoke to the enclosed safer staffing report which included exception data and analysis of all
ward staffing against safer staffing levels for Quarter 4.

Gary brought the Board's attention to the section of the report that highlighted wards that were outside of the agreed
staffing levels during the quarter and the explanation for this within the narrative.

It was noted that there had been a reduction in Nursing Bank and Agency Usage.

Alexis Cleveland commented that the inclusion of narrative had improved the report and requested that future reports @Q/
include any areas of concern.

The Board recieved and noted the Safer Staffing Levels report for the quarter 4 period. Q
11. Safer Staffing Levels Quarter 4 Report May 2019.pdf ("7}

Workforce \Q‘o '

12. Workforce Directorate Quarterly update 0

Lynne Shaw spoke to the enclosed quarterly Workforce report to update the Board on the key work § Q
and developments across the Trust. O \fl/
Y

Further information was provided in relation to the BAME recruitment event, work ongoing to support @9@& nd
Veterans and the new pay progression system for staff on agenda for change terms and conditions. Q

Lynne further made the Board aware that the Trust had been shortlisted for a Nursing Times Workforce Award
for Pioneering oversees nurse recruitment in a mental health and disability NHS Trust.

The Board recieved and noted the Workforce Directorate Quarterly update.
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12. Quarterly Workforce Report - May 2019.pdf

13. Freedom to Speak Up (6mth update)

Lynne Shaw spoke to the enclosed Whistleblowing/Concerns Raised report to update the Board on issues raised
and logged by the workforce team between October 2018 and March 2019.

It was explained that 7 cases had been reported and categorised as raising a concern. However, there had been
a further 12 cases that had been raised directly with the Freedom to Speak Up Guardian during the same period.
Lynne explained that there had been an emerging theme in the concerns raised which related to staff attitudes.

Lynne advised that the Freedom to Speak Up Guardian had increased his days from 1 day to 2 days and that 16
more champions had been trained.

In response to a question raised by Margaret Adams, Lynne explained that Neil Cockling is well recognised and that
there were a number of posters throughout the Trust with Neil's photo and contact details. It was explained that a
further campaign was required to make staff aware of the Freedom to Speak Up Champions.

John Lawlor further shared that he receives a number of e-mails from staff raising their concerns which may indicate
that staff feel comfortable to raise concerns with senior staff in NTW.

In response to a concern raised by Les Boobis, Gary O'Hare explained that there are two Freedom to Speak up
Guardians in Cumbria.

Lynne further explained that staff are encouraged to raise issues at a local level and therefore there are likely to be a
lot more raised than those centrally logged that are just dealt with by local managers.

Ken Jarrold referred to the emerging theme of staff attitudes and suggested that a focus group is held to explore this
further alongside the recent staff survey feedback.

13. Board report Whistleblowing and Raising Concerns Update - Nov18 - March.pdf

Regulatory

14. Annual Security Management Report

Tony Gray spoke to the annual Security Management Report to update the Board on the security
arrangements currently in place within the Trust. Tony explained that it was the 11th annual Security Management
Report and that there is no legal requirement for the report to be produced.

Further information was provided in relation to the Lone Working System and Body Camera pilot.

Tony explained that the Board would receive a live demo of the Lone Working system at the July Board Development )
Meeting.

Ken Jarrold asked when the Trust would receive the evaluation from the body camera pilot. Tony explained that the @Q/
pilot would be taking place over the next 3 months and it would be likely that the evaluation would be received in 6 b
months. Gary O'Hare explained that body camera technology has real potential in terms of safety for staff and Q

service users. Gary further advised that the Board could receive the evaluation in a report or at a Board ’0
Development Meeting. (\Q/

Alexis Cleveland thanked Tony for his work.

John Lawlor asked if there was an agreed methodology for obtaining feedback from service users. Tony explained > .
that there was an agreed approach and confirmed that Paul Sams, Peer Support Worker was leading on the piece of (\ QQ
work to obtain service user feedback. \OQ/ q

In response to a question raised by James Duncan, Tony explained that the way drug-related incidents had bee&(\,&
reported changed during the reporting period. Therefore, the increase could be a result of the new reponin&)ﬁq
as well as an increase in incidents. 0

\\
o\
14. Security Management Annual Report - Board of Directors v2 Final-22 May 2....pdf QQ
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15. Board Self Certification to NHS Improvement (Condition FT4(8))

Lisa Quinn spoke to the enclosed Board Self-Certification to NHS Improvement report and explained that
NHS Foundation Trusts are required by NHS Improvement to self-certify the declaration by 30 June 2019 to maintain
their Provider Licence.

Lisa referred to the evidence provided within the report that demonstrates the Trust's compliance.

The Board was asked to confirm compliance in relation to Condition FT4(8) of the Provider Licence which
confirms that the Trust has complied with required governance standards and objectives.

The Board approved that the Trust is compliant with Provider Licence Condition FT4(8).

15.1 BoD - FT4 - Corporate Governance Statement - Self Declaration.pdf
15.2 FT4 Self cert for signing.pdf

16. Provider Licence Self-Certification Annual Board Statement - Training of
Governors

Debbie Henderson spoke to the enclosed Board Self-Certification to NHS Improvement report in relation to Governor
training. She explained that NHS Foundation Trusts are required by NHS Improvement to annually self-certify the
declarations to maintain their Provider Licence. Debbie referred to the evidence provided which demonstrates the

Trust's compliance and explained that NTW Governors are very active which was also recognised at the recent NHS
Providers Governors showcase event.

Debbie advised that the Council of Governors, at their meeting on the 17 May 2018 confirmed that they are happy
to recommend to the Board of Director's completion of the Board Statement, confirming that the Trust has provided
the necessary training to its Governors during 2018/19.

The Board approved the Trust's compliance with Governors' Training.

16. Provider License Self-Cerr CoG training 2018-19.pdf

17. Board Self-Certifications G6(8) CoS7(3)

Lisa Quinn spoke to the enclosed Board Self-Certification to NHS Improvement report and explained that
NHS Foundation Trusts are required by NHS Improvement to self-certify the declarations by 31 May 2019 to maintain
their Provider Licence.

Lisa referred to the evidence provided within the report that demonstrates the Trust's compliance.

The Board was asked to confirm compliance in relation to Condition G6(3) of the Provider Licence which
confirms that the Trust complies with the NHS Act 2009, Health Service Act 2012 and has regard to the NHS
Constitution.

The Board was further asked to confirm compliance with Condition CoS7(3) that the Trust has the required resources
available to provide services if providing commissioner requested services.
The Board approved that the Trust is compliant with Provider Licence Condition G6(3) and CoS7(3).

17.1 BoD - G6 and CoS7 - Compliance with Licence Declaration - May 2019 v2.pdf @Q/
17.2 G6 Self Cert for signing.pdf b

18. Contract update (\Q,
Lisa Quinn spoke to the enclosed report to provide the Board with an update on 2019-20 contract negotiations. Lisa &\\ ¢§’)
confirmed that NTW had agreed and signed all local CCG and NHSE contracts. N 6 N

In response to a question raised by Alexis Cleveland, Lisa explained that the guidance relating to the Mental Health \’OQQ“
Investment Standard is now more specific. Q} Q

The Board recieved and noted the Contract update. <(\\O @

18. Contracts Update 2019-20.pdf s(\o
0
o
SN
Q
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19. Quality Account Approval

Anna Foster spoke to the enclosed Quality Account Report and explained the extensive engagement process
undertaken to support its development. Anna further explained that the draft Quality Account had been reviewed at a
number of the Trust's sub-committees and Council of Governors meetings.

Anna explained that Trust auditors issued the Audit Committee with a draft assurance report in respect of the Quality
Account and explained that the 2019-20 Quality Priorities had been approved by the Board in March 2019. The
Board was asked to approve the Quality Report and the Statement of Directors’ Responsibilities contained within the
Quality Report.

Lisa Quinn thanked Anna, the team and Council of Governors who contributed to the development of the report.
Ken Jarrold, James Duncan, and Margaret Adams further commended the report.

Rajesh Nadkarni explained that he was pleased to see the inclusion of the Junior Doctors' Guardian within the
report.

Alexis Cleveland requested an amendment to state 'one of 4' on page 3.

Ken Jarrold thanked Anna for her hard work developing the report.

The Board approved the Quality Account including the Statement of Directors’ Responsibilities contained within the
Quality Account Report.

19.1 BoD - quality acount 18-19 - Final version for Board May 2019.pdf
19.2 Draft Quality Account v2.2 Board version.pdf

Minutes/Papers for Information

20. Committee updates

There was nothing to update from Committees.

21. Council of Governors' Issues

Ken Jarrold commenced by referring to the work in relation to NTW's new approach towards engaging with Service
User and Carers and advised that Governors would be closely linked with the process.

Ken made reference to the Council of Governors meeting on the 14 May and shared that he had been disappointed
as a result of the acoustics in the room, room layout and the number of items on the agenda. Ken explained that
work was ongoing to look at improving the meetings.

Ken informed the Board that Margaret Adams, Fiona Grant, Debbie Henderson and himself would be attending the
Cumbria Partnership Council of Governors' General Meeting held in public on the 4 July 2019.

Margaret Adams updated the Board in relation to the recent NHS Providers Governors Showcase. It was explained to @Q/
have been a very successful event with over 200 Governor delegates in attendance. Margaret described the amount

of interest that the NTW stand had, particularly in relation to the membership phone cards, top tips and how we b
engage young members. It was further stated that other Trust's had thanked NTW for supporting them with their /OQ
improvement journeys. They had also stated their appreciation to James Duncan. (\Q,

Debbie Henderson informed the Board that work was commencing to update the Trust's constitution and Governors' &\\ </§/)
constitution Group would be meeting regularly to complete the work. \ 6 ¢

<
22. Questions from the Public \O® o}
There were no questions from the public. °<(\ Q,\'

| X
23. Any other Business O
Ken Jarrold extended a further thank you to Adam Watson for attending and sharing his story with the Boe%.

Date, time and place of next meeting:
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24. Wednesday, 3 July 2019, 1:30 pm to 3:30 pm, Kiff Kaff, St Georges Park, Information

Morpeth, Northumberland, NE61 2NU.

Chair
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NHS

Northumberland,
Tyne and Wear

. NHS Foundation Trust
Draft Minutes

Board of Directors’ meeting held in public

Wednesday, 3 July 2019 1.30pm - 3.30pm | Kiff Kaff, St. George's Park Morpeth
Northumberland NE61 2NU

Present:

Ken Jarrold Chair

David Arthur Non-Executive Director

Dr Leslie Boobis Non-Executive Director

Michael Robinson Non-Executive Director

Peter Studd Non-Executive Director

John Lawlor Chief Executive

James Duncan Deputy Chief Executive / Executive Director of Finance

Gary O’Hare Executive Director of Nursing and Chief Operating Officer

Lisa Quinn Executive Director of Commissioning and Quality Assurance

Lynne Shaw Acting Executive Director of Workforce and Organisational

Development

In attendance:

Margaret Adams Public Governor

Gail Bayes Deputy Director NTW Academy

Jennifer Cribbes Corporate Affairs Manager

Clir Maria Hall Appointed Local Authority Governor

Debbie Henderson Deputy Director of Communications and Corporate Affairs

Apologies:

Alexis Cleveland Non-Executive Director

Rajesh Nadkarni Executive Medical Director <

Agenda Action

ltem
1 Service User/Carer Experience Q/’O
O

&A‘(é’)

Michelle Smitheram, Ward Manager, Kinnersley Ward, St. George's Park , (C”

delivered a presentation to update the Board on the recently establis

George's Park Rehabilitation Carer Group. @( Q
&)

)

In response to a question raised by John Lawlor relating to Iegg@i/ 'é'arned
from the implementation of the group, Michelle explained théf\al/rQ of work
had been undertaken to ensure that the carers group w.
advertised. This included contacting carers by post ant% hone to
explain that the group is focused on supporting carers andthat the meetings
are informal.

.
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Gary O'Hare enquired if there had been any carers who had continued to
attend after the person they care for had been discharged from inpatient
care. Michelle confirmed that that there was a carer who had continued to
attend. Michelle explained that any carer can attend for as long as they
would like to; irrespective of whether the person they care for is within
inpatient care or being cared for in the community.

James Duncan asked if they had been trying to engage with those hard to
reach. Michelle explained that the team is continuing to mention the group
to those hard to reach. It was further explained that the named nurses were
providing carers with the details to the group during the weekly telephone
call they make.

Margaret Adams congratulated Michelle on the work completed and
suggested that Michelle link in with the Carer, Service User and Involvement
Team.

Ken Jarrold thanked Michelle on behalf of the Board and praised the work
that had been completed to support carers. Ken particularly highlighted that
he was pleased with the inclusion of all carers.

2 Welcome and apologies
Ken Jarrold opened the meeting and welcomed attendees.
Apologies were received from:

Alexis Cleveland, Non-Executive Director.
Rajesh Nadkarni, Executive Medical Director.

3 Declarations of interest

There were no new conflicts of interest declared.

4 Minutes of the previous meeting: Wednesday 22 May 2019

The minutes of the meeting held on 22 May 2019 were agreed as a true and
accurate record. <

5 Action list and matters arising not included on the agenda

(o4
4.

Action List (o)

Action 26.09.19(5) Crisis Team phone lines &\\*
Gary O'Hare commenced by reminding the Board of the position in relatgre d
to the Crisis Team phone lines. Gary explained improvements that haq\ .
been made which included the removal of the answer phone and (\’000) :
introduction of reporting systems to monitor calls. ((\\O@

Matters arising ‘5\0 >
There were no matters arising. O(

6 Chair’'s Remarks

Ken Jarrold provided a verbal update and made the Board aware of a
number of national developments that had occurred since the last

Board of Directors’ Minutes held in public — Wednesday, 3 July 2019, Kiff Kaff, St. George's Park Morpeth
Northumberland NE61 2NU
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Board meeting. These included the publication of the NHS Long Term Plan
Implementation Framework, NHS Interim people plan and the Labour
Party's pledge to introduce a Future Generations Wellbeing Act.

Ken stated that he was very encouraged by the recognition of workforce
issues and the future direction of the NHS.

The Board received and noted the Chair's remarks.

7 Chief Executive’s Report

John Lawlor spoke to the enclosed Chief Executive’s report to provide the
Board with Trust, Regional and National updates. John provided further
details in relation to the transfer of North Cumbria Mental Health and
Learning Disability Services to NTW, current position in relation to Learning
Disabilities services, the Trust's Pedometer challenge and the ICS status
awarded for the North East and North Cumbria.

James Duncan spoke to the CEDAR update section of the report and
confirmed that the strategic outline case had been approved.

John Lawlor provided further detail in relation to the North Regional Talent
Board, NHS Pensions and related issues, MIND Analysis of NHS Mental
Health Spending and Designing Integrated Care Systems in England.

Ken Jarrold commented that he was pleased to see the focus on talent
management and also on social prescribers.

The Board received and noted the Chief Executive's report.

Quality, Clinical and Patient Issues:

8 Service User and Carer Strategy

Ken Jarrold introduced Margaret Adams, Governor and thanked her for the
detailed presentation delivered to the Board within the Development

Meeting held earlier that day. ’<§
R\

Margaret Adams introduced the Service User and Carer Strategy and O

requested the Board's approval to enable the strategy to be adopted by the fo(\

Trust. &

The Board thanked everyone who had been involved in the developmer6Qf %
the strategy. ’OQ )
N

Ken commended the strategy and explained that the Trust takes\gen\ige

user and carer experience very seriously. S Q
oY

The Board approved the Service User and Carer EXR:@& e strategy.
N)
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Commissioning and Quality Assurance Report (Month 2)

Lisa Quinn spoke to the enclosed Integrated Commissioning and Quality
Assurance Report for May 2019 (month 2) to update the Board on issues
arising in the month and progress against quality standards.

Lisa commenced by highlighting that the Trust had received one Mental
Health Act reviewer visit report since the last meeting. Lisa referred to the
outstanding action relating to access to outside space and explained that
building work had been recently approved which will allow access to outside
space where not available.

The position in relation to the number of people waiting more than 18 weeks
to access services was explained to have reduced in both non-specialised
adult services and children’s community services in Newcastle/Gateshead.

Lisa advised that the provisional sickness figure for April 2019 is 5.0% which
is in line with the Trust's target.

Lisa highlighted that there had been an increase in out of areas placements
during the month which had subsequently increased the pressure on
inpatients services.

David Arthur highlighted an error in the sickness figures where 10 May 2018
should be 10 May 2019.

James Duncan spoke to the finance section of the report and explained that
the finance position at month 2 was slightly ahead of plan. James
highlighted the small deficit and explained that it had been a result of the
one-off payment that had been provided to agenda for change staff who are
at the top of their scale. James further explained that the Trust had
overspent on bank and agency staff during the month and an update will be
provided at the end of the quarter.

Peter Studd commented on the improvement in relation to staff sickness
figures. A discussion followed relating to the Trust's target of 5% and if the
target should be reviewed.

The Board received and noted the Commissioning and Quality
Assurance Report (Month 2).

Strateg

y and Partnership: Ao
- O\

10

Risk Management Strategy DO
XS

Lisa Quinn spoke to the enclosed report to update the Board o iﬁhst's
progress in relation to the Risk Management ambitions outli in tHe

strateqy. o
s)% O‘ Q’],

It was explained that the progress provided had been conqpqéted on the
current NTW footprint. However, from 1st October 2019, Cumbria will also
be included within the review.

The Board received and noted the Risk Management Strategy update.

Board of Directors’ Minutes held in public — Wednesday, 3 July 2019, Kiff Kaff, St. George's Park Morpeth

4/8

Northumberland NE61 2NU

4
254/270



Workforce

11

An NHS Workforce for the Future - Our Interim People Plan

Lynne Shaw spoke to the enclosed report to update the Board on the
recently published document 'An NHS Workforce for the Future - Our
Interim People Plan'.

Lynne provided further detail on the structure of the plan, key themes,
workforce shortages and creation of new 'skill mix' roles to support the
emerging models of care.

Lynne referred to the section of the report that provided detail on related
work currently being undertaken within NTW.

Les Boobis referred to the current concerns associated with the NHS
Pension scheme and commented on the conflict it has with the purpose of
the Interim People Plan. John Lawlor explained that there were a number of
discussions taking place with respect to the NHS final Pension Scheme and
the associated tax implications.

Ken Jarrold commended the Interim People Plan and focus it has on the
NHS workforce.

Peter Studd referred to the section of the report on retention and recruitment
and stated that he was pleased with the increase in exit survey response
rates. Lynne explained that the Board would be provided with further
information at a future Board meeting.

The Board received and noted the update on the published 'An NHS
Workforce for the Future - Our Interim People Plan' document.

12

NTW Academy — Board Update

Gail Bayes spoke to the enclosed report to update on the progress made by
NTW Academy.

Gail explained that the Academy had increased the use of technology and

detail was provided in relation to the benefits this had brought to the

Trust. These included saving a significant number of clinicians' hours as a
result of developing online training as opposed to using a traditional face to
face approach where clinicians would spend time traveling to a venue.

A further update was provided on the launch of the degree level nursing &\\
apprenticeships which was explained to have been very successful W|tb§>
good feedback having been received. Gail explained that going

forward, there will be two nursing apprenticeship programmes pe()@e@%nd
that Cumbria will be included in the next cohort.

Gary O'Hare explained that Sunderland University woul &[Q‘@ (o] be the
University provider for the next cohort as Cumbria University is not yet in a

position to support the programme.

Peter Studd commended the work undertaken by the Academy and

O

guestioned if the Academy would be subject to OFSTED inspections. Gary
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O'Hare explained that the universities were the provider and that they would
be subject to the OFSTED reviews.

Peter further questioned the completion and retention rates for those on
NTW Academy apprenticeships and asked if the Academy would be in the
position to provide the Board with a report that contains recruitment and
retention data. Gail explained that all individuals on the apprenticeship
schemes were also employees of NTW and a pledge has been developed
to encourage retention. It was confirmed that no apprentices had withdrawn
from the programme to date.

Gary O'Hare explained further benefits which included the ability to recruit
and develop staff with values that are aligned to the Trust.

James Duncan praised the work completed by the Academy and
commented that although the development of the nursing apprenticeship
was a risk due to being a new approach, the scheme is already
demonstrating its worth and potential.

Galil further explained that the Academy had received a number of requests
to develop courses including a request from AHP colleagues to develop an
AHP pathway. It was explained that the Academy is working in line with the
Workforce Plan.

Ken Jarrold praised the work conducted and highlighted the benefits of the
apprenticeships which allow individuals to develop and become qualified
whilst working and earning a wage. This was also said to be a benefit to
NTW and subsequently our Service Users and Carers as we develop a
strong workforce with good experience.

The Board received and noted the NTW Academy update.

13

NTW Academy — Opportunities for the Development of Managers
and Leaders

Gail Bayes spoke to the enclosed report to update the Board on NTW
Academy development opportunities for Managers and Leaders. Gail
provided background information on the development that has

been provided by the Trust and explained that two risks had been
identified. It was explained that the risks relate to people progressing into
band 7 and associate director roles.

Galil provided information on the development of the Trust's talent /Q\
management approach to career progression and explained the propos@tO(c
run two development programmes one for band 5/6 level staff (to dey, 8)
into Band 7 roles) and another for band 7/8a level staff (to developd'ﬁ\tog
associate director roles). Gail further explained that each partici “Would
be provided with a mentor who they will be able to shadow to@ﬁ@r ctical
L)
o' \Q
Finally, Gail provided information on a potential third opti ere
prospective managers could undertake practical learning without pursuing
an academic qualification. It was explained that this might also provide
opportunities to those with academic qualifications who lack experience or

experience.

O

confidence to pursue a more senior role.
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John Lawlor commented that he felt it was important to include the third
option. Lisa Quinn further supported the third option as it provided
opportunities for clinical and non-clinical staff.

Lynne Shaw commented that she was very supportive of the whole
approach which aligns to changes with regional and national talent
management approaches.

Gary O'Hare explained that the Academy will provide each individual with a
guality assured mentor who will support and shape their development.

Peter Studd referred to the national graduate management scheme and
asked if NTW would still be supporting the scheme. Discussion took place
relating to the advantages and disadvantages of the national scheme.

Galil highlighted that the Academy was developing bespoke training for our
staff and provided the example that participants who already have a degree
would be provided with the opportunity to complete a masters course.

In response to a question raised by Les Boobis, Gail explained that backfill
would not be provided to cover whilst individuals are completing Academy
studies as there is a percentage of time built into each department that
allows for staff development. Discussion took place in relation to the
benefits of those being out on academic studies as it can provide the
individual next in line the opportunity to act up and gain experience in a
more senior role.

Ken Jarrold commented that he would like the Trust to remain involved with
the national graduate scheme. Ken further explained the importance of
developing our people which will, in turn, have a positive impact on staff
morale, sickness and the quality of care provided.

Ken stated that people development was a passion of his and that he would
be happy to help and support the work of the Academy.

The Board received and noted the NTW Academy — Opportunities for

the Development of Managers and Leaders update. \®’0<
AN
Minutes/Papers for Information (\b
77\
14 Committee updates e
\\)
There was nothing to update from Committees. &
O
RN
15 Council of Governors' Issues (\OQO)'
o)
Ken Jarrold commenced by providing an update on the work
Governors' Nominations Committee. Ken explained thatt n% |ttee
members had been conducting a significant piece of wo it to the
vacant Non-Executive Director position. Ken thanked e \ne involved for
their hard work.
Ken further advised that he would be attending the Cumbria Partnership
Trust Council of Governors meeting the following day alongside Debbie
Board of Directors’ Minutes held in public — Wednesday, 3 July 2019, Kiff Kaff, St. George's Park Morpeth
Northumberland NE61 2NU -
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Henderson, Deputy Director of Communications and Corporate Affairs,
Fiona Grant, NTW Lead Governor and Margaret Adams, NTW Deputy Lead
Governor.

The Board received and noted the Council of Governors' Issues.

16

Any Other Business

There was no other business to discuss.

17

Questions from the public

Anne Clarke, member of the public in attendance, commended the work of
NTW Academy and enquired if online training could be developed for
carers. Gail Bayes explained that the Academy had received a number of
requests for training and organised to speak to Anne to explore this further.

18

Date, time and place of next meeting

Wednesday, 7 August 2019, 1:30 pm to 3:30 pm, Training Room 4,
Hopewood Park, Waterworks Road, Ryhope, Sunderland, SR2 ONB.
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Background
This strategy builds upon the previous Service User and Carer Involvement Strategy
(2016).

The involvement and engagement of service users carers and staff has been
implicit throughout the development of this strategy. This has been achieved through
joint workshops, discussion groups and development sessions. Across all of the
engagement events conversations have been encouraged amongst people in
attendance to consider and respond to the following key questions:

e What does ideal involvement look like?
e What has worked well/not worked so well in the past?
e How do we get to where we want to be?

Appendix one provides the detail behind the strategy development.

Context

The NHS five year forward view says that we need to engage with communities and
citizens in new ways, involving them directly in decisions about the future of health
and care services. The latest report from NHS England states ‘Making progress on
our priorities and addressing the challenges the NHS faces over the next two years
cannot be done without genuine involvement of patients and communities.’

Traditional approaches to the way we deliver care arguably emphasises the
expertise of health and care workers. It is important to acknowledge that there

are two sets of experts: experts who have professional training and acquired
experience, who make the best use of research and theories and experts who have
personal lived experience of distress (or of caring for a loved one) and recovery,
discovery and resilience.

L
It is important that we recognise expertise by lived experience on equal terms as $@">
professional expertise. This suggests a different kind of relationship between healtha>
professionals and service users. ,00

QQ/
It's about involvement: &ﬂé’)
e Ensuring that service users and carers are at the heart of everything wggd%‘o’
e Sharing knowledge and expertise (\’ogoj'
¢ \Working with service users and carers as equal partners soej\/o)
Q
NHS England defines service user and carer involvement _q/\’},
* “The process by which people who are using or have us%\i@rvice become
Servi

involved in the planning, development and delivery of that ce.”




Our definition of involvement:
When we asked people ‘what is involvement?’ they said:

Wherever possible service users and carers collaboratively work together with
staff in the design, delivery and development of services (Service design and
delivery, workforce)

Service users, carers and staff work together to make sure that the Trust is able
to deliver and develop services that are safe, effective, caring, responsive and
well-led (What’s working well and why?)

It's about dialogue: being listened to, feeling valued, sharing our views, coming
to a mutual understanding, making decisions together and working together to
implement solutions and developments (Communication)

Service users, carers and staff work together to make sure that the people we
employ share our values and have the skills that are required of them to do what
is needed and to develop our work (Recruitment and selection and training)

Service users, carers and staff are together, recognised as leaders and given
equal opportunity to develop their leadership capabilities (Leadership)

When we asked people to identify the signs that involvement is working, they said:

“It's about a change in culture: We need to
see and feel that things are different. This
should be demonstrated through the words

and actions of everyone.”

Involvement is about making sure that we S

Devolve power, choice and control to people using services, their carers, @Q
communities and to frontline clinical staff. It's about us all working together QQ/
Regard the people who use and deliver our services as an asset, as contﬂ"é S,
as a resource O
Encourage service users, carers and frontline clinical staff to take mz&%o)‘
responsibility and to share the responsibility for the way we deliveﬁ@re and
manage our services together Q@%Q
Do all that we can encourage active participation in all thatO d,é
e)




Involvement is not about

e Asking for service users and carers opinions on ideas, plans, or proposals
developed by health and care staff

e Offering choice between options developed by health and care staff

e Asking service users and carers ‘what do you want?’ with the expectation that
health and care staff will be expected to deliver this and then defending your
inability to deliver by saying, ‘yes, but...’

¢ Inviting ‘one or two’ service users or carers onto committees or interview panels

¢ Defining this group of people only by their status as ‘consumers’ of services and
not by the attributes they may have

Why is this strategy of relevance, now?

The Trusts strategy, Caring, Discovering, Growing: Together highlights both the
challenges and opportunities that we need to address over the next five years. This
means everyone working differently and ‘smarter’. It means altering or completely
reshaping services giving people better quality and experience for less money. It
means reinvesting any money saved in more and better services and so extending
access to care. Only by getting everyone involved and working together, will a
network of services be provided which can meet the changing needs of people in
the 21st century within the limits of the budgets available. Our Trust is committed, as
part of this strategy to work with service users and carers in partnership, to provide
excellent care, supporting people on their personal journey to wellbeing.

“Service users and carers should be at the

heart of everything we do and getting this
right is the single most important thing we
can do to achieve our strategic ambitions.”

<
NTW Five Year Strategy, 2017 $®">
&
Q/’O
<AeH
(\th(o’
N
%0
SO
e
S




Together, service user and carer involvement strategy -
strategy on a page

Our seven strategic ambitions:

Leadership
Together, we are
embraced, as equals, as

leaders and given
opportunities to develop
our leadership
capabilities

Service design

Communication and delivery
Together, we help to Together, we are all involved,

develop effective, as equal partners, in decisions
accessible and meaningful SEEEERIN regarding the design,
UEHEEE) delivery and evaluation of the
communication ) .
way that care is provided.

Workforce

Together, we work as
valued employees of the
Trust, on the basis of the
contribution we make

Recruitment
and selection

What’s working

well and- Y Together, we are Q/fo‘
Together, we are involved, as i olved t’h Q
equal partners, in helping us Involved in the way we S
all to understand more about recruit people Q,,b(\
what's working well
Q'
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Embedding the strategy: Making it feel real
Strategies feel real when they become embedded into the way we work; when
people start to take practical actions.

1. The first step is to talk to others about the strategy, to have conversations
together. Not everyone will agree with the content and some may perceive the
ambitions as a threat to the way they work.

2. The second step is for each and every one of us to think about what each of the
ambitions means and to reflect on what we might need to do in order to achieve
our ambitions. Change happens because we want it to.

3. The third step is for groups of service users, carers and staff to talk about the
strategy together. To agree on and to develop joint actions. To work together.

4. The fourth step is for the organisation, as a whole, to think about what it might
need to do differently, in order to support the embedding of the strategy. Staff
should not do this in isolation however, all staff (including corporate and business
teams) need to think about how they involve service users and carers, as equal
partners, in this work. Working together.

Along the way we need to bring people with us, we need to embrace and support
each other and recognise that change means different things to different people.
This strategy will challenge the beliefs of some people. We cannot legislate for its
implementation. Change will happen because the time is right and because people
want to change.

How will we know we have made a difference?

We have identified a series of strategic ambitions that identifies way forward, and

have emphasised the importance of everyone making sure that the doing of it, is

part of their business. So far we have heard about many practical suggestions from . ¢?
those of you who have attended some of the engagement events that might help u \
to embed the strategy; to make it real. We don’t want to be prescriptive about this,OQ
though. We want you to drive these changes. We will do what we can to supp ou

and our Council of Governors and Board of Directors will ensure that we are@qtg o

deliver on it. ,0061@(0’
Q}\ Q°>
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Glossary of terms used:

Co-production - Co-production is where service users, carers and staff share power
to plan and deliver services together, recognising that both partners have a vital
contribution to make. Co-production acknowledges that service users and carers
are experts in their own circumstances and capable of making decisions, while
professionals must move from being fixers to facilitators. Co-production requires

a relocation of power towards service users and carers. Where activities are co-
produced, both services and communities become far more effective agents of
change.

Engagement - Engagement is about understanding and involving the different
groups interested or impacted by the work you do, and building relationships with
them. The purpose can be to develop a long-term conversation and dialogue, or to
reach a specific goal through collaboration. But good engagement isn’t a tick-box
exercise — it needs to employ different routes and techniques to reach groups and
make sure they are involved. Engagement is about listening, hearing and attending
to needs and by doing so we value, care for and respect others.

Equal partners - Ensures that the people who use our services, our staff, partner
agencies and the wider public are fully engaged and involved in all aspects of the
planning, shaping and delivery of our services; and that individuals are fully involved
in their own care and support. Equal partners covers many levels of involvement
and inclusion, each implying a different level of relationship between service
providers, patients/service users, carers and citizens.

Inclusion - Inclusion is ‘the state of being included.’ It is used by rights activists to

promote the idea that all people should be freely and openly accommodated without
restrictions or limitations of any kind. It is described by some as the practice of

ensuring that people feel they belong, are engaged, and connected. It is a universal ‘
human right whose aim is to embrace all people, irrespective of race, gender, ®’<§
disability or other attribute which can be perceived as different. N\

O

Involvement - Service user involvement is the active participation of a person wi@h’<>
lived experience of distress in shaping their personal health plan, based on 1@65}96
knowledge of what works best for them. As the wider benefits of inclusion have -
become apparent and recognised, it has also come to mean the activ lgb &on of
the perspectives of service users collectively in the design, commis% 9, delivery
and evaluation of services, as well as in policy development local Q@ ationally.

This has been the accepted definition for many years, though r\@ss towards
achieving genuine service user involvement across the hea or has been
gradual. QO’
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These are peoples comments on developing the strategy. When we asked
people to identify how we might achieve each of the strategic ambitions, this
is what they said:

Service design and delivery — this is what we heard:

What does ideal involvement look like?

e Service users and carers are involved, as equal partners, in the design, delivery and evaluation
of the way that care is provided

What has/has not worked in the past?
e Has: Some good examples of work e.g. recovery colleges
e Hasn't: This is not locally consistent

How do we get to where we want to be?

e Harness and learn from examples of good practice and build on it

e Grass roots involvement of service users and carers in all aspects of the way that care is
shaped and delivered

e This ambition needs to be owned by everybody; built into the personal objectives of staff
and teams, and we need to give serious consideration as to how we can nurture and
support service users and carers to feel like they can make a difference and learn from their
experiences, good and not so good

Training - this is what we have heard:

What does ideal involvement look like?

e Service users and carers are involved in the design and delivery of training and development
initiatives

What has/has not worked in the past?

e Has: Examples of successful initiatives involving service users and carers leading on or
co-producing training
Has: Recovery college volunteers
Has: Service user deliver insight/awareness into the pathway for individuals, tell the story,
make it real at the Carer Champion Forum

e Hasn’'t: Some examples of good work but this is not consistent; not enough opportunities

How do we get to where we want to be? Q:O(
e Go back to the beginning, grass roots, get the basics right $
¢ Involvement needs to be at the heart of training and development initiatives ’006
Communications - this is what we have heard: * <9
What does ideal involvement look like? <9
e Service users and carers help shape the way that we communicate — helping to dq&l&p

effective, accessible, targeted, meaningful and jargon free methods of commu

50

What has/has not worked in the past? (0 $
® Has: Service user involvement in the ‘Write To Me’ pilot to reduce the jajpgg@hd the ensuring

that letters are sent to them first and copied to the GP %

e Hasn’t: Some good examples of work but this is not consistent

e Hasn’t: Communication is often jargon laden and ‘hit and miss,’ it is not always easy to speak to
the right person at the right time




How do we get to where we want to be?

e Harness and learn from what is good and build on it

¢ Involvement in the design and delivery of the Trust's communications strategies,
communication tools and initatives

What works well and why - this is what we have heard:

What does ideal involvement look like?

e Service users and carers are involved, as equal partners, in all aspects of the assurance
process - to ensure that our services are safe, effective, caring, responsive to people’s needs
and well led

e Examples of monitoring and evaluation initiatives could include meaningful involvement with
Points of You questionnaire and the Care Quality Commission (CQC) inspection process

What has/has not worked in the past?

e Has: Service user identified for each ward area to assist in collecting feedback

e Hasn't: From the engagement work completed to date, few examples have been given.
Question was asked; has service user and carer monitoring become a thing of the past? Clarity
over what the word ‘assurance’ means was requested

How do we get to where we want to be?
e Grass roots involvement of service users and carers in all aspects of the assurance, monitoring
and evaluation process; what’s working well and why?

Recruitment and selection - this is what we have heard:

What does ideal involvement look like?

e Service users and carers involved in all aspects of the recruitment and selection process —
designing jobs and job adverts, and developing interview questions, being on panels, being
informed of outcomes

What has/has not worked in the past?
e Has: Some involvement in designing questions and on panels
e Hasn'’t: This is not consistent

How do we get to where we want to be?
¢ Involvement should not be an afterthought

e Develop a bank of people who want to and can be involved ’O(
- Z
Workforce - this is what we have heard: N\
What does ideal involvement look like? Qb
e Service users, carers and staff have lived experience, and are valued for their unique insi%\’(}s
and acquired expertise Q %
e Service users and carers are employed on the basis of the contribution that they can’fna[(@
SRS

What has/has not worked in the past? \@QO)‘.Q
e Has: Employment of peer support workers Q} Q
e Has: Time to Change campaign (60 \/o)
e Has: Volunteers participating in recovery colleges \QQ \q/Q

0
How do we get to where we want to be? $0( \Qq/
e Review/revise recruitment and selection processes QO)

e Grass roots involvement of service users and carers in workforce planning, policies and
procedures




Leadership - this is what we have heard:

What does ideal involvement look like?

* | eadership development has a key role to play in improving our ability to deliver great care.
Service users and carers have unique insights and acquired expertise and need to be
embraced, as equals, as leaders

e | eadership development initiatives should be open to and directed at enhancing the
capabilities and maximising the contribution of service users and carers

What has/has not worked in the past?

e Has: Successful programmes developed and provided for over 140 people in past five years

e Has: We have a dedicated resource and a committed number of people who want to make this
work

e Has: We have more initiatives planned and have network of service users, carers and staff
working on this, supported by key organisational leaders

e Has: The Trust is leading the way regionally and asking the local leadership academy to
support the development of leadership initiatives for service users and carers

e Hasn't: Joint programmes comprising service users, cares and staff have not always worked
well

How do we get to where we want to be?

e Continue to co-produce leadership development initiatives open to service users and carers

* Ensure service users and carers are afforded the same opportunities as staff, and that this is
backed up at a regional and national level
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