
 

 
 

 

COUNCIL OF GOVERNORS MEETING 
 

AGENDA 
 

Monday 12 December 2016 
J1 Board Room, BGH, Brighton BN2 3EW 

4.00 – 6.00 p.m. 
 

No Approx 
time 

Item  Director 

1 4.00 Welcome, apologies, declarations of interest: 
Apologies: Yvonne Palmer, Barby Dashwood-
Morris 

 Chair 

     

2 4.00 Minutes of the previous meeting 12 September 
2016  

Enclosure Chair 

     

3 4.00 Matters arising and actions log  Enclosure Chair 

     

4 4.05 Governors’ Attendance Record  
To note 

Enclosure Chair 

     

5 4.10 Chair’s Report (inc. Elections Results) 
To discuss 

Enclosure Chair 

     

6 4.30 CEO’s Report (inc. Finance Update) 
To discuss 

Enclosure CEO 

     

7 5.00 Revised Membership Strategy 
For approval 

Enclosure Chair/CoSec 

     

8 5.15 Report from Membership Task and Finish 
Group / Membership Recruitment 2017 
To discuss 

Enclosure Andrew 
Partington 

     

9 5.30 CoG Evaluation 16/17 
To discuss timescales and preferred methodology 

Enclosure Chair/All 

     

10 5.45 The Role of HealthWatch 
To receive/discuss 

Verbal HealthWatch 
B&H 

     

11 5.55 A.O.B. 
To discuss 

Verbal All 

     

12 6.00 Date of next meeting (Council of Governors 
Meeting): Monday March 2017, Brighton 
General Hospital, 4.00 – 6.00 p.m.  
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MINUTES OF THE JOINT BOARD OF DIRECTORS/ 
COUNCIL OF GOVERNORS MEETING 

 
12 SEPTEMBER 2016 
The Hawth, Crawley 

 

Present  

Sue Sjuve  Trust Chair  

Siobhan Melia Chief Executive 

Stephen Lightfoot  Non-Executive Director 

David Parfitt Non-Executive Director 

Janice Needham Non-Executive Director 

Elizabeth Woodman Non-Executive Director 

Susan Marshall Chief Nurse 

Ed Rothery Acting Director of Finance (DoF) 

Richard Quirk Medical Director 

Richard Curtin Chief Operating Officer (COO) 

Gareth Baker  Director of People and Strategy (DoPS) 

Margaret Godfrey Company Secretary 

John Nicholson Public Governor 

Andrew Partington  Public Governor 

Yvonne Palmer Staff Governor 

Julie Warwick Staff Governor 

Ngaire Cox Staff Governor 

Stan Pearce Public Governor 

Edward Belsey Public Governor 

Wayne Hoban Public Governor 

Liz Workman Public Governor 

Lilian Bold Public Governor 

Pinaki Ghoshal Appointed Governor 

Geraldine Hoban Appointed Governor 

In Attendance 

Members of the public and stakeholders  

Apologies 

Ashley Robinson Staff Governor 

Jennifer Parry Staff Governor 

Ruben Brett Appointed Governor 

Paula Kersten Appointed Governor 

Morwen Millson Appointed Governor 

Barby Dashwood-Morris Public Governor 

David Romaine Public Governor 

Maggie Ioannou Non-Executive Director 

GD16/007 Welcome, apologies, declaration of interest 

 
 

The Chair welcomed everyone to the meeting. Apologies were recorded as above. There 
were no new declarations of interest, with Appointed Governors’ interests as 
representatives of stakeholder organisations noted.  

 
GD16/008 
 

Minutes of the Previous Meeting 140316  
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 The minutes of the previous meeting were agreed as a true and accurate record. 
 
The Chair updated the meeting in relation to the Governor representative on the Patient 
Experience Group referred to in the minutes, saying that Stan Pearce had kindly 
volunteered to take on this role.  

  

 
GD16/009 
 

Matters Arising/Actions from the Previous Meeting 140316  

 There were no matters arising.  

  

 
GD16/010 
 

Governors’ Attendance Record Year-to-date  

 The Chair presented the Governors’ attendance record year-to-date for information. She 
clarified that although there had been 3 Council of Governors meeting to date in 2016, as 
one had been called at short notice to approve the appointment of the Chief Executive, it 
would not count towards attendance figures. She reminded Governors that if a Governor 
missed 3 meetings in a row without due cause, that individual could be asked to step 
down from their position on the Council.  

  

 
GD16/011 
 

Chair’s Report  

 The Chair presented a previously circulated report containing a summary of events and 
news since the previous meeting. She highlighted Siobhan Melia’s appointment as Chief 
Executive, a post Ms Melia had officially taken up from 1 September, saying this marked 
the beginning of a new phase for the organisation, adding that Ms Melia was already 
making a positive impact. She said that the Council of Governors (CoG) had established 
a Membership Task and Finish Group to look at ways of further membership recruitment 
and engagement and report back to the CoG with a plan to take forward in the New Year. 
She said that the CoG also had a facilitated workshop planned for 25 October, to develop 
ways of working together as a team and help Governors get to know each other better. 
She thanked Janice Needham, NED, for agreeing to facilitate this workshop. She 
indicated that key meeting dates for 2017/18 would be submitted to the Board for 
approval on 29 September and then circulated to Governors.  

 
GD16/012 
 

Chief Executive’s Report and Integrated Performance Report (IPR)  

 The Chief Executive presented a previously circulated report containing information on 
the Trust’s performance against key national, local and contractual targets as at month 4. 
She said that she planned in future to bring more bespoke reports to the joint Board and 
CoG meetings, to highlight any current issues, recent successes and topical items of 
interest/importance. She summarised the Trust’s performance year-to-date, saying that 
the 3 main challenges it faced at present were workforce, agency costs and the financial 
position. She explained that the workforce issues included recruitment and retention and 
spoke briefly about the work ongoing to improve this situation, adding that she was 
determined to make the Trust an employer of choice in the area. She said that the Trust’s 
agency costs remained too high and outlined the national policy to reduce these across 
the NHS, both from the financial perspective but also because there could be quality 
issues if too high a proportion of agency staff were used in any area at one time. She said 
the drive to reduce reliance on agency staff sometimes contradicted the imperative to 
achieve safer staffing levels and this was something all Trusts battled with. She said that 
the Trust’s financial position was challenged, with a year-to-date deficit driven by high 
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levels of demand and agency expenditure as previously referred to. She said a 
considerable amount of work was ongoing to return the Trust to financial balance so it 
could deliver its annual plan.  
 
Governors asked questions as follows: 
 

a. Lilian Bold asked whether there was any joint working across the local health 
economy on the workforce issues. The Chief Executive replied that work was 
ongoing nationally and regionally to develop joint plans to tackle workforce issues 
where this was appropriate. She said that lateral thinking was being applied to 
solve the issues, including changes to skill mixes, new roles and workforce 
models being introduced, and changes to the education and training of healthcare 
professionals. She said these initiatives would take time to implement, but were in 
development. 

b. Pinaki Ghoshal commented that benchmarking information would be helpful in 
aiding understanding of the performance data presented in terms of measuring 
how the Trust performed against its peers. He added that the Trust could learn 
from local authorities in some instances where the latter have introduced 
innovative ways to tackle their own recruitment and retention issues. The DoPS 
indicated that quarterly benchmarking data was available and was presented to 
the Board at its public meeting each quarter. He said the Trust’s vacancy rate was 
mid-range compared to other NHS organisations, but its retention rates were 
lower, owing to the demographic of its staff and the location of the Trust. He said 
the Trust had a relatively high number of older staff, with consequently high 
retirement rates each year, which created vacancies to be filled, and added that 
the Trust’s location meant that potential employees had a good choice of jobs 
within reasonable commuting distance, so the workforce tended to be fairly 
mobile.  

c. Edward Belsey said that on a recent assurance visit he had participated in, staff 
had spoken about their perceptions that there was a lack of training available to 
nursing staff at the Trust to further their careers. He asked if this was the case. 
The Chief Executive said that the continuing development of staff was a priority for 
the Trust and plans were in place with local Universities to meet those needs. The 
Chief Nurse commented that it was pleasing to hear that staff wanted more 
training, as often they expressed the view that the training they had to undertake 
prevented them spending enough time on direct patient care. She said the Trust 
had introduced enhanced clinical skills training this year and also had plans to 
start developing its own staff in nursing and therapies.  

d. Wayne Hoban asked what roles the additional whole-time equivalents (WTEs) 
reported had been recruited into. The DoPS replied that this was to a mix of 
clinical roles including nurses, Allied Health professionals (AHPs), medical staff 
and healthcare assistants (HCAs).  

e. Michael Hobbs (member of staff) asked where savings were being made to return 
the Trust to its financial plan. The Chief Executive said that savings were being 
made across the Trust but this would not compromise safety. She said that 
investing to save schemes were also being considered to use what money was 
available in the most effective and prudent way.  
 

The Chair took the meeting through each section of the report in turn and asked for 
questions or comments on each section: 
 

a. Balanced scorecard: The meeting noted the balanced scorecard but commented 
that fewer acronyms would make it easier to read. 

b. Safe Domain: The meeting noted the data presented in the Safe Domain section. 
c. Effective Domain: The meeting noted the data presented in the Effective Domain 
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section.  
d. Responsive Domain: Andrew Partington asked why the Early Warning Systems 

metrics were RAG-rated “Red”. The Medical Director said that the changeover to 
a new incident reporting system had delayed the sign off of some investigations 
into incidents and Serious Incidents (SIs) in month 4. He said the position would 
return to normal for subsequent months and reassured the meeting the current 
“Red” status was not indicative of an emerging trend.  

e. Caring Domain: A member of the public asked why the RAG-rating for nutrition 
assessments was “Amber” status. The Chief Nurse explained that this was a data 
entry issue and reassured the meeting that nutrition assessments were being 
done for all inpatients.  

f. Well-led Domain: Edward Belsey said that he had heard anecdotally that nurses 
had to “haggle” with other providers to get patients discharged from community 
hospital beds and asked whether this was the case. The COO said that the roll-
out of the Safer bundle should negate the need for any negotiation on discharge 
and lead to safer, easier discharge planning for all patients. He said the bundle 
was being introduced on a centralised basis and per community hospital and 
would be monitored to ensure it was having the expected impact.  

g. Equality and Diversity Indicators: Wayne Hoban asked why these indicators were 
at “Red” status. The DoPS replied that training levels for Bank staff for Equality 
and Diversity were below target which accounted for one indicator. He added that 
the other “Red”  indicator related to the conversion rate of short-listed applicants 
to appointments made, which was lower for Black and Minority Ethnic (BME) 
people compared to white people. He said that work was ongoing to understand 
this situation and to make any necessary changes to ensure the recruitment 
system was fair.  

h. Workforce: The meeting noted this was an area of significant focus for the Trust. 
Members noted that sickness absence due to musculoskeletal (MSK) issues and 
stress was increasing and this was a focus both for the Board and the Healthier 
Workforce Group.  

i. Sustainable Domain:  The meeting noted the data presented in the Sustainable 
Domain section. 

j. Benchmarking data: the meeting noted the data. 

 
GD16/013 
 

Report from the CoG Nominations and Remuneration Committee (NRC)  

 

The Chair informed the meeting that the CoG NRC had met on 12 July to review the 
Chair and Non-Executive Director terms of office and remuneration and to make 
recommendations on the same to the full CoG for approval. She added that the NRC had 
also approved its Terms of Reference at the meeting.  

 
GD16/014 
 

Revised Constitution  

 

The Chair presented a previously circulated report containing the revised Constitution for 
approval. She said the changes were shown using Track Changes and had been 
approved in principle by the CoG in June and formally by the Board at its meeting in July. 
She asked the CoG to now formally approve the proposed changes and the CoG so 
approved. 
 
The Chair informed the meeting that elections for 4 vacant seats on the CoG were due to 
start on 14 September for 3 Public Governors and 1 Staff Governor. Andrew Partington 
asked how members in the Rest of England constituency could be represented without a 
Governor specifically for that area. The Company Secretary replied that not having a 
Governor for this constituency had been a pragmatic decision, given the very low 
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numbers of members in that area. She said any queries from those members could be 
dealt with at an individual level.  

 
GD16/015 
 

Membership Task and Finish Group (TFG) Update  

 

The Chair presented a previously circulated report containing the notes from the first 
meeting of the Membership TFG which the CoG had established to develop plans for 
membership recruitment and engagement activity that the whole Council could then 
undertake. She highlighted the new membership form and postcard advertising 
membership that had recently been produced to support membership recruitment activity. 
Governors commended the new materials, commenting on their attractive design and 
easy-to-read content.  

GD16/016 A.O.B. 

 

The following was raised under A.O.B.: 
 

a. John Nicholson asked how the Trust would encourage members to stand for 
election to the vacant Governor seats. The Chair replied that she and fellow Board 
members would use their networks and communications mechanisms and 
publicity would also be utilised. She asked the meeting attendees to also use their 
networks to encourage interest in the elections.  

b. Lilian Bold informed the meeting that the opening event for the MSK service in 
Horsham would be held in October and invited anyone interested to come.  

 
The Chair thanked everyone for attending and closed the meeting.  

 
GD16/017 

 
Date of Next Meeting:  
 

 The date of the next meeting was scheduled for Monday 12 December, 16.00 – 18.00 
p.m., J1 Board Room, BGH.     
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.   
                                                                                                                                                                  

 
 
 

ACTIONS LIST – JOINT COUNCIL OF GOVERNORS/BOARD OF DIRECTORS 120916 
 

 BOARD 
DATE 

ACTION WHO DUE DATE STATUS 

  No actions.     
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COUNCIL OF GOVERNORS MEETING 

12 December 2016 
 

Agenda Item: 4      
 

 

Title: Governors’ Attendance Record to September 16 

 

Purpose:
  

Approval  Assurance  Discussion  Briefing X 

           

Summary:  
 
The Constitution requires all Governors to attend as many formal Council of 
Governors’ meetings as possible in each financial year. Annex 5, s.1,  Eligibility, 
disqualification and grounds for removal, sets out the following requirement in terms 
of attendance: 
 
(A Governor can be removed from office if – )  
 
1.1.12. he/she fails to attend two (2) meetings in any financial year, unless the 
other Governors are satisfied that the absences were due to reasonable causes and 
he/she will be able to start attending meetings of the Trust again within such a 
period, as they consider reasonable;  
 
The attendance record of Governors is attached for noting.  

 

Recommendation: 
To note.  

 

CQC Domains (Safe; Caring; Responsive; Effective; Well Led) indicate which 
are relevant below: 

 Factors into Well-led Domain requirements. 

 

Relevance to Strategic Goals: N/A.  

 

Equality and Diversity: 

 N/A 

 

Prepared by: 
Margaret Godfrey, Company Secretary 

Presented by: 
Sue Sjuve, Chair 
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Council of Governors Attendance Record 16/17 – to Dec 16 

 

*Meeting arranged at short notice. 

 

 

Council of Governors Attendance March 16 Jun 16 Aug 16 
(Extraord. 
CoG by 
telecon)* 

Sept 16 

Barby Dashwood-Morris Y Y Y X 

Andrew Partington Y Y Y Y 

John Nicholson Y X Y Y 

Wayne Hoban Y X X Y 

Lilian Bold Y Y Y Y 

David Romaine Y Y Y X 

Stan Pearce Y Y X Y 

Edward Belsey Y Y X Y 

Ngaire Cox Y X X Y 

Ashley Robinson Y Y Y X 

Jennifer Parry Y Y Y X 

Yvonne Palmer Y X X Y 

Pinaki Ghoshal Y X X Y 

Morwen Millson Y Y X X 

Ruben Brett Y X X X 

Geraldine Hoban X Y X Y 

Liz Workman X X X Y 

Julie Warwick X Y Y Y 

Paula Kersten N/A X X X 

At time of Sept meeting – 3 vacant 
seats – 2 in Arun, 1 in Crawley 
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COUNCIL OF GOVERNORS MEETING 

12 December 2016 
 

Agenda Item: 5      
 

 

Title: Chair’s Report 

 

Purpose:
  

Approval  Assurance  Discussion  Briefing X 

Summary:  
For information.   

 

Recommendation: 
To note.    

 

CQC Domains (Safe; Caring; Responsive; Effective; Well Led) indicate which 
are relevant below: 

 Factors into Well-led Domain requirements. 

 

Relevance to Strategic Goals: N/A 

 

Equality and Diversity: 

 N/A 

Prepared by: 
Sue Sjuve, Chair 

Presented by: 
Sue Sjuve, Chair 
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Introduction 

My report to this meeting is focused on the Sustainability and Transformation Plan (STP) and 

aims to provide some background and context to the plan published last week.  

This report also covers matters internal to the Trust and I would like to begin by welcoming 

Anita Sturdey, newly appointed Governor for support staff, and David McGill, Governor for 

Arun. Both are attending their first CoG formal meeting. Recent elections for Public 

Governors in the Crawley and Adjacent Communities constituencies concluded in early 

December and I am pleased to announce that Angela Georgant (Crawley) and Andrew 

Halliday (Adjacent Communities) were elected. Induction will be arranged for all our new 

Governors early in the New Year.  

This will also be the last meeting for Ruben Brett, as Ruben hands over to a Youth Governor 

from West Sussex before our March meeting. I would like to thank Ruben for the time and 

thought he has committed to this work. His different perspective and his challenges have 

been invaluable at CoG and at the Membership Task and Finish Group.  

I am covering proposals for the self-evaluation of the CoG in a separate paper. I would also 

like to advise the CoG that the senior independent director will be seeking your feedback for 

my appraisal before the end of the financial year and your input for the objectives for 2017/18 

for me and the Non-Executive Directors (NEDs).  

1. What is the STP and what is its objective? 

1.1. Sustainability and Transformation Plans (STPs) were announced in the NHS 

planning guidance published in December 2015. NHS organisations in different parts 

of the country have been asked to come together to develop ‘place-based plans’ for 

the future of health and care services in their area. Draft plans were submitted in 

June 2016, and the next iteration of these were submitted in October 

1.2. STPs are five-year plans covering all areas of NHS spending in England. A total of 

44 areas have been identified as the geographical ‘footprints’ on which the plans will 

be based, with an average population size of 1.2 million. A named individual has 

been chosen to lead the development of each STP. Most come from clinical 

commissioning groups (CCGs) and NHS trusts and foundation trusts, but a number 

of STP leaders come from local government.  

1.3. The scope of STPs is broad. Initial guidance from NHS England and other national 

bodies set out around 60 questions for local leaders to consider in their plans, 

covering three  areas:  

1.3.1. improving quality and developing new models of care; 

1.3.2. improving health and wellbeing;  

1.3.3. improving efficiency of services.  

1.4. Leaders have been asked to identify the key priorities for their local area to meet 

these challenges and deliver financial balance. While the guidance focuses mainly 

on NHS services, STPs must also cover better integration with local authority 

services 

1.5. STPs represent a shift in the way that the NHS in England plans its services. While 

the Health and Social Care Act 2012 sought to strengthen the role of competition 

within the health system, NHS organisations are now being told to collaborate rather 

than compete to respond to the challenges facing their local services. This new 

C
ha

ir'
s 

R
ep

or
t

Page 11 of 42



 

 

3 

 

approach is being referred to as place-based planning. Our STP incorporates 3 

place-based plans. 

1.6. This shift reflects a growing consensus within the NHS that more integrated models 

of care are required to meet the changing needs of the population. This means 

different parts of the NHS and social care system working together to provide more 

co-ordinated services to patients – e.g., by GPs working with community providers, 

mental health, hospital specialists, and social workers to improve care for people 

with long-term conditions. 

1.7. It also recognises that growing financial problems in different parts of the NHS can’t 

be addressed in isolation and the fragmentation of commissioning and provision in 

the NHS leads to gaps and overlaps in services which offer scope for efficiency. 

Providers and commissioners are being asked to come together to manage the 

resources available for NHS services for their local population. This may lead to 

‘system control totals’ – (financial targets – being applied to local areas by NHS 

England and NHS Improvement. 

1.8. Developing STPs is complex. STP footprints are often large and involve different 

organisations, with their own cultures and priorities. Finding time to work on STPs 

can be challenging, given severe service and financial pressures facing NHS 

organisations.  

1.9. Perhaps the biggest challenge facing leaders is that STPs are being developed in an 

NHS environment that was not designed to support collaboration between 

organisations. Leaders of NHS providers, for instance, find themselves under 

significant pressure from regulators to improve organisational performance. This 

means focusing primarily on their own services and finances rather than working with 

others for the greater good of the local population. The dissonance between place-

based planning and the continuing focus on organisational performance in the NHS 

is unhelpful. 

 

2. How the STP is being developed in Sussex and East Surrey so far 

2.1. We have been included in an STP footprint which covers the whole of West and East 

Sussex, Brighton and Hove City Council area and East Surrey. Broadly this is the 

area served by four acute Trusts: Western Sussex Hospitals (WSH) NHS Foundation 

Trust, in the west; Surrey and Sussex Healthcare NHS Trust (SaSH) based in 

Redhill; Brighton and Sussex University Hospitals (BSUH) NHS Trust based in 

Brighton; and East Sussex Healthcare (ESHT), based in Eastbourne. It covers the 

operation of 23 health and social care organisations, each represented on the STP 

leadership team. 

2.2. Michael Wilson, CEO of Surrey and Sussex NHS Trust, has been appointed by NHS 

England to lead our STP. Over the time since establishment of the team Michael has 

worked with the 23 CEOs of the organisations and some consultancies to: 

2.2.1. Analyse the challenges and issues faced in the area and project 

these forward over a five-year planning period; 

2.2.2. Address the 60 questions posed by NHS England; 

2.2.3. Divide the STP footprint into three smaller “places” each of which 

has its own emerging plan and new model of care and each of which contributes 

to the whole STP. 

2.2.4. Establish a smaller STP executive including the three leaders of 

the three places within the STP and also representatives of community health 

C
ha

ir'
s 

R
ep

or
t

Page 12 of 42



 

 

4 

 

and mental health services. The place leader in the East (East Sussex together 

which includes Hastings and Rother and Eastbourne and Hailsham) is Keith 

Hinkley, Director of adult social care and health in East Sussex County Council;  

the place leader in the central corridor, that includes the area from Caterham in 

the north to Brighton on the coast and stretches from Horsham in West Sussex 

to Heathfield in East Sussex, is Geraldine Hoban, COO of Horsham and mid 

Sussex CCG and also a member of this CoG; and the place leader in the west 

which equates to the Coastal West Sussex CCG area, is Marianne Griffiths, 

CEO of WSH NHSFT. Thus the executive includes representatives of all the 

groups of providers and commissioners in the footprint, other than the voluntary 

sector. 

2.3. The initial submission made to NHS England in June was deemed to require 

considerably more work, including a more coherent narrative and clear solutions for 

the quality and financial problems of BSUH and ESHT.  We have not yet received 

feedback on the last submission made on 21 October 2016.  

2.4. As the CoG will be aware, I have been keen to share progress on the plan as it 

emerged. However, NHS England (NHSE) and NHS Improvement (NHSI) requested 

that STPs and their members remained silent in advance of a nationally coordinated 

communication plan. Last week on 22 November we were advised that all plans 

would be communicated on 25th November, and they have been published. This 

paper aims to provide context for the business-focused document you may have 

read as a result.  

 

3. Place-based plans 

3.1. Coastal Care.  

3.1.1. In the west, the Coastal Care place, led by Marianne Griffiths, has 

appointed Amanda Fadero as programme lead and has used a firm of 

consultants called Concillium to produce a compelling business case for change. 

Broadly this case indicates that the demographics of the population will lead to 

both an increase in demand for health and care services and a persistent 

shortage of working age clinicians to provide it. With the CCG in financial 

difficulty, all providers struggling with clinical workforce shortages, and the acute 

trust experiencing increased demand;  it is clear that integration of services to 

reduce overlaps, focus on prevention and keeping people well and in the 

community to reduce the demand on inpatient services is essential.  The place 

based leadership in this area is recommending that the providers and 

commissioners in this area work together to deliver integrated services as a 

priority in the areas of urgent care, frailty and local care networks, which equate 

to our own communities of practice concept.  The plan also describes enabling 

strategies such as creating a single shared electronic patient record.  

3.1.2. Within the Coastal Care place, the plan recommends the 

establishment of 8 local care networks. These would focus care around local 

communities and primary care. 

3.1.3. There will be an overarching governance system setting high level 

principles. Currently there is more agreement around this in the NHS than local 

government, although local government has agreed to align itself with the plan.  

3.1.4. Workforce solutions; engagement with the public and other 

stakeholders (including the SCFT CoG) and the development and 
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implementation of an integrated digital patient record are agreed to be key to 

success. 

3.1.5. It is also important to state what this is not. It is not a plan to close 

down or reduce services. 

3.2. The Central Corridor.  

3.2.1. This place is led by Geraldine Hoban. In many ways the plans for 

this area are similar to those in the west. The central corridor intends to develop 

the multi-speciality community provider model of care using the SCFT 

Communities of Practice approach to centre care on local communities and GP 

lists. The models of care are to be developed and delivered without 

organisational change although this may be considered later if it would facilitate 

further progress.  This area contains BSUH which is in special measures, in a 

financial recovery regime and is in the process of decanting services from the 

old county hospital as part of the three Ts (Tertiary, Trauma and Teaching) 

development. It has recently been announced that the team at Western Sussex 

Hospitals FT will become responsible for BSUH from April 2017. 

3.2.2. The area has considerable performance challenges, specifically 

around referral to treatment targets and cancer outcomes.  

3.2.3. The new model of care to be employed here will focus on 

prevention, using assets to keep people well, sharing resources across 

communities of practice and using care navigators to help service users find the 

solutions they need. Community services and mental health services will be 

aligned around towns.  

3.2.4. The model will also bring some services traditionally provided in 

acute hospitals out into the community and will stop people being admitted in the 

first place. It will focus on prevention and self-care. 

3.2.5. It will use risk profiling to predict and pre-empt crises, and will scale 

up the use of proactive care which has proved very effective on a small scale.  

3.2.6. The leader of this place is putting it forward as a vanguard site, 

hoping to attract funding from the centre for further development. Delivering this 

plan is anticipated to reduce demand for acute services, so that we can right-

size BSUH; Queen Victoria Hospital NHSFT (QVH): and SaSH. 

3.2.7. Patients may then have to travel further for acute services but 

should also be seen more rapidly. 

3.2.8. It is agreed that shared electronic care records will unlock this 

shared model of care more than anything else, and that engagement with the 

public must now begin, even though we do not have all the answers.  

3.2.9.  In this place there are many more participants, four CCGs, two 

acute trusts, three local authorities, as well as the mental health and community 

trusts and voluntary sector. The voluntary sector is involved through local 

transformation boards which are the delivery vehicle for the STP in this place.  

3.3. East Sussex Together.  

3.3.1. This place is intending to become an Accountable Care 

Organisation and is further advanced in planning for this than is the west.  

3.3.2. However the major issue for this place is the situation of East 

Sussex Healthcare Trust which is in special measures and financial deficit. Its 

financial projections are worsening and activity is increasing.   
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3.3.3. SCFT is not involved in this place, however it is understood that the 

place-based plan will need to include a strong and compelling narrative around 

how it plans to address the ESHT situation in order to avoid intervention from 

the centre.  

4. Risks and issues 

4.1. Timetable 

4.1.1. The timetable to have a completely developed and actionable plan 

after 6 months work was extremely challenging and those working on the plan 

are for the most part CEOs already working more than full time in their own 

organisations. Feedback from the centre, however, is that if the plans do not 

deliver, there may be intervention from the centre. 

4.2. Size of the financial challenge 

4.2.1. The scale of the financial challenge for this STP with two acutes 

and an ambulance trust in financial deficit and special measures is greater than 

has been delivered in the NHS. This is against an overarching priority to improve 

the quality of care 

4.3. Participants do not all fit into the places, or span several of them 

4.3.1. As outlined above, the footprint is not coterminus with any of the 

participating organisations and cannot be so for all of them. Some organisations 

span all three places and more. This compounds the time and activity pressures. 

Organisational restructures could further compound these. 

4.4. Potentially conflicting governance structures 

4.4.1. Some of the participants, such as Foundation Trusts and CCGs are 

membership organisations accountable to their members and with statutory 

governance responsibilities for those organisations. The boards of these 

organisations are keen to progress the STP at pace and to deliver its benefits. 

At the same time, in order to discharge their responsibilities to their members, 

they must be assured that the assumptions underlying the proposed solutions 

are robust in order to commit resources to them.  

4.5. Function before form or vice versa 

4.5.1. It is recognised that if organisational change would optimise the 

delivery of the plan it would be suboptimal to delay that change until the function 

of the new models has been fully proved. At the same time, there must be clear 

and valid assumptions about the benefits that will flow from organisational 

change for organisations to recommend it to their boards, because such change 

consumes time attention and funds that could otherwise be applied to patient 

care.  

4.6. Assumptions 

4.6.1. At present there is a clear and compelling case for change from the 

current models of care. The case for a particular new model in a particular place 

is less clear and quantified. 

4.6.2. The most recently submitted plans were drawn up before it was 

announced that WSH NHSFT would be assuming responsibility for BSUH in 

April. This will mean that Marianne Griffiths and her team are spanning two 

place-based plans – one of which she leads, and how this will affect the STP is 

not yet clear. 

 

 

C
ha

ir'
s 

R
ep

or
t

Page 15 of 42



 

 

7 

 

5. Next Steps 

5.1. It is appropriate at this point to begin to share these plans with Governors and with 

members. There is risk in this in that we do not have all the answers yet, however to 

delay sharing any further is not an option in that our communities have a right and a 

need to understand these plans as they evolve. And leaders in the system have a 

need to hear and understand the sort of questions that are important to our 

stakeholders including yourselves and your members. 
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 COUNCIL OF GOVERNORS MEETING 
12 DECEMBER 2016 

 
Agenda Item: 6    

 

Title: Chief Executive Officer’s (CEO) Report 

 

Purpose:
  

Approval 
 

 Assurance  Discussion X Briefing X 

 

Summary: 
 
This paper highlights the Trust’s current financial performance and describes some high-
level actions in place to improve the Trust’s financial position. Agency expenditure continues 
to be a challenge and there is a need for increased focus and action to reduce this. There is 
a need to also focus on delayed transfers of care (DTOCs), with recognition from NHS 
Improvement that community providers must do as much as is possible to reduce DTOCs in 
community beds. Ongoing national discussions regarding system pressures have included 
the recognition that NHS organisations have an opportunity to support with delivery of 
packages of social care. 
 
Appendix A to the report contains a summary of the Draft Operational Plan 17/18 – 18/19, 
which will be finalised over the next two weeks and submitted to NHS Improvement (NHSI) 
on 23 December. Governors are invited to review and comment on the summary draft plan.  
 

 

Recommendation: 
The Council of Governors is asked to consider the information in the paper. 
 

 

CQC Domains (Safe; Caring; Responsive; Effective; Well Led) indicate which are 
relevant below: 
This paper considers some of the current risks and issues experienced by the Executive 
Team and therefore may impact all domains. 
 

 

Relevance to Strategic Goals:  
Where the risks are likely to impact upon the strategic goals, they will be added to the Board 
Assurance Framework. 
 

 

Equality and Diversity: 

 Assessment completed: Yes  

 Impact: This paper is a discussion paper – no equality or diversity issues have been 
identified and equality and diversity will be a key consideration of integrated working 
 

 

Prepared by (including job title):  
Siobhan Melia; Chief Executive 

Presented by (including job title): 
Siobhan Melia; Chief Executive 
 

 
 
 
 

C
E

O
's

 R
ep

or
t

Page 17 of 42



 Page 2 of 6 
 

 
 
 
1. Financial performance 

 
The Trust is reporting a deficit of £373k at the end of Month 7.  This is a £545k variance to 
the planned position of a £172k surplus, before assumptions on the receipt of Sustainability 
and Transformation Funding (STF) income of £798k for the year-to-date. The performance 
for the month was a £60k surplus. The variance including STF is £1,230k, but receipt of STF 
is dependent upon the delivery of our control total and so there is a binary decision as to 
whether we receive or not. The year-end surplus target for the receipt of the STF funding is 
£2.4m.  Of the total STF income of £1,970k, £1,370k is linked directly to the delivery of the 
financial position with £600k against specific targets, one of which would be meeting the 
agency ceiling target of £5.8m. Agency spend at M7 is £5.4m, although £0.5m of this relates 
to the High Weald Lewes Havens (HWLH) services and the Trust is still in discussion with 
NHS Improvement over the treatment of this.   
 

 
 
As a result of the current position, there is a Financial Recovery Plan (FRP) in place. 
Financial recovery schemes delivered £497k of benefit to the financial position in October 
against a planned £668k and some key highlights are:  

 
• Agency Staff: The run rate on agency spend has dropped in both September and 

October from £750k per month to £675k in October.  However, this remains behind 
the plan and trajectory set by the Trust.  Although there have been major reductions 
in September in HWLH services for nurses and therapists, and in Crawley for Urgent 
Care Medical locums, other areas, such as inpatient beds in Crawley and Horsham, 
have remained high. 

• Senior Non Clinical Interims: Virtually all interim contracts have now been 
terminated, or staff moved to fixed term Agenda for Change posts resulting in 
recurrent monthly savings of more than £200k.   

• Procurement: Savings are calculated based upon actual orders received and 
stopped or deferred.  This equated to £65k in September. 

• Estates: The October position is slightly behind plan due to a slightly longer than 
planned exit from The Annexe in Horsham.  This is now in place and will deliver 
£180k full year savings.  Further opportunities for estates rationalisation are being 
sought. 

• Travel: Significant reductions in travel costs continue across the board.  Costs 
reduced by £30k in the month, following a £41k reduction in August, although the 
reduction has slowed in October. 

 
2. Agency and workforce update 
 
The Trust is facing increased scrutiny from NHS Improvement (NHSI) regarding agency 
expenditure and, as described above, agency costs continue to be a major contributor to the 
financial deficit position. A regional agency performance report has been produced by NHSI 
for the first time in September and it is disappointing to note that SCFT is ranked 39 out of 
55 Trusts for performance against agency targets. A plan was already in place to reduce 
agency expenditure, but the Executive Team has agreed a number of immediate additional 
actions including: 
 

Directorate  In Month Budget  In Month Actual  In Month Variance  YTD Bud  YTD Act  YTD Var

East Area -1,944 -1,879 64 -13,556 -13,512 45

Central Area -2,129 -1,963 166 -15,084 -15,278 -194

West Area -3,594 -3,735 -141 -24,903 -25,054 -151

Children & Specialist Services -3,503 -3,602 -99 -24,560 -25,001 -441

Operations Management -41 -78 -37 -368 -811 -443

Corporate 11,388 11,317 -71 79,310 79,265 -45

Total Surplus / (Deficit) 177 59 -118 839 -391 -1,230

STF Income -114 0 114 -798 0 798

Technical Adjsutments 19 2 -17 131 18 -113

Control Total Surplus / Deficit 82 60 -21 172 -373 -545
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 New service line recruitment targets, to hold teams to account for reducing workforce 
spend through substantive recruitment. 

 Chief nurse to contact organisations that have strong performance in reducing 
agency spend to establish success criteria and implement asap. 

 Recruitment to additional Staff Direct posts to create centralised agency booking 
system as an increased control measure.  

 Implement flexible payment incentives for bank staff and for hard to recruit to posts. 

 Embed escalated sign off processes for agency bookings.  
 
Current performance on key workforce metrics also remains challenging and month 7 values 
against monthly targets are summarised below: 
 

Workforce metric 
 

Month 7 value Monthly target 

Vacancy rate 
 

14.7% 11.75% 

Turnover rate – rolling 12 
month average 

14.3% 12.75% 

Sickness rate 
 

5% 5.5% 

 
In response to the workforce and agency challenges, there will be a ‘deep dive’ on all 
workforce issues at the January 2017 Board (In Committee) meeting. A revised Workforce 
Strategy has also been developed, which is currently in draft and will be approved by the 
Board in January. A new delivery structure has been established to ensure that actions plans 
are implemented, which includes a number of working groups that will report to the 
Workforce Committee, with assurance and strategic oversight from the Quality Committee. 
 
3. System pressures and opportunities 
 
There are some key national messages regarding supporting the acute hospitals through 
winter, with NHSI reflecting the importance of a collaborative approach to solving A&E 
pressures across health and social care systems. As a result, SCFT operational teams will 
be under pressure to ensure that patient flow is optimised and that delayed transfers of care 
(DTOCs) are minimised.  
 
SCFT year to date performance is 14.3% against a target of 7.5% DTOC bed days lost. 
There is a large amount of data available regarding our Trust-wide DTOCs and the Chief 
Operating Officer has ensured that a number of operational improvements have been 
introduced following completion of project work earlier in the year. These include the SAFER 
bundle, virtual ward rounds, and regular performance discussions with operational teams as 
business as usual. However, there is a need for the Executive Team to ensure that, as an 
organisation, we are doing as much as possible to improve patient flow and this will be a 
continued area of focus. 
 
It is recognised that a number of DTOCs are attributed to patients that are waiting for social 
care services, and therefore a second area of national focus continues to be the challenge 
within the home and domiciliary care markets.  SCFT has been exploring moving into the 
care delivery market since 2015 and, at that point, was unable to compete with private care 
providers on price. However, the dialogue has continued, particularly in West Sussex, and it 
is felt that if SCFT were to become a provider of care packages this would positively impact 
upon some of the DTOC challenges. This may also go some way to alleviate some of the 
workforce challenges as, although it is difficult to recruit to some of the trained posts in West 
Sussex, there is confidence that the care/healthcare support workers’ roles could be filled. A 
major factor in moving into the care market to date has been the regulatory requirements 
from the Care Quality Commission (CQC). All required submissions have been made and 
the Trust is advised that the CQC should respond by Christmas. 
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Appendix A 
 

Sussex Community NHS Foundation Trust (SCFT) Operational Plan 2017-19 

1.  Background 
 
The Trust has to submit a Final Operational Plan 2017/18 – 2018/19 to NHS Improvement 
before noon on the 23 December 2016. The appendices to the plan include 4 required 
templates for workforce, finance, a triangulation return, and a Sustainability and 
Transformation Plan (STP) assurance statement. A summary of the content of the plan is 
shown below for the Council of Governors’ consideration and comment. 
 
2. SCFT Operational Plan 2017/18-2018/19 Summary 
 
NHS Improvement provides very precise and detailed instructions regarding the structure 
and the content of the plan. The whole narrative document must be no more than 16 pages 
long and there is a page limit for each section. The table below gives a summary (in the left 
column) of the NHSI requirement and an outline of the high level actions that SCFT will take 
over the next 2 years. 
 

Planning Area and NHSI 
Requirement 

What SCFT has said it will do 

Activity Planning 
 
A fundamental requirement of the 
2017/18 to 2018/19 operational 
planning round is for providers and 
commissioners to have realistic 
and aligned activity plans.  

 Working with partners around demand and 
capacity planning (particularly CCGs) 

 Use of the SCFT developed Bed Management 
System to help plan capacity internally and 
system wide 

 Working with commissioners to develop new 
ways of contracting based on activity data (this 
reduces reliance on block contracts) 

Quality Planning 
 
Providers should outline their 
approach to quality improvement 

 Put in place a Quality Improvement Plan (QIP) 
for 2017/18 and 2018/19 which outlines the 
quality goals for each year and links to the 
strategic goals for the organisation 

 Organise the plan around the 5 CQC domains 
(safe, effective, responsive, caring and well led) 
with 3 themes per domain 

 Develop local Quality Improvement Plans for 
each area of the organisation 

 Take part in all applicable national audits and 
deliver the national CQUINs 

 Operate a 3 tier Quality Impact Assessment 
process for all trust Cost Improvement 
Programme schemes (CIPs) 

 Triangulate evidence from a number of sources 
to mitigate the risk of efficiency schemes 
having an adverse impact on quality 

Workforce Planning 
 
Articulation of a workforce planning 
methodology linked to the strategic 
aims of the provider 

 Update the Trust Workforce Strategy to make 
sure that it is aligned with Sustainability and 
Transformation Plan 

 Carry out 9 key workforce related projects in 
support of the implementation of the Clinical 
Care Strategy 

 Monitor the potential quality impact of 
workforce change through an assurance 
structure which includes Workforce and Quality 
Committees 

 Put in place a robust education and 
development programme to support the 
implementation of the Workforce Strategy 
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Planning Area and NHSI 
Requirement 

What SCFT has said it will do 

 Continue work to reduce agency spend 
including deployment of e-rostering, enhancing 
the centralised bank and working with external 
partners 

Financial Planning 
 
The plans will comprise two-year 
financial projections based on 
robust local modelling and 
reasonable planning assumptions 
aligned with national expectations 
and local circumstances. 
 
 

 Have the objective of moving to a recurrent 
financial surplus position in 2017/18 

 Carry out further work on the delivery 
programme to ensure that efficiency schemes 
are delivered recurrently 

 Work with commissioners to identify genuine 
CCG CIPs 

 Put in place a cost saving target of 3.6% or 
£8.1M 

 The remainder of the efficiency target will be 
met by winning new business, a review of 
services that are unsustainable or loss making 

 Discuss with NHSI the adjustment of the Trust’s 
current agency ceiling to include High Weald 
Lewes and Havens 

 Identify 12 CIP themes each of which has an 
Executive Director Lead 

 Use the Carter Report (currently relating to 
acute sector) to identify areas of opportunity for 
efficiency prior to the release of the report for 
community trusts 

 Put in place a capital investment plan for 
2017/19 to support the delivery of the Clinical 
Care Strategy 

 Embark on a significant programme of work on 
the BGH site 

Sustainability and Transformation 
Plan 
 
Significant progress on 
transformation is expected through 
2017/18 to 2018/19 operational 
plans so all providers are expected 
to reflect the implementation of the 
local health and care system’s STP 

 Work in partnership with other providers taking 
actions to promote further integration of 
services 

 Further implement Communities of Practice in 
line with STP aspirations around moving care 
out of acute and into the community 

 Play a key role in the delivery of STP priority 
‘urgent and emergency care’  through trust 
urgent care services and single point of access 
‘one call’ 

 Play a key role in the delivery of STP priority 
‘frailty’ through the refinement of SCFT 
responsive services 

 Continue as an active member in the 
development of the Sussex Local Digital 
Roadmap which supports STP aspirations 

Membership and Elections 
 
For 2017/18 NHS foundation trusts 
should provide a high-level 
narrative on membership and 
elections 

 Where Council of Governors (CoG) members 
are shared between organisations, new 
representatives will be appointed to the CoG at 
appropriate intervals 

 Carry out a programme of membership 
recruitment and engagement events in 17/18 

 SCFT Governors will be involved in the 
communications programme for the Sussex 
and East Surrey STP 

 No planned elections for 17/18 but may require 
some bi-elections 
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COUNCIL OF GOVERNORS MEETING 

12 December 2016 
 

Agenda Item: 7      
 

 

Title: Revised Membership Strategy 

 

Purpose:
  

Approval  Assurance  Discussion  Briefing X 

Summary:  
Following the Trust’s authorisation as a Foundation Trust (FT) in April 2016, the 
Council of Governors established a Membership Task and Finish Group (TFG) to 
carry out some preliminary work on membership recruitment and engagement. A full 
report on the work of this group is included on the agenda for today’s meeting. 
 
One key task TFG members undertook was to review the existing Membership 
Strategy and update it to reflect the change in constituencies agreed in September 
2016 whilst also ensuring its aims remained relevant and achievable. TFG members 
agreed that the strategy’s aims to develop an engaged membership and attract year-
on-year, modest increases in membership numbers as a result of the engagement 
activity, remained appropriate given resource constraints and the number of FTs 
competing for members in the same area. One further aim set out in the strategy is 
to strive to build a membership that reflects the diverse communities we serve and 
work on this aim is already underway with a particular focus on increasing the 
numbers of younger members.  
 
Membership recruitment and engagement activity will be discussed under the 
following item, but the Council of Governors is asked to review and approve the 
revised Membership Strategy.  

 

Recommendation: 
To review and approve the revised Membership Strategy.   

 

CQC Domains (Safe; Caring; Responsive; Effective; Well Led) indicate which 
are relevant below: 

 Factors into Well-led Domain requirements. 

 

Relevance to Strategic Goals: Membership engagement and a representative 
membership helps inform the Trust’s strategic plans and can influence service 
development.  

 

Equality and Diversity: 

 N/A 

Prepared by: 
Margaret Godfrey, Company Secretary 

Presented by: 
Sue Sjuve, Chair 
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1. Introduction 
 
The Trust 
 
Sussex Community NHS Foundation Trust (SCFT) is the main provider of NHS community 
health and care services across West Sussex, Brighton & Hove and High Weald Lewes 
Havens area of East Sussex. We provide a wide range of medical, nursing and therapeutic 
care to over 8,000 people a day. We work to help people plan, manage and adapt to 
changes in their health, to prevent avoidable admission to hospital and to minimise hospital 
stay. Our aim across all our services is to give people choice about the care they receive 
and certainty that when they need us, wherever they are, we will meet their needs with 
services of a high quality that are safe, effective and compassionate, and that are offered 
with respect. 
 
We provide: 
 

 Community rehabilitation and support for people with complex health needs and 
long-term conditions or people needing end of life care.  

 Community rapid response to assess and care for patients with urgent care needs, 
helping to keep them out of hospital.  

 Intermediate care, offering short term recovery and rehabilitation, again keeping 
patients out of hospital where we can, or helping them to leave hospital when this is 
the right thing for them.  

 Integrated discharge, working with patients, carers and hospital staff, to help a 
patient return home from a hospital stay as soon as possible.  

 Health promotion, supporting people to improve health and wellbeing, for example 
through our services to help people quit smoking.  

 Coordinated and flexible service for families and children, through our health visitors, 
for example, our breastfeeding support teams, or our care for children with complex 
health needs.  

 In total, we employ around 4,750 people (includes both full-time and part-time staff). 
We employ doctors, dentists, nurses and therapists, supported by experts in areas 
such as infection control, medicines management, information technology (IT), 
human resources (HR), service experience and finance. Many of our staff work in 
multi-disciplinary teams combining a range of specialisms and backgrounds and 
linking closely with our health and social care partners to offer integrated, seamless 
services to our patients. 

 
Foundation Trusts 
 
The Trust was authorised as a Foundation Trust (FT) on 1 April 2016. NHS Foundation 
Trusts are part of the NHS and offer free care, based on patients’ needs and not their ability 
to pay, in line with the core principles of the NHS. They are independent public benefit 
corporations with greater local public ‘ownership’ and accountability. Members of the local 
community have important perspectives on how healthcare services are delivered and can 
become Governors to represent the views of their local communities and relay these to the 
Board of Directors. 
 
Being a NHS FT enables us to engage with our communities in new ways and be more 
responsive to their views. We believe this helps us to: 
 

 Set our own priorities for improving care for our communities; 

 Be more open and accountable to the people we work with; 

 Strengthen our links with local people; 

 Build on the work we have already done to make our services more sensitive to 
patients’ needs and wants. 
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Aims of this Strategy 
 
This strategy sets out who can become members of our Trust, what being a member 
represents, who can become a member, how our membership is divided into constituencies, 
details of the Council of Governors, how we will recruit members and ensure our 
membership reflects the demographics of our community, and how we will engage, support 
and develop our NHS FT membership. 
 
2. What Membership Represents 

 

As a NHS FT we are accountable to our local communities through our members. Members 
are at the heart of NHS Foundation Trusts. As members and Governors, local people, 
patients, staff and stakeholders have a direct say in how we develop our services to meet 
the evolving needs of the community. 
 

2.1. Benefits of Membership 

 

In order to provide members with a role that supports our organisation in improving the 
services we offer we: 
 

 Offer free membership to eligible members of our community and staff; 

 Give members the opportunity to participate in focus groups to share their views and 
experiences on the development and improvement of services; 

 Produce newsletters; 

 Hold events where members and Governors may interact with each other and 
develop further ways of improving services 

 Hold an Annual Members’ Meeting; 
 
Members can also stand for election to become a Governor on our Council of Governors. 
Members that demonstrate interest in becoming Governors will be given information and 
invited to training events so they may develop a better understanding of the role. 
 
Members have the right to: 
 

 Elect representatives to serve on the Council of Governors; 

 Stand for election as a Governor; 

 Attend members’ events; 

 Work with us on patient and public involvement initiatives and submit opinions on 
proposed changes to services. 

 
Each member can choose how involved they wish to be and can participate in the Trust’s 
developments to suit their other commitments. 
 
Staff Members 
 
Staff benefit from membership as they: 
 

 Are part of a flexible organisation, willing to make changes and innovate; 

 Contribute directly to the direction of the Trust, generating plans for the future; 

 Have a greater voice through the Council of Governors to develop ways of working 
that reflects patients’ needs; 

 Are able to make a real impact on local health provision and service design. 
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The Trust also benefits from membership as members may have information, expertise and 
networks which will offer real value to us. We will make use of these resources by: 
 

 Giving the Council of Governors the support it needs to communicate regularly with 
members; 

 Encouraging Governors and staff to seek members’ ideas and opinions on service 
developments; 

 Helping Governors become ‘ambassadors’ of the Trust, allowing them to 
communicate with a wider range of the community about the Trust and its work; 

 Communicating key issues with members so they are well informed and able to 
answer questions from the greater community; 

 Establishing effective feedback mechanisms to ensure feedback is encouraged and 
members’ views are communicated to the Council of Governors; 

 Asking our members to promote SCT’s vision which is: 
 

“Excellent care at the heart of the community” 
 
Members can also get involved with our Trust in other ways, such as volunteering or 
fundraising. 
 

2.2. Who can become a member 
 
Anyone who fulfils one or more of the following criteria can become a member: 
 

 Is aged 12 and over and resident in one of our public constituencies. These cover 
West Sussex, Brighton & Hove, or High Weald, Lewes and Havens. There are also 
Adjacent Communities and Out of Area constituencies for those not living in the 
immediate vicinity (see 2.3 below); it is not a requirement for members of the Public 
constituency to have been patients/service users; 

 Is permanently employed by the Trust (or has a fixed term contract of 12 months or 
longer); 

 Is not directly employed by the Trust but provide services for the Trust and has been 
doing so far at least 12 months (excluding volunteers); 

 
Members aged under 16 years 
 
We believe that young people should have a say in the development and delivery of our 
services and therefore membership is open to those aged 12 years and over who live in the 
areas we serve. However, all applications from individuals between the ages of 12 and 15 
years are required to be countersigned by the young person’s parent or guardian. 
 
Members under the age of 16 years will not be able to stand for election as a Governor.  
 

2.3. How Membership is Divided 

 

Our membership consists of a public group and a staff group. Patients in receipt of our 
services and/or members of the public who live in the local authority areas listed below can 
apply to join the public member group by completing an application form available either via 
the Trust’s website or in hard copy from the Trust’s secretariat or Trust premises. Public 
members are categorised by the areas they live in (their constituency), which are divided in 
the following way: 
 

 Arun District Council 

 Adur District Council 

 Brighton and Hove City Council 

M
em

be
rs

hi
p 

S
tr

at
eg

y

Page 28 of 42



Membership Strategy   

October 2016  Page 6 of 11 

 Chichester District Council 

 Crawley Borough Council 

 Horsham District Council 

 Mid Sussex District Council 

 Worthing Borough Council 

 High Weald Lewes Havens Councils 

 Adjacent Communities, which consists of the local government areas below: 
• Eastbourne Borough Council; 
• East Hampshire District Council; 
• Hastings Borough Council; 
• Havant Borough Council; 
• Mole Valley District Council; 
• Portsmouth City Council; 
• Reigate and Banstead Borough Council; 
• Rother District Council; 
• Tandridge District Council; 
• Tunbridge Wells Borough Council; 
• Waverley Borough Council; and 

 Rest of England (Out of Area) 
 
Permanent staff are automatically added to the database as staff members. Staff may opt 
out of membership if they wish. Staff are informed of this in a variety of ways: 
 

 Via the intranet and corporate induction; 

 Through information events and internal communications. 
 
We encourage all people working for us but not eligible for staff membership including 
volunteers to join as public members, providing they are eligible by place of residence. 
Staff membership is divided into categories. Given that staff can opt-out of automatic FT 
membership the minimum number of staff members from each staff constituency is: 
 
Table 1: Minimum Number of Staff Members per Constituency 

 

Doctors and dentists 10 

Nurses 10 

Therapists, allied health professionals and healthcare assistants 10 

Support staff 10 

 
The Company Secretary will make the final decision regarding which membership 
constituency an individual is eligible to join. 
 

2.4. Representative Membership/Demographics 
 
Our objective is to build a membership base which genuinely reflects the local communities 
and their diversity. Membership materials are available on request in large print, Braille, easy 
read, audio tape and language translation options so that everyone can have access to 
them. 
 
Demographics 
 
The population statistics for our local authority areas are approximately as follows (as at 
2011): 
 
Table 2: Area Demographics and Minimum Members 
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Area Total Population 
Minimum Number of Public 

Members 

Brighton and Hove  273,400 200 

Mid Sussex  131,600 100 

Arun District Council  147,000 100 

Adur District Council  61,300 50 

Chichester District Council  113,800 50 

Crawley Borough Council  106,600 50 

Horsham District Council  131,600 100 

Worthing Borough Council  104,600 50 

Adjacent Communities  20 

 
The figures reflect a proportion of the population within each electoral area out of a total 
catchment population of over 1 million people. A minimum of 720 members was chosen as 
the minimum necessary to ensure fair representation and engagement whilst remaining 
manageable. 
 
We conduct on-going analysis of our membership to inform our targeted recruitment 
activities and ensure population diversity is represented in our membership base. 
 

2.5. Council of Governors 
 
Our public Governors are elected by the public membership and must constitute the majority 
of the Council of Governors. The public member group is sub-divided by local authority 
areas and each shall have the following number of Governors: 
 
Table 3: Public Governors by Constituency 

 

Constituency Number of Governors 

Adur District Council 1 

Arun District Council 1 

Brighton and Hove 3 

Chichester District Council 1 

Crawley Borough Council 1 

Horsham District Council 1 

Mid Sussex District Council 1 

Worthing Borough Council 1 

High Weald Lewes Havens 1 

Adjacent Communities 1 

Total 12 

 
The public Governor figures above are broadly weighted to the total population of each local 
authority area we serve. Our staff Governors will be elected by our staff members. Each staff 
constituency has the following number of Governors: 
 
Table 4: Staff Governors by Constituency 

 

Constituency Number of Governors 

Doctors and dentists 1 

Nurses 2 

Therapists, allied health professionals and healthcare assistants 1 

Support staff 1 

Total 5 
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Stakeholder Governors are appointed representatives of the organisations that the Trust has 
close relationships with. Each organisation will have a number of Governors appointed as 
stated below: 
 
Table 5: Appointed Governors by Organisation 

 

Organisations Number of 
Governors 

Local authorities (West Sussex County Council, Brighton & Hove 
City Council, out of area) 

2 

Clinical commissioning groups 1 

Higher education sector 1 

Younger people 1 

Total 5 

 
The Council’s statutory responsibilities as defined in the legislation under which Foundation 
Trusts operate are: 
 

– To appoint, or, if necessary, remove the Non-Executive Directors and the Chair. 
– To decide the remuneration and allowances, and the other terms and conditions of 

office, of the Non-Executive Directors and the Chair. 
– To approve an appointment of the Chief Executive. 
– To appoint, re-appoint or, if necessary, remove the External Auditors. 
– To receive the Annual Accounts, External Auditor’s Report, Quality Report and 

Annual Report. 
– To hold the Non-Executive Directors individually and collectively to account for the 

performance of the Board.  
– To represent the interests of members as a whole and of the public.  
– To provide their views to the Board of Directors on the Trust’s forward plans.  
– To approve (by more than half of the Council members present at a meeting and 

voting) /not approve “significant transactions”. The Trust has defined “significant” in 
its Constitution.  

– To approve/not approve mergers, acquisitions, separations or dissolutions. 
– To approve/not approve any increase of more than 5% of non-NHS income in any 

financial year.  
 

All Governors undertake induction training upon joining the Council, and will have access to 
a Governors’ Handbook stating their statutory duties and other information. 
 
3. Recruitment Plan 

 

3.1. Membership numbers 

 

We started our membership intake in 2012, and by 2015 achieved the mark of 4000 
members. Our target was 5000 members by July 2015. As at 30 September 2016, we had 
registered 5,052 public members broken down by Age, Gender, Ethnicity, Faith, Sexual 
Orientation, Disability, Acorn Socio-Economic Group, Acorn Wellbeing Group. Our strategy 
is to develop an engaged membership rather than focus solely on membership numbers, but 
year-on-year, modest increases in membership numbers are also anticipated as a result of 
our engagement activity. Relying on a “member-get-member” approach rather than 
impersonal, outsourced recruitment activity will ensure we get the engaged membership we 
want. 
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3.2. Recruitment activity 

 

We have successfully established a solid membership base. During 2016 and beyond, our 
focus will be on recruiting further adult members to ensure their communities are 
represented within our membership and more children and young people by actively 
engaging with schools, colleges, school organisations and other youth groups to encourage 
children and young people to join us. 
 

3.3. Recruitment Plan 

 

The Trust will with regard to the public membership: 
 

 Maintain an accurate and informative membership database to meet regulatory 
requirements and to be a tool for developing membership. 

 Strive to build a membership that reflects the diverse communities we serve, with 
reference to demographic information contained within our membership database; 

 Encourage representation from all stakeholder groups via targeted recruitment 
activities; 

 Provide simple and accessible methods of applying to become a member (including 
hard copy and online forms); 

 Make information about becoming a Governor available to members. 
 
The Trust will with regard to the staff membership: 
 

 Encourage staff via our internal communication and membership communication 
channels to take an active role in helping to build the public membership base; 

 Make information about becoming a Governor available to staff members via our 
internal communications and membership communication channels. 

 
The Trust will use a variety of member recruitment initiatives including: 
 

 PR and engagement activity; 

 “Member-get-member” initiatives;  

 Face-to-face recruitment activities in public locations (e.g. town centres, community 
events); 

 Leaflets in GP surgeries and libraries; 

 Website and intranet promotion; 

 Engagement with volunteer groups throughout West Sussex, Brighton & Hove and 
High Weald Lewes and Havens; 

 Contact with/ visits to schools, colleges and universities in West Sussex, Brighton & 
Hove and High Weald Lewes and Havens; 
 

4. Managing an Active Membership 

 

The Trust has in place membership database services from Membership Engagement 
Services (MES). The database contains public members’ records and contains a strategy 
section which assists with recruitment planning and facilitates production of reports. MES is 
responsible for regular data cleansing. The information contained in the membership 
database will be analysed regularly to ensure that recruitment activity is targeted to achieve 
our goal of making our public membership representative of the population we serve. 
 
The Council of Governors will regularly review targets for increasing public membership.  
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4.1. Record keeping and administration 

 

The Secretariat is responsible for the administrative processes supporting the recruitment of 
members to the Trust and is accountable to the Company Secretary.  
 
The Company Secretary and the Secretariat will: 

 Be the first point of contact with the Trust for members and Governors; 

 Ensure SCT maintain up-to-date FT membership and Governor information on the 
Pulse (staff intranet) and on the Trust’s website; 

 Develop surveys (e.g. regarding membership service improvement); 

 Working with the Human Resources team, promote discussion regarding FT 
membership during corporate induction sessions; 

 Produce prospective Governors’ information for workshops and events; 

 Develop and maintain an induction programme for newly elected Governors 
(including roles and responsibilities); 

 Record minutes and actions at Council of Governors meetings and ensure actions 
noted are followed through. 
 

5. Communication/Engagement with Members 

 

Engagement and communication with our local community will help ensure that, where 
possible, our plans are aligned with the needs and expectations of the public we serve. 
Communication with our FT membership is one way of strengthening our engagement with 
internal and external stakeholders. Our aim is to develop an informed and engaged 
membership and for individual members to become a vital part of our organisation should 
they choose to do so. 
 
The Company Secretary and Secretariat lead on communications with members, informing 
them about the Council of Governors and its work and keeping them up-to-date with Trust 
news and developments. Members will be encouraged to communicate their views on 
services to their respective Governors, vote in elections and stand for election as a 
Governor, and will be given the opportunity to attend regular membership events on various 
topics relating to healthcare generally and/or the Trust’s services. 
 
When required, we will provide information in large print, Braille, easy read, on audio tape 
and in translation, to ensure we engage with all our members. We will endeavour to make 
any special arrangements required to assist members to take part in surveys, focus groups 
and attend meetings. 
 
We will communicate with our members through different channels. 
 
Newsletters and emails: 
 

 New members and Governors receive a welcome letter/email thanking them for 
joining and with information about forthcoming events and newsletters; 

 Members receive regular newsletters containing a summary of activities and 
developments within the Trust; 

 Members will also receive topical briefings on current developments and future 
Governor’s elections. 
 

Events: 
 

 Members and Governors will be invited to our Annual Members’ Meeting; 

 Members will also be invited to other events to allow them to meet their Governors 
and/or learn about Trust services; 
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Surveys/feedback: 
 

 Members will be able to participate in surveys /polls as a way of the Trust gaining 
their views on particular topics; 

 Our newsletter and other communications contain a feedback section where 
members may deliver feedback on communications materials; 

 We will run an annual members’ satisfaction survey seeking feedback on the quality 
and value of our communication and involvement with members. 
 

Website 
 
Our public page contains all information relevant to members including: 
 

 Information on FTs and their governance; 

 Information about membership and how to become a member; 

 Information about the Council of Governors, their duties, and future elections; 

 Previous newsletters and access to other articles relevant to the Trust; 

 Information on future events and how to participate in them; 

 Access to the Trust’s policies and public documents; 

 Contact information to get in contact with Governors and the Trust; 
 

6. Evaluating Success 

 

The success of the strategy will be evaluated by: 
 

 Membership numbers against defined targets; 

 An annual membership satisfaction survey to test members’ views on the Trust’s 
membership offer and identify any improvement action required; 

 Attendance numbers at membership events and/or constituency meetings if held. 
 
 
 
 
Revision History 
 

Version Date Author Changes 

1.0 01/10/16 Margaret Godfrey New strategy for FT.  
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COUNCIL OF GOVERNORS MEETING 

12 DECEMBER 2016 
 

Agenda Item: 8     

 

Title: Report from Membership Task and Finish Group/ Membership 
Recruitment 2017 
 

 

 

Purpose:
  

Approval  Assurance  Discussion X Briefing  

           
 

Summary:  
This is an update of the work carried out by the Task and Finish group. It includes 
reports of pilot projects to assess how Governors can best work with the Trust to 
support membership recruitment and, for public governors, to represent the views of 
members.  
 
The results of these pilots will be discussed by the group in the New Year, together 
with the existing national guidance from NHS Improvement on representing the 
views of FT members and the public.  
 
The intention of the group is to produce a final report after that meeting which can 
then be used by the Trust to support its wider approach to patient and public 
engagement and member recruitment and representation. 
 

 

Recommendation: 
That the Council of Governors receives the report and asks any questions of 
members of the Task and Finish group.  

 

CQC Domains (Safe; Caring; Responsive; Effective; Well Led) indicate which 
are relevant below: 
A good Council of Governors supports the Well-Led CQC Domain 

 

Relevance to Strategic Goals: 
A well-functioning Council of Governors for the Trust supports the ‘sustainable 
organisation’ Strategic Goal. 

 

Equality and Diversity: 
The report has been reviewed by the Company Secretary and no specific equality 
and diversity issues have been identified. 
 

 

Prepared by:  
Andrew Partington 

Presented by:  
Andrew Partington 
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Membership Task and Finish Group/ Membership Recruitment 2017 
 

1. Purpose of this report 
 
The membership Task and Finish group was set up in June 2016 as a sub-group of 
the Council of Governors. Its remit was to: 

• Support membership recruitment to the Trust. 

• Explore how to support governors in representing the interests of Foundation Trust 
members and of the public. This was one of governors’ statutory (legal) 
responsibilities.  

 
This report updates the Council on recent activities including pilots, to test how 
Governors can seek the views of members and the public. 
 
The group plans one further meeting in January 2017 to review progress. We expect 
that from then on the work of the group will be incorporated into the day to day 
activity of the trust. 
 
The membership of the group is: Sue Sjuve, Chair; Reuben Brett; Margaret Godfrey; 
Wayne Hoban; Andrew Partington; David Romaine; Julie Warwick; supported by 
Lucy Clohesy.  
 
 
 2. Update of membership strategy and materials 
 
The group reviewed the membership strategy and endorsed a number of changes to 
the constituencies and to the number and role of governors. These are all included in 
the revised strategy, Item 7 on the Agenda. 
 
The group commented on the Trust’s membership recruitment information, and the 
communications with the membership. An updated recruitment leaflet and postcard 
was published in time for the Trust Annual Members Meeting on 12 September 2016. 
The editorial approach of the membership newsletter has also been changed to 
concentrate more on services, activity and Trust news. The expectation was that this 
change will increase members’ engagement with the Trust. 
 
Slides and speaking notes have been issued to support Governors attending 
membership recruitment and engagement events. 
 
These new materials were produced to a tight timetable and the group thanks the 
Secretariat and the communications department for making this possible. 
 
 
3. Raising awareness and representing the membership 
 
The group’s recent work has focussed on ways to increase membership engagement 
and on ways to support the public governors to represent the views of members and 
the public. The group feels that these topics are linked, in that an engaged 
membership will be more likely to provide feedback to the governors. 
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The group arranged pilots to test how best to raise awareness and to support 
engagement. These are continuing and will be reviewed by the group in January 
2017. The results can then be used by the Trust to help develop and embed robust 
engagement with patients and members, including capturing members’ views for use 
by the Governors in representing those views to the Council and the Trust Board. 
 
The pilots, with notes on activity to date, are: 

3.1 Contacts with GP surgeries to develop links with GP patient 
participation groups. 
A number of visits have been made to surgeries in Brighton & Hove. The Trust 
has compiled a list of GP surgeries with Patient Participation Groups to support 
future follow-up activity. There was some feedback to suggest that patients in this 
setting tend to be focussed on their GP appointment and are perhaps reluctant to 
think about other elements of the NHS such as Trust membership. GP surgeries 
could be used to display membership literature, although monitoring stocks and 
arranging distribution would be time-consuming. Take-up of such literature in GP 
surgeries is often low. 
 
3.2 Contacts with the Trust’s Expert Patient Programme, Community 
Wellbeing events and the Trust’s Rehabilitation Centre to develop links with 
patients who live with long term conditions. 
Because of the confidential nature of the Expert Patient Group meetings it is not 
proposed that we should develop a formal programme of Governor visits to these 
meetings. Recruitment leaflets and postcards will be provided for distribution, 
however.  
The monthly Community Wellbeing events and Sussex Rehabilitation Centre 
meetings are opportunities for governor attendance. These will be investigated 
further. 
 
3.3 Improving links with Leagues of Friends and attendance at Annual 
Meetings. 
Most of the League Annual Meetings take place in the early summer. Approaches 
have been made to the Leagues and we have confirmation that there are 
opportunities for the Trust and Governors to have a presence at these meetings. 
This will be looked at again when the dates for league meetings in 2017 are 
confirmed. 
 
3.4 Contacts with Sixth Form Colleges to recruit younger members. 
The Trust has a governor with a specific remit to represent the views of younger 
people. We are looking at ways to meet Sixth Form College students, although it 
is proving difficult to find a mutually convenient time and place within the college 
timetables. Contact is also being made with a school in Portslade.  
 
3.5 Contacts with the scout and guide movement in Sussex to recruit 
younger members. 
An approach has been made to scout and guide leaders in Brighton & Hove and 
in Sussex to see if there are opportunities for scouts and guides to become Trust 
members. 
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3.6 Stands at Community Hospital outpatient clinics to recruit members. 
Events took place during November at Brighton General Hospital and Bognor 
Regis War Memorial Hospital. Patients attending clinics at these hospitals were 
willing to engage and some joined as members. Others took away membership 
information and may join at a later date. The number of patients passing the stand 
at these events was low requiring pro-active engagement to make the events a 
success. The location of trust stands at such events should therefore be planned 
with care to reach the maximum number of people. 
 

3.7 Proposals to develop our online presence for membership and 
engagement on the new trust web-site and through social media and 
YouTube. 
This will be explored further when the new Trust website is launched, expected to 
be by early 2017. The group note the higher profile on Facebook and Twitter 
already achieved, which is helping to promote the Trust and its work. 
 
3.8 Attendance at meetings of other NHS organisations and voluntary 
organisations. 
The Trust regularly attends meetings of other local NHS, social care and 
voluntary organisations. The Trust had a stand at the Annual Meeting of the 
South East Coast Ambulance NHS Foundation Trust. While to date these have 
not generated new members, they remain an important part of engagement and 
recruitment activity. Targeted recruitment of members from partner and voluntary 
organisations could be effective and should be considered further. 
 
3.9 Survey of membership to identify the most popular ways for members to 
engage with the Trust. 
The Trust ran an on-line survey of members which included asking if members 
would wish to attend a meeting organised by the Trust.  The response rate was 
low (133 responses were received). Of those 42.86% indicated they would be 
interested in a meeting held locally to them, and 6.7% indicated they would attend 
a meeting organised by their service. The low response rate means the results 
should be used with caution, but they suggest that a meeting, or series of 
meetings, held on a geographical basis is worth further consideration.  

 
 
4. Emerging themes from the pilots 
 
Member recruitment and engagement is part of the Trust’s wider approach to 
communications and stakeholder relations. The suggestions from this group and the 
results of the pilots will be available for the Trust to use in 2017 and beyond to 
support this wider approach. The early indications from the pilots are: 
 
Member representation:  

• The membership survey suggests a preference for meetings to cover a given local 
area or a particular service. A programme of meetings could be arranged to 
include subjects of topical interest to attract an appropriate level of attendance. 
The engagement programme around the Sustainability and Transformation Plan 
will provide opportunities to develop this approach (whether run directly by the trust 
or by partners). 
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• The existing members’ newsletter could include requests for feedback, or surveys, 
to assess key questions or concerns within the membership. 

• The planned higher-profile online and social media presence for the trust will 
encourage members with access to the internet to provide feedback and comment. 

• In the longer term, there may be potential to develop membership among patients 
and using feedback from the patient experience programme as one way of 
capturing members’ views.  

 

Member recruitment and representation: 

• Recruitment events also provide opportunities to gain feedback from the general 
public, carers and patients who may not be members. 

• Events at trust sites work best when there is a clear focal point within the building 
where patients and the public can gather. It is harder to engage where there are 
several waiting areas, or if the recruitment stand is positioned away from the main 
footfall. 

• A programme of visits to local organisations, including voluntary organisations with 
an interest in health care, could help both to recruit members and to gain feedback. 

• Expert patient and wellbeing programmes may be a useful source of member 
recruitment and feedback. 

• Increasing the membership among young people, and gaining their views, is likely 
to need a continuing programme because of the fast-changing nature of this group. 

 
Developing best practice: 

• The Monitor (now NHS Improvement) publication ‘Representing the interests of 
members and the public: Examples and guidance for NHS foundation trusts and 
governors’ highlights how governors can use the results of patient experience 
activity, wider public surveys, consultations carried out by other local NHS and 
statutory bodies, and feedback from third sector organisations including 
Healthwatch, to inform their role in representing the public and members. The 
advice in that guidance could be used alongside the local knowledge gained from 
the pilots to support recruitment and to help the governors develop their 
representative role. This will be discussed by the group at the January 2017 
meeting. 
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COUNCIL OF GOVERNORS MEETING 
12 DECEMBER 2016 

 

Agenda Item: 9  
 

 
Title: PROPOSALS FOR EVALUATING THE PERFORMANCE OF 

THE COUNCIL OF GOVERNORS 
 

 

Purpose: Approval x Assurance  Discussion x Briefing  

 

Summary: This paper proposes a framework and process for evaluating the 
performance of the Council of Governors (CoG) and invites comment, modification, 
and approval by the Council of Governors. 
 
These proposals build on the discussion at the recent Governors workshop which 
covered the individual and team responsibilities of the Council; the ways in which the 
CoG discharges its responsibilities and what good performance would look like. 
 
The paper invites Governors to consider: 

Their own assessment of the performance of the CoG to date 
Whether they wish to seek input to the evaluation from sources outside the 
Council, and if so, from whom 
What the CoG can do to improve its performance in 2017/18 
What further support the CoG requires from the Trust 

 
Feedback is invited at the meeting and subsequently through a survey mechanism to 
allow the Chair to prepare a final report for approval at the CoG meeting in March 
2017. We aim to keep the process simple and straightforward whilst ensuring 
everyone’s voice is heard. 

 

Recommendation: The Council is asked to review and comment on these proposals 
for evaluation; and to approve the process outlined in the paper. 

 

CQC Domains (Safe; Caring; Responsive; Effective; Well Led) 
An effective, connected and well-led Council of Governors is important to the 
governance and responsiveness of the Trust. 

 

Equality and Diversity: The Council has a responsibility to represent the diverse 
communities served by the Trust. 
 

Prepared by   Sue Sjuve, Chair Presented by   Sue Sjuve, Chair 
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1. The Role of the Council and of individual Governors 
 

Key aspects of the role How we fulfil these 
 

To represent our constituencies Communicate, via SCFT website, FT Focus, 
email, and social media 

To help to recruit members Task & finish group is piloting this with 
recruitment in hospitals and GP surgeries 

To hold the Board to account for 
delivering our strategy – through the 
NEDs 

Observe what the Board does and achieves; 
ask directors how do we know? What gives us 
assurance? 

To appoint, dismiss or change the 
Auditors 

Seek advice from Audit Chair, from experts on 
the CoG, and if necessary ask for external 
advice 

To appoint, dismiss and set the 
Remuneration of the Non-executive 
directors 
 

Seek advice and benchmarking info from HR; 
from external sources and review performance 

Advise NHS Improvement if the CoG has 
serious concerns about the Board or 
Chair 

Through the Lead Governor 

Involvement in patient experience work Stan Pearce sits on the PE committee 

Membership engagement/ ambassadorial Recruitment; attendance at other Trusts AMMs; 
attendance at Fetes and meetings; Blogs; social 
media 

 
2. What defines a high performing Council of Governors? 

 

Key aspects How we fulfil these 
Well trained with comprehensive 
induction 
 

Provide Governors handbook; induction sessions 
for the whole CoG in 2015 and one to one 
sessions for new Governors subsequently.  
Access to Kings Fund and NHS providers 
Governors events. 
Opportunity to meet other Governors. 

Good understanding of 
responsibilities and limitations of the 
role 
 

Governors handbook 
Governors workshops 
Access to the Chair 
NHSP Good Governance Guide 

Engaged with the Trust  Attendance at CoG meetings; observation of Board 
and committees; reading Board and CoG papers; 
asking and pursuing questions; offering 
perspectives; meeting with the Chair and others 

Engaged with Membership Recruitment; communication; visibility; 
accessibility; email address for Governors 
administered by Secretariat; profiles on the 
website 

Aware of and supportive of Trust 
objectives 
 

Briefings form the CEO; information on website; 
Board papers and reports 

Aware of and able to communicate 
constituency priorities 

Opportunities to interact with constituencies; 
meetings; attendance at fora and local events. 
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Governors are proactive, and add 
value  
 

Task and Finish groups; recruitment activity; 
ambassadorial activity. 

Objectives set for the CoG and 
achieved 

Attendance; task and finish group; recruitment; 
assurance visits; re-appointment of NEDs and 
Chair; remuneration; approval of CEO recruitment;  
 

Evaluation carried out Jan to March 2017 

  

 
 

3. How we will measure the SCFT CoG against these criteria – the recommended 
process: 

a. It is recommended that the process for evaluating the performance of the CoG 
mirrors the process for evaluating the performance of the Board.  

b. This entails agreement of the assessment criteria by the members, taking 
account of the roles and responsibilities of the CoG detailed in the Governors’ 
manual and summarised above. 

c. Individual qualitative (narrative) and quantitative (scoring 1-4) assessments by 
the Governors invited and collated by the Chair (by means of an online 
survey). Suggestions for the future included. 

d. Report compiled by the Chair for consideration and approval by the CoG in 
March 2017. This will include recommendations for future improvement of 
performance and further support from the Trust. 

e. The Council of Governors may wish to seek input/perspectives from 
other sources within and outside the Trust. 

f. Any recommendations agreed by the CoG following assessment of their 
feasibility, cost and impact will be incorporated in the Council’s work plan for 
the coming year. 

g. The Council will agree its objectives for 2017/18 at the March meeting. 
 

 
 
The Council is invited to consider these proposals and comment at this meeting and 
subsequently to allow the process to start in early January.  
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