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Foundation trusts are a cornerstone of the government’s policy to

decentralise decision-making in the NHS (Lewis 2005). Foundation

trusts are not-for-profit, public benefit corporations that have been

granted extra freedoms (for example, to borrow capital and retain

financial surpluses). Unlike other NHS hospitals, foundation trusts have

been freed from the direct control of the Secretary of State for Health.

Instead, they are accountable to members (drawn from local residents,

patients and staff). Members elect governors to represent their interests

through a board (or council) of governors that exercises a number of

formal functions within the management structures of the trust.

Foundation trusts sign legal contracts for services with primary care

trusts (PCTs) and are regulated by an independent regulator, known 

as Monitor.

The government has deemed this governance to be a form of ‘social

ownership’ of public assets (Department of Health). This draws on

thinking from the co-operative and mutual movements, which have

pioneered social enterprises that involve citizens in the design and

management of local services such as leisure and housing (Mayo and

Moore 2001). Optimistic claims for mutuality in health services have

been advanced: improved and responsive services, greater efficiency

and even better community health as a by-product of empowerment

(Blears 2002).
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These community-oriented governance arrangements represent a new
departure for public accountability in health services, although such an
approach has been trialled in other public services – most notably, the
introduction of parent governors to schools. The government is now
convinced that the NHS, with all its complexity, cannot be satisfactorily
managed from Whitehall. The key to success in the reform agenda for the
NHS is believed now to be leadership by local communities and front-line
health care professionals (Department of Health 2003). 

This paper reports on research into the implementation of these 
new governance arrangements at Homerton University Hospital NHS
Foundation Trust (Homerton Hospital). Homerton Hospital is a 550-bed
hospital providing general hospital services to Hackney and its environs
in East London and the City as well as some specialist services more
widely. Homerton Hospital was one of the first ten foundation hospitals
that ‘went live’ in April 2004. (At the time of writing, in 2005, 
32 foundation trusts are in operation.)

The focus of the research was the emerging role of trust members and
governors and the relationship that formed with the trust’s board of
directors. In particular, the research explored the following key
questions. 

n What role or roles have been adopted by Homerton Hospital’s
governors?

n To what extent have foundation trust governors shared power within
the decision-making structures of Homerton Hospital?

n What impact, if any, have governors had on the management of
Homerton Hospital?

Under the enabling legislation, the Health and Social Care (Community
Health and Standards) Act 2003, foundation trusts have considerable
discretion over how they establish their new governance arrangements.
With regard to foundation trust membership, all trusts must establish a
public constituency comprising members who live in one or more public
constituency areas, and a staff constituency for those employed by the
trust (or, if desired, those acting on behalf of the trust but not formally
employed). Foundation trusts may decide to create patient and carer
constituencies (for example, to extend membership to people treated 
by the trust but not resident in the defined geographical area). The trust
must take steps to ensure that membership of the public (patient and
carer) constituencies are representative of those eligible for membership.

Members elect governors to represent them, sitting as a board of
governors (often known as a council of governors). As a minimum, at
least half of the board of governors must be elected public governors.
The board should also include at least three staff governors, at least one
governor appointed by the local PCT, at least one governor appointed by

Central state control will be
replaced by accountability to
communities…. NHS Foundation
Trusts will strengthen the link
between hospitals and local
communities. Local communities
will have social ownership of their
NHS Foundation Trust. The aim is to
extend involvement beyond the
current arrangements and build on
the sense of ownership that people
feel towards their local NHS
hospital.
A Short Guide to NHS Foundation Trusts
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a relevant local authority and at least one governor appointed by a
university (if the trust hospitals include a university medical or dental
school). Further governors may be appointed by other partnership
organisations if desired. The chair of the foundation trust will preside
over the board of governors, but will not be a governor.

The introduction of foundation trusts has proved to be a controversial
policy. To their proponents, these trusts are reducing the currently
onerous burden of government control over NHS organisations. To their
detractors, they may introduce a two-tiered service and damage
collaborative networks in the NHS.

The Healthcare Commission’s review of the first wave of foundation 
trusts found, in fact, that there has been little difference in performance
between foundation trusts and traditional NHS trusts. However, it also
found that the new governance arrangements have caused confusion and
governors have struggled to identify a clear role (Healthcare Commission
2005).

This research looks at one hospital over the course of a year. As
with all case studies, one cannot simply apply the findings relating to
one example (Homerton Hospital) to its broader context (the NHS).
Nevertheless, the study provides deep insights into the workings of a key
area of government policy. It is likely that some of the experiences of
Homerton Hospital will help to inform other foundation trusts as they
begin to establish themselves.

Research was primarily conducted through face-to-face, in-depth
interviews with a broad range of stakeholders involved in the governance
of Homerton Hospital. Those interviewed were:
n a randomly selected sample of governors representative of the

allocation of governor posts between public and staff constituencies
(n = 12)

n a purposive sample of appointed governors, selected to bring the
experiences of a range of stakeholders. The number of appointed
governors interviewed was proportionate to their number of places
on the council of governors, although one governor declined to take
part in the research (n = 3)

n a purposive sample of trust executive and non-executive directors
(n = 4).

In all, 55 interviews were held with 19 interviewees in three rounds of
interviewing (June/July 2004, October/November 2004 and April 2005).
Two interviewees declined to be interviewed on one occasion.

Research methods
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Interviews were mostly taped and transcribed (technical difficulties
prevented the transcription of all interviews) and, in addition, detailed
contemporaneous notes were made by interviewers. Interview data were
analysed by the researchers and themes developed. The three sequential
rounds of interviewing allowed the themes that emerged to be developed
during data collection in later interviews.

In addition to interviews, one researcher (Richard Lewis) attended five
meetings of the council of governors and the Annual Members’ Meeting
acting as an observer. Data collected through observation has been used
to provide context for the interpretation of interview data.

Foundation status gave Homerton Hospital the freedom to recruit
members from Hackney, the City of London and the surrounding
boroughs, and to elect a council of governors who would represent
the interests of those members and the local community.

There is no obvious way of determining what a satisfactory membership
should be. Different trusts have adopted different methods of attracting
members. Some, such as University Hospital, Birmingham, have adopted
an opt-out scheme whereby all patients and staff are automatically
enrolled as members unless they indicate otherwise. As a consequence,
this trust has enjoyed a high membership but the lowest national turnout
in the 2004 elections (16 per cent). 

Homerton Hospital adopted an opt-in scheme, relying on a positive
decision by members to join the foundation trust. However, like other
foundation trusts, membership remains low as a proportion of the
250,000 residents eligible to be members. Membership increased
steadily throughout the first year, rising by 64 per cent (from 2,916 in
April 2004 to 4,771 by May 2005).

Elections to the council of governors
Elections to the council of governors, using a single transferable vote,
were held on 29 March and 26 July 2004. The result was a board
comprising 27 members from the local community, staff and appointed
members. The council of governors is made up of 14 public governors, 
six staff governors and seven nominated governors (representing
stakeholder organisations such as the City and Hackney PCT, the London
Borough of Hackney and Queen Mary College, University of London).

The election turnout was 42 per cent, above the national average of 36
per cent. (See Box 1 for details of election turnout and results.)

Getting under way: a chronology of the first year
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The council of governors met six times in the first calendar year. The first
three meetings (29 April, 5 May, 8 July 2004) were designed to introduce
governors to the hospital and start off the business of the council of
governors. There were two training sessions, run by an external company,
and a hospital orientation programme held as an induction. Induction
meetings included information about Homerton Hospital’s organisation
and services, wider NHS structures and NHS funding. Elections were held
for the vice chair and governors were nominated to the subcommittees of
the council of governors (see Box 2).

BOX 1 ELECTION RESULTS

29 March and 26 July 2004 
System: single transferable vote 

Public constituency: Hackney
(10 to elect 45 candidates) 
Turnout 42.8% 
Total number of ballot papers counted 847 
Elected: Eli Kernkraut, Joe Lobenstein, Faizullah Khan, Gillian 
Borrie, John Donaghy, Helen Scher, Muttalip Unluer, Andrew
Bridgwater, Dr Mark Edwards, Kenrick Hanson 

Public constituency: Outer 
(2 to elect 4 candidates) 
Turnout 40.1% 
Total number of ballot papers counted 103 
Elected: Carol Anne Bailey, Wayne Hoban 

Public constituency: City
(2 to elect 4 candidates) 26 July 2004 
Turnout 54.3% 
Total number of ballot papers counted 36 
Elected: Geoffrey Rivett, Patrick Stevenson 

Staff constituency: Clinical
(4 to elect 7 candidates) 
Turnout 45.7% 
Number of ballot papers counted 148 
Elected: Dr Mary Britton, Dr Peter Freedman, Chipo Takavarasha,
Julien Quest

Staff constituency: Other 
(2 to elect 3 candidates) 
Turnout 29.2% 
Total number of ballot papers counted 56 
Elected: Paul Eastwood, Sophie Fagan
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The first Annual Members Meeting was held on 28 September 2004.
Approximately 300 people attended, to the surprise of the hospital staff
and governors. This level of attendance was in marked contrast to the
very small numbers of people attending similar meetings prior to
foundation status. A presentation of the Annual Report and the Finance
and Performance Report for 2003/04 was followed by a presentation on
the new organisation’s first six months, given by the directors and two of
the new governors.

In the autumn, the governors that formed the Nominations Committee
interviewed and recommended the appointment of a new non-executive
director (the recommendation was ratified by the full council of
governors). The council of governors was collectively involved in the
appointment of the external auditor.

At the 18 October meeting the council of governors started to receive
reports from the various subcommittees and a presentation was given by
the Director of Environment. At the January meeting, the chief executive
gave a presentation on progress made with corporate objectives in 2004
and plans for 2005 as well as committee reports.

BOX 2 ENGAGEMENT OF GOVERNORS IN THE MANAGEMENT 
OF HOMERTON HOSPITAL

The governors sit on the following committees:

Mandatory sub-committees of the Council of Governors
n Nominations Committee
n Remuneration Committee
n Membership Development Committee

Sub-committees of the Board of Directors
n Clinical Governance and Modernisation Committee
n Research and Development Committee
n Clinical Practice Ethics Forum
n Patient and Public Involvement Committee

Through the first year governors have been involved in: 

n clinical practices ethics forum
n patient and public involvement forum inspections and

recommendations
n training health care assistants in ‘the essence of care’
n open days and awareness days
n members’ forums
n establishing member surgeries
n Healthcare Commission review
n presentation at conference with Chief Executive Nancy Hallet to give

governor perspective on foundation trust status.
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The hospital opened its doors to the public to celebrate one year of being
a foundation trust with a successful Open Day held on Saturday 2 April
2005. Visitors were given tours of the hospital and an opportunity to see
behind the scenes, to discover how medical professionals work. Several
governors were involved in planning and running stalls and tours on 
the day.

At the meeting on 11 April 2005 the chief executive presented her report
and the Annual Plan 2005/06. There was also a presentation on the role
of the external auditor by KPMG.

Foundation trust hospitals are ‘owned’ by their members, who are drawn
from local residents, patients and staff. To become a member of the
Homerton Foundation Trust all you need to do is fill out a form.

In the first year members have been involved in:
n volunteer working groups
n planning and running the Open Day in April 2005
n members’ forum on ‘Giving Patients a Choice’
n patient environment action team
n monthly awareness talks
n readers’ groups to develop hospital publications
n training health care assistants in ‘the essence of care’.

In theory, becoming a membership organisation represents a significant
departure from the previous accountability of the trust to the strategic
health authority (and ultimately to the Secretary of State for Health). 
In practice, if the new governance arrangements are to be effective, a
heavy burden of responsibility is placed on the trust to make the
membership arrangements work effectively.

Governors provide the link between the members and the trust. 
This means that the mechanisms by which governors consult and
communicate with the members are central to the hospital’s
accountability.

At the end of the day, we are representing the community and we have
to ask the management what is going on. We have to scrutinise that. 
If we fail, the hospital fails the community. 
(Public governor)

Who are the governors representing? 
Hackney has a highly diverse population and it is debatable how 
much progress has been made in reflecting the full community. At the

The members

Formal powers of
members as set out by the
Department of Health 

n Can elect governors to represent
them

n Can stand for election as a
governor

n Can put themselves forward as the
chair or non-executive director 
of the trust

n Have the right to be consulted on
the foundation trust’s
future plans
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beginning of the year the trust’s management felt that it already had
strong links with the Jewish and Kurdish communities and was hopeful
that it would be able to broaden this community engagement still further. 

However, while governors from some ethnic communities had, in general,
a clear sense of whom they are representing, other governors had not yet
started to grow many new community relationships. By the end of their
first year most governors were still unclear about what their
‘constituency’ was and whom they were representing. 

Several governors were also concerned about how they could represent
such a complex population.

How do any of us represent everybody in Hackney? How do I as a
middle-aged, middle-class, white [person] represent all the different
people? You can’t do it. 
(Public governor) 

How well are the governors communicating with the
community, and with members?
At the end of the first year some successes had been achieved in
communicating with the local community. The Annual Members Meeting
in September 2004 had an unprecedented turnout of more than 300
members. The Open Day in April 2005, the health education lectures and
the public governor meetings have been well attended. More than 150
members responded to a questionnaire saying that they were keen to get
more involved.

People clearly do have a feeling of wanting to have a stake. And 
that does open up some tremendous opportunities around broader
engagement that the average acute trust has never really had before.
And if we can’t make it work at the Homerton then you won’t make it
work anywhere. 
(Appointed governor)

However, many governors remained unclear about whom they were
representing and how best to communicate with them. 

At the end of the first year several governors were frustrated that they
had not yet been able to initiate a dialogue with members of the wider
community. The first year featured an extended debate about how best
governors should be communicating with members and feeding
members’ views back to the board.

A members’ newsletter and a well-attended Annual Members Meeting
provided some opportunities both to transmit and to receive views. Staff
governors made themselves available to staff members at designated
times. However, these opportunities were generally not taken up. In 
part, this may reflect a relatively poorly developed sense among staff
governors as to why staff members might seek to access them.

How do any of us represent
everybody in Hackney? How do I
as a middle-aged, middle-class,
white [person] represent all the
different people? You can’t do it.
(Public governor)
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It’s difficult to tell [staff members] what to come to us [for] because lots
of things we can’t help them out with. But the way I am approaching it
is ‘Look, if you can’t think of anybody else to go to and something is
troubling you, then come to us and we will help if we can’. 
(Staff governor)

Some governors were eager to run member ‘surgeries’ (that is, open-
access events such as might be held by local elected councillors).
However, there was continued disagreement among governors on this
point, linked to the ambiguity concerning their role. Some governors saw
the running of member surgeries as the inappropriate importation of a
local authority model of representation and governance that was not
suited to a foundation trust. A concern was that governors would focus
on individual cases, leading to the involvement of governors in the
minutiae of hospital management and duplicating mechanisms that
already existed at Homerton Hospital to deal with patient issues (for
example, the patient complaints procedure). 

By April 2005 the governors agreed to hold monthly surgeries at which a
number of governors would make themselves available to members and
the public to hear views and comments. However, as these surgeries
would not link members with the particular governor elected by the
member’s constituency, any sense of ‘representative government’ was
played down. 

In addition, a number of forums were to be established on particular
themes, to be open to members who wished to become more involved 
in the work of the hospital. To support this, the hospital drew up a list
of people who had expressed an interest in being more involved and
attending public meetings. As previously noted (see p 8), this numbered
150 at the end of the first year. Optimism that community involvement
would develop over time was expressed by governors.

I still remain extremely optimistic that we can capitalise on [the local
community’s desire to have relationship with hospital] and that the
council of governors can work that relationship. There is now some
serious thinking going on into making that work. 
(Appointed governor)

Is the hospital a democratic organisation?
Directors were ambivalent regarding the extent to which the new
governance arrangements meant that Homerton Hospital should 
be considered a ‘democratic’ organisation. In part, this reflected a 
practical concern that a relatively small membership relative to the 
local population would simply not be seen as democratically legitimate. 
But, while directors felt that the new governance arrangements had
introduced a new rigour of public accountability, it was not clear to them
that this equated to a significant shift of decision-making power to
members. 
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I think that you can argue about whether 4,000 members out of 
our possible membership of a quarter of a million in Hackney is
democratic, but the way in which the organisation runs, having to 
be more transparent, having to produce minutes, having to be
answerable at meetings… it never happened like this before. 
(Director)

[Homerton Hospital is] a culturally democratic organisation, an
organisation inclined [to] an understanding of democracy. But I don’t
know that we can say we are democratic in terms of the [numbers of]
people….
(Director)

I don’t think that the trust foresaw that it was going to be running 
a democratic organisation… but their very presence has moved us
to producing minutes on time and it does mean that the trust has
become more responsive and conscious of their connections with 
the community and patient care. 
(Director)

Who are the governors and why did they stand?
The council of governors is made up of representatives from the
community, clinical and non-clinical staff, and appointed governors
representing ‘stakeholder’ organisations.

Of the 27 governors, a substantial minority have registered a political
affiliation (seven are members of the Labour Party, two are members of
the Liberal Democrats and one is a member of the Conservative Party).
This is a significant level of political affiliation compared with the
population as a whole. However, at no time during observation of the
governors’ meetings was overt party political discussion observed.

A significant number of the public governors have already been involved
in local politics as councillors or in local housing associations, while
several of the others have no background of involvement in the local
community. Homerton Hospital serves a population of high ethnic
diversity and a wide range of ethnic and religious communities are
represented, including African-Caribbeans, Muslims, Turks, Kurds
and orthodox Jews.

The reasons that the governors gave for wanting to be involved varied. A
number come from backgrounds of involvement in the local community,
either on the local council or as school governors, and were keen to be
involved with what they saw as an exciting new venture. Some, from the
Muslim and Turkish communities particularly, were keen to give their
communities a voice. 

The governors

The Board of Governors will be
the voice of the community,
ensuring that local people have
a say in the running of their
hospital.  
A Short Guide to

NHS Foundation Trusts
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Mainly just to be involved in the hospital… have a say and make a
difference. 
(Public governor)

So I thought on behalf of my community I have to do something and
decided to stand for governorship. 
(Public governor)

Others were, at best, ambivalent and some opposed to the whole
enterprise of foundation trust status for the hospital. Nevertheless, 
these governors believed it was better to participate actively in the new
arrangements rather than continue to observe developments from the
outside.

I was sceptical…. Would it be lip service or [would it] empower people
to make decisions? 
(Public governor)

I opposed foundation status because I felt that the elements of
democratic accountability that were being brought in were woefully
inadequate. 
(Public governor)

One of the reasons that motivated me to get involved was the very fact
that I am an apolitical animal, I have no political affiliations and I was
afraid that it appears to be such a hot potato and… that it would be
dominated by the political actors with their own agendas. 
(Public governor)

What are governors there to do?
The Department of Health envisaged three types of role for governors:
advisory, guardianship and strategic (Department of Health 2004).
However, the governors and directors at Homerton Hospital have found
these ideas ambiguous and open to multiple interpretations.

The gap between the vision and the practice has been significant and
persisted through much of the first year. Although some governors had
the clear idea at the beginning of the process that they would be the
‘tongues of the community’, monitoring and scrutinising the work of the
hospital, how that actually would work in practice has produced both
confusion and discussion. 

Directors and governors have found themselves in the role of pioneers in
a new way of working in the health service.

When we started, people expected to be told what to do by the
hospital but the hospital didn’t know exactly what to expect or what
the role is, so it has been a journey for them too. 
(Public governor)

I opposed foundation status
because I felt that the elements
of democratic accountability that
were being brought in were
woefully inadequate. 
(Public governor)
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It is probably the part of the structure that I feel most nervous about….
It’s a bit that perhaps there is least clarity around. 
(Director)

Through interview, a number of potential different roles of governors
were conceptualised (see Box 3). These sought to create a range of broad
role definitions (or archetypes) that would prove useful in identifying and
exploring the multi-faceted role of a foundation trust governor. By the
end of the year a greater degree of consensus had emerged about what
governors should be doing in some areas, although the methods of
putting it into practice were still not always clear. 

I feel very unsure about what I can actually do to make a difference. 
(Staff governor)

All roles, bar that of the operational manager, found a degree of support
among governors and directors. Acting as a community barometer was
seen by most governors as central to their role, although most also felt
that it was a role that they were not adequately fulfilling by the end of the
first year (see The members on pp 7–10). Governors perceived that they
had enjoyed greater success with the ambassadorial role, which again
was seen as crucial. The Open Day in April 2005 provided a good
opportunity to exercise this role and governors pointed to this as
evidence of their success. 

Several governors highlighted the role of conscience as important in
general terms, albeit not one that was in great demand at Homerton,
where trust in the management was relatively high.

A number of governors felt they were able to make a particularly valuable
contribution through the select committee member role: they have been

BOX 3 ROLES PLAYED BY A FOUNDATION TRUST GOVERNOR 

Community barometer providing a ready source of community views to
inform the work of the board

Conscience ensuring that the board acts in accordance with
NHS values

Ambassador promoting the work of the hospital to the
community and other stakeholders

Select committee  providing independent scrutiny of the work of
member the board and hospital
Elected constituency handling, monitoring and promoting individual
representative members’ concerns
Operational manager taking an active role in the management of

day-to-day issues and concerns
Strategic player taking an active role in shaping the corporate

strategy of the hospital

I feel very unsure about what
I can actually do to make a
difference. 
(Staff governor)
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reporting back their involvement in trust activities to the full council.
However, concern was evident regarding the extent to which governors
are able to scrutinise effectively the work of the board of directors.

I struggle with the notion and the role of scrutiny. Accountability is a
much clearer role – that we can be accountable – but I can’t think they
are ever able to function as a scrutiny body, simply because they don’t
have the time [and] they don’t have the knowledge. 
(Director)

The concept of the elected constituency representative role proved 
most contentious. There was much debate and some division among
governors and directors throughout the year about whether governors
should be championing individual cases or working purely at a strategic
level. This has been played out in extensive discussions over whether to
hold surgeries (see p 9).

A further tension emerged over the degree to which governors should
exercise a strategic role and to which they should be engaged in more
operational decisions of the hospital. An example of this tension was
provided by the reaction of some governors to the decision of the trust to
issue a policy on smoking in hospital grounds without pre-consultation
with the governors. A number of governors believed that this was an 
area in which governors should be involved, although this view was not
universally shared. Ultimately, governors were invited to comment on 
the policy. However, by the end of the year most governors agreed that
the operational management of the hospital was not an area in which
they should be involved.

I think they are still not absolutely clear about their role and how to get
involved and how to do some of the things, and therefore I think they
want to get involved at a level that maybe they shouldn’t be getting
involved in… so there is a bit of tension. 
(Director)

Early on, people were keen to be able to make obvious contributions –
but more at the operational end. So the most animated debate so far
has been over the no-smoking policy. But this is not really what we
should be doing. We need to be functioning at a more strategic level.
But you can’t touch it and feel it as well and governors are desperate
to do that.
(Appointed governor)

Many governors felt that a key role for them to enact was that of the
strategic player. However, in practice this was not straightforward. It
proved difficult to develop a single, corporate view within a large council
of diverse views and diverse backgrounds. It was also questioned
whether governors, given their limited time and experience, would ever
have enough grasp of the complexities of hospital management to make
a valuable contribution in this regard.

I think strategy requires a level of
knowledge [among governors]
that we can’t assume to be held. 
(Director)
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I think strategy requires a level of knowledge [among governors] that
we can’t assume to be held. 
(Director)

Directors were clear from an early stage that governors could provide a
valuable input to the work of the hospital to improve what was termed
‘the patient experience’ (for example, developing and improving
information presented to patients on admission to the hospital or
ensuring that hospital services are culturally sensitive). 

Where I would like to see governors have an impact is on what the
experience feels like… what happens when you come here as a patient
or a visitor. 
(Director)

However, most governors saw their remit as engaging with far wider
issues relating to the hospital and operating, ideally, at a more strategic
level.

Even after a year, governors were still feeling their way. In some areas
they were relatively clear what they should be doing (for example,
communicating with members) but had not made significant progress
in this area. However, there remained a lack of clarity in the minds of
directors and governors about the contribution of governors to scrutiny
and strategy.

[There is] still a tension about expectations of the governors doing
stuff of their own volition or waiting to be told…. There’s still an
element of governors [being] not clear about their roles. 
(Director)

The confusion experienced in the first year of foundation trust status can,
to an extent, be explained as teething troubles. However, it seems likely
that governors will inevitably wish, or be asked, to play a number of
distinct roles and that the concept of the foundation trust governor will
remain a complex one. 

In the early days of the foundation trust both governors and trust
directors recognised that much work would be required to establish a
fully functioning council of governors. All stakeholders accepted that they
were entering into an experiment where few clear ground rules had been
set. This initial lack of clarity was broadly tolerated, although some
frustration was evident.

I’ve been quite surprised. I thought coming into this with no political
involvement in the past and no involvement in the hospital or health
service… that people would have clearer ideas of what governorship
of a hospital would be about. 
(Public governor)

All stakeholders accepted

that they were entering into
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I approached what the governors were doing with a completely open
mind. Having found out what they are doing, I am still not clear [about
their role]. 
(Appointed governor)

Governors and trust directors were relatively modest in their aims for 
the first year, citing greater clarity over role and a sound partnership 
with the board as reasonable and achievable outcomes. However, 
when interviewed during the first months of the foundation trust many
governors, representing all types of constituency, also had significant
doubts as to the likely efficacy and power of the council of governors. 

All indications are that we are the toothless tigers… and the talking
puppets. 
(Public governor)

I’m very much in the dark about [the influence of governors] because
my understanding from the meetings we have had so far is that the
governing body has very little power. 
(Public governor)

My stock in trade is vision, doing things, taking risks, new
opportunities. If anything, I am keen on empowering people, 
enabling patients to express themselves. From what I have seen 
[the council of governors] is not going to lead to one iota of
improvement in patient care. 
(Appointed governor)

You have a body of people all of whom are very committed to the idea
of maintaining and improving the quality and delivery of health care
to the community and most of them are puzzled actually… they are
struggling as to what exactly is the role that they play. 
(Staff governor)

Notwithstanding this pessimistic early appraisal, some optimism for 
the future was also expressed by a number of governors, in part due to a
belief that the trust’s management was committed to a significant role 
for the council of governors:

I can see there’s a commitment, I believe, from the chairman and chief
executive and support staff, everyone, [to make it work]. 
(Public governor)

Nevertheless, a number of public governors saw their role as challenging
the existing organisational culture and established ways of operating at
Homerton Hospital to reflect the new powers of the community.

I suppose the culture change we need here is that quite a bit of
scrutiny will transfer to the council of governors; real culture change is
that we are democratically accountable to members: an electorate. 
(Public governor)

All indications are that we are 
the toothless tigers… and the
talking puppets. 
(Public governor)
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I think it will take just a little while and a culture change. 
(Public governor)

I came to the whole process with a slightly prejudiced view that
public sector and the NHS [were] very much provider-driven and not
consumer-driven…. It’s all rather arrogant and needs to be held to
account better than it has been in the past. 
(Public governor)

What is the relationship between governors and
directors?
A key issue was soon identified to be the appropriate relationship
between the council of governors and the board of directors. Governors
were broadly clear that the operational management of the hospital was
the responsibility of the board of directors, which was held in high
regard.

I feel very proud in so much as that there aren’t many hospitals that
have been chosen [to be foundation trusts]…. Obviously, I feel it’s
recognition of what the hospital has achieved. 
(Staff governor) 

There is already a high-level decision-making board, which includes
representatives of the community as non-executive directors, of a size
that is reasonable. 
(Appointed governor)

The issue of where ultimate power to determine the strategy of Homerton
Hospital lay proved more complex to resolve. Some governors felt
strongly that they had a mandate for agreeing important strategic
decisions, a view that developed over the course of the year. Governors
identified a broad range of issues to which they believed they could
contribute. These included implementation of national service
frameworks, reducing waiting times, the hospital budget and 
strategic plans.

We are representative of the people…. The strategic direction of this
hospital is down to us with the senior management to decide. They do
need to be held accountable to us or at least to hear our views. 
(Public governor)

I don’t think we are going to be gnashing our teeth for the sake of it.
But if we do I would hope that we would be listened to. 
(Public governor)

I think a healthy working relationship is going to be where they feel
obliged to come to us proactively when they are considering making
policy… and it will become second nature. 
(Public governor)

I feel very proud in so much as
that there aren’t many hospitals
that have been chosen [to be
foundation trusts]…. Obviously, 
I feel it’s recognition of what the
hospital has achieved. 
(Staff governor) 
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For their part, the trust directors’ unanimous view was that the ‘bottom
line’ was that the board was responsible for making decisions, although
it had a responsibility to listen to the views of the governors. In the event
of disagreement between the board of directors and the council of
governors, directors expected to review, rather than necessarily change,
their decisions.

I would see myself as mandated morally, clearly not legally, to revisit
[a board decision opposed by the council of governors] or revalidate
that decision and we may change it or we may not. 
(Director)

[The board] has an absolute duty to listen. 
(Director)

Therefore, broad agreement existed between directors and governors
over the rights of governors to be consulted and listened to with regard 
to strategic decisions. However, a minority of public governors envisaged
greater powers for the council of governors to determine strategic issues
proactively than was the case for trust directors.

At the moment we are very much led by directors. They know the
running of the hospital. In five years’ time… the major strategic
decisions [should be] made basically by governors with directors
and professionals as their advisers. That’s the answer. 
(Public governor)

Personally I would like to see the governors’ board deciding on major
issues – something like that on policy development or being involved
in capital investment, which I think governors should have much more
say in. 
(Public governor)

Department of Health guidance is clear that governors should not enjoy
a veto over the individual decisions of the board, although they do enjoy
the right to dismiss the chair and non-executive directors. However, this
power of dismissal was not referred to explicitly by many governors.
Those governors who did consider this power deemed it an impractical
weapon to deploy.

I wonder if any governing body would, certainly at this stage, have the
confidence to [dismiss the board]…. It’s not a real weapon. 
(Public governor)

Importantly, the new governance arrangements had facilitated other
developments within the board of directors. The greater independence 
as a foundation trust required strengthened corporate and financial
governance at board level. This led to the appointment of non-executive
directors with specific skills identified as essential to the business of the
trust. The existence of the council of governors meant that non-executive

At the moment we are very much
led by directors. They know the
running of the hospital. In five
years’ time… the major strategic
decisions [should be] made
basically by governors with
directors and professionals as
their advisers. That’s the answer. 
(Public governor)
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directors were no longer required to represent local communities. The
new board also chose to meet in private – a decision that would arguably
be difficult to justify without new formal mechanisms to engage with
members and their governor representatives. As a consequence of these
developments, directors perceived that the board of directors was more
cohesive and effective as a decision-making body. 

However, perhaps surprisingly, a minority of governors questioned the
practical basis and therefore the legitimacy of a lay-dominated council
of governors leading strategy in a highly complex area such as hospital
services.

I’m not convinced that the executive necessarily needs a bunch of 
non-professionals telling them how to do their jobs. 
(Public governor)

I think the core business is something probably that the trust
managers have got a better handle on than us… we might have some
influence on that but actually being key to the strategic thing, I don’t
think so. 
(Staff governor)

I can’t see how a bunch of ill-informed people can second-guess the
trust board in terms of external scrutiny and oversight of policy. 
(Appointed governor)

What have the governors achieved?
In practice the input of governors proved very limited in the first year. 
In part this was due to the need to build knowledge and experience
among those on the governing body with no existing experience of
Homerton Hospital, as well as the requirement to clarify roles and
procedures. It was also significant that the trust’s management had
already agreed a five-year strategy as part of its foundation trust
application, thereby reducing the scope for meaningful engagement of
governors at an early stage. For example, the trust had already taken a
key strategic decision to invest in expanded perinatal services before 
the council of governors had been established.

There were few concrete examples of governors influencing the trust’s
management decisions. However, governors had exercised their statutory
powers through the appointment of a new non-executive director and the
trust auditors and by setting the remuneration of non-executive directors.

Governors were also members of a wide range of sub-groups within the
trust. Both governors and directors believed that sub-groups offered
good opportunities to become engaged and influential in the running 
of the trust. Two governors were also responsible, together with a trust
director, for developing the trust’s response to the consultation by
Monitor on the regulatory compliance regime for foundation trusts.

There have been times when 
I thought we have achieved
nothing at all, absolutely
nothing – the whole thing is a
misconception and we are just
making work for ourselves…. 
But I don’t always think
like that…. 
(Public governor)
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All governors believed that they had exerted little or no influence over the
board by the end of the first year. In many cases, governors expressed
disappointment over this lack of power.

I regret to say that I wouldn’t be able to pinpoint a particular point or
issue that I have been able to achieve by my being a governor. 
(Public governor)

There have been times when I thought we have achieved nothing at
all, absolutely nothing – the whole thing is a misconception and we
are just making work for ourselves…. But I don’t always think like
that…. From the governors’ point of view I think it’s been quite hard
and quite frustrating. 
(Public governor)

I think I’ve tried to get [the governors] to think ‘big picture’ but I’m not
sure I’ve succeeded. 
(Appointed governor)

I am not aware of any decision that we’ve influenced…. I don’t know
whether we are just kind of going through the process because it’s
now in the constitution [that] you’ve got to ask us. 
(Staff governor)

However, a number of governors also believed that, as a consequence of
the ‘bedding-in’ over the previous year, a more substantive contribution
would soon be possible. None the less, without rapid evidence of
impact, disillusionment among governors is likely.

I feel I’ve reached the end of the beginning…. I think we’ve reached 
a reasonably good idea of what our roles and responsibilities
should be. 
(Public governor)

I don’t feel we’ve achieved a huge amount yet. I think we are on the
verge of starting to do things…. I thought it might be a bit quicker than
this, but hopefully now…. 
(Public governor)

I still remain extremely hopeful that one of the benefits of the council
of governors is that we can work the relationship [with the public].
Perhaps I’m more hopeful because I see some signs that people are
trying to do something about it. 
(Appointed governor)

Trust directors expressed more positive opinions about the experience 
of the first year, perhaps reflecting lower expectations of the governors’
impact. The nature of the benefit accrued through the new governance
arrangements proved difficult to describe precisely. However, directors
particularly identified a new sense of scrutiny of their decisions that they
believed was significant.

I feel I’ve reached the end of the
beginning…. I think we’ve
reached a reasonably good idea
of what our roles and
responsibilities should be. 
(Public governor)
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I’ve personally found this year hugely rewarding. 
(Director)

[The council of governors and membership have] been a benefit. I find
it hard to describe… but it has, definitely. 
(Director)

There is now an element of scrutiny that wasn’t there before….
Governors had a key role in getting us to think about how we convey
messages about the hospital. 
(Director)

Obstacles to effectiveness
A number of obstacles that limited the effectiveness of the council
of governors were identified by both governors and directors. In
particular, the infrequency of formal meetings was cited as a problem,
notwithstanding the fact that Homerton Hospital arranged six meetings
of the governors in the first year. Some governors struggled to maintain 
a sufficiently current link with the hospital or a sense of momentum.

However, a converse problem was also experienced. Even with a limited
number of meetings, some governors and directors found the time
commitment required by their duties on the council of governors to be
onerous. This is particularly the case for staff governors, who commented
that there had been no reduction in their professional duties to allow for
time spent in the role of a governor.

It is also notable that the trust does not remunerate governors for taking
part in the management of the hospital, other than by reimbursing their
expenses. Indeed, the template constitution for a foundation trust issued
by the Department of Health precludes the payment of governors beyond
the meeting of expenses (Department of Health 2004). In practice, this
means that any personal costs associated with the role (such as lost
earning opportunities) are borne by governors themselves. 

Attendance at the council of governors, as well as other work with
governors collectively or individually, has increased the workload of
some directors significantly. This is particularly the case for the chair of
the trust, who has to attend all meetings and hold individual appraisal
meetings with each governor annually.

Governors have also suggested that meetings of the council of governors
have been too large to be effective and members of the public have been
allowed free rein to contribute throughout. In this regard, they have been
held as public meetings rather than meetings of the council of governors
in public.

A significant issue of conflict of interests within the council of governors
was also raised. One governor questioned whether it is appropriate that
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the council’s chair should also act as the chair of the trust. While most
governors regarded the presence of appointed PCT governors as helpful
to the council of governors, one governor and directors considered this
to have led to a significant conflict of interest.

There is absolutely a conflict of interest. I don’t think it helps them and
I don’t think it helps us. 
(Director)

A single year is a short time in the life of an organisation. At this stage of
development, unambiguous conclusions about the success or otherwise
of the new governance arrangements remain elusive. However, we are
now able to address some key questions with more confidence.

What has been the overall impact of the new
governance arrangements?
From this study it is clear that the council of governors has made little
tangible impact on the running of Homerton Hospital in its first year. Yet
it would be perhaps unrealistic to expect that it would. The impact of the
governors will, in part at least, be determined by their knowledge, skills
and experience. These are still developing.

Hospital directors feel that the existence of members and governors
has served already to strengthen their sense of accountability to the
community. Having to provide information and account to the council
of governors provides a new discipline that did not exist before. This
has been welcomed by the directors. 

For their part, the governors have expressed some frustration. This is
directed not so much at the trust’s management – which is still held in
high regard – as at the pace of change. None the less, the participants
in our study remain broadly optimistic that their influence will grow as
arrangements bed down.

Are the new governance arrangements fit for purpose?
Foundation trust status has generated a significant increase in
involvement of the community in the work of Homerton Hospital – as
evidenced, for example, by attendance at public meetings and events.
However, community ‘ownership’ of the hospital – a key governmental
aim of foundation trust policy – has been harder to achieve. While 
the public, patients and staff are able to elect hospital governors, 
those governors remain perplexed by how they interact with their
constituencies. Communication has proved difficult, although
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improvements have been made. Further, it is clear that Hackney and its
environs contain a large number of communities, each with its own view
and perspective. This presents a challenge to governors seeking to
represent those views.

This issue of representation is related to another important, and
unresolved, question at the heart of foundation trust policy: are
foundation trusts democratic institutions, subject to the will of their
members, or are they independent businesses that seek constructive
engagement with the communities that they serve? 

With fewer than 5,000 members by the end of the first year (some 2 
per cent of the eligible population), the trust could not, and does not,
claim to be a democratic institution as most would understand the term.
Furthermore, the directors interviewed were in no doubt that the board,
and not the governors, is responsible for running the trust. In this view
they are supported by the enabling legislation and guidance from the
Department of Health. Yet directors also considered themselves culturally
inclined towards a democratic approach that must encompass the views
of their membership. In practice this meant that, in the event of
disagreement between the board and the governors, the board was
committed to reconsidering any decision but would not give up the
ultimate right to act as it saw fit.

Governors from all constituencies generally supported the right of the
board to manage and were complimentary about their track record in
doing so. Yet some conflicts of viewpoint emerged. Some governors
envisaged a future where key strategic decisions would ultimately be
made by governors, whereas others were doubtful that governors could
ever gain sufficient knowledge to earn the right to second guess the
board.

This ambiguity over governors’ roles and rights has dogged the governors
individually and collectively. This reflects a lack of clarity at national level
and (possibly) at other foundation trusts besides Homerton Hospital
(Healthcare Commission 2005b). National guidance is broad and
sweeping, offering little beyond a broad aspiration for ‘community
ownership’ and a limited range of statutory duties to be exercised by
governors. Governors and directors at Homerton Hospital have not, at
least yet, been able to fully resolve these uncertainties locally. Our
research has enabled us to develop a typology of seven different
governor roles that might be exercised. The role of the foundation trust
governor is complex and varied.

One year into the initiative, the relationship between the council
of governors and the board of directors remained uncertain,
notwithstanding sincere attempts by both governors and directors
to reach a common understanding. 
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Does the reality match the political rhetoric?
The government claimed that foundation trusts would be the ‘voice of the
community’, giving local people a say in the running of their hospital. To
a limited extent there is evidence that that foundation trust status has
led to an increase in the scale and depth of community engagement.
Many hundreds of members came forward to be engaged with Homerton
Hospital in the first year. While this was but a small proportion of the
local community, it was perhaps a step change from the level of
community engagement experienced prior to foundation status. What is
clear is that the trust’s management and governors have jointly made a
huge effort to implement new governance arrangements that take public
and patient engagement to a new level. 

However, foundation trusts face a problem that is common 
to many aspects of public and patient engagement: that of the
‘professionalisation’ of the lay view. The effectiveness of a foundation
trust governor is clearly, in part at least, determined by the knowledge
and experience that they gain of the hospital they serve and the wider
NHS structures within which the hospital exists. As governors at
Homerton Hospital recognised, managing a hospital and surviving in an
increasingly competitive market place is a complex business. Indeed, the
board has found it necessary to introduce non-executive directors with
new commercial skills, in common with other foundation trusts
(Healthcare Commission 2005b).

The likelihood that governors will be able to contribute to the strategic
management of the hospital will be increased as their contact with the
trust and its management increases. Yet this very exposure involves time
(reducing the pool of people for whom this is a realistic option) and may
lead to an informal cultural ‘co-option’ into the management cadre in
thoughts and values. Paradoxically, perhaps, the more effective a
governor, the less that governor can be considered lay. 

What are the implications for foundation trust policy?
As this research has shown, the governance of foundation trusts is
complex and ambiguous. After one year the costs of these governance
arrangements (in time and money) are becoming apparent. However,
their benefits have been far less clearly demonstrated. 

It is important not to rush to judgement. As one governor commented,
Homerton Hospital’s council of governors has reached ‘the end of the
beginning’. It is quite possible that, with the groundwork completed, the
council of governors is poised to take a substantial role in the running 
of the hospital. It is also possible that this involvement will improve the
performance of the hospital and the experience of its patients. However,
this remains conjecture. At this stage, no convincing evidence has been
found of governors securing better services for members.
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Both the Healthcare Commission and the Foundation Trust Network
of the NHS Confederation (the body representing foundation trust
management) have recognised the need for more work at a national level
to bring clarity to the role of foundation trust governors (Foundation Trust
Network 2005, Health Commission 2005b). Foundation trusts are faced
with two imperatives: to attract individual patients, thereby securing
income and financial survival; and to satisfy elected governors with
formal powers within the management structures of the hospital. It is
by no means certain that these two imperatives will co-exist in harmony.
Indeed, the potential for conflict between the rigours of new NHS market
disciplines and the structured engagement of communities is a faultline
in current government health care policy. If the governance of foundation
trust hospitals is to evolve successfully, a clearer national vision of what
it means for a hospital to be ‘community owned’ is urgently needed.
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