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Members of MiP have 
access to a range 
of benefits provided 
by our partner 
organisation through 
UNISONplus.
You can save £250 or 
more with UNISONplus. 
For more information 
on these services and 
other great offers visit 
unison.org.uk 
and click on the 
UNISONplus logo.

Unison Travel Club
Discounts and value added benefits on 
holidays for UNISON members. Exclusive 
savings on package holidays, tailor-made 
itineraries, flights, cruise, UK breaks, 
coach holidays and much more! 
Call 0800 021 7737 or visit 
unisontravelclub.co.uk

Health & Dental Plans
Affordable health and dental cash plans. 
Get money back for everyday expenses. 
All claims are paid at 100%. For more 
information call 0800 037 0753 or visit 
youbenefit.co.uk/unison

Vision Express
You and your family can make substantial 
savings on your eye care requirements at 
Vision Express. To find out more simply 
visit visionexpress.com/unison

LV=Frizzell Car Insurance
Cheaper car insurance for 
UNISON members
— Up to 75% no claims discount for 5 or 
more years
— Extra 5% discount for any second car 
policies bought within your household
Call for a quote 0800 756 8168 
unisoncarinsurance.com

Croyde Bay
Receive a 15% discount on all holidays in 
the new hotel, self-catering cottages and 
summer chalets. Plus exclusive special 
offers for UNISON members at UNISON’s 
very own holiday resort in beautiful North 
Devon. Call 01271 890890 or visit 
croydeunison.co.uk

Lighthouse FA
Lighthouse Financial Advice. Helping you 
make sense of your finances. Free initial 
consultation. Call 08000 85 85 90 or visit 
lighthousefa.co.uk

UNISON Protect
Protection Insurances including Life Cover 
and Income Protection, plus FREE £2,500 
cover. Call today on 0800 014 7001 or 
visit unisonprotect.com

UNISON Drive
UNISONdrive can supply any car new 
or used. All cars come serviced & 
guaranteed and delivered to your door, 
with a fair price for any part exchange 
on your old car. For a free no obligation 
quote call 0845 122 6923 or visit 
unisondrive.org.uk

UIA home, travel & pet insurance

As a mutual insurer with 120 years 
experience with UNISON members, 
UIA offer members competitive rates on 
home, travel and pet insurance. To obtain 
a quote call UIA free on 0800 66 88 55. 
Members can OFTEN save up to an extra 
15% if THEY buy from us online at 
unisoninsurance.co.uk

Britannia Rescue
Cheaper breakdown cover for 
UNISON members and their family: over 
3000 breakdown professionals to get 
you on the road again. Exclusive to 
UNISON – £10 cash back if we don’t 
reach you within one hour. Call today on 
0800 756 8707
britanniarescue.com/unison

UNISON prepaid card
Not a credit or debit card, you top up this 
card and spend what you load. Great 
for budgeting, plus you earn 3% to 6% 
cashback at over 40 big brand stores! No 
credit checks. Visit unisonprepaid.com

UNISON rewards
Save at over 2,500 online retailers –
cashback, vouchers and more. Plus get a 
FREE £10 welcome bonus! Join FREE at 
unisonrewards.com

Union Energy
Free impartial energy price comparison 
service to help you keep your home energy 
bills as low as possible. Call 0800 094 9039 
or visit unionenergy.co.uk

Britannia
Britannia has deals on a range of 
financial products for UNISON members. 
For more details either click on 
britannia.co.uk/unison or visit your local 
branch. Britannia is a trading name used 
by The Co-operative Bank p.l.c.
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to senior managers 
in healthcare in the 
UK on employment 
matters, careers and 
management practice. We 
represent their views to 
policymakers, employers, 
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Welcome to the winter issue of  
healthcare manager, the 
magazine from Managers in 
Partnership, the trade union for 
health and care managers.
This issue includes an interview with 

Alison Cameron, a member of the 
expert advisory group for the Inde-
pendent Patient Safety Investigation 
Service, who argues that managers 
should work closer with patients and 
truly involve them in decision making.
Mark Britnell shares his top features 

of healthcare systems around the 
globe and Paul Briddock reports on 
the HFMA’s latest survey of the state 
of NHS finances. Those receiving 
your copy in the post should also 
receive the popular MiP calendar 
mousemat for 2016.
This is my final issue of the maga-

zine before retiring at the end of De-
cember and I’d like to take the oppor-
tunity to say farewell. I have enjoyed 
my time at MiP – it has been a pleas-
ure working with and for MiP mem-
bers. Many thanks to all of you who 
have sent in your views and com-
ments about this magazine and other 
consultations over the years – you are 
great advocates for the NHS and an 
essential part of the healthcare team. 
Finally, best wishes for the festive 
season and a happy new year from 
the MiP team. 

Marisa Howes, Executive editor
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MiP supports a number of awards to celebrate the great work of healthcare teams around 
the UK. Once again, MiP joined with Unison to sponsor the award for staff engagement 
at the annual Health Service Journal awards in November. This year the award went to 
East London Foundation Trust. The judges were impressed by the way that the trust had 
used their experience of traumatic incidents as a catalyst for very positive culture change. 
Pictured presenting the award are MiP chair Zoeta Manning (far right) with Unison health 
group chair Roz Norman (far left).

HSJ Awards 2015

East London wins staff engagement award
Conference

The Power of 
Partnership
Patient Information Forum conference 
25 May 2016 
Royal College of Physicians, London

The 2016 annual conference of the 
Patient Information Forum will focus 
on the “Power of Partnership” – how 
we can develop inclusive, mutually 
beneficial relationships across sectors 
to improve the quality of healthcare 
information and the experience of care 
for patients. 

The conference will give people work-
ing in health and care information a 
great opportunity to make connections 
with people from the NHS, voluntary, 
academic, freelance, pharmaceutical and 
commercial sectors, and create new part-
nerships to drive your work and projects 
forward.

The interactive and participatory con-
ference will include case studies that will 
allow you to learn from a range of projects 
involving partnership working, ‘Question 
Time’ style keynote conversations, and 
dedicated networking sessions for you to 
share your experiences and discover the 
expertise of others. 

To find out more or register for conference, visit:  
www.pifonline.org.uk/2016-conference

mailto:m.howes@miphealth.org.uk 
adverts@healthcare-manager.co.uk 
mailto:editor@healthcare-manager.co.uk
mailto:editor@healthcare-manager.co.uk
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The strength of a union rests on 
the shoulders of its members, 
especially those members who 

play an active part in representing 
other members, developing policy 
and promoting the union. This col-
umn pays tribute to those activists 
who are moving on.

Marisa Howes, our national officer 
for policy and communications, is re-
tiring after a seven-year secondment 
to MiP from NHS London and then 
Health Education England. Marisa 
created this magazine (editing all 28 
issues to date), and developed the for-
mat and ambition of the annual con-
ference (delivering eight of them). She 
has been responsible for the look and 
feel of our brand and for developing 
MiP’s distinctive voice, and has taken 
special care to bring the personal 
touch to working with members. Less 
visible has been Marisa’s amazing 
teamwork in MiP’s back office, not 
least endlessly pulling the rabbit out 
of the hat in response to rapid policy 
developments. She is a great friend 
and colleague to many and I will miss 
her more than I can say.  

Several members of the national 
committee are stepping down. From 
many diverse perspectives they con-
tributed their voice when we spoke 
up for members and thoughtfully 
debated the moral compass of health-
care management. Andrina Hunter 
(Scotland) has brought to the fore the 
cultural, management and employ-
ment issues arising from integra-
tion of health and social care. Trevor 
Keable (South Central) has raised the 
profile of the issues faced by members 
in the challenging environment of the 
commissioning support units. Mandy 
Thompson (North East) represented 
social enterprise and forged links 
between the FDA and MiP. Amanda 
Lyes (East of England) contributed 
from the standpoint of HR manage-
ment and the CCG world. Finally, 
Hillary Eagles (South West) brought 
her experience of being transferred 
to the private sector under the TUPE 
regulations.

Special mention must go to David 
Amos (London), stepping down after 
ten years on the committee. David 
was MiP’s first chair. He guided our 

launch and ensured that a large 
swathe of NHS leaders got behind our 
new union. We have been well-served 
by his fine nose for policy and politics, 
management experience and quiet 
passion for our members and their 
work. David is a deep well of leader-
ship expertise from which I hope we 
will continue to draw water.

Finally, Zoeta Manning (West 
Midlands) is stepping down as chair, 
a role she has filled since 2013. Zoeta 
is hardworking, determined and calm. 
She manages perfectly the balance 
between offering support and chal-
lenge to me and the rest of team. With 
eloquence and grace, Zoeta put our 
union on the map on the issue of BME 
under-representation in NHS leader-
ship. As a respected local rep herself, 
Zoeta has focused on developing our 
reps as skilful problem solvers for em-
ployers and members – work that is 
now coming to a head. For all of these 
qualities and achievements, our team 
and members owe Zoeta a large debt. 
I’m delighted that she will remain 
at the heart of our leadership on the 
national committee.

leadingedge

Jon Restell, chief executive, MiP

HEADS UP

Education

New blueprint for dementia skills care
Skills for Health, Health Edu-
cation England and Skills for 
Care have joined forces to 
produce the first comprehen-
sive framework for education 
and skills in dementia care. 
The Dementia Core Skills 
Education and Training 
Framework lays down the 
essential skills and knowl-
edge needed by NHS and so-

cial care staff working with 
patients with dementia.

The framework aims to 
stardardise approaches to de-
mentia care education and 
specifies key learning out-
comes. It sets out three levels 
of skills required for demen-
tia care: “awareness”, which 
all staff should have, “basic 
skills” for all staff who have 

regular contact with demen-
tia patients, and “leadership”, 
for those who are managing 
care and support services for 
people with dementia.

“We believe that use of the 
framework will result in an 
increased quality of care for 
people living with Dementia 
and their families,” said John 
Rogers, chief executive of Skills 

for Health. “This framework 
will ensure that when training 
and education is sought, du-
plication will be avoided and 
it will be clear what core skills 
and knowledge can be used 
across different clinical areas 
and care settings.””

Download the framework from the 
Skills for Health website at: bit.ly/
hcm2802 
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NHS England 
has joined forces 
with campaign 
group Stonewall 
to encourage 
NHS staff to 
provide 
monitoring 
data in staff 
surveys and 
other 
documents. 

The cam-
paign, “What’s 
it got to do 
with you?”, builds on 
Stonewall’s existing public campaign 
to encourage people to share monitor-
ing data on things like gender, ethnicity, 
sexual orientation, disability and medi-
cal conditions.

A leaflet was sent to all NHS England 
staff with September pay slips. It ex-
plains how monitoring data is used to 
develop new and better services, ensure 
NHS money is spent where it is most 
needed, or to cater for the particular 
needs of NHS staff and patients. “They’re 
not after dinner and a movie. They just 
need to know to be able to do their job 
properly,” says the leaflet.

It also explains how data collected for 
statistical purposes is kept separate from 
personal information, which remains 
confidential and is covered by data pro-
tection laws.   

The campaign has been endorsed by 
MiP and the other unions and man-
agement on the National Partnership 
Forum. “MiP welcomes this initiative. We 
need monitoring data to help us assess 
the impact of policy changes on different 
groups of staff to avoid any unfair treat-
ment for any particular group.” said MiP 
national officer Jo Spear.

A range of material is available to support of the 
campaign, including step-by-step guides and videos to 
support and encourage staff to review and update their 
data. More details are available on the NHS England 
intranet.

Indepdendent healthcare charity the 
Health Foundation has made a series of 
films showing how healthcare profes-
sionals can work with patients to tackle 
the challenges facing the NHS.

Produced by Lightbox Entertainment 
and released over five weeks in October 
and November, “The Power of People” 
series features five innovative projects 
which have been supported by the 
Healthcare Foundation. Each film shows 
the positive impact good healthcare can 
have on people’s lives.

“These films show what can be achieved 
when people are given the time and re-
sources to transform and improve patient 
care,” said Will Warburton, the Health 
Foundation’s director of improvement. 
“There’s a lot of excellent work being done 
in the NHS and beyond, and it’s impor-
tant to celebrate that. We hope these films 
will be shared widely and inspire others 
to recognise the power in themselves to 

generate change.”
The mini-documentaries include “Pills”, 

which shows how the lives of older people 
living in a North Tyneside care home were 
improved when they and their families 
were more involved in medication de-
cisions, and “Recovery College” which 
shows how a scheme run by the 2gether 
NHS Trust helped people with serious 
mental illness turn their lives around by 
giving them the skills and confidence to 
manage their conditions.

Another film, “Gold Line”, tells the 
moving story of a 24/7 phone service for 
people in the last year of life, showing the 
experiences and depth of personal courage 
shown by the patients and their families. 
Run by nurses in the West Yorkshire area, 
the Gold Line service has significantly in-
creased the proportion of people able to die 
in a place of their own choosing. 

You can watch all five films on the Health Foundation 
website at: health.org.uk/powerofpeople.

Monitoring

Why your data 
matters

Innovation

The Power of People to 
transform NHS care

whats_You_WIGTDWY  06/07/2015  17:52  Page 1
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The 100,000 Genome Project is set 
to put England in the vanguard of 
one of the most significant revo-
lutions in medical history (see 
Healthcare Manager 24, Winter 
2014). The project aims to se-
quence 100,000 whole genomes 
by the end of 2017. This means 
capturing the complete set of ge-
netic information that makes up 
a human being — 3.2 billion “base 
pairs” of DNA.

It’s medical science at its most-cut-
ting edge and daring, and it’s the job 
of Maxine Foster, the project’s educa-
tion programme manager at Health 
Education England (HEE), to make 
sure that people working on the 
project, and in the NHS as a whole, 
have the education and training they 
need to deliver the huge benefits 
that genomic medicine can bring to 
patient care.

“You could call me the ringmaster 
in terms of being the central point 
of contact when it comes to the 
education and training needs and 
for the Genome Project networks to 
come together,” she says.

One of Maxine’s primary roles 
has been to develop education and 
training programmes for the coun-
try’s 11 frontline Genomic Medicine 
Centres, which do most of the pro-
ject’s day-to-day work in collecting 
and analysing data from patients. “I 
have brought together the education 
leads from the Genomic Medicine 
Centres to make sure that they are 
supporting each other and sharing 
their work,” she explains.

“We have developed a number of 
programmes from short online CPD 
courses to digital training in consent 
and ethics, to setting up a Masters in 
Genomics Medicine which we have 
commissioned from a network of 

nine universities,” she adds.
The Masters course, which has 

550 places, has been pump primed 
by HEE in a bid to ensure that junior 
doctors, physiotherapists and a 
host of other medical professionals 
will have the genomics knowledge 
needed to make sure the project is 
sustainable and delivers real ben-
efits to NHS patients.

She says that the aim is to de-
velop others Masters courses in 
genetics counselling and bio-
informatics. Much of Maxine’s 
work involves working with HEE 
partner organisations, includ-
ing Public Health England and 
the Department of Health (DH) 
and NHS providers, to highlight 
genomic education and explain the 
importance of genomic medicine to 
patients and the public.

The DH has given HEE £20m 

to kick-start the education pro-
gramme, but the funding runs out 
in 2018. Maxine admits that one of 
the challenges she faces is making 
genomics education “business as 
usual”, and ensuring it is embedded 
in medical education curricula as 
soon as possible.

The potential for the 100,000 
Genome Project is huge, says 
Maxine. It means that future patients 
will have medication and treatment 
tailored to their specific condition 
and genetic make-up.

“In future patients will have a 
much quicker diagnosis, targeted 
therapy and much more personal-
ised treatment.  We don’t push this 
message heavily, but it is going to 
save the NHS millions.”

Maxine says her job is important 
in bringing together the different 
strands of education and training 
required to ensure that the project 
is successful.

“Without me, for example, the 
individual genomics centres would 
be struggling on their own to de-
velop training and education and 
everybody would be reinventing the 
wheel. The universities would also 
be competing rather than collabo-
rating and the learning would not 
necessarily keep pace with the de-
velopments in science.

“In this country we are ahead of 
the game on this but we are not 
the only country working on the 
genome and, without the right edu-
cation for professionals, we could 
risk falling behind,” she warns.

Helen Mooney

inperson

Maxine Foster, genomics education programme manager,  
Health Education England.

“In future patients will have 
a much quicker diagnosis, 

targeted therapy and 
much more personalised 

treatment. It is going to 
save the NHS millions.”
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Independent charity the Point of Care 
Foundation (PCF) has introduced a 
new model to help smaller healthcare 
organisations implement Schwartz 
Rounds, which have been shown to 
boost staff engagement and improve 
patient care.

Schwartz Rounds, pioneered at the 
Schwartz Centre for Compassionate 
Healthcare in Boston, USA, are struc-
tured, monthly one-hour meetings where 
all staff can reflect on the experience of 
working in healthcare. Evidence shows 
that staff who attend rounds feel more 
supported, valued and connected with 
others. 

Although traditionally associated 
with large acute hospitals, many smaller 
care providers, including hospices and 
GP practices, have become interested in 

introducing them. Under the new scheme, 
the PCF will provide local facilitators with 
online training and a network of peer sup-
port as they set up rounds in their own 
organisations. 

Debbie Sandford, director of the 
Schwarz Rounds programme at PCF, said: 
“More than 120 organisations have chosen 
to introduce Schwartz Rounds since 2008 
in order to provide a forum where all staff 
can reflect on the social and emotional 
challenges of working in healthcare. 
Research shows that all healthcare staff 
face similar emotional challenges in pro-
viding care, regardless of the setting. So 
we are excited about the scope of this new 
training and support package to extend 
the reach of rounds.”

For more information visit: pointofcarefoundation.org.
uk/Schwartz-Rounds/

Staff engagement

Schwartz Rounds extended 
to smaller providers

Research

British Library vaults 
opened to the NHS

A new deal between the Department 
of Health (DH) and the Copyright Li-
censing Agency (CLA) is set to make it 
easier for NHS staff in England to ac-
cess and share essential research mate-
rial.

The new partnership will include access 
to all documents held at the British Library 
which are not covered by digital rights 
management (DRM) protection. This is one 
of the largest document collections in the 
world covering scientific, technical and 
healthcare knowledge and includes jour-
nals, books, conference papers, reports, 
and theses, as well as patents and images. 
NHS staff will also be able to share docu-
ments with other organisations that hold a 
CLA licence, including most other public 
bodies.

CLA managing director Mat Pfleger said 
the CLA has worked with the DH and the 
British Library to agree a licence package 
that supports the NHS’s digital strategy. 
“This project contains many ‘firsts’ and 
these unique features have all been devel-
oped with the NHS’s unique requirements 
in mind.”

Louise Goswami of Health Education 
England, which oversees library services for 
the NHS in England, added: “Having a 
single CLA licence, which enables ex-
change of digital copies between staff 
working in different parts of the NHS – 
and now also with colleagues in other 
licensed organisations – can only help 
speed the process of getting research into 
practice to improve patient care.”  

For more information, visit the CLA website: bit.ly/
hcm2803.

Staff take part in a Schwartz Round meeting at the Yale Cancer Centre in New Haven, Connecticut.

Patients and NHS staff are being asked 
to help shape new standards for how 
the Health Service Ombusdman han-
dles complaints about NHS services in 
England. The new service charter sets out 
how the Ombudsman aims to simplify 
the complaints procedure, while making 
it as accessible and open as possible. 

A new service model for staff will set 
out a framework for how NHS organisa-
tions carry out investigations, with clear 

expectations for how they can deliver on 
the charter promises. “We want to hear 
people’s views on our promises in the ser-
vice charter to ensure they resonate with 
both complainants and the organisations 
we investigate,” said the Ombudsman, 
Julie Mellor.

The consultation will run until 
13 January 2016. To read the charter  
and have your say, visit:  
ombudsmanservicecharter.org.uk

Complaints

Ombudsman consults on new charter
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Scotland has long had a drug 
and alcohol addiction problem, 
with numbers for abuse and 
related deaths among the high-
est in Europe. Both the Scottish 
Government and local players have 
been trying a plethora of ways to 
tackle the problem and bring long-
term solutions to the fore.

At the forefront of this battle are 
Scotland’s 30 Alcohol and Drug 
Partnerships. They have existed in 
their current format since 2009, and 
are funded directly from central 
government and locally through 
the NHS, local authorities and the 
Scottish prison service.

Aberdeenshire Alcohol and Drug 
Partnership (AADP) is in the van-
guard of trying to reduce drug and 
alcohol addiction and build long-
term solutions that bring about 
behavioural change in the people 
and communities it works with.

AADP lead officer and MiP com-
mittee member Wayne Gault 
explains that the partnership is mul-
ti-agency and comprises statutory 
bodies including the NHS, social ser-
vices, education, the police, prison 
service and the Department of Work 
and Pensions, as well as a raft of vol-
untary organisations, service users, 
family members and volunteers with 
a lived experience of addiction. “We 
pull everybody together to make 
sure they are singing from the same 
hymn sheet,” he says.

AADP works across four priority 
areas: prevention and early inter-
vention; public protection and harm 
reduction; treatment and recovery; 
and community involvement. Half of 
AADP £2.5m funding is ring-fenced 
from central government and the 
rest comes from the NHS, the prison 
service and Aberdeenshire Council.

Gault believes one of the most im-
portant areas of the partnership’s work 

is community engagement. “By and 
large addiction is a result of depriva-
tion and inequality and the areas of 
greatest inequality also have the great-
est social ills,” he says. “We are trying 
to help shift the balance of power so 
people feel they have a huge stake in 
what the funding is spent on and are 
able to demonstrate to themselves that 
they are capable and credible.”

The partnership is organised 
through three community forums 
across the region, who decide which 
interventions they want to see 
funded. And it seems that AADP’s 
approach is working: last year saw 
the highest ever rate of drug-related 
deaths across Scotland as a whole, 
but Aberdeenshire saw its lowest 
rate for ten years.

“We recently carried out a survey 
in the general community which 
found that 72% of people thought 
that those with addiction should be 
more, rather than less, included in 

the community, and that addiction 
was a health issue and not a criminal 
justice one,” says Gault. “So I think 
attitudes are changing for the better.”

Future projects include setting up a 
single point of entry into services, in-
cluding a telephone triage system and 
a single point of access for profession-
als, voluntary organisations and the 
wider community. The Partnership 
is also keen to focus more of its at-
tention on alcohol users. “At any one 
time we have around 60% of drug 
users engaged with our services but 
only around 15% per cent of alcohol 
users,” says Gault.

He believes that the partnership’s 
real goal is to use community engage-
ment to ensure people are “moved out 
of the margins of society and helped 
to build communities that help them-
selves to develop and change”.

Helen Mooney

inpublic

Aberdeenshire Alcohol and Drug Partnership 

“We are helping to shift 
the balance of power so 
people feel they have a 
huge stake in what the 

funding is spent on.”

Artwork drawn during the Stonehaven ‘Big Blether’ Conversation Cafe 
involving 60 community members.
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I was interested to read about the 
Jointly app in Healthcare Manager 27 
(autumn 2015). As an active unpaid 
carer, I can see how this app could be 
very beneficial to the carer and the 
patient, as well as the care industry as 
a whole too.

Care providers have contracts to care for 
people in their own homes, but are under 
a lot of pressure from local authorities to 
reduce prices due to cutbacks in budgets. 
This results in care providers having to time 
limit frontline care workers to a set round of 
calls during their working shift. This means 
vulnerable people having to be put to bed 
at 6pm, in a lot of cases, whether they want 
it or not, because it fits in with the care pro-
vider’s working shift pattern. 

If care providers used this app, care staff 
could contact patients before they set out, 
to see when they want their care call to com-
mence, thus organising their work shift pattern 
to suit the patient’s needs, and being more 
person centred in their approach to care. 

The Jointly Plus version of the app, 
launched in October 2015, has a medica-
tion dispenser, offering new ways to support 
medication management. If it reminds 
patients when to take their meds and the 
amounts required that would be beneficial. 
Furthermore, if it reminds patients that they 
have already taken their meds, this would 
go a long way towards preventing overdos-
es by patients who have a memory problem. 

Both of these scenarios above would take 
a lot of pressure off unpaid carers, who are 
often caring 24/7 and looking after patients’ 
living environments by doing housework, 
shopping and many other things too, while 
also getting paid care workers in to help 
with the heavy things like putting patients to 
bed and so on. 

TREVOR CLOWER
Unpaid parent carer, NHS England patient 
representative and carers’ champion.

letters
to the editor

Letters on any subject are welcome. Please send 
to editor@healthcare-manager.co.uk or to 8 Leake 
Street, London SE1 7NN. We may edit letters for 
length. Name and address must be supplied,  
but you may ask for them not to be published.

A welcome 
application

Equality

Managers must lead campaign 
against discrimination
NHS England chief ex-
ecutive Simon Stevens has 
called on NHS managers to 
lead a new drive to stamp 
out discrimination in the 
health service after new 
research found big varia-
tions in the experience of 
staff working in different 
trusts and different regions 
of the NHS in England.

Speaking at MiP’s 2016 
annual conference on 18 
November, Stevens said the 
analysis by the King’s Fund, 
Making the difference: di-
versity and inclusion in the 
NHS “paints an important 
picture of what is happen-
ing. It represents a call to 
action for everyone in the 
NHS”.

He said the publica-
tion in April 2016 of the 
performance of all NHS 
organisations against the 
new workforce race equal-
ity standard would “provide 
the impetus and account-
ability needed to make 
improvements”.

“By introducing a new 

workforce race equality 
standard, we have chosen 
to hold up a mirror to the 
NHS each year to ask how it 
looks and feels to the people 
devoting their professional 
lives to looking after pa-
tients and the communities 
we serve,” said Stevens.

Welcoming the report, 
MiP chair Zoeta Manning 
said: “Simon Stevens is 
clearly committed to 
making a difference on 
equality in the NHS from 
the bottom to the top. We 
were delighted he launched 
the report on diversity at 
our conference, rightly 
highlighting the critical role 
that managers have in tack-
ling unfair treatment and 
promoting equality of op-
portunity for all.”

MiP looks forward to 
working with employers and 
NHS England to promote 
best practice and to achieve 
real and sustainable change.’

The King’s Fund found 
reported levels of discrimi-
nation were highest in 

ambulance trusts and lowest 
in community trusts, with 
non-white staff far more 
likely to report discrimi-
nation than white staff. It 
found religious discrimina-
tion was reported by people 
of all faiths but was high-
est among Muslims, while 
disabled people reported the 
highest levels of discrimina-
tion among all the protected 
characteristics groups.

The report also highlight-
ed examples of good practice 
by NHS organisations from 
which others can learn. 
These included the innova-
tive leadership strategies 
developed by Lancashire 
Care, “outstanding team-
based working” at Mersey 
Care and Birmingham 
Children’s Hospital and the 
“high levels of staff engage-
ment, compassion and 
wellbeing” at Wrightington, 
Wigan and Leigh NHS Trust.

Download the report, “Making the 
difference: diversity and inclusion in 
the NHS” from the NHS England 
website: bit.ly/hcm2805.

MiP has been working closely with 
Doncaster and Bassetlaw Hospitals to 
promote partnership working and staff 
engagement. To help celebrate the  excel-
lent work done by the staff we sponsored 

the Chair’s award, which was won by the 
Accident and Emergency team. Pictured 
with MiP’s Tina Smallwood (centre) is 
Trust Chair Chris Scholey presenting the 
award to the A&E team.

MiP celebrates the work of Doncaster staff

mailto:editor@healthcare-manager.co.uk
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PARTNERSHIP

comment

Dean Royles, 
Director or Human Resources, Leeds Teaching Hospitals NHS Trust

I am not going to lie — I some-
times get fed up and frustrated 
with trade unions. A brave thing 
to say in a trade union magazine, 
but I guess that’s the lot of the 
HR Director. There’s always lots 
of change in the NHS; in fact it 
seems we live in a time not just of 
constant change but of perpetual 
unrest. At times, this inevita-
bly brings conflict and tension 
on top of the day job. I have no 
doubt trade union activists feel 
the same about management and 
even the best HR directors! 

However, when we are honest with 
ourselves, we all recognise we are 
mostly on the same side. We want to 
provide better care delivered by skilled 
staff who feel valued and rewarded in 
the workplace. Most of us do know the 
benefits of partnership working in the 
NHS. Partnership working has been an 
effective development of workplace re-
lationships in the NHS and a very cred-
ible alternative to old-style confronta-
tional industrial relations: no more table-
banging, no more achieving change 
through threat and counter-threat. 

Partnership working has delivered 
for both staff and patients and, against 
the odds, we have shown that partner-
ship working can deliver in the good 
times, when we considerably expanded 
the NHS workforce and reduced waits 
and improved access for patients, and, 
more recently, in times of austerity, 
in helping us to agree CIPs and re-
organisations. In public services, staff 

will always challenge the approach of 
the Government to the NHS. We need 
to understand this is different to work-
place disputes.

So the Trade Union Bill worries me. 
I am worried because it would be easy 
to recall the times when I have been 
irritated and frustrated with trade un-
ions, and believe that the changes to 
balloting arrangements, deductions 
of subscriptions, and entitlements to 
facility time heralded by the Bill would 
make my life just a little easier. It won’t. 
Rather than spending time on discuss-
ing and managing the implications of 
legislation, I’d much rather we were 
talking about how better to engage with 
staff and involve them in developing 
the solutions to the challenges we face. 
I’ve learnt over the years that it is bet-
ter to talk about tomorrow’s challenges 
and opportunities than spending time 
sorting out yesterday’s problems. Many 
of us have seen the benefits partner-
ship working and staff engagement 
can bring to the way we deliver and 

improve services. These discussions 
require goodwill and transparency on 
both sides. 

Partnership working in the NHS has 
been hard won. A number of HR Direc-
tors in the NHS have asked the Cabinet 
Office Minister to be aware of the po-
tential implications of the Bill. We risk 
some small savings distorting the huge 
benefits of partnership working and in-
deed the benefits of a society in which 
some speak up for those most disad-
vantaged in the workplace. Although I 
understand the government will want to 
explore all elements of cost avoidance 
(as I do), they should also take account 
of the cost savings we achieve through 
effective consultation and communica-
tion with and through trade unions. 

I believe that the announcement on 
deductions of subscriptions at source 
will challenge and change these impor-
tant relationships and the partnership 
approach many of us have worked 
together to develop, and I hope that 
the Government will pay heed to those 
lobbying on this issue. We get so much 
more, day-in day-out, from working with 
trade unions and I’m anxious that we 
don’t damage the largely constructive 
relationships we enjoy.

It’s important we don’t let our oc-
casional frustrations blind us to the 
benefits trade unions bring to the NHS 
and to our society. I, for one, owe them 
a lot. .

Don’t waste time on yesterday’s 
problems 

“We get so much 
more, day-in day-out, 

from working with trade 
unions. I’m anxious 

that we don’t damage 
the constructive 

relationships we enjoy.”

Views expressed are those of the author and 
not necessarily those of healthcare manager 
or MiP.
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There was a great buzz at this 
year’s MiP national conference, 
taking place just a week 
before the Spending Review 
announcement. NHS England 
chief executive Simon Stevens 
set out his vision for the next 
five years. Our political panellists 
discussed the different models 
of healthcare in the devolved 
nations and how regional 
devolution may work in England. 
The NHS panel discussed the 
workforce implications of the 
productivity challenge. Delegates 
attended masterclasses and 
the network discussions in the 
afternoon, followed by a panel 
discussion about fair pay for NHS 
managers. Rob Gee from Big 

Difference Company summed 
up the day in a poem, A day in 
the life of a healthcare manager. 
MiP chair Zoeta Manning closed 
the conference saying that NHS 
managers deserve respect – but 
they can’t just sit back and wait 

for it to arrive – we’ve got to go 
out and demand it!

After conference, Vicky 
Phillips of Thompsons Solicitors 
welcomed delegates to a 
reception to celebrate MiP’s 
tenth anniversary.  

MIP ANNUAL CONFERENCE 2015
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MIP ANNUAL CONFERENCE 2015

Top row: scenes from the day. 
Middle row: Mark Drakeford 
AM; Philippa Whitford MP; 
Norman Lamb MP; Sue 
James, chief executive, Derby 
Teaching Hospitals; Umesh 
Prabhu, medical director, 
Wrightington, Wigan and Leigh 
FT; Lord Hunt of Kings Heath; 
Anita Charlesworth, Health 
Foundation; Alison Cameron, 
patient advocate; Christina 
McAnea, Unison head of health 
and Danny Mortimer, chief 
executive, NHS Employers. 
Bottom row: Vicky Phillips, 
Thompsons solicitors; delegates 
join the debate; Zoeta Manning; 
Rob Gee; Simon Stevens; Jon 
Restell, chief executive, MiP.
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existing hierarchy and a catalyst for 
change. 

Alison Cameron is one of these 
leaders. She is a member of the expert 
advisory group for the new 
Independent Patient Safety 
Investigation Service, chair of the 
patient safety champion network at 
Imperial College Health Partners, a 
King’s Fund associate and runs her 
own consulting company, which helps 
health and social care professionals 
work in greater collaboration with 
patients. 

Alison’s own story is a shocking 
reminder of how even middle 
class professionals can see their 
lives fall apart in the most dramatic 
way. After graduating with a degree in 
Russian, she started working in 
international relations. By 1990, she 
was working in the parts of Belarus 
which had been affected by the 1986 
Chernobyl nuclear accident.

She felt some charities were 
portraying the people of Belarus as 
passive victims, ignoring their 
resourceful nature. “Those on the 
receiving end were sitting with skills 
that could be key but were not being 
utilised,” she has written. “Much well 
intentioned effort was contributing to a 
dependency that could not be helpful 
in the long term.”

Alison Cameron, the first patient leader to graduate from the 
NHS Leadership Academy, is one of a new generation of 
professional patient champions who are actively helping to 
change the NHS. After a memorable contribution to MiP’s 2015 
conference, she spoke to Alison Moore.

INTERVIEW: ALISON CAMERON

The time when patients were 
the passive recipients of care is 
meant to be long gone. For the 
last few decades the emphasis 
has been on involving patients 
in decisions – both on a personal 
level about their own care, and 
consulting them and the wider 
public about the development 
and delivery of services.

But many people would argue that 
this change has not gone far enough. 
Care is still something that “happens” 
to many people, with little shared 
decision-making. Consultation and 
engagement with patients and the 
wider community can feel superficial, 
an affirmation of what the professionals 
wanted to do all the time, rather than a 
genuinely open conversation. 

A new type of patient leader is 
challenging this paradigm. Sassy, well-
educated and connected, and often 
informed by their own poor experience, 
they are having an impact on thinking 
across the system. These are far from 
the stereotypes of placard-waving 
protestors or a dozen pensioners roped 
into a focus group on elderly services. 
They are often relatively young, from a 
professional background, and willing to 
debate with managers and doctors on 
their own ground – and to use social 
media to great effect. And that is what 
makes them both a challenge to the 

She encouraged her bosses to 
support locally run projects that 
encouraged capacity building, in 
marked contrast to the notion of the 
Belarusians as simply recipients of aid. 

However, this came to an abrupt end 
when two of her colleagues were killed 
in a horrific accident. She was not in 
Belarus at the time but had to fly in to 
identify and organise the return of the 
bodies. The way in which the tragedy 
was handled by some of those around 
her at work contributed to her distress 
and she was diagnosed with post-
traumatic stress disorder.  

“Before being ill, I worked in a very 
bullying target-driven culture with a lot 
of political interference. I went into that 
job full of values, I remember a day 
coming into work [when] I was asked a 
question and I realised I had ceased to 
care,” she says. “Something profound 
had happened to my personality 
because of my working culture.”

She turned to alcohol to self-
medicate and enable her to continue 
working in what she now views as a 
toxic environment. Now she can tell her 
tale calmly, but it led to her losing both 
career and home “and becoming a 
scourge on the NHS”, she says. She 
had over 100 admissions to hospital 
and one junior doctor described her as 
“a maelstrom of mayhem”.

The mayhem she wreaks now is more 
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constructive. She has used her own 
experience to push for more meaningful 
patient engagement – not just with 
individual patients at the point of care 
but as partners in how policies and 
services are designed and delivered.

She found the tokenistic involvement 
in decisions about her own treatment 
and future made her worse. 
Professionals were ticking the boxes 
for her “involvement” but the 
fundamental power imbalance 
remained. “I had to get power back in 
managing my own health before I could 
go on to move to a more strategic 
level,” she says.

She freely admits she started her 
greater involvement with the NHS as an 
“angry patient” and it was coaching 
and support which got her past it. 
“There were no constructive channels 
for me to be a partner in change. I had 
nothing but angry passion and 
motivation but did not really know how 
to work in partnership and be strategic, 

when to use my story and when to 
leave it at the door.

“I was lucky enough to find help to 
get there but so many more of us could 
if there were more opportunities like I 
had. I almost found that by chance.”

And she warns that it is important to 
widen the range of those who are 
considered leaders. If organisations or 
whole sectors just think about those in 
the upper echelons of their own 
hierarchies as leaders, they will miss 
out. ‘It’s a waste,’ she says.  

She told this year’s MiP conference 
that patient leaders could help raise 
some of the issues that concerned 
professionals. “As a patient I often have 
more power to speak out than any of 
you professionals do,’ she says. 
“Consider us as a source of support 
and solidarity,” she explained.

“If you consider people like myself 
– patients who have the wider 
leadership skills, who know how to work 
in partnership – we are a source of 

leadership to share that. Perhaps to be 
the bridge between the frontline and 
back office. Why not see patients as a 
source of leadership? We are not 
necessarily in the formal hierarchy but in 
my view leadership is more about values 
and a way of being than position.’

When she has shared her experience 
it has had a profound effect on those 
listening. “I had one person break down 
and say ‘I now realise the extent to 
which my job has cut me off from the 
reasons I was doing it in the first place’. 
It is the cardboard boxes we are in… we 
need to destroy them before they 
harden into stone and become silos.”

Getting acceptance can still be an 
issue. She was the first patient to go 
through the NHS Leadership Academy’s 
Mary Seacole programme, and is a 
fellow of the Collaboration for 
Leadership in Applied Health and Care 
in North West London — both rare 
examples of patients being able to learn 

“I had to get power back 
in managing my own 
health before I could 
move to a more strategic 
level.”
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and develop alongside professionals on 
an equal footing. Healthcare 
professionals have sometimes 
questioned her involvement and right to 
engage in this work. Occasionally she is 
not viewed as being “in health” in the 
way that NHS staff are – something 
which obviously grates. “One GP said 
‘what are you doing here? You’re a 
patient while I have been to university’,” 
she recalls. 

On the NHS Leadership Academy 
course Cameron was struck by the 
“overwhelming feeling of fear” from 
healthcare professionals, many of 
whom needed reassurance that they 
were safe to be open in that 
environment. 

Like several other patient leaders, 
Cameron is now working 
professionally in patient 
engagement, managing to come off 
benefits last year for the first time in 17 
years. Alongside her other commitments 
and managing her health, she runs her 
own company advising on patient 
engagement and co-production. It can 
come as a shock to some NHS 
organisations to find that many patient 
leaders providing what is, in effect, 
consultancy, are no longer prepared to 

give their time freely. Many organisations 
are used to getting a group of patients 
in the room talking to professionals and 
rewarding them with a cup of tea and 
their travel expenses at best.

As many patient advocates would 
point out, they are often the only person 
in the room who is not being paid to be 
there. At times, Cameron says she has 
found some of the NHS’s approaches to 
be exploitative. “I have frequently been 
nothing more than the ‘patient story” at 
the beginning of the meeting. 

“I think the traditional mechanisms 
for patient and public involvement are 
not really fit for purpose any more. 
They tend to be based on patients as 
sources of data and experience which 
is captured.” But Cameron wants her 
experience to be “liberated” rather than 
captured, she says. 

Old-style engagement methods, 
such as patient representatives and 
focus groups, are still important, but no 
longer enough, she says. “A lot of 
patient involvement is additive to 
existing structures, it does not move 
them,” Cameron says. 

True co-production is different. “Co-
production is about equality of esteem 
and influence. People fear a loss of 
power when there is already a lot of 

fear and chaos in the system. People 
demanding to be part of the process of 
change can be very threatening. I 
would have found that profoundly 
difficult to deal with in my old job. I 
would have felt threatened, as I felt I 
was only just managing to keep all the 
plates spinning,’ she explains.

“But power is shifting anyway,” she 
adds. Cameron points to the massive 
impact of the internet and tools for 
patients to develop their own solutions, 
such as apps to record health data. 
She suggests the NHS should invest in 
some the initiatives being pioneered by 
patient entrepreneurs.   

Patients often want to know how 
their contribution is being used and see 
it leading to change, Cameron adds, 
although sometimes they just want to 
get back to their lives or do something 
relatively low key, such as joining a 
patient participation group. “But there’s 
a certain group who are either mad 
enough or motivated enough to want to 
get more involved.”

In times of austerity, patients’ input 
may be a particularly useful resource 
which has not been fully utilised. 
Patients know about the points where 
services are not integrated and where 
they are fragmented, and where there 
are holes to fall into, and that insight is 
important, says Cameron. Patient 
engagement can be particularly 
powerful in demonstrating how 
healthcare doesn’t operate in a 
vacuum. As an example, she describes 
how she was labelled pejoratively as a 
“bed blocker” on a mental health ward 
because her home environment 
triggered relapses. What needed 
addressing was outside healthcare, but 
still had an enormous impact on both 
the patient and the healthcare system.  

However, Cameron does feel the 
NHS’s tectonic plates are slowly 
shifting, with an increasing willingness 
in some areas to hear from patients. 
Drawing on her academic background 
in the collapse of the Soviet regime, 
she says: ‘There has been enough 
perestroika [reconstruction]. Perestroika 
is not enough by itself. You need 
glasnost [openness] as well.’ .

INTERVIEW: ALISON CAMERON

“There’s a certain 
group of patients 

who are either mad 
enough or motivated 

enough to want to 
get more involved.”
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First, the values and universal cov-
erage of the British NHS. In no country 
I’ve encountered is the health sys-
tem so intrinsically linked to national 
identity, and none has made such a 
comprehensive effort to make health-
care a fundamental right accessible to 
all regardless of their ability to pay. No 
developed country has so few people 

The NHS is highly regarded around the world, but no 
healthcare system has a monopoly on excellence or failure. 
Mark Britnell finds there’s much the NHS can learn from 
other countries.

GLOBAL HEALTH SYSTEMS

Six years ago I left the 
Department of Health and 
NHS Management Board to 

join KPMG as global chairman for 
their healthcare practice. Since 
then I have worked in 60 coun-
tries, travelling 70 times round 
the world, advising payers, provid-
ers and planners in the public and 
private sectors. It has been an 
unrelenting ride, but one that has 
taught me a huge amount about 
the shared challenges and inno-
vative solutions in countries from 
China to Canada, and South Africa 
to Sweden.

The NHS is held in high regard in 
many of these countries, and rightly 
so, but if my journey has taught me 
anything it’s that no country has a 
monopoly on excellence or failure. We 
all have something to teach and some-
thing to learn.

The question I’m asked most often is 
“which country’s health system is the 
best?” After much thought, I’ve come 
to the conclusion that, while there is no 
one ‘best’ system, there are elements 
of several that – if combined – would 
give something approaching a ‘perfect’ 
system.

In my recent book, I point to 12 
facets. 

reporting financial difficulties prevent-
ing them from seeking care. 

Second, the primary care of Israel – 
one of the best kept secrets in global 
healthcare. The country spends a fifth 
less on its system than other devel-
oped countries, yet its people live 
three years longer than the developed 
world’s average. A big part of their 
success is the primary care-led nature 
of their system, which is run by four 
competing, not-for-profit HMOs, which 
pay for and provide services from 
GPs, to hospitals, to nursing homes. 
With a universal system of records 
going back to the mid-90s and a tech-
nologically savvy attitude, it’s a fine 
model of directing resources to ser-
vices that give the biggest outcome 

“In no country is the 
health system so 
intrinsically linked to 
national identity as the 
British NHS.”

1. Values and universal healthcare of the UK
2. Primary care of Israel
3. Community services of Brazil
4. Mental health and well-being of Australia
5. Health promotion of the Nordic countries
6. Patient and community empowerment in parts of Africa
7. Research and development of the US
8. Innovation, flair and speed of India
9. Information, communications and technology of  

Singapore
10. Choice of France
11. Funding of Switzerland
12. Aged care of Japan

In a 
perfect 
world…
 
The world doesn’t 
have a perfect 
health system, 
but if it did it 
might look like 
this:
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bang for investment bucks.
Third, Brazil’s system of community 

services, which are predicated on the 
notions of prevention and self-managed 
health. Scarce doctors are leveraged 
to the maximum by surrounding each 
one with a nurse, nurse auxiliary and six 
community health workers. These teams 
visit every household every month, 
regardless of whether people are sick, 
and have led to rapid gains in popula-
tion health and wellness. An excellent 
example of community activism.

Fourth, the mental health system of 
Australia. While I accept that describing 
any mental health system as ‘perfect’ 
is something of a stretch, Australia’s 
direction of travel is one that every 
country can learn from. There has been 
a consistent policy focus over 20 years 
on shifting from spending on institu-
tions to building up community-based 
services. Substantial investments have 
gone into changing attitudes and inter-
vening early, and the country is now 
becoming the leading seedbed for 
eHealth innovations for mental illness.

Fifth, the health promotion strate-
gies of the Nordic countries, which 
have used regional collaboration to 
achieve a bigger footprint, and have 
unashamedly worked with private sec-
tor stakeholders (since that’s where the 

majority of mental health workers are 
employed) to make meaningful change. 
I have great admiration for the level of 
debate in many of these nations – both 
the respect for evidence and the recog-
nition of the balance between personal 
and public responsibility (known as 
‘Statist Individualism’).

Sixth, the patient and community 
empowerment initiatives seen in parts 
of Africa, where I have encountered 
many examples of services fought for, 

shaped and even delivered, by patients 
themselves. Peer-delivered models of 
HIV, mental health and chronic care 
support are a central delivery mecha-
nism for many African nations, due to 
critical shortages of professional work-
ers. These services, while we might not 
choose them for ourselves, nonetheless 
show us the incredible potential of ‘peo-
ple power’.

Seventh, the research and develop-
ment might of the US. While America 
is widely criticised around the world 
for its very high spend for comparably 
poor outcomes, much of that ‘waste’ 
funds the invention and discovery of 
new drugs, devices and procedures 
that the rest of the world benefits from 
hugely. The US invests more in R&D 
than the whole of Europe combined, 
and for Nobel prizes, patents and cita-
tions it is without equal.

Eighth comes a reminder that inno-
vation isn’t just about invention, but 
adoption and adaption as well, and no 
one does this with a speed to match 
India. For some years now we in the 
West have marvelled at the ultra-lean 
process improvement shown by hos-
pital chains like Narayana and Apollo, 
which produce many times the volume 
of procedures, at comparable quality, 
for a fraction of the cost.

Ninth is the information, 

Buurtzorg, a home care provider based in Holland, has 9,000 
nurses but only 50 back office staff. It employs higher-skilled, 
higher-paid nursing staff, organised into semi-autonomous 
teams. The higher hourly costs are offset by fewer hours being 
needed per client, as problems are better resolved the first 
time around – with the emphasis on care coordination and 
supporting self-sufficiency. According to academic research 
published by KPMG, this results in slightly below average 
costs but substantially better outcomes than any other Dutch 
provider.

Virginia Mason Medical Centre in Seattle leverages the capa-
bilities of its senior professionals to improve care. It rejected 
the top-down imposition of efficiency in favour of finding 
a negotiated settlement that satisfied managers’ and clini-
cians’ goals. Following months of candid conversations, a new 
‘physician compact’ was agreed, with both physicians and 
managers accepting certain changes with the common pur-
pose of achieving the best possible healthcare affordably. This 
formed the backbone of Virginia Mason’s now famous applica-
tion of the Toyota production system in healthcare, in addition 
to other improvements. 

Staff 
are the 
solution, 
not the 
problem

The Narayana Health cardiac unit in Bangalore. Some 3,000 children received cardiac care 
at the 1,000-bed centre last year. 
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communications and technology of 
Singapore’s healthcare system, which 
was recently ranked first across all 
countries for the extent of its eHealth 
infrastructure. Over 40% of the popula-
tion can now access their full medical 
record online, using a system rolled out 
in 2011 which ambitiously links every 
level of care provider across the city-
state.

Tenth, the choice of the French sys-
tem, in which ‘medicine liberale’ is a 
fundamental principle and right. Free 
patient choice of GPs, specialists, pub-
lic or private is guaranteed through a 
portable ‘credit card’ patients can take 
to any provider, resulting in high levels 
of patient satisfaction, albeit with high 
costs.

Eleventh is the funding of the Swiss 
system — the least distressed you will 
find anywhere in the world. With almost 
$10,000 per head spent on health-
care (around three times the UK) it’s 
a strong argument for the old adage 
‘you get what you pay for’. Switzerland 
can afford this level of spend because, 
according to the World Economic 
Forum, it has one of the world’s most 
competitive economies. 

Twelfth, and finally, the aged care 
system of Japan, one of the few coun-
tries to truly take on the challenges of 
an ageing population. Its strategy has 
been a mix of bold politics (including a 

new 1% income tax on the over 40s to 
pay for a national elderly care service) 
and taking a whole-of-society approach 
that involves families, employers, 
NGOs – even postal workers – in car-
ing for the elderly. The quicker we tackle 
the problems of ageing, the better the 
opportunities will be for all.

So what are the lessons for us in the 
UK? When I look at the challenges fac-
ing the NHS over the next five years, 
and compare these to other nations, 
the biggest problem that stands out is 
the way we manage and motivate our 
staff. 

All over the world, I’ve seen hospi-
tals struggling to get greater value from 
healthcare professionals. As the larg-
est expense in any healthcare system, 
the reaction of many systems facing 
cost pressures is a single-minded push 
for greater productivity – increasing 
throughput and tightening management 
control. While this can have a short-
term benefit, before long the costs 
rebound in low morale, low staff reten-
tion and decreased quality. 

When speaking to groups of NHS 
leaders and staff, I often ask how 
many of them have had a meaning-
ful appraisal in the past year. Rarely do 
more than a third of hands go up. This 
is not the way to show staff they are 
valued, or align their efforts to the aims 
of their organisation. 

In a global study of healthcare organ-
isations that have simultaneously 
enhanced productivity and quality while 
improving staff morale, KPMG found 
five characteristics that were associ-
ated with success: a strategic focus on 
patient value, a culture that empow-
ered professionals, business process 
redesign, steering the organisation on 
outcomes and active staff performance 
management. 

The examples of Virginia Mason 
Medical Centre in the US and Buurtz-
org in the Netherlands (see box, left) 
show how a different approach is 
possible – one that sees staff as the 
solution to the financial challenge, not 
the cause of it. 

British healthcare continues to have 
much to be proud of compared to the 
rest of the world. We face significant 
challenges in the years to come, and 
our best chance of overcoming them 
is to create a new attitude to how we 
communicate, appraise, and empower 
the 1.4 million people working in the 
NHS and what we expect from them. 
Far from our greatest cost, they are the 
system’s greatest asset. .

Mark Britnell is Chairman and senior 
partner for KPMG’s global health prac-
tice. His new book, In Search of the 
Perfect Health System, is published by 
Palgrave Macmillan. Details from: bit.ly/
hcm2801

Anissa Maria da Silva, a community health worker in Iputinga in Brazil making one of her monthly visits.
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New figures from the Health-
care Financial Management 
Association (HFMA) show 

that 100% of acute trusts are 
now predicting a deficit, up from 
77% four months ago, and 66% 
of all trusts are expecting to end 
the year in deficit, up from 63%. 
It’s clear the problems in the NHS 
are now system-wide – there’s no 
longer any arguing that the organ-
isations in deficit are an anomaly 
– and the current position is not 
sustainable. 

The pressure being felt on the acute 
provider side, in particular, is immense. 
The scale of the deficit reported across 
the English NHS is unprecedented. It is 
not living within its means and this has 
consequences. 

NHS trusts reported a combined 
£930m deficit for the first three months 
of 2015-16, larger than the deficit re-
ported for the whole of the previous 
year. Combined with our new research, 
this tells us that the much-reported 
forecast of a deficit of £2bn for trusts in 
2015/16 is very optimistic indeed. With 
finance directors reporting that their fi-
nancial plans are running a medium-to-
high risk of not being achieved and that 
there is slippage against savings plans, 
it’s likely the actual year-end deficit will 
be even larger. 

The biggest risks to trusts achiev-
ing planned savings were cited as 

slippage in cost savings (82%), 
agency staff costs (66%), the impact 
of financial constraints on social 
care (56%), the effect of delayed 
discharges (56%) and increasing 
demand (54%). And while most fi-
nance  
directors believe the degree of risk 
to achieving their financial plans this 
year is medium-to-high, this swings 
towards high for 2016-17. The worry 
here is that, while one-off savings 
are helping to mitigate risk this year, 
these savings can’t be made again, 
so pressure on budgets in sub-
sequent years will be even more 

As the NHS’s financial position continues to deteriorate, finance 
directors are questioning how much more strain the system can 
take, says Paul Briddock. Is it time for a change of approach?

intense. It’s no wonder, then, that 
more and more questions are being 
asked about what happens next.

The concerns of the NHS finance 
community stem from a general  
under-confidence in current NHS 
plans and the need for more clarity 
about what exactly these plans in-
volve. Just over a year after it was 
announced, the vast majority of NHS 
finance directors now say they are 
not confident that the Five Year For-
ward View (5YFV) is achievable: 84% 
of those responding to HFMA’s latest 
NHS Financial Temperature Check 
survey say they don’t have sufficient 

NHS FINANCE

FINANCIAL CONTEXT

£354m 
PLANNED 

£412m 
PLANNED 

£445m 
REPORTED

£485m 
REPORTED

The size of the 
deficit reported by 
NHS providers is 
unprecedented.

NHS FOUNDATION 
TRUSTS

NHS TRUSTS 

Q1 2015/16 
PROVIDER 

DEFICIT

£349m 
REPORTED DEFICIT 
FOR THE 2014/15 
FINANCIAL YEAR

£473m 
REPORTED DEFICIT 
FOR THE 2014/15 
FINANCIAL YEAR

CCGs REPORTED A COMBINED OVERSPEND 
AGAINST THEIR PLANS OF £5M FOR  
THE FIRST FOUR MONTHS OF 2015/16.  
THEY HAVE A DIFFERENT FINANCIAL 
REGIME TO TRUSTS AND FINANCIAL 
PERFORMANCE IS NOT COMPARABLE



  healthcare manager  | issue 28  | winter 2015 19

financial resources to implement the 
5YFV without extra support. More still 
(88%) aren’t convinced their organi-
sation can deliver the 2-3% annual 
productivity gains needed to close 
the £22bn NHS funding gap identified 
by the 5YFV.

When asked about recent initiatives 
like Lord Carter’s £5bn NHS savings 
plan, further scepticism is uncovered, 
with most finance directors either not 
confident (46%) or not knowing (53%) 
whether these proposed savings can 
be made. When more details are made 
available about how these savings can 
be achieved, it may provide a confi-
dence boost but, until that happens, 
finance directors are telling us it’s just 
too early to tell. It’s a similar situation 
with the new care models being piloted 
at the Five Year Forward View Vanguard 
sites – most of our respondents say 
they either don’t think the new models 
can make the savings needed (57%) or 
are uncertain (42%). Again, when more 
details become available finance direc-
tors may feel more positive about the 
initiative. 

But, with the financial outlook in the 
NHS getting worse so rapidly, the one 
thing we don’t have is time to see how 
things pan out. We asked finance di-
rectors about their preferred options for 
what needs to happen now and they 
were clear that going further into deficit 
isn’t a viable route. 

Their overwhelming preference is 
for the government to find additional 
funding for health and social care – 
beyond the £8bn that has already been 
earmarked but has not yet been in-
jected. Failing this, their second favour-
ite option is to keep quality high but 
streamline the services on offer down 
to what is affordable with the resources 
currently available. Options that would 
involve compromising on quality or 
stopping universal free care, such as a 
co-payment system, were considered 
much less attractive. 

Finance directors are also question-
ing whether the promised £8bn is suf-
ficient to bridge the funding gap. Some 
43% don’t believe they can deliver the 
current levels of quality within the limits 
of increased funding currently prom-
ised, and a further 56% say they will 
only be able to maintain current levels 
of quality if the £8bn is front loaded – 
echoing recent calls for a clear mes-
sage on how quickly the funding will 
be released. Almost every one of our 
respondents (94%) said they wanted 
the sum already pledged to hit within 
the next 18 months. Along with more 
certainty about the timing, they want 
to know whether there will be any 
conditions attached to the additional 
funding.

If it does what it’s intended to do, the 
£8bn should bring opportunities to shape 
the NHS to become fit for the future. It 

could be targeted at developing new 
care models, rather than propping up 
existing services, some of which are  
financially unsustainable. But if provid-
ers have to focus on meeting unrealistic 
efficiency targets with inadequate fund-
ing, and facing additional demands and 
cost pressures, they’re unlikely to be 
able to focus on improving efficiency in 
a sustainable manner. Instead they will 
be forced to continue fire-fighting and 
taking short-term measures to solve in-
year financial problems. 

The take home message from 
our survey is that an honest public 
debate is needed now about how 
the NHS is funded and what services 
should, and can, continue to be pro-
vided. Those controlling budgets and 
trying to steer NHS organisations 
through this crisis aren’t confident 
about the current plan and it’s time to 
look at alternative measures. Action is 
needed so that the activity the NHS is 
being asked to undertake is brought 
into line with the funding available. 
The current mismatch between what 
is expected and what is affordable is 
unsustainable. .

Paul Briddock is Director of Policy at 
the Healthcare Financial Management 
Association. The results of the HFMA’s 
latest NHS Financial Temperature 
Check are available from hfma.org.uk/
nhstemperaturecheck.

NHS FINANCE

“The scale of the deficit in 
the English NHS is 
unprecedented. It is not 
living within its means and 
this has consequences.”

WHAT NEEDS TO HAPPEN 
TO BRING THE  
NHS BACK INTO 
FINANCIAL 
BALANCE

To ease financial 
pressures finance 
directors are 
calling for:

CERTAINTY ABOUT THE 
TIMING AND WHETHER 

THERE WILL BE ANY 
CONDITIONS ATTACHED 
TO THE PLEDGED £8BN 
GOVERNMENT FUNDING

STRONG SYSTEM 
LEADERSHIP TO DRIVE AND 
SUPPORT CHANGE ACROSS 
AN AREA AND CONSISTENCY 

ACROSS THE DIFFERENT 
REGULATORY REGIMES

REALISTIC EFFICIENCY TARGETS 
FOR PROVIDERS AND ADEQUATE 

FUNDING FOR NEW DEMANDS AND 
COST PRESSURES TO CREATE 

HEADROOM SO THAT THE FOCUS 
IS ON NEW CARE MODELS AND 

IMPROVING EFFICIENCY, RATHER 
THAN SHORT-TERM FIREFIGHTING

AN HONEST PUBLIC 
DEBATE ABOUT HOW 
THE NHS IS FUNDED 
AND WHAT SERVICES 

SHOULD BE PROVIDED
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Gerard Stilliard examines the real cost of poor health and safety at work.

HEALTH AND SAFETY

As we move into the time of the 
year when the weather turns 
colder, wetter, and the days 
get seemingly ever shorter, the 
healthcare sector is presented 
with new health and safety 
challenges. Of course, it is also 
the time of the year when ‘winter 
pressures’ hit hospitals – and 
newspaper headlines. With the 
health service under so much 
strain, it is essential that health 
and safety regimes limit the risk 
of accidents and illnesses, which, 
ultimately, should reduce the 
chances of healthcare workers 
having to take time off. 

Recent figures from the Health and 
Safety Executive (HSE) show that 
workplace injuries and illnesses are, 
sadly, back on the rise. That comes 
on top of a legacy of poor health and 
safety standards – as evidenced 
by the number of UK workers still 
being diagnosed with the asbes-
tos-related disease mesothe-
lioma each year. While it was 
encouraging that the amount 
of self-reported workplace ill-
nesses declined year-on-year 
from 2001-02 to a low of 454,000 new 
cases in 2011-12, the rise to 516,000 
reported cases in 2012-13 suggests 
that a worrying reversal of the trend 
may be taking place. 

In 2014-15, 611,000 workers reported 
non-fatal injuries at work. Of these, 
152,000 led to an absence from work of 
over seven days. Injuries and illnesses 
such as these can lead to vast costs to 
organisations such as the NHS. With 
budgets being squeezed right, left and 
centre, having highly skilled healthcare 
professionals taking time off work due 

to accidents and illnesses, which could 
have been avoided if effective policies 
had been in place, is waste that can ill 
be afforded.

For healthcare workers, back inju-
ries, needlestick injuries and stress at 
work are common, as are the impact 
of slips, trips and falls, particularly in 
the winter months. Maintaining a safe 

workplace, clear of hazards as far as 
possible and with potential dangers 
clearly signposted, is vital to keeping 
the workforce healthy. This may be 
something as simple as putting up a 
danger sign, or swiftly cleaning up a 
spillage. Paying lip service to the con-
cept of risk assessment or not carrying 
out any at all is not only short termism, 
but avoids identifying inexpensive solu-
tions. This is a gift to lawyers acting for 
the injured after the event.

We recently acted for a member of 
the public injured when they slipped on 

ice in a car park of a major UK shop. 
Having acknowledged (by closing one 
car park) that there was a hazard due 
to the weather, they failed to close (or 
properly grit) the second car park where 
our client fell. A little more thought and 
our client wouldn’t have gone through 
the agony of a bad wrist fracture, the 
NHS wouldn’t have had to treat her and 
the store wouldn’t have had to pay out.

From February next year, some 
organisations who are convicted of 
breaches of health and safety rules will 
face increased penalties from courts, 
as fines will be based on the ability to 
pay of the guilty party. While public 
bodies like the NHS may escape an 
increased fine if they can demonstrate 
it would have a significant impact on 
the provision of services, the possibil-
ity of the already over-stretched NHS 
paying out fines for health and safety 

breaches that could have been 
avoided with a little forethought is 

not something any of us want to 
see. 

This winter let’s urge all 
healthcare employers to re-
member that excellent health 

and safety isn’t a burden; 
ultimately, it saves time and money. 
Protecting the NHS workforce means 
that the services you manage and we 
all rely on have the best chance of 
meeting the many challenges the sea-
son presents. .

Gerard Stilliard is head of personal 
injury strategy at Thompsons 
Solicitors.

Legaleye is not intended to offer legal 
advice on individual cases. MiP members 
in need of personal advice should imme-
diately contact their MiP rep.

legaleye
“Paying lip service to 

risk assessment or not 
carrying out any at all is 
not only short termism, 

but avoids identifying 
inexpensive solutions.” 
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TIPSTER

Put yourself in poll position 
A survey won’t sort out all your organisational ills, but a well-designed one will give you 
insight and direction — as long as you act on what you find. Follow these tips from 
Katherine Bassey and you’ll be well prepared. 

1 WHAT DO YOU NEED  
TO KNOW?

With the 13th annual NHS Staff Survey 
now running, it’s a good time to consider 
your own plans for internal surveys. What 
are your objectives? What are you trying 
to measure — satisfaction, attitudes, 
opinion, response to a recent change? 
How will the results be aligned with other 
metrics?

2	 WHO CAN TELL YOU?

Do you want to survey all staff, or a 
cross section? How will you select? 
What rationale will you give? Think 
about your survey method and 
accessibility. Electronic surveys are 
quick and relatively economical, but 
some staff may have limited internet 
access, so you may need a paper 
version. And will you need different 
formats or translations into other 
languages?

3	 GET YOUR LEADERS  
ON BOARD

Leadership from senior managers is 
essential. A message from the top, 
inviting people to be open and honest, 
will boost your return rates. Make sure 
leaders are prepared to act on the 
findings and, before the survey even 
starts, make sure you’ve scheduled 
time to consider the findings once it’s 
closed. 

4	 CONFIDENTIALITY
Put mechanisms in place to ensure that 
people cannot be identified and give 
clear assurances. Consider using an 
external provider to boost confidence 
in the anonymity and objectivity of your 
survey. The results should not break 
down findings below eight responses 
in any data slice, so no one can be 
identified by work unit, gender, ethnicity, 
age etc.

 5		 SHORT AND SHARP

Take time to design your survey. You can 
use a standard one – external suppliers will 
have suggestions – or search the internet 
for relevant examples. If you prepare your 
own, between ten and 30 questions is 
ideal and each question should be short 
and use plain language. People tend to 
rush or fail to complete longer surveys. In 
fact, however ever good your survey is, 
around 5% of respondents will usually fail 
to complete the whole survey.

6	 AVOID THE FUDGE
Pose your questions as a statement and 
give people five choices — agree, strongly 
agree, disagree, strongly disagree or not 
applicable. This forces people to choose, 
while allowing them to say the question 
simply isn’t relevant. If you can handle the 
more complex analysis involved, consider 
some qualitative text-based questions. 
Sense check any new questions in a small 
pilot first.

7	 THE KILLER QUESTION
One time-honoured question well worth 
including is, “Would you recommend 
working here to a friend?”  

8	 SELL THE BENEFITS 
To maximise your return rate, encourage 
people to see what’s in it for them. If you 
can show what you’ve done differently 
since the last survey, people are more 
likely to invest their time in giving you 
their thoughts again. 

9	 BUILD THE PICTURE 
Repeating the survey, with the same 
questions and at the same time of year, 
can help build continuous organisational 
improvement. You can supplement 
your annual questionnaire with regular, 
shorter “pulse” surveys, but avoid the 
survey fatigue caused by running them 
too often. External providers may be 
able to include external benchmarks, 
which can be valuable, but beware a 
false sense of security – culture is by 
definition contextual.

	 ACTIONS SPEAK LOUDER  
THAN WORDS

Crucially, thank people for taking part, 
share your findings and tell everyone 
as soon as possible what you are 
going to do differently as a result. In 
a big organisation it can be difficult 
to act quickly, so think about how 
you will keep information flowing. Let 
people know the response rate, the 
timetable for analysis and evaluation, 
and consider inviting them to take part 
in focus groups to analyse your results. 
Above all, be responsive – people have 
taken the time and effort to tell you what 
they think, you need to show that you’re 
listening.   

Katherine Bassey is head of staff 
engagement and innovation at UNISON.



22 healthcare manager  |  issue 28  | winter 2015

As joint chair of the 
partnership forum at 
Yorkshire and Humber 
Commissioning Support 
(YHCS) Partnership 
Forum, MiP link member 
Jeremy Baskett’s 

collaborative style of 
working is highly valued 
by management and 
union colleagues within 
the CSU and by local 
CCGs. The forum was 
recently commended 

by the national CSU 
partnership forum. 

When YHCS was unsuc-
cessful in its bid to be in-
cluded in the lead provider 
framework earlier this year, 
Jeremy (pictured) and his 

colleagues on the partner-
ship forum stepped up to 
ensure services were trans-
ferred safely and to look 
after staff affected by the 
closure. As Mandy Wilcock, 
acting managing director 
and management side forum 
chair, said: “Our partnership 
working and mutual trust has 
allowed many issues to be 
resolved without becoming 
major bones of contention 

MIP AT WORK

Over 24% of MiP members 
receive personal support and 
representation from us every 
year. But we support many more 
members by representing them 
in negotiations and partnership 
working with employers. This 
work comes into its own during 
times of upheaval – when 
members are faced  
with restructuring and  
reorganisation. 

Staff at Cambridgeshire and 
Peterborough NHS FT (CPFT) are cur-
rently being consulted on a reorgani-
sation aimed at integrating care ser-
vices. MiP is well-represented in the 
trust, with a network of link members 
providing day-to-day advice and guid-
ance to members and representing 
them on the local negotiating body, 
supported by our national officer for 
East of England, George Shepherd.

Reorganisation is far from a new 
experience for many MiP members 

in CPFT. Link members Chris Cooper 
(pictured) and Dawn Myhill, and many 
colleagues, were transferred to CPFT 
in April when the trust took over 
Cambridgeshire Community Services 
(CCS), which in turn had emerged after 
several reincarnations of the old PCT 
services. 

“We were transferred into CPFT just 
as they were setting up the integrated 
care directorate to provide care closer 
to home, as set out in the Five Year 
Forward View,” says Chris. “It was 
quite a journey getting here, but we 
think they are proposing a good model 
of delivery – with geographically-based 
neighbourhood teams working closely 
with GP practices to provide the care 
patients need closer to home. It will 
improve the standard and experience 
of care for the patients, which is what 
we all want.”

When Chris and the other members 
from CCS transferred in, talks were 
already underway about the latest 

restructuring. MiP was formally incor-
porated into the staff side of the nego-
tiating body for CPFT and joined the 
discussions about the restructuring. 
“Having been through this before, we 
were able to share the lessons learnt 
with the other unions and were able to 

CAMBRIDGESHIRE

Making a difference for  
the healthcare team

YORKSHIRE

Finding solutions amid  
complex change

MiP’s work on behalf of members illustrates why managers need our union to represent them, 
says Marisa Howes.
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MIP AT WORK

suggest ways forward to both sides in 
the discussions,” said Chris. 

Chris and the other link members 
know that a reduction in managerial 
posts is likely. MiP members know that 
the trust has to make efficiency sav-
ings, so they are not expecting any 
miracles. But what they want, and what 
Chris and Dawn can provide, with sup-
port from George Shepherd, is the as-
surance that the process is fair, open 
and transparent, and that their em-
ployment rights will be protected. “We 
were concerned that there was talk 
about introducing a Mutually Agreed 
Resignation (MAR) scheme during the 
consultation process. This was upset-
ting and distracting for many staff at a 
time when they are anxious about their 
future. George came in and met with 
the chief executive to discuss a way 
forward and I’m pleased to say that 
they agreed a solution which everyone 
is happy with.”

George still represents members on 

personal cases related to this or any 
other employment issue.

The trust now has two lists open to 
eligible staff – the MAR scheme, open 
to all staff, and the voluntary redun-
dancy scheme open to those affected 
by the current consultation on manage-
ment in the integrated care directorate. 
Neither list will be considered until after 
the consultation on the new structures 
closes. 

“It’s a win-win situation,” says Chris. 
“I’m really proud that MiP has made 
a difference here and helped to move 
things along. We have shown that work-
ing in partnership is the best way to 
achieve effective organisational change, 
and our management has agreed to 
work together with the unions. We have 
kept our members informed all the way 
and fed back their views to staff side 
colleagues and management. 

“We have learnt a lot about terms and 
conditions as link members in MiP and 
a lot about organisational change,” she 

adds. “George Shepherd has been a 
great support to us. He is always there 
to give us advice and guidance and, 
when needed, he will come along to 
meetings to give everyone the benefit 
of his great experience and expertise. 
Being a link member has enhanced my 
satisfaction in my role at work. It allows 
me to see the bigger picture about how 
the services are developing and I can 
feed into discussions about the work-
force implications of change. It feels 
good when you can make an interven-
tion that improves working conditions 
for our members.” .

MiP link members are an invaluable part of 
the MiP team and we support them with 
specialist training and the advice and 
guidance of our national officers. As a link 
member, you can take on the responsibilities 
that suit you and your working life – from 
acting as an information point to taking part 
in partnership negotiations. For more 
information speak to your national officer, 
listed on the MiP website: miphealth.org.uk/
About/OurTeam.aspx

“Being a link member 
has enhanced my 

satisfaction at work. It 
allows me to see the 

bigger picture about how 
the services are 

developing.”

and illustrates how powerful 
successful partnership work-
ing can be in supporting and 
enabling wide-scale organi-
sational change.”

The partnership forum is 
overseeing the hugely com-
plicated transfer of func-
tions and staff from over 100 
service lines to 23 receiver 
organisations. A noteworthy 
triumph was bringing  
together representatives 

from the CSU and the 23 
CCGs in one meeting – by 
teleconference, if necessary 
– to discuss measures for 
the transfer of services and 
affected staff. Holding  
separate discussions with 
each receiver organisation 
would have taken weeks.

The partnership approach 
has provided some stability 
and reassurance for the staff 
affected. MiP members know 

Jeremy has their best inter-
ests at heart. “The effective 
and close working partner-
ship has allowed us to sup-
port one of the most complex 
organisational changes,” says 
Jeremy. “This relationship has 
allowed often difficult discus-
sions to take place and the 
energies of all involved to be 
channelled into resolution as 
opposed to fragmentation 
and blame.” .
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backlash

Raw deal

In my experience, med-
ics often make pretty 
handy poker players, so 

it’s no surprise Jeremy Hunt 
has come a-cropper in his 
high-stakes clash with jun-
ior doctors. After demand-
ing sit-down money in the 
form of 22 pre-conditions 
for talks with the BMA, he 
first backed down, only to 
then raise the ante by setting 
a deadline for imposing his 
original terms. Hunt upped 
the stakes again by ruling 
out conciliation talks at 
ACAS. Still, the docs didn’t 
blink, voting 98% for strike 
action. Six days later, Hunt 
folded, agreeing to ACAS 
talks without pre-conditions, 
and then withdrew his 
imposition threat, averting 
the strike at the eleventh 
hour. The docs scooped the 
pot, while Jeremy looks 
fresh out of chips. Maybe he 
should stick to Top Trumps.

The inspector 
will bill you now 

GPs are furious about 
the CQC’s plan to 
sting them with a 

sevenfold increase in inspec-
tion fees over four years, after 
ministers ordered the CQC to 
recover its full costs from the 
NHS organisations it inspects. 
As self-employed contractors, 
GPs will be hit right where it 
hurts, with next year’s 255% 
rise alone costing some as 
much as £130 a month. The 
BMA’s GP committee has 
vowed to “robustly chal-
lenge” the proposals, with 
one committee member, Dr 
Peter Holden, even calling for 
a campaign of “civil disobedi-
ence”. Winding up doctors 
rarely ends happily for politi-
cians. Ministers would do 
well to follow the advice of 
the late Denis Healey: when 
you’re in a hole, stop digging. 

Protect or just 
survive?

Chancellor George 
Osborne’s £3.8bn cash 
injection for the NHS 

over two years may just be 
enough to stave off Simon 
Stevens’s resignation, but eve-
ryone knows he’s just kicking 
the can down the road. By the 
end of this parliament, the 
proportion of GDP we spend 
on health will have fallen 
below 8%, compared to 11% 
in France and Germany (even 
Greece manages 9%) — the 
sharpest sustained fall since 
the NHS was founded in 1948. 
Further massive cuts to social 
care will pile cost pressures on 
the NHS. Cuts to services only 
Osborne could see as “non-
NHS”, such as training nurses 
and keeping people healthy, 
will be an eye-watering 25% 

by 2020. And this is what hap-
pens to a “protected” depart-
ment.

The way we were

Targets may be a blunt 
tool, but they tell a 
blunt truth: the triple 

whammy of budget cuts, the 
wage freeze and the 2013 
disorganisation is throwing 
the NHS back to the dark 
days of the early 90s. The 
target for seeing 95% A&E 
patients within four hours 
has been achieved only once 
in the last year. Remember 
the 62-day target for cancer 
referrals? It’s been missed 
for 17 months in a row. 
Remember the target for 
responding to 75% of “life-
threatening” ambulance 
calls within eight minutes? 
Not met since January 2014. 
When does a target cease to 
be a target and become just 
a distant memory? 

Beyond the pale 

The appointment of 
former Pricewater-
houseCoopers execu-

tive Peter Wyman as the 
new CQC chair completed 
an unwanted set for the 
NHS in England. The chairs 
and chief executives of 
the NHS’s six most power-
ful organisations – NHS 
England, the CQC, Health 
Improvement, the National 
Institute of Health and Care 
Excellence, Health Educa-
tion England and Public 
Health England – are now 
all white men. It certainly 
puts a new perspective 
on Simon Stevens’s call, 
at MiP’s conference in 
November, for senior NHS 
managers to take the lead 
in tackling discrimination 
in the NHS. Let’s hope the 
rest of the pale male dozen 
were listening. 

Swings and 
roundabouts  

It’s true more patients 
die in hospital at week-
ends. With fewer staff 

on hand, there are fewer 
admissions, and, not sur-
prisingly, they tend to be 
the sickest patients. And 
sicker people are, well, 
more likely to die. So Jer-
emy Hunt’s plan to make 
more staff work at the 
weekend may well reduce 
weekend mortality rates 
— but mainly by increas-
ing weekend admissions 
and rebalancing mortality 
rates between the weekend 
and the rest of the working 
week. Something of a Pyr-
rhic victory – not to men-
tion an expensive one.
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Thompsons Solicitors has been standing 
up for the injured and mistreated since
Harry Thompson founded the firm in 1921.
We have fought for millions of people, 
won countless landmark cases and secured
key legal reforms. 

We have more experience of winning personal
injury and employment claims than any other 
firm – and we use that experience solely 
for the injured and mistreated.

Thompsons pledge that we will: 

   work solely for the injured 
 or mistreated
  refuse to represent insurance 
 companies and employers
  invest our specialist expertise in each 
 and every case
  fight for the maximum compensation 
in the shortest possible time.

www.thompsons.law.co.uk      0800 0 224 224 Standing up for you

Our pledge to you

The Spirit of Brotherhood by Bernard Meadows
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It’s not just doctors 
who make it better.

Managers are an essential part of the team delivering 
high quality, efficient healthcare. 

MiP is the specialist trade union for healthcare managers, 
providing expert employment advice and speaking up on 
behalf of the UK’s healthcare managers.
 
Join MiP online at miphealth.org.uk/joinus

helping you make healthcare happen
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