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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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As Healthcare Manager went to 
press, the government finally 
published the NHS mandate for 
2017-18, almost three months 
late. It was accompanied by some 
very loud whispers that ministers 
aren’t happy with the STP 
process.
Apparently, STPs have failed to come up 

with the sort of crunchy savings Whitehall 
was hoping for. That’s not surprising as it 
wasn’t what STPs were set up to do. If 
ministers thought 44 projects this complex, 
sprawling and diverse were going to throw 
up some quick numbers to plug into Phil 
Hammond’s spreadsheets, they were 
deluding themselves. 
This cheeseparing, top-slicing approach 

from the centre won’t work – not with STPs, 
and not with “back-office” mergers either. As 
Matt Ross writes in this issue, the lesson 
from public sector experiments with shared 
services is that you need to engage with the 
services being shared, not impose targets 
and protocols from on high. At least there 
are some encouraging signs that NHS 
Improvement has learned from Whitehall’s 
failures, but the proof of that pudding will be 
in the eating.
The NHS can probably save oodles of 

money simply by doing things better, as 
Umesh Prabhu persuasively argues on page 
8. By investing in technology, integrating 
services and trusting staff, the NHS might 
just find the money it needs. There’s real 
promise there, but we’ll need the kind of 
leadership that goes well beyond issuing 
orders from Whitehall to cut budgets. 
Let’s hope we get some soon. Enjoy this 

issue and the first of the spring sunshine.
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Unison and MiP are sup-
porting members from 
other EU countries work-
ing in the NHS who want 
to remain in the UK fol-
lowing the country’s de-
parture from the EU.

The position of EU citi-
zens working for the NHS 
will not change until the 
UK stops being a member 
of the European Union or a 
new agreement is negotiat-
ed for EU nationals already 
resident in the UK. In the 

meantime, EU citizens, and 
their immediate family 
and dependents, who want 
to remain in the UK can 
apply for permanent resi-
dence, provided they have 
lived in the UK continu-
ously for at least five years. 
Applications should be 
made using an EEA(PR) 
form and the fee is £65 per 
person.

MiP or Unison members who need 
immigration advice can call UNISON 
Direct on 0800 0857 857.

Brexit

Supporting our EU 
colleagues

MiP and the FDA have moved into temporary office ac-
commodation while building work is carried out on the 
new head office building at Ebbark House, near London 
Bridge. The new address is: 

Elizabeth House 
39 York Road 
London SE1 7NQ
Tel: 020 3437 1473

Elizabeth House is just around the corner from MiP’s pre-
vious offices in Leake Street, near London’s Waterloo 
station. Post and calls will be forwarded. MiP expects to 
move into its new permanent home in Ebbark House be-
fore the end of 2017.

MiP on the move!
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Over ten years, our annual 
national conference has 
demonstrated the principle 

that while everything changes, 
everything stays the same. 

The basic one-day format has re-
mained fundamentally unchanged. 
From the start, we eschewed a 
motion-based delegate conference. 
Plenary sessions with ever more 
important speakers – including 
health ministers and both the cur-
rent NHS chief executive and his 
predecessor – have covered as wide 
a range of healthcare and manage-
ment and policy issues as could be 
decently squeezed in. We have been 
able to engage many system leaders 
publicly and directly on the issues 
affecting health and care managers. 
Philip Dunne’s promise to delegates 
last year to “reset the rhetoric about 
managers” was a good example of 
the success of this approach. 

Shifts and adjustments came 
over the years as we used feedback 
and learning to shape the next 
event. The popular masterclass 
programme pushed out one of the 
plenary sessions. Good food and 
informal networking among like-
minded colleagues was popular, so 
we added an end-of day reception. 
Last year’s conference was probably 
our most successful yet.

And yet, and yet…
We’ve had to wrestle with the 

problem that something was miss-
ing. Our decision to avoid policy 
motions engineered out most of the 
scope for members to shape, debate 
and decide the union’s policies 
and priorities. Q&A sessions and 

electronic voting have not made 
up for it. The stellar cast of external 
speakers has tended to crowd out 
the voice of the union’s members. 
Members and reps who want to 
build a mutually-supportive com-
munity of active members have not 
found it easy to develop relation-
ships on the day. And the breadth 
of the agenda has meant sacrificing 
depth of focus on the issues that are 
most important to our members, 
both as employees and managers. 

With these thoughts uppermost 
in our minds, the national com-
mittee have decided conference 
needs a refresh. To signal the shift 
we are re-naming the event the MiP 
Members’ Summit, and this year 
the theme will be ‘Active managers, 
active union’. 

The summit will aim to support 
members facing two challenges: 
system change and severe pressures 
on health and care organisations. 
It will address these challenges as 
they arise in England, Scotland, 

Wales and Northern Ireland. The 
programme will support members 
as employees facing change and 
pressures on pay, career progression 
and working environment, and as 
managers preparing and inspir-
ing their teams and organisations. 
Priorities and policy will be debated 
and activism and networks fostered. 
Critically, the summit will engage 
employers and partners to make 
this support a reality in the day-to-
day working lives of managers. We 
will then put ‘Active managers, ac-
tive union’ into practice at the end 
of the summit with a lobby of MPs 
at the House of Commons.

In the next few months we’ll ask 
you through our annual survey and 
elsewhere to tells us about the is-
sues, themes and ideas you want to 
talk about. 

Here’s an example of what the 
summit could do. As I write this 
column we await the Government’s 
response to the 2017 report from 
the NHS Pay Review Body. It seems 
likely that another inadequate 1% 
pay award, well short of inflation, 
will be the result. Ending the public 
sector policy, especially via indus-
trial action, is not on the cards. But 
does this mean we give up and go 
home? A strategy of maximising 
pay through use of existing flex-
ibilities and proper grading practice, 
delivered locally with our allies, 
could bring concrete gains for our 
members at a time of tight finances. 

I hope to see as many of you as 
possible on 31 October 2017 at both 
the Members’ Summit and the par-
liamentary reception.

leadingedge

Jon Restell, chief executive, MiP

“Last year’s conference 
was probably our most 

successful yet.
And yet, and yet…

we have had to wrestle 
with the problem that 

something was missing.” 
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MiP is negotiating through the NHS 
Staff Council on proposals to “refresh” 
of the Agenda for Change (AfC) pay 
framework in the NHS. The talks aim 
to simplify the AfC structure – with 
shorter pay bands, fewer pay points 
and no overlaps between bands – and 
to make it fair and affordable in the 
future.

MiP and the other NHS unions are 
proposing to restore UK-wide pay bands 
by matching all pay bands to those in 
Scotland, and restructuring Bands 1 to 3 
to make sure they pay the Living Wage, 
while maintaining pay differentials. 

The unions have also tabled proposals 
for a comprehensive workforce strategy 
to tackle the many workforce challenges 

facing the NHS, including the increasing 
use of agency staff, stagnating wage levels, 
declining morale and motivation, and 
growing staff shortages.

UNISON and MiP are also stepping up 
the campaign against the government’s 
1% pay cap, which will inevitably result in 
another year of falling living standards for 
almost all NHS staff.

There are several ways members can 
help with the campaign:

■■ Facebook, email or write to your MP 
asking them to help persuade Jeremy 
Hunt to lift the cap 

■■ Share Unison’s new video, Time to talk 
about NHS pay, with colleagues and 
friends

■■ Distribute the campaign postcard, 
which sets out the case for ending the 
pay cap, to members and potential re-
cruits in your organisation. 

All the campaign materials, together with 
help on writing to your MP, are available 
on the UNISON website: unison.org.uk/
our-campaigns. 

For a summary of the issues involved in the AfC 
refresh talks, read the staff side evidence to the NHS 
Pay Review Body for 2017 at bit.ly/hcm3303.

Agenda for Change

Unions call for workforce strategy  
in pay talks 

A screenshot from UNISON’s new video Time to Talk about NHS Pay featuring National 
Officer Sara Gorton (right).

The TUC is researching the 
impact of new government 
requirements for overseas 
visitors to prove they have 
private health insurance or 
pay charges before receiving 
non-urgent NHS treatment. 
The researchers have asked 
MiP members to share any 
experience of implementing 
the new procedures, and an-
swer the following questions:

■■ Which staff have been 
asked to charge patients up 
front for non-urgent treat-
ment, and what training has 

been offered?
■■ Did any training cover what 

constitutes urgent treatment 
and how discrimination could 
be avoided?

■■ Was there any consultation 
with staff about how charging 
procedures would operate?

■■ Where pilots are already 
taking place, has there been an 
increase in the number of pa-
tients being denied care? 

If you can help with the research, send 
your responses to Laura Anthony at  
l.anthony@miphealth.org.uk.

Charging overseas visitors – your experiences
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Exit payments

Unions fight to 
protect 
redundancy rights 
in new talks 

MiP and other health unions have 
begun talks with employers on fur-
ther changes to the NHS redundancy 
rights, just two years after agreeing 
major changes with employers to the 
NHS redundancy scheme.

The Treasury published a “frame-
work” (bit.ly/hcm3304) for reviewing 
public sector redundancy schemes in 
September 2016. Despite being highly 
critical of the Treasury’s interference, 
unions agreed to begin negotiations 
because they believe there is a good 
chance of improving on the Treasury’s 
framework. 

At the same time, regulations to 
clawback redundancy payments to 
NHS staff paid over £80,000 and who 
return to public sector work within 
a year, and to cap all redundancy 
payments at £95,000, are finally ex-
pected to laid before parliament during 
April – although no implementation 
date has been set. MiP advises mem-
bers who may be affected by either 
measure to act quickly, as individual 
agreements reached before the im-
plementation date are expected to be 
honoured. If you need advice, speak to 
your local MiP rep or national officer 
as soon as possible.

To find out more about the Treasury’s redundancy 
proposals and MiP’s response, visit the MiP 
website: bit.ly/hcm3302.

Thousands of British workers have won 
the right to have commission payments 
included in their holiday pay following 
a major legal victory for UNISON in the 
Supreme Court.

The justices refused British Gas permis-
sion to appeal against an earlier ruling 
by the Appeal Court in favour of UNISON 
member Joe Lock, who claimed his em-
ployer’s decision to restrict holiday pay to 
basic pay rates was unlawful. All employ-
ers will now have include commission in 
holiday pay where commission forms part 
of regular wages.

With commission accounting for half 
his earnings, Lock claimed he was forced 
to avoid going on annual leave and that 
this breached his rights under the working 
time regulations. His claim had already 

been upheld by four different courts, in-
cluding the European Court of Justice. 

“It’s taken nearly five years to get here, 
but now all employees who earn com-
mission will see that reflected in their 
holiday pay,” said UNISON general sec-
retary Dave Prentis. “Until now, many 
whose wages included commission lost 
a lot of money whenever they took a 
holiday. Many simply couldn’t afford to 
go away. Today’s decision puts right that 
wrong.”

But Prentice warned that as the ruling 
was based on a European directive, the 
new rights could disappear once Britain 
leaves the EU. “The government must 
prove it’s on the side of ordinary workers 
by showing how it’s going to protect all 
rights such as these,” he said.

Employment rights

Union legal win brings 
holiday cheer to thousands 
of UK workers 

ACTIVE MANAGERS, 
ACTIVE UNION
MiP MEMBERS’ SUMMIT & 
PARLIAMENTARY LOBBY: WESTMINSTER 
CENTRAL HALL, 31 OCTOBER 2017

See back cover and page 3 for more details  
of our refreshed annual conference.
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NHS staff are putting in more extra hours 
than ever before but remain committed 
to the health service and satisfied with 
their jobs, according to the results of the 
2016 NHS Staff Survey

The survey of more than 400,000 NHS 
staff at all levels found that 73% regularly 
work extra hours, up from 64% in 2011, 
with 59% saying they were not paid any 
overtime for extra work. Almost half of 
respondents said there were not enough 
staff working in their organisation to meet 

patient care needs, 
and almost a third 
said they were 
unable to manage 
conflicting de-
mands on their 
time.

Despite the 
pressure on staff, 
measures of staff 
engagement and 
job satisfaction are 
proving resilient. 
The overall “staff 
engagement” score 

was more or less unchanged at 3.79 (out of 
five), with 58% of staff saying they looked 
forward to going work each day. Staff were 
slightly more inclined to recommend their 
organisation as a place to work or get treat-
ment than in 2015. However, satisfaction 
with pay remained low at just 37%.

“The survey paints a very clear picture 
of committed and resilient staff working 
under tremendous pressure,” said MiP chief 
executive Jon Restell. “We have always said 
the NHS runs on the goodwill of its staff and 

that has never been more true than now.”
“But employers and the government 

need to do much more to support staff 
through the next round of destabilising 
changes, reward them fairly for the ex-
ceptional work they do, and put in place a 
proper workforce strategy to tackle staff and 
skills shortages,” he added.

Levels of bullying and harassment 
remain at an unacceptable levels, with 24% 
experiencing such behaviour by managers 
or staff in 2016, a very slight fall from 2015 
levels, and 13% saying they have been bul-
lied by their manager more than once. 

The proportion of staff saying they were 
able to contribute towards improvements 
at work and had frequent opportunities to 
show initiative rose from 70% to 75% last 
year. There was also a vote of confidence 
for line managers, with 71% feeling valued 
by their immediate manager, although 
only 33% believed they were listened to by 
senior management.

For full details of the 2016 Staff Survey, including 
results for individual trusts and other NHS organisations 
visit nhsstaffsurveys.com.

2016 Staff Survey

NHS staff committed but under 
pressure, survey reveals

MiP has welcomed govern-
ment proposals allowing 
some sub-contractors work-
ing for the NHS to join the 
NHS Pension Scheme. The 
new regulations would 
apply to contractors working 
“wholly or mainly” in clinical 
NHS services.

The Workforce Issues Group 
of the National Staff Side 
(WIG), chaired by MiP chief 
executive Jon Restell, said 
the extension of the pension 
regulations to sub-contractors 
working in “new organisa-
tional forms” helped to meet 

the unions’ objective of giving 
everyone working in the NHS 
access to a good occupational 
pensions scheme. 

Through the WIG, MiP is 
pressing for the new regula-
tions to apply to non-clinical 
contracts for corporate services 
and pathology in, for example, 
new organisations formed by 
Pathfinder sites.

At the same time, plans to 
change the existing “retire 
and return” rules have been 
dropped and new guidance on 
the existing rules is expected 
soon. Talks are also continuing 

with the Department of Health 
on proposals to make it easier 
for staff in England and Wales 
to make additional voluntary 
contributions (AVCs).

MiP is also monitoring 
two important tribunal rul-
ings which could affect the 
transitional arrangements in-
troduced following the changes 
made to the NHS Pension 
Scheme in recent years.

In a case against the Ministry 
of Justice (MoJ) brought by 
over 200 judges, the tribunal 
found that transitional ar-
rangements which forced 

younger judges into less ben-
eficial schemes than those 
enjoyed by older judges, was 
age discriminatory, and in-
directly discriminated on 
grounds of sex and race. 
However, another tribunal 
rejected a similar case brought 
by the Fire Brigades Union 
(FBU) on behalf of younger 
firefighters.

With both cases now going 
to appeal, MiP is examining the 
possible implications for NHS 
managers and will consider 
any moves necessary to protect 
or improve members’ pensions.

Pensions

MiP welcomes new pension rights 
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NHS staff will be forced to declare 
all gifts and hospitality from pa-
tients worth more than £50 under 
tighter rules being introduced by 
NHS England to tackle conflicts of 
interest in the health service. 

Doctors will also be required to de-
clare what private practice work they 
do, together with any other outside in-
terests, and agree that NHS work must 
take priority. But proposals to force 
doctors to declare their earnings from 
private practice have been dropped.

NHS England said the guidance 
would allow staff such as nurses to 
accept chocolates or other “small 
tokens of gratitude” from patients, 
but require them to decline any gifts 
“that could be seen to affect their 
judgement”. 

NHS England said it would be 
“standard practice” for doctors and 
other clinicians to disclose details of 

when and where they carry out pri-
vate practice work, but they would 
not be required to disclose their earn-
ings “at this stage”. 

NHS England chair Sir Malcolm 
Grant said: ”We have invited com-
ment from the public, patients, NHS 
staff and other stakeholders on our 
proposals and have acted on what 
they have told us. This new guidance 
will bring a consistent approach to 
conflicts of interest and ensure that 
the public can have faith in the integ-
rity of the NHS.” 

MiP chief executive Jon Restell 
said the purpose and scope of new 
guidance remained unclear. “This 
looks a bit like a solution in search 
of a problem. While clarification is 
always useful, much of this is already 
standard practice in NHS organisa-
tions across the country. There is 
no evidence that gifts from patients 

give rise to conflicts of interests for 
most staff and some of the rules do 
seem a little petty and needlessly 
bureaucratic.”

Restell added: “At the same time, 
we don’t feel the guidance really ad-
dresses the new NHS landscape of 
joint commissioning with local au-
thorities, while the issue of doctor’s 
sometimes-substantial earnings from 
private practice, which could give rise 
to significant conflicts of interest, has 
been ducked.”

The new rules will apply to CCGs, 
NHS trusts and NHS England itself, 
but not to local authorities, private 
companies or charities providing 
NHS services. NHS England said NHS 
organisations must review their ex-
isting practices and implement any 
changes needed by 1 June.

For further details on the new guidance visit: 
www.england.nhs.uk/ourwork/coi. 

Conflicts of interest

NHS England tightens rules on 
gifts and private practice
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COMMENT

Last month, I asked an audience 
of doctors in London how much 
we spend on the NHS. No one 
knew. One consultant told me it 
was £50m! When the NHS needs 
to save over £22bn, this is a big 
problem. If doctors don’t know 
how much things cost, they don’t 
know the value of the work they 
do. 

I think the NHS can save £20-25bn by 
focusing on how it wastes money, engag-
ing fully with staff and using excellent IT. 
Good quality care is not cheap, but poor 
quality care costs a lot more and leads to 
many human tragedies.  

I’m very proud of the NHS. I’ve been 
passionate about making our health and 
social care services the best and safest in 
the world since my early days as a paediat-
ric consultant in Bury in the 1990s. Within 
weeks of my starting, two babies suffered 
serious harm because of mistakes in my 
department. I was devastated. I wanted to 
go back to India but feared that my Mum 
and Dad would think I was a useless doctor 
who had brought shame on our family.

But my mentor at Oxford told me, 
“Umesh, you owe it to those two babies 

to learn why doctors make mistakes and 
how to prevent these tragedies”. Over the 
years, I’ve realised that we have to look at 
everything: leadership, professional regula-
tion, clinical governance, organisational 
culture, staff and patient engagement, sub-
conscious bias and institutional racism. I 
worked with four consultants and our won-
derful staff to turn the department around, 
implementing consultant-lead handover, 
excellent governance and teamworking, 
and strong support for all staff.

Many of the those same failings also 
lead to a great waste of money. Making 
NHS hospitals safer and better will help us 
to find the money we need. And a better, 
more responsive healthcare system will 
save money too.

Let’s look at some specifics.
The NHS spends £12bn a year on medi-

cines, but CCG data suggests £750m is 
wasted on medicines that are never used 
by patients. As much as £1bn is wasted 
prescribing medicines for elderly patients 
in nursing homes where there is no evi-
dence of added benefit. Without effective 
IT systems, hospitals, GPs and others keep 
on prescribing medicines without knowing 
what else has been prescribed.

Avoidable patient safety incidents prob-
ably cost at least £3bn a year. When a pa-
tient is harmed, they stay in hospital longer 
or get readmitted. Complaints, legal and 
human resource costs all add up. Last year, 
the NHS spent £1.2bn on medico-legal 
bills; with the statutory duty of candour that 
could rise to £15-20bn!

At my current trust, Wrightington, Wigan 
and Leigh, we’ve reduced patient harm by 
90% since 2007. 450 fewer patients die in 
our hospitals and complaints have dropped 
by around 35%. We were rated in the bot-
tom 20% for staff happiness in 2011; now 
we’re the third best in the country. We’re 
not perfect but, by making patient safety 
everyone’s business, engaging with staff 
and patients and having robust governance 
everywhere, we’ve come a long way. 

Why does clinical productivity vary so 
much? Poor teamworking, inadequate 
IT, too many locum staff and high sick-
ness absence rates are all factors. Most 
consultants work hard but some misuse 
their authority, while waiting list initiatives 
and private practice introduce perverse 
incentives. But if every consultant was as 
productive as the best, we could probably 
save £5bn a year.

How to save twenty 
billion quid

Umesh Prabhu says that the NHS can find the money it 
needs by investing in leadership and technology – and trusting 
staff to root out waste. 

Comment
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How much does bullying and discrimina-
tion cost the NHS? Unhappy staff are more 
likely to be off sick, leave, fail to work in 
teams and provide poor care. It’s difficult 
to quantify the cost, but Public Health Eng-
land estimates that unusually high rates of 
sickness absence alone cost the NHS £2bn 
annually, without including the cost of ex-
pensive agency staff to fill the gaps.

Introducing a single electronic case 
record – used in India, the USA and many 
other countries for years – would save a 
lot of money. Israel carries out 360,000 
teleconsultations every year – a doctor can 
usually give a diagnosis within five min-
utes. In Wigan, we’ve just invested £14m 
in a new hospital information system and 
expect to save £7m a year. Estimates vary, 
but it’s reasonable to think that bringing the 
NHS’s IT up to scratch could save £5bn.

Add in £750m wasted on management 
consultants, £5bn in efficiency savings 
identified by Lord Carter, and the unquan-
tifiable cost of our fragmented healthcare 
system, and £20bn may be a conserva-
tive estimate. I could be wrong – and, yes, 
some of these savings overlap – but does 
anyone doubt that they’re substantial?

All this requires the right leaders, not 
just good managers. Managers are forced 
to focus on finances and targets, and that 
puts staff under tremendous pressure. If 
you don’t meet your targets, the CQC and 
Monitor come down on you like a ton of 
bricks. Your name is published in the HSJ. 
And who wants that? 

But thanks to their strong leadership, 
some trusts and CCGs are performing very 
well despite all these challenges. A leader’s 
job is to create a culture where staff are 
happy, engaged, valued and empowered. 
Leaders ask the staff, “How can we achieve 
this target? You tell me.” Leaders know how 
to get the best out of human beings.

At Wigan, we identified 22 medical lead-
ers by asking junior doctors, nurses and 
GPs four questions: Who’s the best con-
sultant in that department? Who’s a nice 
human being? Who’s a good team player? 
Who do you want to see as a leader, and 
why? They’re the people to ask; nurses 
know who they want to call when a patient 
is very sick, and who they want to avoid.

60% of those consultants didn’t want to 
be leaders. Some doubted they could make 
a difference or thought leadership was just 
for managers. We need to invest in making 
good doctors and nurses into great leaders. 
At Wigan, we introduced our own internal 
training programme and today we have 40 
consultants who are fantastic leaders or 
ready to become the leaders of the future.

Why isn’t this happening everywhere? 
Because we all work in silos – and that’s 
the fundamental problem. There are too 
many CCGs, too many trusts and too many 
leaders and managers with a vested inter-
est in the status quo.

I think we’ve been on the wrong track 
since the creation of foundation trusts. 
Funding by activity was a huge mistake. 
You get £400 for each day a patient stays 
in hospital, so there’s no incentive to dis-
charge them or not to admit them in the 
first place. 30% of patients in hospital 
could be treated in the community, which 
costs £100 a day. Most managers work 
very hard but we need to work smarter by 

investing in community and primary care 
and making the best possible use of IT. 

In practice, competition, choice and the 
purchaser-provider split has failed to drive 
down costs. Patients from Wigan won’t 
even go to Leigh – eight miles away! We 
introduced something into the system that 
patients didn’t want and the NHS didn’t 
need, but which actually inflated our costs.

I’m convinced Devo Manc can be the fu-
ture for the whole country, providing every-
one works together. With one central fund-
ing point – the Greater Manchester Health 
and Social Care Board – we can eliminate 
duplication and waste while strengthening 
democratic accountability. And we can get 
the best out of all our hospitals by targeting 
our resources where they’re really needed. 
STPs lack this central driving force and 
transforming the NHS without integrating 
social care won’t change much. We need 
radical action and to transform both at the 
same time.

But we won’t make the NHS the saf-
est and the best, and save £20bn, by just 
changing structures. That’s where we’ve 
gone wrong in the past. We have to change 
our entire approach to management and 
leadership, and find leaders with courage – 
without them we won’t get far. .

Umesh Prabhu steps down as medical director of 
Wrightington, Wigan and Leigh Foundation Trust 
on 31 March.

“I’m convinced Devo Manc 
can be the future for the 
whole country. We can 

eliminate duplication and 
waste while strengthening 
democratic accountability”

COMMENT

Manchester City Council chief executive Sir Howard Bernstein and NHS England’s 
Simon Stevens sign the devolution deal in Manchester (Photo: Joel Goodman).
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People used to think you had 
to choose between your 
career and being active 

in your union. The time involved 
and an often-hostile management 
made it difficult for union activ-
ists to excel in their day jobs. But 
in today’s NHS, with employers 
and unions working in partnership 
to manage change and improve 
services, being an activist can 
actually boost your career – giving 
you more influence, a bigger and 
better network and the skills to 
become a better manager.

“You’re operating on a totally differ-
ent level to what you would be doing in 
the day job,” says MiP national com-
mittee member Jeremy Baskett, former 
relationship manager at Yorkshire and 
Humberside CSU. Being an MiP rep 
or link member gives you insight and 
knowledge that your colleagues will 
value, he explains. “Senior colleagues, 
even ones who weren’t MiP members, 
used to come to see me because they 
just wanted some advice. In the CSU, 
the managing director would ask ‘any 
views on what’s coming up?’. I’d never 
have been asked that normally. And 
that opened doors because when I had 
an issue I could go back and speak to 
them.”

Ian Haig, director of operations at 
London’s St Bartholomew’s Hospital, 

and a former national committee and 
MiP link member, finds that union work 
brings him into contact with parts of the 
NHS his day job doesn’t reach. “I’ve 
only worked in jobs in secondary care, 
but as a union rep I’ve worked with 
people in primary and community care, 
and Scottish representatives working in 
a completely different system,” Ian says. 
“It aids thinking about things differently.”

As an MiP rep, you can influence 
discussions at system level which you 
might not otherwise have got involved 
in. “You get linked into conversations 
around any changes which might affect 
senior managers,” says Sam Crane, 
head of urgent primary care and 111 
at Aneurin Bevan University Health 
Board in Wales, and the current chair 
of MiP’s national committee. “I’ve been 
asked for advice on the impact for staff 
of structural change processes, and 
HR directors have actively invited me 
to give a first view or be involved with 
staff in shaping ring-fencing or dis-
placement processes.”

Sam also meets Welsh Assembly 
members and Welsh Government min-
isters to press MiP’s case and discuss 
developments in NHS Wales. “None of 
that would have happened to me previ-
ously,” she says.

Zoeta Manning, commissioning man-
ager at Birmingham South Central CCG 
and a former chair of MiP, finds being a 

The days of hostile bosses looking down their noses at active trade 
unionists are long gone. Craig Ryan spoke to four leading MiP 
activists about how union work has helped their NHS careers.

union rep gives her access to many in-
fluential networks, inside and outside 
the NHS. “Today, I’m coming down to 
the TUC Women’s Conference and I’m 
chairing the Women into Leadership 
conference soon, which I would never 
have got to do if I wasn’t active in the 
union. I’m also working with the NHS 
Leadership Academy on improving BME 
leadership. I suppose people see I have 
a higher profile and they ask me to do 
things,” she says.

Union work also offers plenty of op-
portunities for professional develop-
ment. “MiP are sending me to the HSJ 
Provider Summit in Oxford to talk about 
how provider units are developing and 
how we can help them,” says Jeremy. 
“I also represented MiP at last year’s 
King’s Fund Leadership Summit. They 
were really good opportunities.”

As an activist focusing on learning 
and development, Ian Haig helped to 
organise MiP courses on presentational 
skills, problem solving and difficult con-
versations, among others. “Organising 
those courses involved another skill 
set and gave me a different point of 
view,” he says, “building up a network 
across different trusts, learning about 
trade union issues and what’s going on 
in other trusts, learning from managers 
who are in the same boat as you and 
how to handle things differently.”

Working with employers as a union rep 

ACTIVE MEMBERS
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also “gives you a different understand-
ing of how the organisation thinks and 
the opportunity to try to find common 
ground, either with an individual or with 
an organisation,” Sam says. “You acquire 
negotiating skills, working with the direc-
tors to find the right solution. Before, I 
wouldn’t have been able to have that in-
fluence or develop those skills as much.”

“I did some training in negotiating 
skills when I became a link member 
and found it really useful in my day job 
as a commissioning manager,” adds 
Zoeta. “Especially as I didn’t get any 
training from the employer!”

MiP reps work closely with the full-
time national officer for their region, 
who is always ready to give advice and 
take on more difficult cases. There is 
also plenty of support from chief exec-
utive Jon Restell and his team at head 
office, including training, advice and 
information, and help with publicity and 
communications.

“It was incredibly powerful, the way 
MiP supported me and got me involved 
in a lot of the national work,” says 
Jeremy Baskett. “I got a lot of insight 
and personal support from Jon and 
[national officer] Jane Carter. They in-
cluded me in anything that was going 
on in CSUs and I became the CSU rep 
on the national committee.”

Sam Crane says the national 

committee has recently agreed a new 
‘pathway’ for supporting and developing 
workplace reps, and is looking at ways 
to bring them together at regional level. 
“We’d like to get everyone together in 
one room every few months and ask 
them to share what they’ve been dealing 
with, how they’ve dealt with it and see 
whether we can share learning.” She 
also wants to introduce some “contact 
mentoring” for new reps, with coaching 
and advice from an experienced activist 
working nearby.

Where MiP has recognition agree-
ments with employers, ‘facility time’ is 
available for MiP work, and most expe-
rienced reps manage to fit their union 
activity alongside their day jobs.

Sam says it’s important to know when 
to hand over work to the national of-
ficer. “It can take time to understand the 
issue, but you have to know where the 
boundaries are and make sure you don’t 
get into things that take up too much of 
your time or are beyond your expertise.”

“Time management is always an 
issue,” adds Zoeta. “But if someone 
needs a chat and I’m available, I’ll go 
and chat to them for half an hour. No 
one’s going to die, and that member of 
staff may feel they don’t have anyone 
else to talk to and might be quite 
distressed. I would say, look at the 
benefits for the organisation. It’s an 

investment in your staff.”
Jeremy Baskett, who led the union 

side in negotiations on the winding 
up of his CSU – with 1,200 jobs under 
threat – found senior managers highly 
supportive. “We had a whole year of 
turmoil and I was given more and more 
time to work on trade union issues be-
cause there was so much to do in the 
social partnership forum,” says Jeremy. 
“I got support from both the trade 
unions and senior management at NHS 
England. The experience was hugely 
beneficial and the job satisfaction I got 
from it was huge.”

“A lot of people think they’re going to 
be victimised for speaking up for their 
colleagues, but I’ve only even heard 
of that happening twice in my whole 
career,” adds Sam. “You have to be 
careful when there’s a conflict – such 
as your own manager being involved – 
but you just flag up the issue and hand 
it over to your national officer.”

“I’ve suffered absolutely no detri-
ment whatsoever,” says Zoeta. “I tell 
senior managers they should be nice 
to me because they might need me 
one day! Generally, they are really sup-
portive. People know that if you ask 
me for my opinion, you’ll get an honest 
answer. And I feel I’ve earned a reputa-
tion as someone who gets things done 
because of my union work.” .

ACTIVE MEMBERS

Ian Haig: “You’re learning 
from managers who are in 
the same boat as you, and 
learning how to handle 
things differently.”

Sam Crane: “It gives you a 
different understanding of 
the organisation and the 
opportunity to find common 
ground.”

Zoeta Manning: “I’ve 
acquired a reputation as 
someone who gets things 
done because of my union 
work.”
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Having built an enviable reputation for top-notch clinical 
engagement, efficient care and innovation, Merseyside’s 
Clatterbridge Cancer Centre now faces its biggest challenge yet. 
Alison Moore talks to its chief executive, Andrew Cannell. 

INTERVIEW: ANDREW CANNELL

The bunting is up in the 
reception area at Clatterbridge 
Cancer Centre Foundation Trust 
to proclaim its outstanding 
rating from the Care Quality 
Commission. But, jokes chief 
executive Andrew Cannell, that 
presents a dilemma familiar from 
recent Christmas celebrations: 
how long should they stay up 
after the event? 

Twelfth Night is not yet here for the 
trust – its CQC rating was only 
announced at the start of February – and 
no one can blame it for celebrating. But 
Cannell, chief executive for nearly eight 
years and director of finance for six 
before that, prefers to praise his staff 
rather than claim the credit for himself.

“They are so passionate about what 
they do,” he says. “What has made us 
outstanding and what will keep us in that 
position is listening to the clinicians. 
They are throwing out the challenges to 
us. When I first applied for the job there 
was something different about the 
atmosphere here – it was so light, very 
welcoming and people walked around 
with a smile on their face.”

He describes his leadership as 
“collegiate” by default and stresses the 
importance of effective team working 
through the hospital. “I’m keen we hold 

ourselves to account – individually and 
as a team. At the end of the day, boards 
and executive teams need to make 
judgements and stand by them – but 
sometimes they are based on imperfect 
information,” he says. He insists he is 
naturally optimistic person but also a bit 
of risk taker – perhaps surprising in a 
former finance director. “It’s necessary to 
get buy in to take risks. I’m always keen 
to emphasise we will try something but it 
may not necessarily work.”

He says care is what wins the “hearts 
and minds” of the clinicians – they want 
to know that that leaders understand the 
service the trust provides. “It sounds 
trite but it’s about showing an interest in 
what people do and being willing to 
engage. We should be making it easy for 
clinical teams to deliver outstanding 
performance.

“There seems something pretty 
straightforward about having a focus and 
being able to articulate a vision for 
clinical services that allows teams to see 
[that we’re willing to engage].”

One of the largest networked cancer 
centres in the UK, Clatterbridge provides 
oncology services for a population of 
2.3m, treating more than 30,000 patients 
a year. It has inpatient beds at its main 
site ten miles from Liverpool city centre 
and outreach services at other sites, 



  healthcare manager  |  issue 33  | spring 2017 13

INTERVIEW: ANDREW CANNELL

including many acute hospitals across 
Merseyside and Cheshire. The trust 
delivers chemotherapy and radiotherapy 
for solid tumours, and low energy proton 
beam therapy for eyes, but unlike the 
Royal Marsden and the Christie, it 
doesn’t do cancer surgery. Cannell calls 
it “small but perfectly formed”. 

The culmination of Cannell’s work as 
chief executive – and probably his 
greatest challenge as well – will be a 
series of changes which will see 
inpatient care shifted to a new city-
centre hospital, physically linked to the 
new Royal Liverpool Hospital but 
designed specifically for cancer care. 
The trust will also take on blood cancer 
oncology services, with around 250 staff 
transferring from the Royal Liverpool in 
July. Cannell says the move will improve 
accessibility for patients from the most 
deprived areas of Liverpool and increase 
its turnover by 25%.

“It’s exciting and a little bit daunting,” 
he says. “It’s a positive statement 
around the opportunities for 
collaboration. But the push for it came 

from the clinicians.” Taking on new 
services, meant adding new floors to the 
original plans for the new hospital. “We 
would not have done that if there was 
any diffidence or anxiety from the 
clinicians,” insists Cannell. 

He says it’s “really difficult to deliver 
21st century cancer care” in an isolated 
location. “We are not on an acute site, 
there are limitations to what we can do. 
This does allow us to address the future 
in terms of capacity.”

Building relationships and developing 
a shared vision with commissioners and 
other stakeholders – including politicians 

– has been “pretty fundamental” in 
funding and planning the move, says 
Cannell, especially as it was first mooted 
just as financial markets collapsed in 
2008. 

The trust was helped by having 
relatively low average costs for 
treatments (so-called ‘reference costs’) . 
Cannell worked to persuade 
commissioners that by funding 100% of 
reference costs they could help the trust 
build up a substantial surplus which 
could be used to part-fund the new 
hospital, with the rest coming from a 
loan from the Indepedent Trust Financing 
Facility and a public appeal. 

Then there was the small matter of 
selling the move to local politicians. 
“We had to do a lot of work around this 
not being about taking services away,” 
says Cannell. “There was a lot of 
cynicism which we had to work hard to 
overcome. We worked with local 
politicians…they trusted the institution 
and leadership, and knew the great 
work our clinicians were doing.” It 
helped, he says, that his former chair 
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“There seems something 
pretty straightforward about 
having a focus and being 
able to articulate a vision for 
clinical services that allows 
teams to see that.”
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was also very politically astute.
“We had excellent support from local 

authorities,” he adds. “There was a joint 
health overview and scrutiny committee 
of seven to eight authorities and it was 
unanimously approved. We had to be 
clear that this would not disadvantage 
other acute hospitals, even if we were 
moving to the Royal’s complex. 

Cannell admits that starting that 
process today would be harder because 
of the risk of being swept up in the 
“febrile atmosphere” surrounding reform, 
but is confident the development is a 
“fixed point” in the STP for the area. 

He doesn’t want the development to 
be seen as centralising services. “We 
very much go to the patient or to their 
locality,” he says. “That’s important to 
us, but we do come up against the hard 
edge of financial viability. We have a 
mantra of ‘local where possible, central 
where necessary’. It’s in constant 
tension.” He concedes this can mean 
“some of the consultants spend too 
much time on the road going from one 
site to another”. 

Cannell’s has also encouraged some 
entrepreneurial steps which offer 
opportunities for the trust to make some 
extra income and cut its costs. These 
include private cancer services run in 
conjunction with a Dublin hospital which 
shares the same public service ethos. 
He believes this initiative may help to 
attract and retain staff, although demand 
is limited. “It turns a surplus, but not a 
massive one… That was a challenge 
– there were some very small-C 
conservative consultants who saw 
opening it as anathema,” he says.

Clatterbridge has also developed its 
pharmacy side through a subsidiary 
company, which buys medicines and 
could provide support to other trusts 
within the context of the STP. Recently, 
the trust has set up a property, estates 
and hotel services company, known as 
PropCare, which will build and service its 
new hospital. 

Cannell sees it as one of the initiatives 
from which he has learnt most. “This 
was first considered some three years 
ago, but stalled, not least because there 
was unfounded concern that it was a 

vehicle to back-door privatisation of 
these services and that staff would be 
disadvantaged,” he explains. 

“My reflection is that better 
preparation and engagement, whilst 
taking longer, would ultimately have 
delivered a quicker route to the objective 
with less anxiety all round. Taking 
stakeholders with you on a journey is 
never as simple as the optimist in me 
may naively assume. I’m glad to say that 
subsequent efforts have addressed the 
issues, and the board, wider leadership 
team and significantly, the staff most 
directly affected, see PropCare as a 
solution to help improve our services 
rather than causing a problem.”

As a highly specialist organisation 
dependent on attracting top quality staff, 
Cannell sees it as essential that the trust 
provides quality training and 
development opportunities and the right 
workplace culture. 

The trust has its own ‘culture 
programme’, which focuses on 
consistently encouraging positive 
behaviours. Board members take part in 
staff shadowing, patient safety walks 
and executive roadshows, keeping them 
in contact with grassroots staff. “I really 
believe we have a unique culture at 
Clatterbridge and part of that culture is 
the sense of openness that we have 
been able to foster so our staff fell 
empowered to approach board members 
directly,’ he says. 

Clinicians and senior managers have 
also been taking part in a two-month-
long programme on how to deal with 

challenges internally, based around the 
best-selling mind management book, 
The Chimp Paradox. If that sounds like 
waffle, the book’s author, Professor 
Steve Peters, who delivered one of the 
sessions, is credited with helping 
Britain’s cyclists to Olympic success. 
“Senior colleagues who you might have 
thought are quite cynical, have given up 
eight evenings to it, with very good 
feedback,” he says. Around half the 
consultant body have taken part. 

“This programme helps people 
become more resilient. There’s a danger 
people end up on a hamster wheel and 
don’t create time to think about doing 
things differently. Hopefully we will see 
happier and more content consultants 
and managers! 

“We have to find better ways of using 
the skills we have,” says Cannell. 
Change will involve consultants doing 
things only consultants can do, while 
other healthcare professionals pick up 
and lead on other aspects of care. This 
will be particularly important as the trust 
has seen ever rising referral rates. 

Apart from a year in local 
government, Cannell has worked in the 
NHS since leaving university. System 
leadership will be where the difference 
is made at scale, he says, and there are 
lessons the NHS can learn about the 
response to austerity from other sectors 
like local authorities. “The discipline 
local authorities have had to bring to 
bear… they seem to have done it well 
with a lot of dignity, at least  until 
recently. There’s a sense they had done 
it without the sky falling in.

“I would not do the job of a large 
acute teaching trust chief executive for 
all the tea in China,” he says. “The 
challenges they face day-to-day and all 
the performance standards make it very 
difficult to go the extra mile. You are 
running to stay still. 

“It’s commonplace to say that in the 
future people will have many careers,” 
he concludes. “That’s true of the health 
service – there are so many ways that 
you can go and many contexts in which 
you can work – it’s very exciting. 
Whatever the shape of the NHS, 
healthcare is a job for life!” .

“I would not do the job of a 
large acute teaching trust 
chief executive for all the tea 
in China. The challenges 
they face day-to-day and all 
the performance standards 
make it very difficult to go 
the extra mile. You are 
running to stay still.”

INTERVIEW: ANDREW CANNELL
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Shared services have a troubled history in the public sector, 
but NHS system leaders are pushing them hard. Matt Ross 
explores the lessons from previous programmes – and asks 
whether they’ve been learned.  

Many 
NHS man-

agers, 
though, are 

wary of NHSI’s 
plans because 
shared services 

have a troubled his-
tory in the public sector. 

An NHS Wales scheme has made fair 
progress. But last month it emerged that 
NHS Shared Business Services (SBS) – 
a joint venture between the Department 
of Health (DH) and Sopra Steria – left 
500,000 items of medical correspond-
ence, including test results, unread in a 
warehouse over a five-year period. And 
Capita’s 2015 contract to provide pri-
mary care support experienced what the 
BMA called “multiple serious failings”; 
last autumn, MPs secured a Commons 
debate on the issue and Capita apolo-
gised “for the level and varied quality of 
service we have provided”.

Shared services present many risks 
and challenges. As organisations adopt 
common business processes, they lose 
the advantages of tailored systems built 
around their specific needs. And, once 
committed to a shared system, their 
freedom of manoeuvre is limited. Jon 

SHARED SERVICES

Last June Jim Mackey, the 
chief executive of NHS Im-
provement (NHSI), asked 

Sustainability and Transformation 
Plan (STP) leads across England to 
set out how organisations in their 
patch could share back office ser-
vices. Now NHSI is raising the pres-
sure, sending STPs detailed data 
showing which organisations are 
the most efficient – and which are 
the least. The regulator’s goal is 
to slim down finance, governance, 
HR, IT, legal and procurement bills, 
which it claims cost the NHS over 
£3.3bn a year. 

If higher-spending NHS bodies re-
duced their back office costs to the 
median for their organisation type, NHSI 
believes system-wide costs would fall by 
over £480m – although it acknowledges 
that many of the potential savings lie in 
the tricky areas of IT and governance 
and risk, which contribute 33% and 25% 
respectively to its estimates. 

Jeremy Marlow, NHSI’s executive di-
rector of operational productivity, tells 
Healthcare Manager the new figures 
“shine a light to show [NHS trusts] where 
money can be saved”. Following “a big 
data trawl, function by function and trust 
by trust”, Marlow’s team are returning 
benchmarked spending figures to man-
agers across the NHS that show “big 
variations” in back office costs. “The 
hard work begins now,” he says. “What’s 
the change needed to release that?”

That hard work is be-
ginning in four path-
finder STPs: North West 
London, Greater Man-
chester, Mid and South 
Essex, and Kent and Medway. 
“We wanted a spread across the 
country, and different levels of matu-
rity on where they were with their dis-
cussions. They’re all coming at it from 
different angles”, says Marlow. The five 
pathfinders are examining various op-
tions, from creating central teams within 
one trust to outsourcing services to a 
private company.

It’s an ambitious plan, and one de-
manding major organisational and pro-
cess changes across the NHS. To share 
back office services, NHS bodies must 
first unify their management informa-
tion formats and processes. “You’ve 
got a bunch of providers in each patch 
using different systems for finance, HR 
and other services,” Marlow explains. 
“The first thing to do, over the next six 
months, is move to common manage-
ment information systems; the next 
stage is to move to one provider; and 
the stage after that might be to put it 
out to the market and see who can do 
it better.” Ultimately, NHSI wants to use 
economies of scale and technologies 
such as cloud computing, automation, 
artificial intelligence and analytics to 
both improve service quality and drive 
down costs – returning savings for use 
on the NHS frontline.
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Restell, MiP’s chief executive, says man-
agers will fear “losing sovereignty and 
control over a key business function”.

Finding the necessary management 
time and specialist skills will also be a 
concern: “It’s a huge piece of work to 
dump on a management team that are 
trying to do 101 other things,” says Res-
tell, warning that it will require excellent 
change management and careful align-
ment with other reform programmes. 

Then there’s managers’ and teams’ 
reluctance to transfer into outsourced 
providers: “Employees with values and 
commitment and decades of experience 
see their role as integral to the work 
of their organisations,” he says. “We’d 
want people to remain NHS employees. 
That allows people to go into change 
processes, in which they may lose their 
jobs, knowing that they won’t lose their 
values.” Given that many of the poten-
tial savings lie in offshoring work, the 
chances are that many jobs will not only 
leave the NHS, but also the UK.

NHS managers familiar with the Cabi-
net Office’s longstanding efforts to share 
services between Whitehall departments 
will have another set of fears. Its 2012 
Next Generation Shared Services strat-
egy involved moving back office func-
tions from almost all departments into 
one of two centres (although DH es-
caped the three-line whip, pleading that 
it already ran its own centre in the shape 
of NHS SBS). But the strategy quickly 
ran into trouble: in a highly critical 2016 
report, Amyas Morse, head of the Na-
tional Audit Office (NAO), said the Cabi-
net Office’s “failure to manage the risks 
around the move… means that the pro-
gramme has not achieved the significant 
anticipated savings and benefits”. 

The Cabinet Office made several seri-
ous errors, explains Paul Oliffe, the NAO 
director who led the report team. “There 
was no assessment of how far organi-
sations would have to change their pro-
cesses” to adopt common management 
systems. “This gap analysis is really im-
portant, and it was never done,” he says. 

Once organisations have carefully 
examined the costs of rebuilding back 
office processes, they may find some of 
the theoretical savings are not cashable, 

warns NAO director of health value for 
money studies Robert White. For exam-
ple, “some services are sitting in hos-
pital estate that you can’t release to 
produce capital savings,” he says. “If I 
had a message to the system, I’d say: 
‘debunk the myths, and identify the real 
savings’”.

The Cabinet Office also failed to give 
departments sufficient incentives to 
adopt common processes, says Oliffe. 
Participants received discounted ser-
vices from day one – whether or not 
they’d made the leap to new manage-
ment systems. Unsurprisingly, many 
departmental timetables then slipped, 
leaving suppliers unable to realise the 
savings built into their business plans. 
But the Cabinet Office refused to take 
the lead in corralling departments and, 
eventually, all the departments slated 
to join one of the new centres walked 
away. This type of reform needs clear 
central leadership, Oliffe insists, and 
system leaders “should speak with a 
single voice to prioritise, to performance 
manage, to think about key depend-
ences in getting to an overall objective”.

NHSI’s Marlow, a former senior civil 
servant, is all too familiar with the weak-
nesses of the Whitehall programme. 
“I was a customer involved in [the civil 
service project], and the learning for 
me was that you have to understand 
the processes and get the commitment 
and buy-in of organisations involved,” 
he says. “We think the [NHS] pathfind-
ers get that, and they’ll be beacons to 
others about how to do it.”

Those pathfinders are, he argues, 
“advanced in working out where the 

commonalities are across their HR and 
finance functions, and what re-engineer-
ing can be done. That’s given them and 
me confidence that we can find those 
commonalities.” The pathfinders’ explor-
atory work should provide vital evidence 
on how and where real savings can be 
found, and help NHSI work out how best 
to help other STPs along the same road. 
“If we don’t manage this properly, we’ll 
lose people on the way,” says Marlow.

Marlow won’t make any commitments 
about keeping staff in the NHS. “It’s not 
in my gift to tell employers how to treat 
their employees,” he says. “What I would 
say is that managers should be perfectly 
transparent right from the beginning, and 
talk to staff and unions.”

However, he does promise that NHSI 
will ensure that NHS bodies “don’t have 
to do this from scratch: we can do some 
of the groundwork, and create some 
common frameworks.” To this end, he 
urges STPs to “share what they’re doing, 
so we don’t have to reinvent the wheel 
44 times over”. STPs’ plans won’t need 
to be signed off by NHSI, but Marlow 
clearly intends to push organisations to 
participate and to maintain momentum. 

“By the time we’re getting into Quarter 
2 [of 2017-18], I need a lot more than the 
four pathfinders to start making progress 
– and I’m happy for the NHS to hear that 
loud and clear,” he says. “If I think this 
is right for a trust and they’re not inter-
ested, then we’ll have a view on that 
when we’re considering whether they’re 
using their resources correctly in the 
shared CQC inspection regime.”

Jon Restell warns that, before NHS 
bodies come under pressure to hit dead-
lines, they must be permitted to “come 
to credible, evidence-based, piloted so-
lutions – and that may not deliver sav-
ings until the medium-to-long-term. If 
the programme is pushed in a year-by-
year savings-based way, it won’t work: 
we’ll take out cost, but lots of it will 
fall over.” Staff engagement and em-
powerment will be crucial – back office 
services must not fall in quality – and 
whatever solutions are adopted, staff 
“must be valued and seen as part of the 
NHS team, as people who are essential 
to running NHS services,” he says.

SHARED SERVICES

The Cabinet Office refused 
to take the lead in corralling 
departments and, eventually, 
all the departments slated to 
join one of the new centres 
walked away. This type of 
reform needs clear central 
leadership.
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After years in the doldrums, the civil 
service scheme has now begun to pick 
up: the Ministry of Justice (MoJ), Defra 
and the Environment Agency have re-
joined the programme, and Oliffe reck-
ons system leaders have demonstrated 
that big public sector organisations can 
share back office services. The Whitehall 
scheme has “certainly stabilised, and is 
moving in the right direction,” he says. 

The programme turned a corner, he 
adds, when the civil service’s cross-de-
partmental professional networks began 
to take a lead, “taking it away from 
what it means for the MoJ or Defra, and 
saying instead ‘this is what the finance 
profession needs’”. For Oliffe, the fact 

that “they’ve got the professions lined 
up, working out what is needed in each 
field, is the biggest indicator that they’ll 
stop making the same mistakes”.

Nonetheless, civil service shared ser-
vices are still far from successful, and 
enthusiasm less than universal: the DH 
failed to answer questions from Health-
care Manager over a period of five 
weeks, but it appears the department 
still doesn’t buy its own back office ser-
vices from NHS SBS. 

Jon Restell sounds reassured that 
NHSI, which does use SBS, will take 
a sensible approach. “They’re not just 
saying, ‘That’s a saving, let’s take it 
out’,” he says. “They’re looking at the 

models, and testing them. I hope most 
of the models are NHS ones.”

“This will need proper time,” he adds. 
“Let’s be realistic about what people can 
manage; let’s prepare people for change, 
and introduce proper processes. We 
want something evidence-based, some-
thing that continues to offer good sup-
port to frontline services.”

The people running back offices, Res-
tell concludes, are “a resource that’s es-
sential to the running of NHS services. 
They mustn’t be seen as second-class 
citizens. Most will want to stay in the 
NHS – and the NHS needs their skills, 
their enthusiasm and their commitment 
to keep on delivering for patients.” .

SHARED SERVICES
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MANAGING BETTER CARE: BRISTOL

When University Hospital Bristol 
NHS Foundation Trust looked at the 
results of its 2014 staff survey, it 
showed that many staff didn’t feel 
their views were listened to or tak-
en account of by senior staff. 

However, consultant surgeon Andrew 
Hollowood explains that the delay be-
tween carrying out the staff survey and 
publishing the results meant the trust 
couldn’t act quickly on the issues it 
raised. Managers needed to engage with 
staff right down to team or service level, 
and find a way for staff to report their 
concerns so managers could respond 
much more swiftly. 

“Unlocking the simple issues can 
make all the difference,” says Hollow-
ood. “How someone feels can affect 
their team, their ward or service, rela-
tionships between teams and, ultimately, 
patient care.”

Teams led by Hollowood, then head 
and neck surgery clinical chair, and Anne 
Frampton, head of the paediatric emer-
gency department at the trust’s Bristol 
Children’s Hospital, worked to identify 
the issues that made staff feel happy, 
sad or somewhere in between, and de-
velop an online tool to track staff moods.

A pilot version of what is now known 
as the Happy App, based on an Excel 
spreadsheet, was introduced in February 
2015, but suffered from limitations and 
did not deliver results in real time.

A more user-friendly Happy App 

website was rolled out seven months 
later. Staff can use the Happy App 
during a shift, via a dedicated computer 
terminal or an iPad available in wards, 
service areas or offices. On the home 
screen, users choose their current 
mood by selecting a happy, neutral or 
sad face (green, yellow or red) to show 
how they are feeling and then choose 
a category which most accurately de-
scribes the reason for their mood, such 
as equipment or team issues. They can 
then add comments to explain their 
choice. 

Authorised managers have real time 
access to results, providing a constantly 
updating indicator of staff mood in each 
area. This is supposed to take 20 to 30 
minutes a day in total, with staff receiv-
ing initial feedback the following day.

It quickly emerged that staff were 
often frustrated by problems which 
seemed too trivial to approach a man-
ager about, but which they didn’t feel 

able to resolve themselves – what might 
have been easily-achievable quick wins 
often became ongoing sources of irrita-
tion and resentment.  

In the first eight months after the site 
went live in September 2015, over 50% 
of comments were positive, with praise 
for good team working, good patient 
flow or an individual member of staff. 
Team working accounted for 26% of all 
comments, and 71% of these comments 
were positive.

Negative comments included con-
cerns about the introduction of new 
working practices and missing equip-
ment. On average, ‘red face’ responses 
persisted for two weeks while new pro-
cesses were introduced and embedded. 

“The app was refined to be able to 
identify more specific reasons for some-
one to be happy or unhappy, which 
makes it a more useful way of measuring 
its effects. It’s not a ‘moan tool’,” says Dr 
Sabi Redmond, ethnography team lead 
at the Collaboration for Leadership in 
Applied Health Research and Care West, 
who worked with the trust on develop-
ing the app.

She explains that the app represents 
around 10% of the interaction between 
staff and senior management, and says 
management engagement is key to its 
successful implementation. “People can 
be cynical about ‘tech fixes’ but engag-
ing staff becomes a virtuous circle,” she 
says. “Feedback is also published on 

With staff morale unnervingly low across the NHS, managers need to identify and 
resolve problems fast. Emma Dent taps into one award-winning solution – Bristol’s 
‘Happy App’. 

“We’re trying to be rid of 
hierarchies in the NHS 

but some junior staff still 
do not feel they can 
address issues with 

senior staff.” 
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MANAGING BETTER CARE: BRISTOL 

the app, so you can quickly see whether 
what you put on makes any difference.

 “Where managers are worried about 
the implications or indifferent to its po-
tential impact, and therefore don’t invest 
the time, staff don’t feel they’re heard 
and staff engagement drops off quickly. 
Responses [by management] come up 
on the home page, so to make a re-
sponse is a really easy win for managers. 
Feedback leads to further feedback.” 

Choosing where to locate the termi-
nals and iPads within the trust was partly 
a matter of trial and error. Over time, the 
implementation team realised terminals 
needed to be located discreetly, but not 
overly so. A trial location in break rooms 
quickly revealed that staff did not want 
to use the app during their breaks, and 
locating terminals in quiet corridors was 
also unsuccessful. “It was too obvious 
that you were going there to use the 
app,” says Stephanie Smith-Clark, an 
improvement lead at the trust.

This was especially important be-
cause the anonymity of the app is key 
to its success, says Hollowood. “We’re 
trying to be rid of hierarchies in the 
NHS but some junior staff still do not 
feel they can address issues with senior 
staff. Especially staff such as cleaners 
and porters. This is also an opportunity 
for night-time staff, who are so vital but 
may not see managers while they are at 
work.”

Frampton believes that people who 
feel confident to speak up will continue 
to do so, although many others “don’t 
have the courage, or are too shy, or 
don’t have the access that senior staff 
do. But [if they’re not addressed] little 
things can build up to become a big 
issue. Often people don’t expect a prob-
lem to be fixed overnight but are happy 
when they realise that an issue has been 
raised and taken note of.”

At present around 75% of workplaces 
have access to the Happy App. Oppor-
tunities to use the app are advertised 
through internal newsletters and email 
bulletins, and the trust hopes to expand 
coverage to 90% by 2020.

Smith-Clark says it may be more dif-
ficult to open up access to the remaining 

areas of the trust because they don’t fall 
into easily defined workplaces such as 
wards or offices. “There can sometimes 
be teams working across areas or mul-
tiple teams working within an area,” she 
explains.

The trust is reluctant to adapt the 
app for use on smartphones because of 
the need for anonymity and to comply 
with data protection rules. There are 
also concerns that not all staff can use 
mobiles at work and that patients may 
object to staff using their phones on 
the wards. However, the app could be 
adapted for use in other trusts, as well 
as in different settings such as mental 

health or community-based care. There 
is also the potential for the system to be 
extended to gather feedback from pa-
tients as well as staff.

Dr Frampton believes that thinking 
about how and where the app will be 
used has helped teams define them-
selves and think about how they’re ad-
ministered and managed. “It’s a real 
opportunity to improve relationships be-
tween middle managers and teams. At a 
local level you can definitely see a differ-
ence in how staff feel,” she says. .

Emma Dent is a freelance health policy writer 
and editor.
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Iain Birrell looks into the potential pitfalls of resigning and 
making a claim for constructive dismissal. 

CONSTRUCTIVE DISMISSAL

The government describes 
constructive dismissal as “when 
you’re forced to leave your 
job against your will because 
of your employer’s conduct”. 
However, a better description 
would be where you choose to 
leave because of their conduct 
– it’s the decision to resign 
which separates constructive 
dismissal from other types of 
unfair dismissal.

In an employment relationship, both 
sides have contractual obligations to 
each other. For example, an employer 
must ensure safe working conditions, 
payment for work done and a working 
environment free from discrimination. 
An employee must take reasonable 
care of their own health and safety 
and not put others in danger. Not all 
obligations are equal – some are quite 
minor but others are so fundamental 
they are the foundations on which the 
contract is built.

It is only when an employer is in 
breach of a fundamental obliga-
tion that a constructive dismissal 
claim can arise from a one-off event. 
Breaches of an employee’s rights in 
relation to pay, health and safety or 
discrimination are most likely to lead 
to a constructive dismissal claim. 
But the law is not clear cut: there are 
no set guidelines about what consti-
tutes constructive dismissal, so there 
is always a risk with such claims. 
An employee thinking of resigning 
should see it as primarily a personal 
and economic decision, rather than 
a legal one. Thompsons never advise 
anyone to resign purely because they 
think they have a constructive dis-
missal claim.

The defining feature of construc-
tive dismissal is that the employee 
must have resigned. This seems ob-
vious but is regularly overlooked. A 
good rule of thumb is that if you need 
someone else to convince you to 
resign, then it’s probably not a con-
structive dismissal situation. 

Any delay between the event which 
prompted you to resign and hand-
ing in your resignation can cause 
problems. Some delays, such taking 
time to get advice or waiting for the 
outcome of a grievance process, can 
be fine, but other delays can weaken 
a constructive dismissal claim – 
sometimes fatally. You are effectively 
saying “my employer behaved so 
badly, I simply cannot work here any-
more” and this claim is undermined 
if you continue to work there without 
complaint. 

It’s particularly risky to claim con-
structive dismissal in a ‘final straw’ 
situation, where the employer’s last 
act was not in itself fundamental 
enough to end the contract, but was 
the last in a series of unreasonable 
acts. You will need an employment 
judge to agree that these ‘straws’, 
which can be quite minor individually, 
are really important when considered 
as a whole – and that makes the case 
trickier.

One such case involved a coun-
cil housing department worker who 
lodged a number of unsuccessful 
discrimination cases against his em-
ployer. During the hearings, he did 
not apply for special unpaid leave or 
annual leave, so was not paid for the 
time he took off. He then resigned, 
claiming that the refusal to pay him 
was the ‘final straw’, and he had 

been constructively dismissed. The 
Court of Appeal found that none of 
the actions against him were serious 
enough to warrant constructive dis-
missal and his claim was rejected. 

Any incident which you believe has 
forced you to resign will be taken in 
context by the Employment Tribunal. 
For example, foul language might be 
considered more acceptable in a fac-
tory than in an office, and criticism 
more acceptable in private than if 
made in public. Environment, location 
and tone are all important to context.

Constructive dismissal claims are 
harder to win than ordinary unfair dis-
missal claims. You have to do more of 
the running and your evidence will be 
put under a microscope. Thompsons 
advises anyone who thinks they might 
end up making a constructive dis-
missal claim to keep a detailed diary, 
especially for potential ‘last straw’ 
cases. 

Colleagues often refuse to act as 
tribunal witnesses, so contemporane-
ous notes are the next best thing, and 
are far more persuasive than a stream 
of half-remembered facts. Records 
also make it harder for employers to 
claim that your resignation was actu-
ally prompted by a new job offer.

If you think you are in a construc-
tive dismissal situation, make sure 
you contact your union for advice im-
mediately. .

Iain Birrell is an employment law 
solicitor with Thompsons Solicitors.

Legaleye does not offer legal advice on 
individual cases. MiP members in need 
of personal advice should immediately 
contact their MiP rep.

legaleye
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TIPSTER

Working in partnership with  
trade unions   
In today’s NHS, managers need to work in partnership with trade unions to keep staff happy  
and fully engaged. Craig Ryan runs through a few basic principles worth remembering. 

1 BE CLEAR WHAT 
PARTNERSHIP  
MEANS

Partnership working is about improving 
both the organisation’s performance and 
the working lives of staff. Meaningful 
consultation with unions is essential, but 
so is involving people directly in decisions 
that affect them and the care they provide. 
Make sure you agree on what you want 
to achieve, who will be consulted about 
what, when meetings will be held and how 
you will deal with disputes (which will still 
happen). 

2 MEET REGULARLY
Make sure your partnership forum 
meets when it’s supposed to and that 
senior managers turn up. Even if there 
isn’t a big crisis on the horizon, regular 
meetings help to cement relationships, 
build trust and create a culture of ongoing 
consultation.

3 UNDERSTAND THE  
OTHER SIDE

Not all unions are the same. With some, 
active members working within your 
organisation will take the lead, while 
others rely more on professional union 
officials to represent members. Try to 
understand a little of the culture, history 
and policy of the unions you deal with. Be 
aware of the local pressures reps might 
be under – they have to deliver for their 
members and are accountable for their 
decisions. 

4 ENGAGE MIDDLE  
MANAGERS

Local partnerships often fail because 
senior leaders take a “summit” approach 
and don’t involve middle managers. 
Feeling that that the partnership is 
“above their heads” can make middle 
managers defensive and reluctant to 
share information and involve staff in 
decision making. People will quickly 
see a credibility gap between the 
organisation’s promises and what they 
experience on the ground.

5 GET THE BOARD ONSIDE
If senior managers don’t take partnership 
seriously, no one else will – middle 
managers will follow suit, and unions 
will inevitably revert to more adversarial 
approaches. It’s no use just corralling 
the chief executive to turn up to your 
partnership forum once a year. At the 
Oxleas Trust in south London, the HR 
director and the staff side chair work as a 
team on all aspects of employment policy. 
In Scotland, staff side representatives sit 
on NHS boards as “employee directors”. 
This kind of engagement cascades down 
the organisation.

6 USE YOUR PARTNERS AS  
A RESOURCE

Professional union negotiators are usually 
very experienced in HR and legal matters, 
so being able to run ideas or problems 
past them is a big plus for managers. 
Unlike your management colleagues, local 
union reps come from all parts and levels 
of the organisation, so can give you a very 
different perspective on what’s going on. 
An early chat can head off a lot of trouble 
later on.

7 SOLVE PROBLEMS TOGETHER
At Guys and St Thomas’ Hospital, staff 
side reps and managers use a technique 
known as Appreciative Inquiry (see bit.
ly/hcm3301) to generate ideas, improve 
services and and solve problems together. 
Make sure you consult fully and early 
about any big changes. The national 
Social Partnership Forum recommends 
consulting unions about any decisions 
which affect people’s jobs.

8 BROADEN THE CONVERSATION
Staff engagement and partnership working 
go together; consulting unions isn’t a 
substitute for managers engaging with 
staff at every level, every day. Work with 
unions to develop credible and sustainable 
ways to engage staff. But remember, staff 
won’t engage if they don’t like working for 
your organisation. Your local union reps 
can tell you all about that too!

9 BUILD PERSONAL 
RELATIONSHIPS

It’s all about trust. In the old days, unions 
and management used secrecy and 
bureaucracy to try to get one over on each 
other. Today, both sides need to be open 
about sharing ideas and information, and 
must respect each other’s confidences. 
Get to know your local union reps and the 
full-time officers looking after your patch.

10 SHARPEN YOUR SKILLS
Working in partnership will develop 
your skills and knowledge of issues 
and parts of the organisation you 
didn’t know existed. But remember, 
negotiation is a professional skill. Do 
your homework: make sure proposals 
are properly researched and costed, and 
benchmarked against similar initiatives 
elsewhere. And make sure you read the 
papers before meetings. Both your union 
and your employer can offer training in 
things like negotiating skills and change 
management. You might even decide to 
become a union rep yourself!

For more information, visit the 
Social Partnership Forum website: 
socialpartnershipforum.org  
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MiP will pilot a new active member 
role, the “MiP representative”, 
throughout the rest of 2017. 

The new role has grown out of ‘ad-
vanced practice’ from our existing MiP 
link members and responds to the grow-
ing demand from some of them for more 
responsibility for the individual and col-
lective representation of members. We 
believe the new role will enhance the un-
ion’s presence and accessibility in work-
places, and enable us to give better sup-
port to members with those employment 
issues that would not normally involve 
MiP’s externally-based national officers. 
The role is also designed to amplify the 
union’s influence and expertise, because 
MiP’s workplace reps will often be bet-
ter placed – through proximity, reputation 
and local knowledge – to intervene to 
prevent problems escalating while keep-
ing head office colleagues abreast of 
what’s happening at local level.

In an allied piece of work, MiP has also 
updated the training we offer to MiP link 
members, who signpost members to 
help with problems at work, recruit new 
members and promote the union, support 
change in the workplace and develop 
their own networks.

The union has developed the link mem-
ber and rep roles to enhance the union’s 
capacity to support members and their 
employers. The roles are also designed to 
give people transferable skills, experience 
and knowledge, as well as the chance to 
make a rewarding and positive contribu-
tion to the workplace and lives of indi-
vidual colleagues.

MiP will pilot the new rep role for six 
months from May to ensure that the 
framework for appointing, training and 
supervising reps delivers the right stand-
ard of support for both members and 
reps. Much of the new reps’ work is 

already being undertaken by some link 
members so the new framework will also 
recognise and formalise existing practice.  

Many employers are expected to back 
the development of MiP reps in order to 
help support staff-facing system and or-
ganisational change and promote team-
working in organisations under severe 
pressure. Several MiP link members have 
gained the trust and respect of employers 

and staff to the extent they are seen as 
people who can advise on how change is 
managed and can intervene to nip prob-
lems in the bud between members and 
their own managers. The power of the 
role arises from the mix of management 
skills and union representation, one of the 
hallmarks of the MiP brand. .
Also read: ‘Active members, active managers: how 
union work can boost your career’ – p10. 

MIP REPS

MiP introduces local “reps” to boost 
support for members
MiP Chief executive Jon Restell outlines the union’s plan to build a network of MiP 
reps in workplaces across the UK.  

Could you be an MiP rep or link member?
Being an MiP rep or link member is a rewarding way to support your colleagues 
and play your part in making the NHS the best it can be. Both roles are flexible and 
can be tailored around your work commitments and interests.

As a link member you might be involved in: 

Promoting MiP and our campaigns in 
your workplace 

Recruiting new members and 
encouraging them to get involved 

Giving information and advice to 
members

Signposting members to support 
within the union 

Supporting members informally with 
problems at work

Liaising with employers, your MiP 
national officer and local UNISON 
branches

Contributing to the development of 
MiP policy and campaigns

Keeping in touch with members 
across your organisation

MiP reps may do all of the above, as well as:

Keeping members and MiP staff up to 
speed on local policy and employment 
issues 

Representing members locally in 
negotiations with employers 

Representing individual members who 
have problems at work

MiP reps will mainly be drawn from existing link members. You will receive full 
training and accreditation and will work closely with the MiP national officer for your 
area to develop your skills and confidence in dealing with members’ problems and 
negotiating with employers.

The first training course for MiP reps will be held on 4-5 May 2017. If you are 
interested in becoming a rep or link member, or taking part in the training course, 
contact Billy Turner (b.turner@miphealth.org.uk) at MiP head office.
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MIP AT WORK

MANAGING MERGERS

Marry in haste, repent at leisure 

By the time you read this, the 
NHS will have produced another 
newborn trust, following the 
merger of the hospitals at 
Hinchingbrooke, Peterborough 
and Stamford. The birth of new 
trusts doesn’t come without labour 
pains – mergers are complex and 
time consuming, and often difficult 
for both management and unions. 
Mergers can mean prolonged 
uncertainty for staff, but the 
effects of rushing them can 
be even worse. 

At Hinchingbrooke, MiP has been 
active on behalf of a small group of 
members in occupational health (OH) 
who felt their needs were being over-
looked in the rush to create the new 
North West Anglia (NWA) trust. 

Hinchingbrooke was left in special 
measures and saddled with a large 
deficit after private provider Circle 
Health walked away just three years 
into a ten-year contract to run the hospital. 
The merger is likely to result in the stream-
lining of ‘back-office’ functions, as the com-
bined trust tries to save more than £9m. 

MiP national officer George Shepherd 
explains that members in OH felt they had 
not been consulted properly on the pro-
posed changes and that the process disad-
vantaged Hinchingbrooke staff in securing 
jobs in the combined trust.

Shepherd sought a number of reassur-
ances from management, including agree-
ment that jobs outside the trust would 
only be considered as ‘suitable alternative 
employment’ for people displaced in the 
merger – who could lose redundancy rights 
if they didn’t accept them – with the agree-
ment of the individual concerned.

Most importantly, MiP members in 
OH wanted the change process paused 
to allow more time for consultation. 

This was in line with feeling across the 
Hinchingbrooke trust. In February, the 
Hinchingbrooke trade unions lodged a 
formal grievance calling for a halt to the 
consultation process, on the grounds that 
management had failed to follow either 
Hinchingbrooke’s organisational change 
policy or government guidelines on the 
transfer of functions from one employer to 
another.

Unions reported a widespread belief 

among Hinchingbrooke staff that the pro-
cess was biased against them. The situ-
ation was complicated by the fact that 
the two trusts had different organisational 
change policies, with the Hinchingbrooke 
agreement requiring the disclosure of much 
more information at an earlier stage of the 
process.

Unions argued that staff at 
Hinchingbrooke “had not been provided 
with the information they need to engage 
with the consultation in a meaningful and 
legitimate way within the agreed time-
frame”. They raised concerns that some job 
descriptions for new posts had not been 
made available, that some posts that were 
supposed to be “ring-fenced” for displaced 
staff had been advertised externally, and 
that some posts had been “protected” to 
the disadvantage of Hinchingbrooke staff. 

Chief executive Stephen Graves rejected 

the Hinchingbrooke union’s request, argu-
ing that a pause could add to the “under-
standable personal uncertainty” felt by 
staff. “I have a real concern that any further 
period of extended uncertainty for our staff 
has the potential to affect the quality of 
service… we give to our patients and their 
families,” said Graves.

But in a significant win for MiP, man-
agement did agree to halt any changes in 
occupational health for three months to 

allow for further consultation with 
staff and an independent assess-
ment of the impact of the trust’s pro-
posals. During this period, the OH 
teams at both Hinchingbrooke and 
Peterborough will continue to operate 
as they do now. 

The board also agreed not to ad-
vertise new posts externally, except 
in exceptional circumstances, and to 
involve staff from both trusts in scru-
tinising the redeployment process. 
And in a healthy sign for the future, 

the trust will explore using ACAS to support 
better partnership working in future.

“It’s really good news that, following ro-
bust and constructive feedback from staff, 
MiP and other unions, management have 
agreed to a three-month extension to the 
consultation in respect to occupational 
health at Hinchingbrooke,” said Shepherd. 

“This will allow for proper independent 
consideration to be given to the proposed 
changes to the structure in OH. That will 
have a tremendous impact on patient care 
and the morale of staff tasked with deliver-
ing the service. MIP will stay fully involved 
with the talks to ensure our member’s views 
continue to be heard.”.

If you feel you haven’t been given enough time to 
consider plans for organisational change affecting your 
job, speak to your MiP link member or national officer 
as soon as possible.

Mergers can be minefields of conflicting interests and unexpected side effects. At Hinchingbrooke 
hospital, professional help from MiP helped members get time to review plans affecting their jobs.



24 healthcare manager  |  issue 33  | spring 2017

We’re setting leaders up  
to fail
It’s my job to support and develop 

senior NHS managers. And I’m 
deeply worried that we’re set-

ting them up to fail – then recruiting 
more in the same mould.

I’m a former primary care trust director, 
now working as an executive coach. Many 
of my clients come from trusts whose lead-
ership has been deemed ‘inadequate’ or 
‘requires improvement’ by the Care Quality 
Commission – but few are genuinely bad 
leaders. The problem is that they were 
hired to do one job, and are now required 
to do something quite different. Yet they’re 
not being helped to change their approach 
and, when their trusts run into trouble, 
they’re being replaced with people likely to 
encounter exactly the same problems.

Most of these leaders were hired when 
NHS trusts were being encouraged to com-
pete with other trusts for business, invest in 
new services and develop their own organi-
sations at the expense of others. To make 
use of the freedoms granted foundation 
trusts – including the ability to borrow mon-
ey at commercial rates – they hired leaders 
with commercial and financial skills: hard-
edged, competitive businesspeople who 
could expand their ‘market share’.

Then the environment changed. Trusts 
were – quite rightly – put under greater 
pressure to improve service quality and 
patient safety. And demand rose much 
more quickly than budgets, so the ‘tariffs’ 
for trust services were cut year after year. 
Soon, many new services were struggling 
to repay the investments made in them. In 
this world, skills in business growth sud-
denly looked out of place.

Meanwhile, system leaders began 
pushing a new agenda – one built around 
collaboration. To protect healthcare we 
need people to work together, rather than 
compete, with the emphasis on meeting 
patients’ needs, rather than the providers’. 
So both Sustainability and Transforma-
tion Plans and the Five Year Forward 
View create a need for leaders who have 

emotional intelligence, who are approach-
able and listen to their staff, who put the 
public’s needs above the trust’s and who 
can share power and responsibilities with 
other organisations. 

Too often, leaders are remote and iso-
lated; poor links between ‘ward and board’ 
mean that senior managers are often una-
ware of emerging problems. To deliver great 
care, you need your staff behind you – but 
we’ve spent years recruiting empire-building 
business leaders who’ve no feel for the 
hands-on, visible leadership required.

So we end up with chief executives be-
ing criticised and pushed out – with huge 
damage to their careers and reputations. 
But it’s the system that’s let them down: 
nobody’s given them the right advice or 
development, and the characteristics once 
seen as assets have become liabilities.

Unfortunately, trusts’ recruitment prac-
tices haven’t changed to reflect this. When 
these commercially-driven managers fail, 
trusts are too often replacing them with 
new figures cut from the same cloth. Job 
descriptions focus on financial and opera-
tional experience, and recruiters are often 
cynical about the ‘softer’ skills required for 
staff engagement and partnership working. 
So trusts select new managers well-suited 
to facing the challenges of five years ago, 
and head off towards a fresh set of failures.

What’s to be done? For a start, trusts 
need to refresh their recruitment practices,  
taking their cue from NHS Improvement’s 
new leadership framework, and shift from 
a narrow focus on technical competences 
towards a values-based approach. But 
the NHS cannot afford to lose a swathe of 
senior managers, and with the right sup-
pot many of these people could develop 
the skills we need. After all, we require 
doctors and nurses to refresh their skills 
regularly and, these days, the disciplines 
of management and leadership are chang-
ing just as fast as medicine.

It’s hard for senior managers to reflect, 
train and change their approach; most 
work 60 hours a week, and seeking new 
skills is too often seen as a confession of 
incompetence. But this is a nettle we must 
grasp. If we are to serve the interests of 
NHS organisations, staff, leaders them-
selves and, above all, patients, we must 
reshape our leadership cadre – equipping 
it to understand and address the vast new 
financial and organisational challenges 
facing the NHS. .
The Sharp End is your chance to tell 
politicians and civil servants how 
their policies affect your work and 
your organisation. This piece was also 
published in the Guardian. If you’d 
like to work with a reporter on your 
own story, email us at thesharpend@ 
healthcare-manager.co.uk. Anonymity 
is guaranteed.

THE SHARP END: LEADERSHIP

The needs of the health service have changed dramatically in recent years but, says one NHS 
leadership coach, many leaders are stuck in an empire-building mindset. They must junk their 
instinct to compete – and learn to collaborate.
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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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More information will be available soon at www.mipsummit.co.uk

MiP Members’ Summit 2017
ACTIVE MANAGERS, ACTIVE UNION

After the summit, we will walk across Parliament Square to the House of 
Commons to host a parliamentary reception and lobby MPs on support 
for health and care managers.

We are excited to announce 31 October 2017 as the date for the MiP Members’ 
Summit 2017, our new look annual event for members from across the UK – a full day 
of interactive training and practical workshops, debate about our union priorities and 
networking with other members. The summit will give personal support and a voice 
to members as both employees and managers in health and care.

Westminster Central Hall ■ Storey's Gate, London SW1H 9NH
Tuesday 31 October 2017 ■ 9.30am-6.00pm

Practical tools 
and information 
for you as both 
employee and 

manager

Debate and 
decisions about 

your union’s 
policy and 
priorities

Informal 
networking with 
your colleagues 

from health 
and care across 

the UK

Learning 
from positive 

experiences to 
take back to 

your workplace 

The day will include:

Free to attend for MiP members




