
HCM29_FRONTCOVER.pdf   1   3/11/16   07:58



Help us speak up for you.

We’re reforming our communications, 
and we need your views. 
Help us to get your message across – and enter 
the draw to win up to £150 – by completing 
the survey at miphealth.org.uk/survey

healthcare
managerissue 28

winter 2015

 

plus

TIME FOR PLAN B?
NHS finances at breaking

point

ALISON
CAMERON

WORLD BEATERS
The planet’s 12 best 

healthcare systems

PATIENTS ARE A 
SOURCE OF 
SUPPORT
AND SOLIDARITY

helping you make healthcare happen

mmaannaaggwinter 2015winter 2015

plus

TIME FOR PLAN B?
NHS finances at breaking

point

ALISON
CAMERON

WORLD BEATERS
The planet’s 12 best 

healthcare systems

PATIENTS ARE A 
SOURCE OF 
SUPPORT
AND SOLIDARITY

helping you make healthcare happen

healthcare
managerissue 27

autumn 2015

 

plus

STAFF WELLBEING 
Looking after your 

people is your 

business

TRICIA
HART

KAREN LYNAS
How to be a great 

line manager

YOUR STAFF
ADD VALUE NOT
COST

helping you make healthcare happen

 

“Every time you 
kick the back offi ce, 
the frontline gets 
badly bruised.”
JON RESTELL
CHIEF EXECUTIVE, MIP

helping you make healthcare happen.

04 HCM29 survey ad.indd   1 3/11/16   08:00



  healthcare manager  |  issue 29  | spring 2016 1

inside

healthcare
managerissue 29

spring 2016

published by

Managers in Partnership
miphealth.org.uk
8 Leake Street, London 
SE1 7NN | 020 7121 5146

Managers in Partnership is 
the trade union organisation 
providing support and 
advice to senior managers 
in healthcare in the UK 
on employment matters, 
careers and management 
practice. We represent their 
views to policymakers, 
employers, the media and 
the public.

Meeting senior 
managers from 
the public and 
private sectors, 
you can tell the 
difference as 
soon as they 
start talking 
about their jobs. 

Public managers talk about people 
not products, and partners not com-
petitors. They own up to mistakes. 
They even talk about something called 
‘the public interest’ – and mean it. 
In public management there’s no 

single bottom line. Do you worry 
more about your budget or providing 
better services? Meeting targets or 
the demands of politicians? What 
about accountability, fairness, the 
environment and public health? 
Public managers aren’t saints. You 

want decent careers, reasonable pay 
and a slice of the glory, just like 
everyone else. But your horizons are 
wider. They have to be – we all 
depend on you.
It’s easy to lose sight of this when 

you’re being derided as ‘faceless 
bureaucrats’, even by the very politi-
cians who rely on you every day. All 
you can do is stick fast to your values 
and make sure your personal story 
gets heard, which is a big part of 
what MiP is for. 
I’ve temporarily stepped in as editor 

after Marisa Howes’s retirement and, 
while rattling around in her shoes, 
we’ve done our best to bring you an 
interesting issue. Our exclusive inter-
view with Simon Stevens is a must-
read, as is our preview of what May’s 
elections in Scotland, Wales and 
Northern Ireland may bring for the 
NHS. And don’t miss Matt Ross’s tips 
for managing change in teams.  
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The 2016 NHS Leadership Award for coach or mentor of the year, 
sponsored by MiP, was won by Samantha Walker, patient flow man-
ager at Derby Teaching Hospitals NHS Foundation Trust. Samantha 
(centre left) is pictured at the awards ceremony on 8 March with MiP 
vice chair Zoeta Manning (centre right) who presented the award on 
behalf of MiP. 

NHS Leadership Awards 2016

Derby’s Samantha Walker wins NHS 
mentor of the year award

Staff shortages

Vacant clinical posts soar  
to 30,000
Vacancy rates for clinical 
staff in the NHS are run-
ning at more than three 
times the national aver-
age, with particularly se-
vere shortages of doctors 
and nurses in emergency 
departments, according to 
new figures from the BBC.

Statistics disclosed fol-
l o w i n g  a  f r e e d o m  o f 
information request show 
that more than 23,000 nurs-
ing posts in England, Wales 
and Northern Ireland were 
vacant on 1 December 2015, 
9% of the total. There were 
also more than 6,200 vacan-
cies for doctors, amounting 
to 7% of posts. In emergency 
care, 11% of nursing and 
medical posts were unfilled. 
Comparable figures for 
S c o t l a n d  a re  n o t  y e t 
available.

The Office for National 
Statistics reports the aver-
age vacancy rate across the 
UK economy as 2.7%. 

The BBC found that he 

number of vacancies in-
creased by 50% for nurses, 
and by more than 60% for 
doctors, between 2013 and 
2015. 

Ian Cummings, chief ex-
ecutive of Health Education 
England claimed the need 
for more nurses after “qual-
ity failings” such as Mid 
Staffs had added to staff 
shortages. “Hospitals, for 
roughly the same number of 
beds compared to three 
years ago, now have a need 
for 24,000 more qualified 
nurses,” he said. 

C h r i s t i n a  M c A n e a , 
Unison’s head of health, 
warned that cuts to nurse 
training places were a false 
economy. “As a result, the 
NHS now has to spend huge 
amounts of  money on 
agency staff to ensure pa-
t i e n t  s a f e t y  i s  n o t 
compromised. The govern-
ment’s plan to scrap the 
nursing bursary will only 
make things worse.” 
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“If you’re explaining, you’re 
losing.” So said the late Ronald 
Reagan, the kind of Republi-

can president we could soon wish 
we had back on the planet. 

NHS managers – and, for that mat-
ter, the trade unionists representing 
NHS managers – often find them-
selves explaining things. According to 
Reagan’s dictum, by that point we’ve 
already lost. 

The opposition has better, simpler 
tunes: too many managers; faceless/
heartless bureaucrats; overpaid fat 
cats presiding over a bloated, waste-
ful, callous system. What a breeze it 
would be if your job were drinking 
tea and writing press releases for the 
Taxpayers Alliance or leaders for the 
Daily Mail! No explaining to do. Just 
whistle a few popular tunes that tap 
into deep-seated myths, and all is 
instantly understood. Get paid!

Like most people who get a raw 
deal in public debate, many managers 
– and trade unionists – either wish for 
a different audience, or look for new 
ways to say the same thing. In our 
toxic times, both attempts are futile.

We need to say different things; and 

we need to do so in ways that don’t 
require explanation.

Our new national committee got 
going with a session of appreciative 
inquiry, led by the superb Jane Farrell 
of Equality Works. Each member – 
many new to the committee, and all 
experienced managers from national 
bodies, commissioners and provid-
ers – told their personal story. They 
told each other where they had come 
from in life, why they do what they 
do, and what they do well. There were 
none of the conceptual explanations 
or condensed job descriptions that 
we normally trot out. Instead, we had 
powerful individual stories. Criti-
cally, these managers’ whys and hows 
did not require further explanation: 
“I love helping people.” “I want NHS 
colleagues to be the best they can be.” 

“I support people to get better in their 
work for patients.”

I have written many times about 
my strong belief that managers telling 
their personal stories will push aside 
the dangerous myths about health 
and care management. These myths 
are dangerous because they lead to 
policies and decisions that undermine 
management. Without proper man-
agement values and capacity, front-
line staff and patient care suffer. We 
need to create and value a strong back 
office to support a caring frontline 
delivering quality care for patients. 

As your union, our job is to get your 
personal story into the public debate. 
Doing so will make a difference for 
management, frontline staff and pa-
tient care. To achieve this, MiP wants 
to get better and better at commu-
nications – both with you, and with 
the outside world. And a key plank of 
this work is our new audience survey, 
which gathers our members’ views on 
how best to tell those stories. It will 
take just a few minutes to complete 
it – please visit www.miphealth.org.uk/
survey, and help us make sure we’re 
telling your story.

leadingedge

Jon Restell, chief executive, MiP

“Too often, we wish for a 
different audience or look 

for new ways to say the 
same thing. In our toxic 

times, both are futile.”

HEADS UP

NHS staff will receive a pay rise of just 1% from April 2016 after 
the government accepted the NHS Pay Review Body’s latest 
report, published on 8 March.

The award – the maximum allowed under the government’s 
public sector pay cap – applies to all Agenda for Change pay 
scales and should be paid in April pay packets. 

MiP chief executive Jon Restell said the award failed to value 
NHS staff and wouldn’t make up for lost earnings after five years 
in which pay has fallen in real terms and pension contributions 

have risen. “The chancellor’s pay policy shackles the pay review 
body, leaving it unable to respond to the growing problems of 
retention and motivation throughout the UK,” he said.

“The agency bill, approaching £4 billion this year, is one of 
the costs of the pay policy’s negative impact on motivation and 
retention of staff. It’s also profoundly disappointing that the 
governments in England and Northern Ireland have decided not 
to join Scotland and Wales in paying the living wage,” he added.

1% pay rise “fails to value” NHS staff
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Sam Crane 
was elected 
chair of MiP at 
the newly-
elected 
national 
committee’s 
first meeting 
on 4 February 
2016. She 
replaces Zoeta 
Manning, who 
stood down as 
chair 

following MiP’s annual conference in 
November.

Crane, head of partnerships and net-
works at Aneurin Bevan University 
Health Board, has been a member of 
the committee since 2008 and is the 
first Welsh manager to chair the union. 
She has been a vice chair for the last 
four years. 

“I’m delighted to become the first 
Welsh chair of the MiP national com-
mittee and hope to continue the good 
work carried out by Zoeta, who I’m 
pleased to say will be remaining on 
the committee as joint vice chair,” said 
Crane. “With the expert help of the 
committee and the MiP team, I hope 
to guide the union through some chal-
lenging times ahead.” 

The national committee agreed an 
action plan for the next two years 
which concentrates on four areas of 
work: improving how MiP functions 
as an organisation; engaging members 
and improving services for them; de-
veloping MiP’s ‘offer’ and recruiting 
more members; and making better use 
of technology.

MiP chief executive Jon Restell said: 
“Like her predecessor, Zoeta, Sam is 
very active locally representing and 
supporting MiP members. That per-
spective is invaluable in a national 
leadership role. Sam gets better than 
anyone the positive value and impact 
of MiP, especially workplace reps, for 
members and employers.”

NHS staff in England put in tens of mil-
lions of hours of unpaid overtime last 
year as staff shortages and efficiency 
measures began to bite, according to the 
results of the 2015 NHS staff survey. 

The survey, published in February, 
showed that 73% of staff regularly worked 
extra hours, but only 32% received over-
time payments. Almost half said staff 
shortages stopped them from doing their 
jobs properly.

Despite evidence of mounting pressure 
on NHS staff, overall measures of staff en-
gagement and job satisfaction continued to 
rise, with 58% saying they usually looked 
forward to going to work and 74% saying 
they felt enthusiastic about their job. 

“We’re very pleased – and a little sur-
prised –to see improvements in staff 
engagement”, said MiP chief executive Jon 
Restell. “This reflects considerable efforts by 
many NHS organisations to communicate 
better with their staff and involve them in 
decisions, and the solid work of line man-
agers in supporting their colleagues. 

“But ministers and NHS leaders can no 

longer ignore the very long hours worked 
by many staff, including most managers, 
and the problems caused by staff shortages 
and the lack of investment in skills and 
training.”

The survey showed satisfaction with 
pay remained low at 37% and more than 
a third of staff reported that job-related 
stress had affected their health. Nearly 
60% said they had felt under pressure 
to come into work despite being unwell. 
Almost a quarter said they had expe-
rienced bullying or harassment from 
colleagues at work during the last year, 
but only 38% had reported the most 
recent incident. 

The survey provided some evidence that 
steps to improve quality may be working, 
with the proportion of staff reporting po-
tentially harmful errors, incidents or near 
misses within the last month falling to a 
five-year low of 29%. However, only 23% 
of those reporting incidents felt action was 
taken as a result of their report. 

Read or download a summary of the findings of 2015 
NHS Staff Survey at bit.ly/hcm2903.

MiP committee

Sam takes the 
chair

Staff Survey 2015

Poll shows mounting pressure 
on NHS staff

NHS finance staff in England do not feel 
their work is valued by their board, clini-
cians or patients, and most don’t believe 
they can can achieve their career ambi-
tions in the NHS, according to a new re-
port. 

A poll of finance staff for the Healthcare 
Financial Management Association found 
that while 71% thought they were valued 
by their line manager, this fell to 48% 
for their board and 46% for clinicians 
working for their organisation. Only 5% 
thought their work was valued by patients 
and the public.

Job satisfaction for finance staff remains 
relatively high, with an average score of 6.7 
out of ten, slightly down from findings of 
the last survey in 2013. An overwhelming 
majority (71%) said they were motivated 
by the public sector values of the NHS, with 
60% saying they were driven by the need to 
improve patient care.

Although most respondents (64%) said 
they wanted to spend their rest of their 
career in the NHS, only 47% said they ex-
pected to do so.

Paul Briddock, director of policy at 
HFMA said. “We’re going to rely heavily 
on finance directors and their teams to 
see the NHS through the current finan-
cial challenges, so the key now is to keep 
the most skilled people in the service and 
keep them motivated.”

Claiming that the financial position of 
the NHS had deteriorated further since 
the survey was carried out, he added: “We 
must be mindful of the immense pres-
sure these people are under and make 
sure that the new initiatives, caps and 
rules being introduced in a bid to make 
savings aren’t being used as a stick to 
beat them with.” 
To find out more visit the HFMA website at  
hfma.org.uk.

Finance

‘Undervalued’ finance staff to leave NHS early
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Sunday
I’m walking the dog when my pager 
goes off. Most people wonder why 
I carry one when I’m not a doctor. 
It should be in case of a major inci-
dent – fire, flood, power outage or a 
terrorist attack – when the manager 
co-ordinates the response. Today, 
it’s for the bed crisis. Staff are off 
sick and I need to sign off the cost of 
agency staff.

I find out later that 
IT has gone down. I 
make my way to the 
hospital and check 
back-up plans are 
in place. Paperless 
systems are all well 
and good until this 
happens. I head to 
theatres and ask what 
I can do to help. A 
nurse tells me that the 
mattress in the on-call 
room is lumpy. I take 
a look. She’s right, so 
we swap it.

Monday
There are more emer-
gencies than expected, so we don’t 
have enough beds for patients. We 
coordinate with the clinical teams 
to do everything possible to find 
more beds. We manage not to cancel 
anything.

Nationally, the NHS is struggling 
to recruit enough nurses to provide 
good patient care. We are no dif-
ferent. How can we compete with 
everyone who wants to hire nurses? 
In a meeting, we come up with some 
good ideas and an overseas recruit-
ment plan.

Throughout the day I meet 
patients lost around the hospi-
tal – must remember to bring up 
wayfinding.

Tuesday
In a meeting, we discuss how to keep 
the hospital going while it’s under-
going construction. All the clinical, 
construction, facilities and manage-
ment teams get excited about the 
prospect of how things can improve.

A patient has contracted MRSA. 
These cases are extremely rare and 
shouldn’t be happening any more. 
Fifteen professionals go through 

every aspect of the patient’s care to 
review how it can be prevented in 
future.

Wednesday
My day starts at 8am when I meet 
a small team of nursing assistants 
and physiotherapists to discuss how 
we can improve patient entertain-
ment. None of us can imagine how 
boring it is to be stuck in hospital 
with nothing to do. I agree to write to 
companies for tablets or start a tablet 
recycling to hospitals scheme.

Later, I attend a performance 
meeting. It’s a huge test on review-
ing targets, training, safe staffing, the 
World Health Organisation checklist, 

cancer waiting times, infection con-
trol, cancellation rates and more. We 
all have an anxious feeling about 
the healthcare regulator, the Care 
Quality Commission, but if we carry 
on improving, hopefully they will 
recognise that.

Thursday
In an appeal hearing for a staffing 
issue, I feel desperately sorry for every-

one involved. One member 
of staff feels let down while 
the other says they needed 
to get the job done. I try to 
keep the hearing as calm as 
possible, with everyone able 
to have their say. Ultimately, 
I can’t uphold the appeal. 
There is a risk of a tribunal 
but I think I’ve made the 
right decision.

Friday
We have a finance meeting. 
I can remember times over 
the last 15 years when fi-
nance was front and centre. 
Chief executives were 
sacked over it and boards 

pushed finances up the agenda. Now, 
everyone is focused on quality and 
CQC ratings, but we also need to look 
at further reducing costs.

Most satisfying result: sorting the 
lumpy mattress for the staff. Nothing 
should be too big or too small.

Most difficult decision: the 
appeal hearing, because you have to 
empathise with both points of view, 
and lots of the time it’s one person’s 
word against the other’s.

Published by permission of The 
Guardian. © 2016 Guardian News and 

Media Limited. If you’d like to write 
an anonymous column for us, email: 

editor@healthcare-manager.co.uk.

inperson

A week in the life of an NHS manager.

“A nurse tells me that the 
mattress in the on-call 
room is lumpy. I take a 

look. She’s right, so we 
swap it.”
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Unions and employers are 
planning a major campaign to 
tackle bullying and harass-
ment in the NHS in England. 
The campaign, organised by 
the national social partnership 
forum, was initiated by health 
minister Ben Gummer after he 
expressed concern about the 
high levels of bullying reported 
by NHS staff. 

In the recently-published 
2015 NHS staff survey, 13% 

of respondents said they had 
experienced bullying or harass-
ment by their manager at least 
once in the last year, with 18% 
reporting similar behaviour by 
colleagues.

MiP’s chief executive Jon 
Restell, who is leading the 
union contribution to the cam-
paign, said: “This is a promising 
campaign. It doesn’t seek to re-
invent the wheel. There’s plenty 
of great practice within the 

NHS, and employers and unions 
have developed great resources. 
This is about focusing on the 
problem and creating positive 
workplaces where staff thrive 
and patients experience great 
care as a result. 

“What will make this cam-
paign different is action at 
system, employer, team and 
individual levels. System lead-
ers need to create and manage 
good culture as well as indi-
vidual managers and members 
of staff.”

MiP is looking at a number 
of ways to support the cam-
paign, including working with 
employers to improve policies 
on dignity at work and discipli-
nary action, pressing for better 
training in investigations and 
informal dispute resolution, and 
escalating members’ concerns 
about persistent problems in or-
ganisations more systematically 
to the CQC and other national 
agencies.
For further information visit the MiP 
website at miphealth.org.uk.

Partnership

Management and unions join forces 
to tackle workplace bullying

MiP 
Conference 
2016
23 November, 
London
MiP’s annual conference 
will be held at the 
Congress Centre in 
central London on 23 
November 2016. Put the 
date in your diary now 
and we’ll bring you more 
details in the next issue.

MiP has called on the 
Department of Health (DH) to 
pay more attention to the NHS 
workforce and warned against 
cutting national bodies “to the 
bone”, following publication of 
the department’s objectives for 
the next five years.  

“Everyone knows the NHS 
and its workforce are under 
intense pressure. It’s right that 
national leaders respond to the 
problems facing our services 
– and they need to share more 
responsibility for change with 
staff and the public,” said MiP 
chief executive Jon Restell.

The DH’s Shared Delivery 
Plan for 2015-20 sets out its 
priorities for the next five 
years, including reducing the 
number of trusts in special 
measures and increasing the 
number rated as “good” or 
“outstanding”, reducing child-
hood obesity, and closing the 
gap in life expectancy between 
better off and socially disad-
vantaged groups.

The department also plans to 
reduce its own costs by shed-
ding 650 jobs and relocating 
staff to a single site on London’s 
Victoria Street.

But MiP said the plan 
showed little interest in meet-
ing the needs of the NHS 
workforce. “Even now, no na-
tional body has a director for 
NHS workforce. What does that 
say?” said Restell.

“National leaders and plan-
ners must take staff with them 
and talk to trade unions before 
hard decisions are made,” he 
added. “If they don’t, there are 
much higher risks of a demo-
tivated workforce, resistant to 
change, and of more industrial 
action, nationally and locally. 
The junior doctors’ dispute tells 

us all we need to know about 
these risks to patient care.” 

Restell also warned that 
further cuts could leave the 
department and other arm’s-
length bodies like NHS England 
unable to support the NHS 
through the next five years. 
“The DH, for example, will lose 
a third of its staff, on top of 
years of cuts. National bodies 
cut to the bone are a serious 
risk to delivering the govern-
ment’s plans,” he said.

Read the Department of Health’s Shared 
Delivery Plan: 2015 to 2020 at bit.ly/
hcm2901.

Department of Health

Whitehall must “pay more attention” to NHS staff
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Northamptonshire County Council’s director of public health, Akeem Ali, 
speaking at the launch of First For Wellbeing in December 2015.

Late last year, public services in 
Northamptonshire came together 
to set up a groundbreaking social 
enterprise – a brand new organisa-
tion called First For Wellbeing.

Created as a partnership between 
Northamptonshire County Council, 
Northamptonshire Healthcare NHS 
Foundation Trust and the University 
of Northampton, the new commu-
nity interest company (CIC) will 
open for business in April, giving 
Northamptonshire’s residents a one-
stop shop for improving their health 
and wellbeing. With an expected 
turnover of at least £30m, it will be 
the biggest CIC in the region.

According to the council’s director of 
public health, Akeem Ali, the compa-
ny will offer a “tell your story once” 
approach, giving residents across 
the county an online or face-to-face 
wellbeing assessment as well as 
easier access to integrated preventa-
tive services.

First for Wellbeing will offer a 
range of services from the NHS, as 
well as the voluntary and private 
sectors. They include smoking ces-
sation clinics, help with weight 
management, debt advice, befriend-
ing services, and support for people 
who want to become more physi-
cally active or improve their literacy. 
The partners used an online wellbe-
ing survey to gauge residents’ views 
on what services they should offer.

Other options – including a con-
ventional profit-making company 
and a charity – were examined, but 
the three partners chose the commu-
nity interest company model because 
it would put the community at the 
heart of the project. “This is not about 
generating profits unless those profits 
are put back into community ser-
vices,” Ali explains. “A CIC is a simple, 
legal, straightforward way for the 
community to get involved.”

Ali hopes First for Wellbeing will 
be a “trailblazer” for bringing all 
public health services under one 
umbrella. But he admits it has taken 
a great deal of energy to get staff 
from the council, the NHS and the 
university – who will be transferred 
into the new organisation – behind 
the idea. 

“We’re blending three organi-
sations that have three distinct 
cultures and who at the moment 
are all governed by different rules, 
and this is something we want to 
change... it’s a lot easier to work to-
gether under one banner,” he says.

Ali says it was important to have 
the university as a partner because 
it could bring scientific research and 
academic rigour to the public health 
and wellness agenda.

Angela Hillery, chief executive of 
the Northamptonshire trust, says the 
new company will be able to look at 
local people’s needs holistically and 
put preventative healthcare at the 
heart of services. 

“In the past we have had 

several stand-alone services includ-
ing smoking cessation, low-level 
mental health and weight manage-
ment across different providers. 
Every time someone needed to 
access one of these services they 
would have to tell their story again,” 
she explains. “First for Wellbeing 
allows people to tell their story once 
and have all their needs assessed at 
the same time. It also allows us to 
work closely with our partners to 
combine the expertise of the NHS, 
local authority and academia.”

Councillor Robin Brown, 
Northamptonshire council’s cabi-
net member for health, says the 
launch of the new company marks 
a fundamental change in the way 
the council supports the health and 
wellbeing of the county’s popula-
tion. “Partnership working provides 
enormous opportunities and ben-
efits to residents and this remains a 
strong driving force behind the new 
company,” he adds. 

Helen Mooney

inpublic

First For Wellbeing, Northamptonshire 

“We blend the expertise 
of the council, the NHS 
and academia. People 
can tell their story once 
and have all their needs 

assessed.”
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Redundancy

Treasury threatens new 
cuts to exit pay

MiP has warned that fur-
ther cuts in public sector 
redundancy pay will un-
dermine staff confidence 
in NHS employment con-
ditions, coming on top of 
the sweeping changes to 
NHS redundancy terms 
introduced last year.

In a consultation paper 
published in February, the 
Treasury proposed limiting 
redundancy payments to 
15 months salary, reduc-
ing exit payments to three 
weeks pay for each year 
of service and extending 
the salary cap of £80,000 
for calculating redun-
dancy pay – imposed on 
the NHS in 2015 – to other 
parts of the public sector. 
It also suggested ‘tapering’ 
lump-sum compensation 
payments as employees get 
closer to retirement age. 

MiP chief executive 
Jon Restell said: “The 
Department of Health and 
NHS trade unions negoti-
ated big changes to NHS 
redundancy terms last 
year. More change so soon 
will just destroy confidence 
among NHS staff that they 
work to a stable set of terms 
and conditions.”

He urged ministers to 
concentrate on avoiding 
making public servants 
unemployed rather than 
squeezing small savings 
from people set to lose 
their jobs. “Patients want 
to know how the govern-
ment will keep people 
with the right skills to 
treat them, not how it will 
shave a few per cent off 
redundancy payments. 

But there’s not one word 
about avoiding redundan-
cies, about retaining key 
skills, about effective rede-
ployment of staff at risk of 
being made unemployed. 
In short, there’s nothing on 
how to make real savings.

‘‘If the Treasury wants to 
be the HR department of 
the nation’s public servic-
es, it needs to start acting 
like one,” he added. “Better 

still it should leave em-
ployment conditions to the 
public services themselves 
and their staff unions.” 

Unison claims the pro-
posed cuts could hit NHS 
staff earning as little as 
£25,000 a year. “The very 
least that ministers should 
do is pay those they’re 
booting out of work the 
redundancy money they’re 
owed, rather than chang-
ing the rules to hit people 
who have given their com-
munities and our country 
decades of service,” said 
Unison general secretary 
Dave Prentis. 

MiP will respond to the 
consultation by the closing 
date of 3 May 2016.

Read or download the Treasury 
document, Consultation on reforms 
to public sector exit payments, at  
bit.ly/hcm2902. 

Trade union bill

UN and government 
adviser join attack on 
new union laws

The government’s controversial 
trade union bill was dealt a double 
blow after a United Nations body 
warned it could contravene inter-
national labour law and a former 
government adviser said it could 
inflame industrial disputes.

The International Labour 
Organisation (ILO) said parts of 
the bill, currently going through 
the House of Lords, should be re-
drafted to lift the ban on online 
strike ballots and permit the use of 
agency staff to replace strikers only 
in “essential services” such as fire 
fighting and health.

The ILO also raised concerns 
about the proposed 50% turnout 
threshold for strike ballots and 
moves to require union members 
to opt in to political funds, rather 
than opt out as at present. 

The bill was also attacked by 
Bruce Carr QC (pictured left), ap-
pointed by the government to 
review UK strike laws in 2013. Carr, 
who complained at the time that 
his review was forced “to operate in 
a progressively politicised environ-
ment”, said it was “understandable” 
that the bill was seen by many as 
“an exercise in settling old scores”.

In a blog, Carr claimed the 
bill could lead to an increase 
in so-called ‘leverage tactics’ in 

industrial disputes, such as lobby-
ing suppliers and customers and 
demonstrations at the homes of 
shareholders and directors. 

“The irony of the present Bill 
is that if anything, it is likely to 
increase the use of leverage cam-
paigns as unions seek to avoid 
what they see as the unfairness of a 
collection of measures which erode 
both the lawfulness and the impact 
of strike action,” Carr wrote. 

Carr also dismissed government 
claims that electronic balloting 
was a security risk. “If the trade 
unions are correct that electronic 
voting would increase voter turn-
out, what could be the objection 
to it? Surely this would have the 
effect of extending the democratic 
process within the ranks of union 
members?”

Unison general secretary Dave 
Prentis (pictured right) said: 
“When even the person they 
charged with reviewing industrial 
action has so much criticism for 
such a bill, surely [the govern-
ment] must realise they have gone 
too far – and withdraw this ri-
diculous and vicious attack on our 
movement before it becomes law.”
Read the ILO’s 2016 report on international 
labour standards at bit.ly/hcm2904 and Bruce 
Carr’s blog at bit.ly/hcm2905.

“More change 
so soon will 
just destroy 
confidence 

among NHS 
staff.”



  healthcare manager  |  issue 29  | spring 2016 9

MANAGEMENT

comment
Nigel Edwards  
Chief executive, The Nuffield Trust

Leadership has received a lot of 
attention and it’s become a cliché 
to say it’s an important part of any 
change programme. We have also 
been told that we need to move 
from management to leadership 
– rather as the celebrated man-
agement thinker Peter Drucker 
said we needed to shift from ad-
ministration to management 30 
years ago. I do think leadership 
is important, but I’m concerned 
that the obsession with it has ob-
scured the very important task of 
effective administration and man-
agement. 

There is no point in being a great 
leader if you do not have the ability to 
execute your ideas, especially if you are 
trying to change a system which is not 
stable or performing reliably. Research 
also tells us that the quality of one’s im-
mediate line manager is an important de-
terminant of staff wellbeing and morale.

Management has a much less clear 
definition than leadership. Management 
tasks and roles may be carried out by 
non-managerial staff, and some people 
doing managerial jobs may not even see 
themselves as managers. 

The term ‘middle manager’ covers a 
very wide range of responsibilities and 
budgets. What they do and how they 
spend their time at work is similarly di-
verse. So too are the pathways to man-
agement, with many people finding their 
way from clinical roles, others working 
their way up from clerical or admin jobs, 
and some coming in through more for-
mal routes. This may partly explain why 
middle managers have received less at-

tention than the more glamorous area of 
leadership. I think we need to do more 
to support and develop this important 
group of people. 

Firstly, there is not enough recognition 
that technical knowledge is important. 
Interestingly, people who lead hospital 
groups tend to be experts in running 
groups of organisations but take great 
care to ensure that the hospital manag-
ers are real operational experts. I think 
the myth that management is a ge-
neric skill, which does not require deep 
knowledge of the functions, processes 
and people issues involved, is a result 
of over-emphasising the importance of 
leadership. Leadership stresses personal 
competences and behaviours, and tends 
to down-play technical knowledge. 

From this it follows that training and 
development for management roles is 
vital. Many skills do have to be acquired 
on the job, but that requires appropriate 
supervision, time for reflection and peer 
support, which many people in man-
agement roles don’t receive. 

We also need to consider the design 
of jobs and how they fit into the organi-
sation’s structure. Research has shown 
that many job roles are poorly defined, 
overlap with others and do not have 
clear objectives. When combined with 
poor appraisal, this is not a good recipe 
for an effective organisation. 

I have been involved with work on the 
emergency care system for many years 
and one of the things I’ve learned is that 
performance is the result of rigorous 
attention to detail to ensure the continu-
ous, flawless operation of a large num-
ber of different interlocking systems. 
Fire fighting and crisis management are 
exciting and NHS managers are very 
good at them, but the unglamorous job 
of making things work is where the real 
action needs to be. 

The final area I would highlight is 
what I would call the ‘epidemic of as-
surance’. Checking, ensuring some-
one (preferably someone else) can 
be blamed when things go wrong, 
and diverting people from the job to 
complete forms, join conference calls 
and engage in other non-value-adding 
work, is a feature of NHS life we take 
for granted. Viewed from the outside, 
it looks strange, dysfunctional and ir-
rational.

I think supporting middle managers 
– whoever they are – is a key priority. 
Creating more peer support and a con-
versation within and between organisa-
tions could achieve some of this, but we 
will also need to invest in development 
and support. Without this, leaders can 
lead but it will be difficult to follow them 
effectively. .

We need managers as well as leaders 
“Fire fighting and 

crisis management 
are exciting, but the 
unglamorous job of 

making things work is 
where the real action 

needs to be.”
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One evening in April 2010, Kam-
ran Uzzaman, a 20-year-old pa-
tient on Roman Ward, a mental 
health facility run by East London 
Foundation Trust (ELFT), slipped 
into the room occupied by Prodib 
Debnath and killed the 31-year-old 
expectant father by stamping on 
his head. At his trial in May 2011, 
one psychiatrist described Uzza-
man as “one of the most mentally 
unwell patients I’ve ever seen”.

The killing of one mental health pa-
tient by another is fantastically rare 
– on average it happens once every 
17 years in England. But within a year 
Roman Ward had seen another patient 
commit suicide with a plastic bag and 
a third die unexpectedly from natu-
ral causes. These three tragic deaths 
sparked a remarkable improvement 
drive founded on boosting the engage-
ment and wellbeing of the trust’s staff. 

“We really questioned our own roles 
as leaders,” says the trust’s director 
of corporate affairs, Mason Fitzgerald. 
“I was probably one of the most guilty 
people. I was sitting in my office think-
ing I was doing lots of very important 
things, but I wasn’t really. What’s really 
important is making sure we under-
stand the issues staff are going through 
on a daily basis.”

East London in 2010 was no Mid-
Staffs. It was meeting its national targets 

and was rated around the middle of the 
pack for London mental health trusts. 
But a closer look uncovered multiple 
problems on Roman Ward: key posts 
left vacant, high sickness absence rates 
and abnormally few incidents, suggest-
ing problems were not being reported 
through the formal channels.

“There was perhaps a culture that the 
board were worried about finances and 
performance targets and not as con-
cerned about quality and safety,” says 
Fitzgerald. “Of course, we thought we 
were worried about quality and safety.” 

In the last five years, ELFT has 
become a leading exponent of using 
staff engagement to improve quality, job 

When it comes to staff engagement, everyone talks the talk, but 
East London Foundation Trust is one of the few to walk the walk. 
Craig Ryan headed for Whitechapel to find out how they do it.

satisfaction and patient safety. In 2014, 
it came top among mental health trusts 
for staff engagement and was named by 
the HSJ as one of the ten best places 
to work in the NHS. Last year, it picked 
up the HSJ Award for staff engagement, 
sponsored by MiP and Unison. 

“I can see that when staff are well sup-
ported and given the chance to develop 
it leads to better engagement between 
staff and service users,” says one pa-
tient who has worked on developing the 
trust’s Quality Improvement programme. 

The roll-call of initiatives is familiar: a 
culture of ‘listening and learning’ from 
staff; reducing the gap between ward 
and board with executive ‘walkabouts’; 

STAFF ENGAGEMENT

East London Foundation Trust offers development schemes for staff at all levels 
and across all disciplines.
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continuous improvement through team-
work; development schemes for people 
in all disciplines; coaching and mentoring 
from inside and outside the trust; and in-
vesting in communications technology to 
encourage open, honest feedback.

But a list of initiatives is one thing, de-
livering sustained and tangible improve-
ment is another. The 2015 NHS staff 
survey found that almost half the people 
working for the NHS don’t feel valued 
by their organisation and wouldn’t rec-
ommend it as a place to work. Effective 
staff engagement is hard. If it wasn’t, 
everyone would be doing it. 

“Leaders need to ensure trust, fair-
ness and inclusiveness throughout the 
organisation,” explains Michael West, 
professor of organisational psychology 
at Lancaster University, who has worked 
with ELFT. For leaders personally, this 
boils down to “listening with fascination 
to staff, understanding their work chal-
lenges, being empathic and taking intel-
ligent action to help them,” he says.

East London FT encourages staff to 
be “courageously curious”, says trust 
chair Marie Gabriel. “Our leaders ac-
tively empower our staff and patients to 
be brave and to constructively challenge 
our decision-making as a board – with 
no fear of negative consequences.”

That can be near impossible in a 
failing organisation. “Operationally, 
you have to be pretty decent,” agrees 
Fitzgerald. “It’s really hard for leaders 
to get out and engage with staff if your 
finances are out of order, if you’re miss-
ing your national targets, if you’ve got 
commissioners and regulators breath-
ing down your neck.” He advises strug-
gling organisations to “pick two or 
three really important things and focus 
on them. I always despair when I see 
an action plan that’s 20 or 30 pages 
long, looking at every indicator.”

Fitzgerald says East London learned a 
lot from working with the Oxleas mental 
health trust across the Thames in Dart-
ford. “They’re the benchmark. What’s 
quite remarkable is their consistency [in 
staff engagement scores] across differ-
ent parts of the organisation and differ-
ent demographics – we still have quite a 
lot of variation.”

One area of “variation” is discrimina-
tion. “ELFT have made great progress, 
but a stronger focus on workplace 
trust, fairness and justice – dealing par-
ticularly with high levels of reported 
discrimination against BME staff – is 
needed,” says West. 

“It’s something we’re still trying to 
understand,” adds Fitzgerald. Tack-
ling violence and aggression towards 
staff has reduced discrimination from 
patients. “But with discrimination from 
managers and colleagues, we’ve not 
made so much progress,” he admits. 
He refers to a young black nurse who 
recently reported being racially abused 
by a patient. “He didn’t feel that his 
team and management supported him 
as we should’ve done. So he felt dis-
criminated against by the organisation 
as well,” Fitzgerald explains. 

Unison’s Margaret Brown, ELFT staff 
side chair, agrees the trust’s good inten-
tions aren’t always matched by prac-
tice on the ground. “I’ve experienced 
managers and service directors who are 
empathic, supportive and engage staff 
in service review and development. But 
there are others with a didactic, auto-
cratic, top-down approach.”

Nevertheless, Fitzgerald sees the 
strong tradition of partnership working 
with unions at the trust as a big asset. 
“We have our arguments but it’s fantas-
tic the work that’s done in that working 
environment,” he says. 

When 100 staff were threatened 
by redundancy last year, managers 
worked with unions to redeploy almost 
all of them. “To have done all that and 

still have these [staff engagement] 
scores is a testament to staff side and 
how they support their members, and 
how they tell us when we’re going 
wrong,” says Fitzgerald.

Problems with a recent review of 
psychology services were down to the 
board ignoring union concerns, for 
what “seemed like good reasons at the 
time,” he says. “But it made the overall 
outcomes worse for everyone. The vast 
majority of the time, if they come to talk 
to us, we listen.”

There are few tougher briefs than 
running mental health services in East 
London, with its complex patchwork of 
ethnic communities, widespread dep-
rivation, mobile population and fierce 
competition for resources. But ELFT 
is one of the NHS’s everyday success 
stories, a vital but unglamorous service 
which has been turned around by the 
efforts of its staff and management – not 
because it got a kicking from the CQC.

There are also lessons for how the 
NHS can learn from its failures. After the 
tragedies in 2010 and 2011, there was 
no clear-out of the board and no witch-
hunt looking for people to blame – just 
hard, painstaking work to make the trust 
a better place to work and to care for 
patients. 

“It came from our feeling that we had 
failed those staff and those families,” 
says Fitzgerald. “In the end you have to 
do it because you think you need to.” .

Craig Ryan (@CraigA_Ryan) is a 
writer and acting editor of Healthcare 
Manager. 

STAFF ENGAGEMENT

A zumba session at ELFT – one of a number of activities aimed at improving staff 
health and wellbeing at the trust.
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the week.
 “There does need to be a sense that 

we are all in this together with frontline 
staff and, indeed, the public,” he says, 
and to preserve this feeling, reforms are 
needed. “I don’t think the cause is 
advanced when criticism can be made 
of redundancy, expenses or revolving 
doors.”

Stevens is particularly keen on 
working with young people coming into 
NHS management, claiming that the 
NHS graduate management scheme is 
still among the most popular in the 
country. Working with trainees “puts 
you in touch with your inner 22-year-
old,” he says. “You think back to the 
reasons why it is such an attractive 
thing to do… Perhaps the proof of the 
pudding is that some of the most 
committed and brightest young people 
want to become – and do become – 
NHS managers.”

There was speculation that 
Stevens would resign last 
November if George Osborne’s 
spending review failed the ‘five tests’ 
Stevens set for meeting the NHS’s 
needs. “That’s not a threat I made,” he 
insists. “But I set out the stall very 
publicly and said, having been very 
clear about my criteria, I would be very 
clear about whether they were met.”

So does he think Osborne’s 

Simon Stevens knew running the NHS in England was going 
to be tough, but was he ready for this? He speaks to Alison 
Moore about funding, reshaping health and social care for the 
21st century and his personal crusade against obesity.

INTERVIEW: SIMON STEVENS

When Simon Stevens returned 
from America to lead NHS 
England two years ago, many 
managers saw him as someone 
who understood the NHS and 
could lead it through choppy 
waters. 

Two years on, those choppy waters 
have been whipped up by a force ten 
storm. But in NHS England’s offices in 
south London, Stevens remains 
upbeat. His body language is relaxed 
and he continues to show passion for 
the job and a firm grasp of the detail.

The good news is that Stevens 
thinks highly of NHS managers, quoting 
the celebrated industrialist John Harvey 
Jones’s claim that the Victorians would 
be putting up statues to NHS managers 
as they did for engineers and civic 
leaders. The bad news is that there’s 
little prospect of pay rises to come and 
the Carter review is likely to lead to 
even more scrutiny of providers’ 
management costs. Managers will have 
to develop a new style of leadership 
and work in different ways. 

“The reason most of us came into 
NHS management was that we believe 
in what the NHS represents and the 
importance of effective leadership in 
driving improvements in care,” he says. 
“It’s easy for that fundamental reality to 
be obscured, but that’s what NHS 
managers bring to work every day of 

settlement passed the five tests? Only 
in part. His request for new money to 
be front-loaded was met, as were his 
demands for political support for 
“realistic but broad” reforms, and for 
new demands on the NHS to be 
aligned with when the new money 
becomes available. 

But Stevens admits his requirement 
for investment in social care has not yet 
been met and remains “unresolved 
business”. While he welcomes the 
“back-loaded” £1.5bn new money for 
the Better Care Fund, Stevens insists a 
new consensus on integrating health 
and social care needs to be in place by 
2018. He also says the jury is still out 
on public health, where much will 
depend on the success of the 
government”s obesity strategy.

What will not happen under the Five 
Year Forward View (5YFV), Stevens’s 
blueprint for NHS up to 2020, is more 
organisational change. “However 
imperfect the particular arrangements 
may be at any particular point of time, 
it doesn’t matter what national 
architecture you choose,” he says. 
“There’s no right answer, but there is a 
wrong answer – and that is changing 
your mind.”

While many will be delighted by this 
promise of organisational stability, the 
number of NHS managers in provider 
organisations is unlikely to remain 
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stable. Lord Carter has proposed that 
many trusts make significant 
management cuts, with a new cap of 
7% of total costs by 2018, tightening to 
6% by 2020.

“It’s worth reminding people that we 
probably have the leanest [healthcare] 
management infrastructure of any 
industrialised country already,” says 
Stevens, adding that CCGs and NHS 
national bodies have made major cuts 
in the last few years. “I don’t think that 
distracts from what I understand to be 
Pat Carter’s findings on provider 

management costs, which is that there 
is a pretty big spread.”

He suggests, it’s “not unreasonable” to 
ask “why the variation exists and whether 
that’s reasonable or not… it would be 
wrong for operational managers not to 
also think in the same terms that we are 
thinking across the NHS.”

Shifting the “institutional 
mindset” which has dominated 
the NHS for the last 25 years, will 
be one of the biggest challenges for 
NHS leaders, he says. As the emphasis 

shifts from improving routine surgery 
and waiting times towards managing 
long-term conditions, Stevens wants to 
see “triple integration” between 
physical and mental health, hospitals 
and primary care services, and social 
care and the NHS. And with most of 
the new NHS money coming through 
the sustainability and transformation 
fund, Stevens warns that funding will 
largely be decided by the quality of the 
shared plans for geographical areas 
due to be drawn up this summer.

“We need to take a more 
geographical view, to say what are we 
trying to do in Devon, or what is the 
right answer for the North East, or what 
are we trying to do for conurbations 
around the West Midlands? That is 
really quite a profound leadership 
challenge,” he says. “If people don’t 
come together and answer the 
questions that have been brushed 
under the carpet for years on end, they 
won’t get their share of the money.” 

Stevens suggests modelling this 
collaborative approach on what has 
happened at the top of the NHS. The 
5YFV, for example, was not just an 
NHS England product, but the 
collective view of NHS leaders from 
many national organisations. He wants 
the NHS to “explicitly” show chief 
executives that “collaborative 
behaviours” will be rewarded – as 
opposed to behaviour aimed at topline 
growth and expansion, which tended to 
be recognised in the past. “At points, 
that has indeed been a legitimate 
approach,” he says. “But for the 
challenges that face us now, that is 
unlikely to be the right answer.”

The small number of failing trusts 
– those in special measures, or with 
serious financial or quality problems 
– present particular management 
challenges, he says. “If you are the 
chief executive of one of these you 
must feel like a dog being wagged by 
many tails, whether it’s inspection, the 
training requirements for junior doctors 
or recruiting and retaining staff.” 

He is clear that simply bringing in 
new management teams is not the 
answer. He suggests some smaller 

“If people don’t come 
together and answer 
the questions that 
have been brushed 
under the carpet for 
years on end, they 
won’t get their share 
of the money.”
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hospitals need to reinvent the clinical 
model, especially with respect to 
medical specialties, and change 
relationships with primary care.

He does not rule out service changes 
but says mergers and closures are not 
always the answer, especially as many 
struggling trusts are coastal or in 
remote areas and need to continue to 
provide a range of acute services. 
“Other countries have found ways of 
producing clinically-viable, high-quality 
and financially-sustainable small 
hospitals,” he adds. “That’s not just a 
question of merging with your next 
door neighbour, because for some of 
them there isn’t a next door neighbour. 
There is a huge job of work to be done 
to reimagine what is a viable, smaller 
acute hospital.”

Stevens blames much of the 
current financial pressure on the 
growing use of agency staff – a 
problem he attributes to the cuts in 
nurse training places five years ago, 
restrictions on overseas recruitment 
(now partially lifted), and the post-
Francis focus on minimum staff 
numbers and its enforcement by the 
Care Quality Commission. 

“Put these things together and it’s not 
surprising at all that we’ve seen this 
massive increase in temporary staffing 
costs,” he says, warning the bill could 
reach £4bn this year. 

The NHS now needs to act 
collectively and avoid “being taken for 
a ride,” he says. “Each individual trust 
had been left to sink or swim. We have 
not been harnessing the ‘N’ in National 
Health Services, and saying: ‘we will 
not be picked off one by one’. We are 
wasting an enormous amount of money 
which could be far better spent… The 
opportunity cost of NHS managers not 
tackling these issues is enormous.”

Stevens’s passion for tackling 
obesity is well known, but his ambitions 
go far beyond encouraging NHS staff 
to eat more healthily. Does he see a 
slimmer country as his legacy? “We 
know that obesity is a great threat to 
our health as grown ups and kids,” he 
says. “There’s no magic wand but 

there’s a series of things which can be 
done to wind the clock back. There is 
nothing God-given about this.”

The NHS, as Europe’s largest 
employer, has a big role to play, he says. 
He plans to create explicit financial 
incentives for NHS employers to invest 
in staff health and wellbeing, beginning 
in 2016-17. “We have, in many cases, 
obesogenic working environments. We 
have stressful conditions. We don’t 
provide tasty, healthy, affordable food 
options for people working night shifts 
– we need to do something about that.” 
Adapting Gandhi’s quote, he adds: “We 
have got to be the change that we want 
to see across the country.”

With coffee shops and convenience 
stores in many hospitals, this looks like 
an uphill struggle. But it can be done, 
Stevens insists, referring to one 
hospital where a major coffee chain 
was persuaded to change its offering 
after talks with a public health director. 

“There are opportunities on a rolling 
basis as contracts come up for 
renewal, but these vendors will see – if 
they are going to win contracts across 
the whole of the NHS they’re going to 
have to change how they operate. In 
just the same way as we would no 
longer tolerate smoking or selling 
cigarettes on NHS premises, we have 

to help with the nudges to reduce the 
obesogenic environment across the 
NHS for staff, visitors and patients.”

Despite taking a considerable pay cut 
when he moved from the US to the UK, 
Stevens volunteered an additional 10% 
reduction on his predecessor’s salary. 
Since then, the challenges facing him 
– including nosediving NHS finances and 
ever-increasing scrutiny of care quality 
– have only grown bigger. Did he think 
the job would be this tough? 

“I came back with my eyes open,” he 
insists. “I”ve spent the bulk of my 27-
year career in health services either in or 
around the NHS. I had a fundamental 
understanding of the challenges in the 
NHS.

“The existential crisis moments in the 
NHS’s history since 1948 have all been a 
function of times when there were crises 
in the British economy. It was pretty clear 
that whoever was the government, it was 
going to be a very difficult time for the 
NHS – but at the same time, 
paradoxically, there was a consensus 
that the NHS needed to change.”

The challenges of guiding the NHS 
through that upheaval – and changing 
the eating habits of a nation – now look 
more daunting than ever. But they are 
the kind of challenges Simon Stevens 
seems to relish. .

INTERVIEW: SIMON STEVENS

“Each individual trust 
had been left to sink 

or swim. We have 
not been harnessing 

the ‘N’ in National 
Health Services, and 

saying: ‘we will not 
be picked off one by 

one’.”
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Tackling these would go a long way 
to resolving the public’s concerns, says 
Sam Crane, head of partnerships and 
networks at Aneurin Bevan University 
Health Board, and MiP’s newly elected 

The UK’s four health services may be going their separate ways, 
but change is a constant everywhere. Ahead of May’s elections 
for the UK’s devolved governments, we asked three local 
journalists to give us the low-down on the big issues for the NHS 
in Scotland, Wales and Northern Ireland.

2016 ELECTIONS

In Wales, birthplace of Aneurin 
Bevan, questioning the found-
ing principles of the NHS is still 

unthinkable. But in the run-up to 
May’s Welsh Assembly elections, 
the challenges of delivering Bev-
an’s vision look more formidable 
than ever.

More money alone won’t fix the 
Welsh NHS’s problems. Faced with 
staff shortages, an ageing popula-
tion and the increasing need to tackle 
complex, multiple long-term condi-
tions, politicians, policy experts, union 
leaders and managers agree that trans-
formational change is urgently needed. 

Unacceptably long waiting lists and 
ambulance delays grab the headlines 
and are clearly the public’s biggest 
concerns. But NHS managers say the 
priorities are integrating health and 
social services, investment in work-
force training and recruitment, and 
improving public health. 

chair. But she admits the path to inte-
gration won’t be easy. Wales’s seven 
Local Health Boards (LHBs), which 
both commission and provide ser-
vices, are not coterminous with its 22 
local authorities. A major reorganisation 
aimed at reducing the number of Welsh 
councils has been stalled by a series of 
messy disputes over mergers.

“The last thing NHS managers need 
now is more re-organisation,” says 
Crane. She thinks Wales is “more likely 
to go down the road of integrated sys-
tems rather than move to integrated 
statutory structures”. 

Fellow MiP committee member Dr 
Gareth Morgan, director of strategic 
partnerships at Hywel Dda Univer-
sity Health Board in Pembrokeshire, 
takes the more controversial view that 
a total reorganisation of health and 
social care is needed. He wants to 
see joint statutory bodies responsi-
ble for joint commissioning in order to 

WALES

Integration is the  
only game in town
Jenny Sims

Unison’s Dawn Bowden: funding problems 
and staff shortages “cannot be ignored” in 
the rush to integration in Wales.
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2016 ELECTIONS

provide more care in the community 
and cut down on “bed blocking”. But 
he doesn’t see it happening any time 
soon. “It’s too complicated,” he admits.

Both Labour and Plaid Cymru are 
strongly committed to pressing ahead 
with integration in some form. Under 
new rules introduced by the Labour-
controlled Assembly Government, 
health boards and councils will be able 
to pool budgets for health and social 
care from April this year. Marcus Long-
ley, director of the Welsh Institute for 
Health and Social Care, and a leading 
advocate of integration, believes this 
could be the answer. “This could mark 
a significant change in the landscape,” 
he says.

Dawn Bowden, Unison’s head of 
health in Wales, agrees “integration 
is the only game in town”, but says 
funding problems and staff shortages 
cannot be ignored. She welcomes the 
extra money for the NHS announced 
in the February budget and the politi-
cal parties’ promises to recruit more 
nurses and doctors. But she wants to 
see improved pay and conditions for all 
NHS staff to tackle staff shortages, and 
parity of pay for care workers in the 
community who do the same work as 
NHS staff.

Conservative claims that the per-
formance of NHS Wales falls short of 
standards in England are likely to fea-
ture in the campaign. But the Welsh 
NHS was given a boost by a recent 
OECD report which found no significant 
difference in performance between the 
four countries of the UK. “Quality is at 
the heart of the Welsh health system,” 
said the OECD. “The commitment by 
staff and the public to the values of 
NHS Wales seems strong.” 

The ‘More Nurses Bill’ – which will 
set safe staffing levels for nurses in 
Welsh hospitals and is likely to receive 
Royal Assent in March – has also won 
praise for the Welsh NHS. Katherine 
Murphy, chief executive of the Patients 
Association, says: “The rest of the NHS 
would benefit from this example of pro-
tecting patients and frontline staff.”

Proof that Nye Bevan’s vision lives 
on – in his homeland, at least. 

April, Scottish health and social care will 
be formally integrated in what SNP min-
isters call “one of the biggest reforms 

COSLA president David O’Neill: Scottish 
councils are unhappy with extra social 
care funds being routed through the NHS.

SCOTLAND

Funding rows 
and turf wars
Tom Freeman

NORTHERN IRELAND

The system  
doesn’t work
Amanda Ferguson

Most analysts agree that the 
health service in Northern 
Ireland needs radical reor-

ganisation, but reform proposals 
are unlikely to emerge before elec-
tions to the Stormont Assembly 
in May. Health spending accounts 
for nearly 50% of Stormont’s £5bn 
block grant and, unlike the rest of 
the UK, it already has a combined 
health and social care system. 

Health minister Simon Hamilton (DUP) 
admits that funding “pressures still per-
sist” and that, with Northern Ireland’s 
ageing population and the challenge of 
tackling unhealthy lifestyles, “the health 
and social care system as currently con-
figured simply isn’t sustainable in the 
face of such sizeable challenges”. 

Following a review by the former 
chief medical officer for England, Sir 

Liam Donaldson, Hamilton appointed 
an international panel of experts to 
draw up plans for remodelling the health 
and social care system. The panel, led 
by Professor Rafael Bengoa from the 
Deusto Business School in Spain, is 
not expected to present its propos-
als to Northern Ireland’s political parties 
before the summer. 

“The prize of our political parties 
working together positively will be the 
realisation of a world class NHS in 
Northern Ireland,” says Hamilton. “That 
will be worth the effort to put aside 
political differences to achieve nothing 
less than the best for all of our people.”

“The model is no longer fit for ser-
vice,” explains Dr George O’Neill, a 
GP, former health department adviser 
and a leading expert on Northern Ire-
land’s health service. “The status quo 

As the biggest item in the 
devolved Scottish bud-
get, health has always 

dominated campaigning for the 
Scottish parliamentary elec-
tions. The 2016 election will be 
no different, but the government 
elected in May will, for the first 
time, have considerable powers 
to raise additional funds, as well 
as a new funding arrangement 
which will loosen ties between 
the spending priorities of Holy-
rood and Westminster.

The junior doctor’s contract is only one 
of many ways in which the NHS north 
and south of the Tweed is diverging. In 
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since the creation of the NHS in 1948”. 
Certainly, in terms of structural reform it’s 
up there with England’s 2012 Health and 
Social Care Act, which set the two coun-
tries on very different paths.

Politically, Scotland enjoys consider-
able cross-party consensus on health. 
All parties publicly endorse the Scottish 
Government’s 2020 vision to shift care 
from the acute sector into the commu-
nity, and recognise integration as an 
important milestone on that journey. 
Even the Scottish Conservatives are 
committed to publicly-owned NHS ser-
vices, although they do want to scrap 
universal free prescriptions. 

In his latest budget, finance secretary 
John Swinney allocated an extra £250m 
for social care within the health budget, 
supposedly as a sweetener for councils 
upset at a £350m cut in their funding. 
But local authority leaders are uncom-
fortable with what they see as a transfer 
of control to NHS managers.

“They’ve given it to the health 

boards,” says David O’Neill, president 
of COSLA, the local councils’ umbrella 
body. “I don’t mind the health service 
getting more money, the health ser-
vice needs more money, but don’t say 
they’re giving it to us when they’re giv-
ing to the health service.” 

At the centre of the row is a bat-
tle for control of the integrated health 
and social care boards, on which NHS 
managers will sit alongside elected 
councillors. A report by the Accounts 
Commission and Audit Scotland in 
December suggested both sides were 
unprepared for the challenges of work-
ing together. They have struggled to 
agree on budgets, complex governance 
arrangements and workforce planning, 
leaving the boards unable to make an 
impact in their first year, the commis-
sion said.

With the centralisation of specialist 
services continuing throughout Scotland, 
service closures will be a prominent elec-
tion issue. Before the official campaign 

had even begun, politicians clashed 
over leaked proposals to close Lightburn 
Hospital in Glasgow and consolidate 
or downgrade the children’s ward at St 
John’s Hospital in Livingston. 

NHS Lothian was accused of delaying 
the findings of a review of St John’s until 
after the election because the findings 
were politically sensitive. A health board 
memo, released through a freedom of 
information request by Labour MSP Neil 
Findlay, seems to recommend delaying 
publication despite the risk of the board 
being seen as “in cahoots” with the 
Scottish government. 

“If we publish sooner, they are all 
drawn in and it also probably becomes a 
major local and media campaign,” said 
the memo.

With relative consensus over the big 
NHS issues, such squabbles are likely 
to be a major feature of the 2016 Holy-
rood campaign.

is unsustainable, undeliverable, under-
funded and unethical, so it has to 
change.”

“In 1911 Lloyd George introduced 
the first insurance scheme for work-
ers and, if he appeared today, he would 
recognise the delivery method hasn’t 
changed. GPs, community and hospi-
tals are sitting in their silos,” he adds. 
While “the illness service we run” con-
sumes nearly half Northern Ireland’s 
budget, O’Neill claims it only “delivers 
18% of health and wellbeing”.

He wants to see a decisive shift 
towards health promotion and dis-
ease prevention, on which Stormont 
now spends less than 2% of its bud-
get. “We’re counting numbers instead 
of looking at value based outcomes,” 
he says.

Unison’s regional secretary in North-
ern Ireland, Patricia McKeown, blames 
Northern Ireland’s “dysfunctional” 
internal market system and lack of 
investment. “The system doesn’t work,” 
she says bluntly. “We have a system 
which has been subject to 6% cuts year-
on-year for many years, yet you get a 
large amount of spin about the health 

budget being protected, which it’s not.”
She warns that managers are leav-

ing health and social care because they 
feel “disempowered” by the system. 
“It’s not a happy ship. A very large num-
ber of managers are disempowered as 
it’s hard to determine who is actually 
responsible for taking decisions. That 
lack of clarity has caused dysfunction to 
permeate right through the system and 
dedicated, committed managers have 
walked away as they felt they couldn’t 
deliver the job.”

O’Neill agrees managers have a key 
role in delivering reform. “[There is] no 
point in having good doctors, nurses, 
social workers, without good manag-
ers. We need good managers, we can’t 
do without them.” But he warns that 
many clinicians are sceptical about 
change being led by non-clinical man-
agers: “It’s very difficult for clinicians to 
accept people who do not operate at 
the coal face, who do not see patients 
and service users, making decisions for 
systems.”

Experts also doubt that Northern Ire-
land’s population of 1.8m can support 
a complex system of four health and 

social care boards and six trusts. The 
Donaldson review concluded that North-
ern Ireland had too many hospitals and 
expertise was too thinly spread across 
the region. O’Neill agrees. “There are too 
many trusts. We need services aimed at 
improving outcomes for people,” he says.

McKeown hopes that Bengoa’s panel 
will offer an opportunity to reshape the 
system. “We have a chance. But we 
can’t ignore what Donaldson… said 
about our healthcare system, including 
how to look after the people working in 
it,” she says. .

George O’Neill: Northern Ireland’s health 
and care system is “unsustainable, unde-
liverable, underfunded and unethical”.
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All NHS managers know that 
their number one priority 
is providing quality clinical 

services that represent value for 
money to the taxpayer. But com-
missioners and providers of NHS-
funded services are increasingly 
recognising that, particularly in 
this age of austerity, they have a 
bigger role to play.

As well as delivering top qual-
ity services, healthcare providers – 
whether public, private or from the 
third sector – can make a positive 
contribution to the social, political, 
economic and environmental fabric 
of their communities. In his hugely 
influential 1997 book Creating Public 
Value: Strategic Management in Gov-
ernment, Harvard professor Mark 
Moore urged public sector manag-
ers to see themselves as “explorers”, 
“moral leaders” and “innovators” who 
“seek to discover, define, and pro-
duce public value”. 

Did you know that this approach is 
actually a legal obligation for all com-
missioners of public services, includ-
ing healthcare? The Public Services 
(Social Value) Act 2012 requires com-
missioners to consider “how what is 
being proposed might improve the 
economic, social and environmental 
wellbeing of the relevant area”, and 
“how, in conducting the process of 
procurement, it might act with a view 

to securing that improvement”.
It may have been on a slow-burn in 

the NHS, but commissioners and pro-
viders alike are now adopting a public 
value approach. The 2012 Act recog-
nised that procurement was an im-
portant vehicle. As part of the tender 
evaluation process, commissioners 
are starting require providers to show 
what they will do to deliver broader 
social benefits. In turn, providers 
are increasingly aware that they can 
make a real contribution to their local 
communities beyond the delivery of 
excellent services. 

One recent tender exercise in 
which we were involved revealed that 
private and public sector providers 
already had, or had plans for, a whole 
range of social initiatives, including: 

 ■ paying the living wage 
 ■ creating local jobs
 ■ apprenticeships and graduate train-

ing schemes 
 ■ supporting national and local 

charities through salary sacrifice 
schemes or staff volunteer days

 ■ buying more goods and services 
locally

 ■ investing a proportion of their sur-
plus or profit in the local community

 ■ carbon reduction schemes, includ-
ing encouraging staff to use public 
transport or to cycle to work 

But promises are not enough. As part 

Healthcare management should be about more than meeting 
targets and cutting costs, says Alan Turrell. Managers need to 
deliver services that strengthen their communities.

of contract management, commis-
sioners need to ensure that providers 
are actually doing what they said they 
would; and, just as importantly, they 
should try to measure the impact. This 
is the most challenging part – meas-
uring the impact of such schemes in 
both quantitative and qualitative terms 
is notoriously difficult, although some 
progress has been made with the de-
velopment of ‘social return on invest-
ment’ metrics. 

At this stage, one simple approach 
is to require providers to record the 
progress and contribution they have 
made. At Walsall CCG, we will be 
asking all providers, whether or not 
they won their contracts through 
formal procurement procedures, to 
submit an annual Public Value Ac-
count alongside their Quality Account. 
As well as setting out the specific 
social, economic and environmental 
initiatives they have undertaken, we 
ask them to explain how the organi-
sation’s values are compatible with 
our public value approach and any 
relevant policies they have adopted. 

Commitments to delivering 
public value need to be embed-
ded into the organisation’s culture 
and strategy in order to be effective. 
At Walsall CCG, “delivering public 
value” has been adopted as one of 
our core values, and one of our four 

PUBLIC VALUE
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strategic objectives is “securing best 
value for the Walsall pound and deliv-
ering public value”. We have briefed 
all staff on our approach, and “the 
degree to which a service or treat-
ment will deliver broader social, eco-
nomic, and environment impact on 
the community” is one of the criteria 
in both the prioritisation process and 
our ethical commissioning framework. 

Of course, imposing these re-
quirements on providers must go 
hand-in-hand with commissioning 
organisations setting an example 
by adopting such polices for them-
selves and their own staff. The range 
of initiatives is similar: apprenticeship 
schemes, using local suppliers, in-
centivising staff to do community and 
voluntary work, and adopting energy 
saving schemes are all legitimate 
ways of showing that the organisation 
is taking this seriously.

As we develop our public value ap-
proach, the next step could be for 
NHS organisations to take a lead 
from some local authorities and adopt 
more “hard and fast” social and eco-
nomic policies. These might include 
only contracting with companies that 
pay the living wage, not allowing 

zero hours contracts or insisting that 
a percentage of profits be invested 
in local charities. Many NHS organi-
sations might shy away from such 
policies, fearing that they are too 
politically controversial. But if they 
do put these issues on the agenda, 
they will be taking a step in the right 
direction.

A clear political benefit of a 
public value approach is that it 
helps to promote a public service 
ethos among private sector provid-
ers. By adopting a broader definition 
of value beyond price, it gives some 
comfort to people who fear that the 
NHS is being “privatised” by the in-
creasing use of private sector pro-
viders. A social value approach also 
resonates with the philosophy of the 
third sector and can be a way of bring-
ing charities and social enterprises 
into the mainstream of healthcare pro-
vision. At Walsall CCG, for example, 
the first Public Value Account submit-
ted by the provider of our in-patient 
hospice facility, St Giles Hospice, 
explained how the extensive use of 
voluntary staff was promoting co-pro-
duction, how the opening of charity 

shops was creating local employment, 
and how numerous fundraising events 
had helped the charity to engage with 
the community.

In the current climate much em-
phasis will inevitably be placed on 
delivering more for less through new 
models of care. But in the long term, 
a public value approach will help to 
create more socially engaged, eco-
nomically strong and environmen-
tally friendly communities which, in 
turn, could have a beneficial impact 
on health and wellbeing. In time, 
this could significantly reduce the 
demand on over-stretched NHS 
resources.

By adopting public value strategy, 
NHS managers will broaden their 
sphere of influence, and may even 
win the respect of their local popu-
lations for having the vision to rec-
ognise that healthcare management 
is about more than providing good 
quality services — it’s also about pro-
moting healthy, prosperous and sus-
tainable communities. .

Alan Turrell is programme director for 
contracting, procurement and QIPP at 
Walsall Clinical Commissioning Group, 
and an MiP link member.

PUBLIC VALUE
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David Robinson explores the implications for healthcare 
managers of the Maidstone corporate manslaughter case.

MANSLAUGHTER

At the time when most hospital 
wards were taking down 
Christmas decorations and 
A&E departments were battling 
through the busiest time of the 
year, Maidstone and Tunbridge 
Wells NHS Trust was facing 
the challenge of being the first 
healthcare provider to be charged 
with corporate manslaughter. 
Although the trial collapsed after 
just two weeks due to insufficient 
evidence, the case remains a 
stark warning to all healthcare 
managers. 

The Corporate Manslaughter and 
Corporate Homicide Act 2007 came 
into force in April 2008 and was in-
tended to make organisations account-
able for serious management failings. 
The act removed the need to identify a 
senior individual who could be held to 
account for an offence of “gross negli-
gence manslaughter”.

Corporate manslaughter is com-
mitted when a relevant organisation 
causes someone’s death through “the 
way its activities are managed and or-
ganised”, and when this amounts to 
“a gross breach of a relevant duty of 
care owed by the organisation to the 
deceased”.

Healthcare organisations owe pa-
tients a duty of care and that includes 
managing and organising their services 
in a safe and, where possible, con-
trolled way. This duty is wide-ranging 
and can cover staffing levels, training, 
organisational structures and supervi-
sion, resources and equipment, and the 
condition of premises.

To give a topical example, strike 
action by junior doctors could make 
healthcare managers vulnerable under 

the Act. If deaths occur because of 
insufficient staffing, responsibility will 
fall squarely on the NHS trust, as the 
British Medical Association has given 
notice for trusts to re-arrange appoint-
ments or treatments.

What amounts to a “gross” breach is 
largely subjective. The Act expects the 
jury to decide “how serious the failure 
was” and “how much of a risk of death 
it posed”. However, the Act does allow 
juries to assess existing policies, health 
and safety guidance, accepted prac-
tices and other relevant documentary 
evidence in reaching a conclusion. So 
it’s vital that such documents are kept 
clear, simple and up-to-date.

The Act gives partial exemption 
from corporate manslaughter charges 
for services operating in “emergency 
circumstances” – defined as “circum-
stances that are present or imminent 
and are causing, or are likely to cause, 
serious harm or a worsening of such 
harm, or are likely to cause the death of 
a person”. However, healthcare provid-
ers, including ambulance trusts, should 
not be lulled into a false sense of secu-
rity: the exemption does not apply to 
medical treatment being provided in an 
emergency, except for the process of 
triage and assessing the order in which 
patients should be treated.

On 1 September 2011 the scope of 
the Act was extended to include organ-
isations which detain people, includ-
ing mental health patients. This places 
a significant requirement on mental 
health trusts to make sure they man-
age and organise their services to be 
compliant. 

Managers should hold regular audits 
of their safety management systems. 
These should be wide-ranging and 
include staff at all levels – managers 
need to know what is happening on 
the ground. A safety culture should be 
encouraged, focusing on good practice 
and fostering an ethos of learning from 
mistakes. 

If you do find yourself involved in a 
corporate manslaughter case, early 
preparation and preservation of evi-
dence is vital. Make sure you record 
first-hand accounts and properly pre-
serve all relevant medical records. 
Criminal cases can take a long time to 
prepare, so make sure you retain re-
cords of policies which were in force at 
the time of the incident. Demonstrating 
clear processes and audit trails reduc-
es the scope for a jury to apply a more 
subjective interpretation of events. 

New Year is a great time to make 
resolutions, but make sure you follow 
up with a spring clean and check that 
all your policies and procedures are in 
good order, and understood and fol-
lowed by all staff. .

David Robinson is a serious injury 
solicitor at Thompsons Solicitors.

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

legaleye

“Strike action by junior 
doctors could make 

managers vulnerable to 
prosecution under the Act if 

deaths occur because of 
insufficient staffing.” 
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TIPSTER

Managing change in your team 
Many health organisations have spent years undergoing constant change – and it isn’t over 
yet. Matt Ross offers some advice for team leaders 

! EXPLAIN THE VISION
Before embracing change, people 
must understand why the status quo 
is untenable, see the ultimate goal as 
desirable for them and their team, and 
believe the planned change can be 
delivered. So explain clearly the risks of 
leaving things as they are, the benefits 
of the target model and how you will 
address the obstacles hindering change.

" UNDERSTAND PEOPLE’S 
REACTIONS

Make allowances if people at first 
express shock, rejection or anger, and 
recognise their legitimate concerns. At 
this stage, it’s important to be honest 
and empathetic about the real harm 
people might suffer – but don’t be 
tempted into making promises that you 
may not be able to keep. 

# SET ASIDE RESOURCES
Productivity will fall as teams change 
the way they work and develop the 
new skills required, so you may need 
additional support to maintain output. 
And you’ll need to put in plenty of 
time yourself – not just to deliver 
the change, but also to scrutinise 
plans and help address any potential 
weaknesses.

$ CATER FOR INDIVIDUALS
Everybody has their own needs in terms 
of explanations, information, training and 
support, so make sure you offer your 
team a range of communications and 
learning channels. Give people access to 
senior leaders and change managers, so 
they can ask their own questions directly.

%  CHANNEL FEEDBACK

Your team must be actively engaged in 
the change project – both to help test and 
improve the plans, and to give them a 
measure of ownership and control. Feed 
your topical and frontline expertise back 

to change leaders, ensuring that they’ve 
considered all the potential impacts 
on internal and external stakeholders. 
Identify staff who could build their own 
engagement by getting more closely 
involved in the project.

& EXPRESS YOUR CONCERNS – 
PRIVATELY

Line managers responsible for introducing 
change often experience competing 
pressures: you may, for example, worry 
about losing influence, squaring your 
loyalties to the team and the organisation, 
being associated with legacy systems 
now being implicitly criticised, or 
maintaining output through a disruptive 
change. Be open with change leaders 
about these conflicts, always seeking 
to find ways to resolve them. If you stay 
quiet then people are likely to spot both 
your worries, and your silence. 

' LEAD BY EXAMPLE
You have a far greater influence on 
your team than any senior leader, 
communications officer or change 
manager. So take care not to express 
scepticism about the wisdom or viability 
of the changes, and show the way 

forward yourself – not just by talking up 
the reforms, but also by adopting any new 
behaviours required and personally using 
any new systems.

( BE LIBERAL WITH CARROTS
Praise and reward tend to have a greater 
impact on behaviour than punishment 
and criticism – so make sure that 
people involved in change projects 
receive recognition, and highlight early 
achievements or signs of improvement. 
Amend appraisal and promotion schemes 
to align them with the new skills and 
behaviours required.

) BUT DON’T FORGET STICKS
As well as audible opposition, watch 
out for disengagement – it’s harder to 
spot, but just as damaging. And once 
a project is underway, don’t let one or 
two individuals suck the momentum out 
of a change that could work: people 
sabotaging or undermining a mature 
scheme should be challenged. If people 
are slow to get on board with change, 
be supportive and sympathetic – then 
get the big guns out.

* BUILD NETWORKS 
Talking regularly with other line 
managers will help you to spot potential 
risks and improvements, shape the 
support offered to your staff, and share 
ideas on implementation. Make sure 
change managers are involved, so 
that your network is seen as a catalyst 
of change rather than an obstacle to 
it. Watch out for blurred boundaries 
and flawed communications between 
teams under the emerging system: 
even when each team does their bit, 
changes can fail because essential 
connections haven’t been made across 
the organisation.

A consultant to MiP, Matt Ross is an 
editor, journalist and change manager.
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MIP AT WORK

MiP has called for the Senior 
Salaries Review Body to assert 
control over the “dysfunctional” pay 
system for very senior managers 
(VSMs) in arm’s-length NHS bodies 
in England. In its evidence for the 
SSRB’s 2016 report, the union also 
urged the review body to reject 
proposals to target the 1% pay 
award at some staff, rather than 
paying it across the board.

The review body is expected to report 
in June – which may mean pay rises will 
be backdated to April – on the pay of 
around 400 VSMs working for bodies 
such as NHS England, Health Education 
England and Commissioning Support 
Units. It does not cover managers on 
Agenda for Change or senior executives 
working for trusts or CCGs, although 
some ambulance trusts are included. 

MiP presented the results of its latest 
survey of VSMs, which showed that 53% 
of respondents did not know whether 
their pay was determined by the ‘new’ 
pay framework, the 2006 framework or 
some other arrangement. Two-thirds did 
not know how their individual salary had 
been worked out. “There is no pay de-
termination for VSMs,” said one partici-
pant. “The salary people started on is the 
same as it is now.”

MiP urged the review body to help 
develop a new pay framework that 
would “foster an open, accountable 
approach to pay decisions” in consul-
tation with staff, employers and unions. 
“There is a pressing need to ensure 
the recruitment, retention and motiva-
tion of VSMs in arms-length bodies by 

creating a longer term, sustainable ap-
proach to their pay,” said the union. 

MiP chief executive Jon Restell said: 
“The short-term, ad-hoc approach to 
VSM pay, together with the ongoing 
pay freeze, have undermined recruit-
ment and retention for this small but 
important group of members. Our sur-
vey shows many senior managers are 
thinking of leaving their organisations, 
so it’s vital the review body gets a grip 
on the dysfunctional pay system, be-
ginning with this year’s pay round.”

The survey found that only 22% of 
VSMs expected be still working in the 
same organisation in three years’ time, 
and around a third planned to leave the 
NHS altogether. “There is a clinical and 
managerial brain drain in progress,” 
added one respondent. “Only by ad-
dressing the issue of pay will this be re-
versed without making a conscious and 
public decision to lower standards.”

Several respondents warned that pay 
levels were deterring clinicians from get-
ting involved with management at na-
tional level, a key goal of recent reforms. 
“It will be very difficult to recruit senior 
doctors on the salary offered,” said one.

Following a three-year pay freeze, 
the Treasury has capped increases in 
the VSM paybill at 1% for the next four 
years and urged employers to target 
increases at small groups of staff – for 
example, where there are recruitment 
and retention problems. 

Calling on the SSRB to pay the 1% 
increase across the board, MiP said: 
“We do not accept that there is any 
case for targeting the 1%, especially 
next year, given the pay freeze and the 
relatively small sum available.” It high-
lighted survey findings that a third of 
VSMs had seen their pay fall last year, 
while only 10% had received a pay rise.

The survey also showed that two-
thirds of respondents wanted employ-
ers to allocate the full bonus pot avail-
able under the pay framework. “We 
accept and indeed share the concerns 
about the use of bonuses but in the 
present climate of pay restraint we 
believe the system should be used to 
its fullest extent, until change can be 
made,” MiP told the review body. 

Over half (55%) of survey respond-
ents considered themselves to have 
a poor work/life balance, while 63% 
said they worked more than 48 hours 
a week on average. One manager in 
seven said they had experienced bully-
ing from their line manager or another 
colleague during the last 12 months.

The survey did contain some brighter 
news: 83% said they had received an 
effective appraisal during the last year, 
and 82% would still recommend a ca-
reer in healthcare management to their 
family or friends. .

SALARIES

Time to end ‘dysfunctional’ 
pay system for top managers
With three-quarters of top managers in ‘arm’s-length’ NHS bodies 
expecting to leave their jobs in the next three years, MiP is calling for a 
new deal for this important group of members.

“Many senior managers  
are thinking of leaving their 

organisations, so it’s vital 
the review body gets a grip 

on the dysfunctional  
pay system.”
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MIP AT WORK

CASE STUDY

When you need someone  
on your side…

Last summer, MiP member 
Melissa (not her real name) was 
taking special leave from her job 
in public health to care for her 
husband, who had just had an 
operation, when she received an 
alarming phone call. A colleague 
had accused her of bullying and 
taken out a formal grievance 
against her. 

“I’ve been working in and around the 
NHS for 40 years, and I’ve never had a 
grievance against me,” she says. “I was 
gobsmacked. It was completely out of 
the blue.”

Melissa has raised concerns about a 
colleague’s performance and a previous 
complaint against his line manager – 
which Melissa believed was unfounded. 
But she was shocked to find this con-
strued as bullying. “There was no review 
process, and no attempt to check out 
whether what he was saying was actually 
true. My own line manager wasn’t even 
allowed to review it.

“There was a history of a bumpy re-
lationship but I thought I was giving him 
leeway because I genuinely thought 
someone’s not being really bad if the 
job’s beyond them,” Melissa adds. “I 
was prepared to redraw the job so he 
could cope with it because he was 
learning like everyone else.”

She immediately contacted MiP and 
met with national officer Jo Spear. “I 
found MiP really helpful,” she says. “Jo 
was brilliant with helping me through 
a procedure that was very much in his 
favour in terms of calling the shots on 
the process.” 

Jo quickly spotted that the employer’s 

grievance procedures were out of date 
and based on the wrong employment 
legislation. “Jo looked at the processes 
and they were all over the place like a 
dog’s breakfast. They were using things 
that hadn’t been allowed since 1993,” 
Melissa says. “I was worried about how 
upset I’d be at the meeting. But I knew 
Jo was there to step in and help me, so 
that took that kind of pressure off.”

At the hearing, Jo intervened to ask 
why there had been no informal pro-
cess and why Melissa’s side of the 
story had not been heard. Under its 
outdated procedures, Melissa’s em-
ployer wouldn’t even show her the 
written allegations against her because 
they contained accusations against 
several other people. 

“Jo made it clear that if it went to a 
tribunal we would get sight of the docu-
ments anyway,” Melissa explains. “Once 
I knew other people had been accused, 
I felt sure those accusations would be 
outrageous too.”

Shortly after the hearing, Melissa 
heard that the complaint against her 

would not be upheld. “I was told ‘we 
know a lot of this is made up, we know 
a lot of what’s there is lies’,” she says. 

“I was amazed at how very upset 
about it I was… I just couldn’t get it out 
of my head at all. It was really a much 
more dramatic emotional pressure than I 
had ever envisaged. And it turned out to 
be just vexatious lies being thrown in a 
scattergun fashion at everybody.”

Melissa says her employer’s poor HR 
practice made a difficult situation much 
worse. “There should’ve been some 
process of mediation and sorting out 
whether things are true. The situation 
was crazy for me and his line manager – 
we couldn’t even do our jobs properly… 
[The complainant] was a problem but the 
truth is the HR department here is a big 
problem too.”

MiP’s national officer, Jo Spear, 
explains that MiP members are facing 
more accusations from staff as pres-
sure on the NHS builds. “We support 
individual managers, but we can also 
challenge and influence the culture 
of the organisation. Many policies 
and procedures need updating and 
we are campaigning to improve train-
ing for investigations and informal 
resolution.”

Throughout the process, Melissa says 
the union was often the only support 
she had. “The fact that I had some-
one to go through it with, that I wasn’t 
just stuck on my own because of all 
this confidentiality stuff, with no one to 
talk to, was incredibly important,” she 
adds. “HR gave me no support at all as 
a manager. Without Jo, I would’ve felt 
completely bereft.” .

Sloppy HR procedures aren’t just an admin problem – they cause real distress and do 
substantial damage to organisations. Craig Ryan spoke to one MiP member about 
how a mishandled complaint affected her – and how the union was able to help.
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backlash

Return of the 
roll? 

Celticus is a little 
sceptical about 
claims that new 

‘nursing associate’ posts 
won’t be used to save 
money by replacing fully-
qualified nurses. After all, 
the alternative is that they 
become a more expensive 
replacement for healthcare 
assistants (HCAs) – hardly 
viable in the current 
financial climate. The new 
jobs, proposed in Lord 
Willis’s NHS workforce 
review, also look remarkably 
similar to those done by 
State Enrolled Nurses until 
about 20 years ago. Let’s 
call it another example of 
the NHS’s extraordinary 
ability to learn from its own 
mistakes. 

Don’t mention 
the strike

Allowing 
whistleblowers 
a “safe-space” 

to give evidence to the 
new Healthcare Safety 
Investigation Branch won 

some rare praise for Jeremy 
Hunt. Too bad his friends 
down in Wapping didn’t join 
in. The Times, which likes to 
style itself as Britain’s “paper 
of record”, construed the 
move as “Blundering doctors 
get protection from blame” 
on its front page. I wonder 
if the publication of a poll 
on the same day, showing 
overwhelming public 
support junior doctors as 
they began another 48-
hour strike, might have 
had something to do with 
it. Not that you’d have read 
anything about that in our 
paper of record. 

Economics 101

The NHS Pay Review 
Body may have its 
hands tied by the 

government’s public sector 
pay cap, but that didn’t stop 
it from slipping its gag to 
give ministers a sharp lesson 
in their own free market 
ideology. In its 2016 report, 
the review body lectured the 
government over spiralling 
agency costs, expected to 
reach £4bn this year. “The 
rise in agency spend is an 
example of a labour market 
in operation when the 
current level of demand is 
outstripping supply… Some 
NHS jobs or overtime may 
simply need to be made 
more attractive and flexible 
to potential staff.” And in 
case ministers hadn’t got 
the point, it added that pay 
“will certainly have a role as 
part of any attraction and 
retention strategy”. 

The Social will 
see you now

We’re all for joined-
up services, 
but this may 

not be the integration 
you had in mind. Under 
a pilot project, Islington 
GPs will soon be offering 
‘jobs on prescription’ to 
patients with long-term 
conditions. The move, 
which could see job 
centre staff working in GP 
surgeries, aims to “embed 
employment into the 
‘wiring’ of the healthcare 
system”, according to the 
local Health and Wellbeing 
Board. Disability rights 
campaigners worry that 
patients could be pressured 
into returning to work 
in a bid to drive down 
benefit costs. Given that the 
scheme will be operated 
by Maximus, who run the 
discredited ’fit note’ scheme, 
they may have a point. 

Dumb numbers 

Do you ever think 
some of the things 
we do in the NHS are 

pointless, or even stupid? In 
March, the DH announced, 
with great fanfare, that just 
748 patients in England 
have been on waiting lists 
for elective surgery for a 
year or more. Just days later 
it emerged that a single 
trust, Barking, Redbridge 
and Havering in the 
London-Essex borderlands, 
had more than 1,000 such 
patients. Barking is one 

of nine trusts who don’t 
report waiting times data. 
Given the size of its waiting 
list, excluding Barking 
made the national figures 
meaningless. How does 
it serve patients to waste 
everybody’s time like this?

Lordships at 
loggerheads

There were a lot of 
good things in Lord 
Carter’s review of NHS 

procurement and efficiency, 
but more than one or two 
unforced errors. As well as 
overstating the number of 
nurses working in the NHS 
by more than a quarter, 
Carter’s methodology for 
assessing safe staffing levels 
was found to have ignored 
skill differences between 
HCAs and registered nurses. 
Among the strongest 
critics was the NHS’s other 
reviewer-in-ermine, Lord 
(Phil) Willis. Carter’s 
methodology “is too blunt a 
tool,” he said. “It does need 
to actually factor in the skills 
of that workforce otherwise 
it’s meaningless.” So what 
does Willis think of Carter’s 
efforts? “Quite an excellent 
report,” of course.

by Celticus

Send your cuttings, anecdotes and 
overheard indiscretions (delicately 
handled) to Celticus at backlash@

healthcare-manager.co.uk.

BACKLASH
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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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Help us speak
up for you.

We’re reforming our communications, 
and we need your views. 
Help us to get your message across – and enter 
the draw to win up to £150 – by completing 
the survey at miphealth.org.uk/survey
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